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6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: SEE ATTACHMENT
42 CFR §440.70 (Home health services, including skilled nursing
and durable medical equipment and supplies) and Section a. FFY 2009 $ 53,642
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10. SUBJECT OF AMENDMENT:

The proposed amendment modifies the reimbursement methodology for in-home total parenteral hyperalimentation services
by removing the reimbursement methodology page for these services. The payments for hyperalimentation nursing services
are covered under the reimbursement methodology for home health services. The payments for the hyperalimentation
nutritional products and associated medical supplies are covered under the reimbursement methodology for durable medical
equipment, prosthetics, orthotics, and supplies (DMEPOS). The requested effective date for the proposed amendment is July
1, 2009.
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Attachment to Blocks 8 and 9 to CMS Form 179

Transmittal No. TX 09-010, Amendment No. 856
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