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the exception of the provider covered by paragraph (b), ground and air

ambulance services are reimbursed based on the lesser of the provider's billed
charges or fees established by the Texas Health and Human Services
Commission (HHSC). Fees established by HHSC are based on a review of the
Medicare fee schedule and/or an analysis of other data available to HHSC such
as relevant fee schedules.

(b) (1)

()

(3)

4)

®)

Effective for services provided on and after February 1, 2009, Austin-Travis
County Emergency Medical Services, a municipal third-service ambulance
service provider, is paid the reimbursement rate posted on the current fee
schedule equal to the Medicaid rates paid to other ambulance providers in
accordance with paragraph (a) above. The reimbursement rates are
provisional in nature and a supplemental payment, equal to the difference
between the fee for service (FFS) rate and the provider reconciled cost, will
be paid pending the submission of a Center for Medicare and Medicaid
Services (CMS) approved annual cost report and the completion of a cost
reconciliation and a cost settiement for that period.

The provider will submit cost reports completed on the provider's fiscal year.
Cost reconciliation and cost settlement processes will be completed within
twenty-four months from the end of the cost reporting period.

The provider's reported costs are allocated to the Medicaid program based
on the percentage of Medicaid units of service to total units of service.

If the provider's interim payments exceed the Medicaid-allowable costs of
the provider, the Texas Health and Human Services Commission (HHSC)
will recoup the overpayment using one of these two methods:

(A) Offset all future claims payments from the provider until the amount of
federal and state shares of the overpayment is recovered; or

®)

HHSC shall issue a notice of settiement to the provider that denotes the
amount due to or from the provider.

The provider will return an amount equal to the overpayment.
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