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AMEND & RENUMBER:

Stat. Auth.: ORS 413.042, 414.065, 414.615, 414.625, 414.635, 414.651

Other Auth.: SB 204 and HB 3650

Stats. Implemented: ORS 414.065 and 414.610 through 414.685

RULE SUMMARY
The Division is amending these rules to comply with ORS 414.653. The statute requires Type A & B Hospitals to move to a new

payment methodology. Type A & B hospitals that are found at financial risk will remain on the current methodology and will not
have to change.

The Agency requests public comment on whether other options should be considered for achieving the rule’s substantive goals
while reducing the negative economic impact of the rule on business.

November 20, 2014 by 5 p.m. (Send comments to dmap.rules@state.or.us.)
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Secretary of State
STATEMENT OF NEED AND FISCAL IMPACT

A Notice of Proposed Rulemaking Hearing or a Notice of Proposed Rulemaking accompanies this form.

Oregon Health Authority, Division of Medical Assistance Programs 410

Agency and Division Administrative Rules Chapter Number

PHP and CCO Payment Methodologies for A & B Hospitals

Rule Caption (Not more than 15 words that reasonably identifies the subject matter of the agency’s intended action.)

In the Matter of: The amendment of OAR 410-141-0420 and OAR 410-141-3420 and the repeal of OAR 410-141-0420(T) and
OAR 410-141-3420(T)

Statutory Authority: ORS 413.042, 414.065, 414.615, 414.625, 414.635, 414.651
Other Authority: SB 204 and HB 3650
Stats. Implemented: ORS 414.065 and 414.610 through 414.685

Need for the Rule(s): The Division needs to amend these rules to comply with ORS 414.653. Per HB 3650, hospitals meeting
certain criteria currently under Cost-Based Reimbursement (CBR) for Medicaid will transition to an Alternative Payment Method
(APM) effective CY 2015.

Documents Relied Upon, and where they are available: HB 3650; OHA Rural Health Reform Initiative “Summary of Methods and
Outcomes of the Rural Health Reform Initiative Workgroup/Optimus Report, dated April 15, 2014; letter dated July 24, 2014 from
Suzanne Hoffman, interim director of OHA, to Becky Pape, chair of the Small and Rural Hospital Committee, and Scott Ekblad,
director of the Oregon Office of Rural Health, regarding the inclusion of the “frontier status as being an appropriate factor in the
‘decision tree’ related to cost-based reimbursement.”

Fiscal and Economic Impact: See below.

Statement of Cost of Compliance:
1. Impact on state agencies, units of local government and the public (ORS 183.335(2)(b)(E)):
The Division does not anticipate fiscal impacts on other state agencies, units of local government, or the public.

2. Cost of compliance effect on small business (ORS 183.336):
a. Estimate the number of small businesses and types of business and industries with small businesses subject to the rule: The
Division does not anticipate a direct or indirect impact on small businesses.

b. Projected reporting, recordkeeping and other administrative activities required for compliance, including costs of
professional services: None.

c. Equipment, supplies, labor and increased administration required for compliance: None.

How were small businesses involved in the development of this rule? N/A This rule change will have no impact on small
businesses.

Administrative Rule Advisory Committee consulted?: Yes. A RAC meeting was held on 9/15/2014.
If not, why?:
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Signature Printed name Date

Administrative Rules Unit, Archives Division, Secretary of State, 800 Summer Street NE, Salem, Oregon 97310.



410-141-0420

Managed Care Prepaid Health Plan Billing and Payment under the Oregon Health

Plan
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(1) Sublect 1o other applicable Authority bi %qu rules, providers ;%““

submit all billings

for OHP members following the timeframes in () and (b) below

{a) Submit bilinas within twelve months of the dale of service in the following cases:

(A Preanancy,

(B) Elig v issues such as retroactive deletions or retroactive enrollments:
(CY When Medicare is the primary paver, except where the MCO is responsible for the

Medicare reimbursement

(D) Other cases that could have delaved the initial billing fo the MCO (which does not

include ?e&é f%“‘@ provider to certify the r%mb@ 5 eligibilityvy or




(E) Third Party Liability {TPL). Pursuant to 42 CFR 136,681, subpart G: Indian Health
Services and the amended Public Law 93-638 under the Memorandum of Agreement
that Indian Health Service and 638 Tribal Facilities are the pavers of last resort and are
not considered an alternative liability or TRL,

(b) Submit bills within four months of the date of service for all other cases,

(2) Providers shall be enrolled with the Division of Medical Assistance Programs to be
eligible for BrdsionAuthority fee-for-service (FFS) payments. Mental health providers,
except Federally Qualified Health Centers (FQHC), shall be approved by the Local
Mental Health Authority (LMHA) and the Authoerity's Addictions and Mental Health
(AMH) Division before enroliment with the BivisienAuthority or to be eligible for PHP
payment for services. Providers may be retroactively enrolled in accordance with OAR
410-120-1260, {Provider Enroliment;.

(3) Providers, including mental health providers, shall be enrolled with the
DivisienAuthority eitheras a Medicaid provider or an encounter-only provider prior to
submission of encounter data to ensure the encounter is accepted. the-servicing
provideris-not-excluded-perfedoral-and state-standard-as-defined-in-OAR-407420

0300

(4) Providers shall verify, before-rerdering providing -services, that the member is
eligible for the Division of Medical Assistance Programs on the date of service.
Providers shall useing the DivisienAuthority tools and the PHP’s tools, as applicable,
and-that-io determine if the service to be rendered-provided is covered under the
member’s Oregon Health Plan Benefit Package of covered services. Providers shall
also identify the party responsible for covering the intended service and seek
preauthorizations from the appropriate payer before rendaring-providing services.
Before providing @-non-covered services, the provider shall complete and have the
member sign an BivisienAuthority 3165, or facsimile_signed by the client, as described
in OAR 410-120-1280.

(5) PHPs shall pay for all capitated services. These services shall be billed directly to
the PHP, unless the PHP or the BivisienAuthority specifies otherwise. PHPs may
require providers to obtain preauthorization to deliver certain capitated services.

(6) Payment by the PHP to participating providers for capitated services is a matter
between the PHP and the participating provider except as follows:

1 WARSTREL a Yo ahrtetaTateIom
Layd uthorizations:

(Az) PHPs shall have written procedures for processing preauthorization requests
received from any provider and writter; procedures for processing claims submitied from
any source. The procedures shall specify time frames for:

(iA) Date stamping preauthorization requests znd clairms when received;



(iB) Determining within a specific number of days from receipt whether a
preauthorization request or & claim is valid or non-valid;

(i#C) The specific number of days allowed for follow--up on pended preauthorization
requests or pended claims to obtain additional information;

(i¥D) The specific number of days following receipt of the additional information that a
redetermination shall be made;

| (vE) Providing services after office hours and on weekends that require
preauthorization;

(+F) Sending notice of the decision with appeal rights to the member when the
determination is made-to-demy-a denjal of the requested service as specified in OAR
410-141-0263.

| (Bb) PHPs shall make a determination on at least 95 percent of valid preauthorization
requests within two working days of receipt of a preauthorization or reauthorization
request related to urgent services, alcohol and drug services, or care required while in a
skilled nursing facility. Preauthorization for prescription drugs shall be completed and
the pharmacy notified within 24 hours. If a preauthorization for a prescription cannot be
completed within the 24 hours, the PHP shall provide for the dispensing of at least a 72-
hour supply if the medical need for the drug is immediate. PHPs shall notify providers of
such determination within two working days of receipt of the request;

| (G¢) For expedited preauthorization requests in which the provider indicates or the PHP
determines that following the standard timeframe could seriously jeopardize the
member’s life or health or ability to attain, maintain, or regain maximum function:

| (i2) The PHP shall make an expedited authorization decision and provide notice as

expeditiously as the member’s health condition requires and no later than three working
days after receipt of the request for service;

(#B) The PHP may extend the three working days-time period by up to 14 calendar days
if the member requests an extension or if the PHP justifies to the BivistenAuthority a
need for additional information and how the extension is in the member’s interest.

(8d) For all other preauthorization requests, PHPs shall notify providers of an approval,
denial, or need for further information within 14 calendar days of receipt of the request
as outlined in OAR 410-141-0263. PHPs shall make reasonable efforts to obtain the
necessary information during the 14--day period. However, the PHP may use an
additional 14 days to obtain follow-up information if the PHP justifies (to the

| DivisienAuthority upon request) the need for additional information and how the delay is
in the member’s interest. If the PHP extends the timeframe, it shall give the member
written notice of the reason for the extension as outlined in OAR 410-141-0263. The




PHP shall make a determination as the member’s health condition requires but no later
than the expiration of the extension.
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(Be) PHPs shall pay or deny at least 90 percent of valid claims within 45 calendar days
of receipt and at least 99 percent of valid claims within 60 calendars days of receipt.
PHPs shall make an initial determination on 99 percent of all claims submitted within 60
calendar days of receipt;

(&) PHPs shall provide written notification of PHP determinations when the
determinations result in a denial of payment for services as outlined in OAR 410-141-
0263.

(£g) PHPs may not require providers to delay billing to the PHP;

(Eh) PHPs may not require Medicare be billed as the primary insurer for services or
items not covered by Medicare-and-may-net or require non-Medicare approved
providers to bill Medicare;

(Ei) PHPs shall not deny payment of valid claims when the potential TPR is based only
on a diagnosis, and no potential TPR has been documented in the member’s clinical
record,;

(&) PHPs may not delay or deny payments because a co-payment was not collected at
the time of service.

(¢7) FCHPs, PCOs, and MHOs shall pay for Medicare coinsurances and deductibles up
to the Medicare or PHP's allowable for covered services the member receives within the



PHP for authorized referral care and for urgent care services or emergency services the
member receives from non-participating providers. FCHPs, PCOs, and MHOs are-rot
responsible-shall not pay for Medicare coinsurances and deductibles for non-urgent or
non-emergent care members receive from non-participating providers;

(¢8) FCHPs and PCOs shall pay transportation, meals, and lodging costs for the
member and any required attendant for services that the PHP has arranged and
authorized when those services are not available within the state, unless otherwise
approved by the Authority. eub-elbstate-servises-(thatthe- FOHE-and-RPCO-haw

e et et by arbigars Ermvees ooeve s ¥ iy int aidbuiyy At o ryd
AN Y TF # Y LR L1 W ¥ T TrGA 1] LARSE] SN o 1 TR o

baengnasiones s s ey g ed b bngn TS dheniomem
AT TN e E\/ W KI}J ¥ 1 3 j?

H

(29) PHPs shall pay for covered services provided by a non-participating provider that
were not preauthorized if the following conditions exist:

(Aa) It can be verified that the participating provider ordered or directed the covered
services to be delivered by a non-participating provider; and

(8b) The covered service was delivered in good faith without the preauthorization; and

(&¢) It was a covered service that would have been preauthorized with a participating
provider if the PHP’s referral protocols had been followed;

({éd) The PHP shall gk paym Aat-to-nen p:rff ;;3 Hng-providers-pay non-partic ‘mi‘m

the PHP) for covered services that are subject to relmbursement from the PHP, the
amount specified in OAR 410-120-1295. This rule does not apply to providers that are
Type A or Type B hospitals_-as-they-are-paid-in-aceordansswith- ORE-414- 727
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(811 Re-determination of which Tvpe A or Tyoe B hospitals will transition off of CBR;

(a) No later than April 30, 2015, the Authority shall update the algorithm for calculation
of the CBR methodology with the most recent data available:

(b} Alter recaloulation for each Tvoe A and Tyne B hospital any changes in a hospital's
status from CRR to APM or from APM to CBR will be effective January 1, 2016,

(¢} The reimbursement methodoloay for each hospital will be recalculated aevery two
vears thereafier

() Tyoe A and Type B hospitals located in a county that is designated as "Frontier” will
nat he sublect to re<determination via the algorithm and will remain on CBE.

(912 Non-coniracted Tvpe A or Type B hospital rates for those transitioning off of CBR

(a) Charges shall be discounted for both inpatient and outpatient services The initial
reimbursement rate effective January 1. 2015 will be based on the individual hospital’s
most recently filed Medicare cost report adjusied to reflect the hospital's Medicald/OHP
mix of services;

(b) Reimbursement Rales effective for the calendar vear beainning January 1, 2016 will
be based on the hospital's most recently filed Medicare cost report adjusted 1o reflect
the hospital's Medicald/OHP mix of services and further adiusted by Actuarial Services
Unit (ASL) based on the individual hospital's annual price increases during FY 2014 ~
FY 2015 and the Authority's global budget rate increase as defined by the CMS 1115
walver, using the following formula: Current Reimbursement Rate x (1+Global Budget
Increase) / (1+Hospital Price Increasel

(¢y Subssauent vear reimbursement rates will be adiusted and calculated by Actuarial
Services Unit (ASUD based on the individual hospital’'s annual price increase and the
Authority’s global budget rate increase ags defined by the CMS 1115 waiver, using the
following formula: Current Reimbursement Rate x (1+Global Budget increase) /

{(1+Hospial Price Incregse)

() ASU will contact hospitals regarding price increases during March of each vear

() Inpatient and ouloatient relimbursement rates will be calculated separaiely.




(fy A volume adiustiment will also be applied. ASU will develop a risk corridor on the
volume adiustment on a hospital specific basis. The Authority will determine when the
volume adiustment miaht sunset on a hosoital spedific basis,

(o) Non-contracted Type A or Type B hospital reimbursement rates for those
transitioning off of CBR can be found in the Rate Table section at the following:

hitp:/fwww.oregon.gov/oha/nealthplan/Pages/hospital aspx

(813) Members enrolled with PHPs may receive certain services on an BivsionAuthority
FFS basis:- These-sewvices-are-referred-to-as-pop-capiated-servie

(ba) Certain services shall be authorized by the PHP or the Community Mental Health
Program (CMHP) for some mental health services, even though the services are then
paid by the DivisionAuthority on a Bivisien-FFS basis. Before providing services,
providers should-shall verify a member’s eligibility via the web portal or AVR Forsome
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(eb) Services authorized by the PHP or CMHP are subject to the rules and limitations of
the appropriate BivisiesAuthority administrative rules and supplemental information
including rates and billing instructions;

(¢o) Providers shali biii the ﬁév'sts&!&utm 'ty directly for ROR-& egétate@??g services in

rules and supplemental information;

(ed) The BhdsienAuthority shall pay at the Medicaid FFS rate in effect on the date the
service is provided subject to the rules and limitations described in the relevant rules,
contracts, billing instructions, and-Division-administrative-rules-and supplemental
information;

(fe) The BivisionAuthority may not pay a provider for provision of services for which a
PHP has received a capitation payment unless otherwise provided for in GAR-448-444-
O420rule;

(gf) When an item or service is included in the rate paid to a medical institution, a
residential facility or foster home, provision of that item or service is not the
DivisionAuthorty adm.mstratrv""é’?ﬂié”é and supplemental information (e.g., capitated
services that are not included in the nursing facility all-inclusive rate); and



(kg) FCHPs and PCOs that contract with FQHCs and RHCs shall negotiate a rate of
reimbursement that is not less than the level and amount of payment that the FCHP or
PCO would make for the same service furnished by a provider who is not an FQHC nor
RHC, consistent with the requirements of BBA 4712(b)(2).

(148) Coverage of services through the OHP Benefit package-Package of covered
services is limited by OAR 410-141-0500 (Excluded Services and Limitations for OHP
Clients).

(815) OHP clients enrolled with a PCM receive services on a FFS basis:

(a) PCMs are paid a per client-per month payment to provide PCM s&ervices in
accordance with OAR 410-141-0410, PCM Medical Management;

(b) PCMs provide primary care access and management services for preventive
services, primary care services, referrals for specialty services, limited inpatient hospital
services, and outpatient hospital services. The BhdsienAuthority payment for these

PCM managed services is contingent upon PCM authorization;

(c) All PCM managed services are covered services that shall be billed directly to the
DhvisionAuthority in accordance with billing instructions contained in the
BhvisionAuthority administrative rules and supplemental information;

(d) The BivisienAuthority shall pay at the FFS rate in effect on the date the service is
provided subject to the rules and limitations described in the appropriate
BivisienAuthority administrative rules and supplemental information.

(4618) All OHP members enrolled with a PCO receive inpatient hospital services on a
FFS basis:

(a) May receive services directly from any appropriately enrolled provider;

(b) All services shall be billed directly to the BivisisnAuthority in accordance with FFS
billing instructions contained in the BivisienAuinority administrative rules and
supplemental information;

(c) The BiasionAuthority shall pay at the FFS rate in effect on the date the service is

provided subject to the rules and limitations described in the appropriate
DivisionAuthority administrative rules and supplemental information.

(a) Services may be received directly from any appropriately enrolled provider,



(b) All services shall be billed directly to the BivdsienAuthority in accordance with billing
instructions contained in the BivisienAuthority administrative rules and supplemental
information;

(c) The BidsienAuthority shall pay at the FFS rate in effect on the date the service is
provided subject to the rules and limitations described in the appropriate
DivisionAuthority administrative rules and supplemental information.

410-141-3420

Billing and Payment

(1) Subject to other applicable BivisierAuthority billing rules, providers must submit all
billings for CCO members following the timeframes in (a) and (b) below:

(a) Submit billings within twelve months of the date of service in the following cases:
(A) Pregnancy;
(B) Eligibility issues such as retroactive deletions or retroactive enroliments;

(C) Medicare is the primary payer, except where the CCO is responsible for the
Medicare reimbursement;

(D) Other cases that could have delayed the initial billing to the CCO (which does not
include failure of the provider to certify the member's eligibility); or

(E) Third Party Liability (TPL). Pursuant to 42 CFR 136.61, subpart G: Indian Health
Services and the amended Public Law 93-638 under the Memorandum of Agreement
that Indian Health Service and 638 Tribal Facilities are the payers of last resort and are
not considered an alternative liability or TPL.

(b) Submit bills within four months of the date of service for all other cases.

(2) Providers must-shall be enrolled with the Division of Medical Assistance Programs to
be eligible for Authority fee-for-service (FFS) payments. Mental health providers, except
Federally Qualified Health Centers (FQHC),-must shall be approved by the Local Mental
Health Authority (LMHA) and the Authority’s Addictions and Mental Health (AMH)
Divisien-division before enrollment with the Authority or to be eligible for CCO payment
for services. Providers may be retroactively enrolled in accordance with OAR 410-120-
1260, Provider Enrollment.

Authority as a Medicaid provider or an encounter-only provider prior to submission of
encounter data to ensure the encounter is accepted.



(4) Providers shall verify, before providing services, that the member is eligible for
coordinated care services on the date of service. Providers shall use the Authority tools
and the CCO'’s tools, as applicable, to determine if the service to be provided is covered
under the member’s Oregon Health Plan berefit-Benefit package-Package of covered
services. Providers shall also identify the party responsible for covering the intended
service and seek preauthorizations from the appropriate payer before providing
services. Before providing @-non-covered services, the provider must-shall complete a
DMAP 3165, or facsimile, signed by the client, as described in OAR 141-120-1280.

(5) CCOs shall pay for all covered coordinated care services. These services must-ghall
be billed directly to the CCO, unless the CCO or the Authority specifies otherwise.
CCOs may require providers to obtain preauthorization to deliver certain coordinated
care services.

(6) Payment by the CCO to participating providers for coordinated care services is a
matter between the CCO and the participating provider except as follows:

(a) CCOs shall have written procedures for processing preauthorization requests
received from any provider and written procedures for processing claims submitted from
any source. The procedures shall specify time frames for:

(A) Date stamping preauthorization requests and claims when received;

(B) Determining within a specific number of days from receipt whether a
preauthorization request ¢r a claim is valid or non-valid,

(C) The specific number of days allowed for felisw-{ollow-up on pended preauthorization
requests or pended claims to obtain additional information;

(D)The specific number of days following receipt of the additional information that a
redetermination must-shall be made;

(E) Providing services after office hours and on weekends that require preauthorization;

(F) Sending notice of the decision with appeal rights to the member when the
determination is a denial of the requested service as specified in OAR 410-141-3263.

(b) CCOs shall make a determination on at least 95 percent of valid preauthorization
requests within two working days of receipt of a preauthorization or reauthorization
request related to urgent services, alcohol and drug services, or care required while in a
skilled nursing facility. Preauthorization for prescription drugs #ust-shall be completed
and the pharmacy notified within 24 hours. If a preauthorization for a prescription cannot
be completed within the 24 hours, the CCO must-shall provide for the dispensing of at
least a 72-hour supply if there is an immediate medical need for the drug. CCOs shall
notify providers of the determination within two working days of receipt of the request;



(c) For expedited prior authorization requests in which the provider indicates: or the
CCO determines. that following the standard timeframe could seriously jeopardize the
member’s life or health or ability to attain, maintain, or regain maximum function:

(A) The CCO must make an expedited authorization decision and provide notice as
expeditiously as the member’s health or mental health condition requires and no later
than three working days after receipt of the request for service;

(B) The CCO may extend the three working day time period no more than 14 calendar
days if the member requests an extension or if the CCO justifies to the Authority a need
for additional information and how the extension is in the member’s best interest.

(d) For all other preauthorization requests, CCOs shall notify providers of an approval, a
denial, or the need for further information within 14 calendar days of receipt of the
request as outlined in 410-141-3263. CCOs must-shall make reasonable efforts to
obtain the necessary information during the 14-day period. However, the CCO may use
an additional 14 days to obtain follow-up information if the CCO justifies (to the Authority
upon request) the need for additional information and how the delay is in the interest of
the member. If the CCO extends the timeframe it shall give the member written notice
of the reason for the extension as outlined in OAR 410-141-3263. The CCO shall make
a determination as the member’s health or mental health condition requires, but no later
than the expiration of the extension.
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determinatisnds-made-to-demy-the-clalm;

(f2) CCOs shall pay or deny at least 90 percent of valid claims within 45 calendar days
of receipt and at least 99 percent of valid claims within 60 calendars days of receipt.
CCOs shall make an initial determination on 99 percent of all claims submitted within 60
calendar days of receipt;



(sf) CCOs shall provide written notification of CCO determinations when the
determinations result in a denial of payment for services as outlined in 410-141-3263;

(hg) CCOs may not require providers to delay billing to the CCO;

(ih) CCOs may not require Medicare be billed as the primary insurer for services or
items not covered by Medicare or require non-Medicare approved providers to bill
Medicare;

(i) CCOs may not deny payment of valid claims when the potential TPR is based only
on a diagnosis, and no potential TPR has been documented in the member’s clinical
record;

(ki) CCOs may not delay or deny payments because a co-payment was not collected at
the time of service.

(87) CCOs shall pay for Medicare coinsurances and deductibles up to the Medicare or
CCOs allowable for covered services the member receives within the CCO for
authorized referral care and urgent care services or emergency services the member
receives from non-participating providers. CCOs may not pay for Medicare
coinsurances and deductibles for non-urgent or non-emergent care members receive
from non-participating providers.

(88) CCOs shall pay transportation, meals, and lodging costs for the member and any
required attendant for services that the CCO has arranged and authorized when those
services are not available within the state, unless otherwise approved by the Authority.

(309) CCOs shall pay for covered services provided by a non-participating provider that
was not preauthorized if the following conditions exist:

(a) It can be verified that the participating provider ordered or directed the covered
services to be delivered by a non-participating provider; and

(b) The covered service was delivered in good faith without the preauthorization; and

(c) It was a covered service that would have been preauthorized with a participating
provider if the CCO's referral procedures had been followed;

(d) The CCO shall pay non-participating providers (providers enrolled with the Authority
that do not have a contract with the CCO) for covered services that are subject to
reimbursement from the CCO in the amount specified in OAR 410-120-1295. This rule
does not apply to providers that are Type A or Type B hospitals;

(e) CCOs shall reimburse hospitals for services provided aa-s+aftes g ny- 2002
using Medicare Severity DRG for inpatient services and Ambulatory Payment
Classification (APC) for outpatient services or other alternative payment methods that




for-performance, bundled payments, and

including but not limited to pay-
capitation. An alternative payment methodology does not include reimbursement

Type A or Type B hospitals as referenced in ORS 442.470. CCOs shall attest annually

to the Authority in a manner to be prescribed to CCO’s compliance with these

incorporate the most recent Medicare payment methodologies for both inpatient and
reguirements.

outpatient services established by CMS for hospital services and alternative payment
payment based on percentage of billed charges. This requirement does not apply to

methodologies,
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(o) Mon-contracted Tvpe A or Tvoe B hosoital reimbursement rates for those
fransitioning off of CBR can be found in the Rate Table section al the following:

(4413) Members may receive certain services on an Authority Fee for Service (FFS)
basis:

(a) Certain services musi-shall be authorized by the CCO or the Community Mental
Health Program (CMHP) for some mental health services, even though the services are
then paid by the Authority on a FFS basis. Before providing services, providers fatist
shall verify a member’s eligibility using the web portal or AVR;

(b) Services authorized by the CCO or CMHP are subject to the rules and limitations of
the appropriate Authority administrative rules and supplemental information including
rates and billing instructions;



(c) Broviders-shall-bill thorby-diresthyfor-The Authority shall pay at the Medicaid
FFS rate in effect on the date the services is provided in-aceordancesubject {o the rules
and limitations described in the relevant rules, contracts, with-billing instructions

sleteizet in-the-Authority-administrative-rules-and supplemental information,

(d) The Authority shall pay at the Medicaid FFS rate in effect on the date the service is
provided subject to the rules and limitations described in the relevant rules, contracts,
and billing instructions;

(e) The Authority may not pay a provider for provision of services for which a CCO has
received a CCO payment unless otherwise provided for in rule;

(f) When an item or service is included in the rate paid to a medical institution, a
residential facility, or foster home, provision of that item or service is not the
responsibility of the Authority, AlMH or a CCO except as provided in Authority
administrative rules and supplemental information (e.g., coordinated care services that
are not included in the nursing facility all-inclusive rate);

(g) CCOs that contract with FQHCs and RHCs shall negotiate a rate of reimbursement
that is not less than the level and amount of payment that the CCO would pay for the
same service furnished by a provider who is not an FQHC nor RHC, consistent with the
requirements of BBA 4712(b)(2).

(4514) Coverage of services through the Oregon Health Plan berefit-Benelit paskage
Package of covered services is limited by OAR 410-141-0500, excluded services and
limitations for OHP clients.

Stat. Auth.: ORS 414.032, 414.615, 414.625, 414.635, 414.651

Stats. Implemented: ORS 414.610 — 685 OL 2011, Ch 602 Sec. 13, 14, 16, 17, 62, 64
(2), 65, HB 3650



