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46. Renal Dialysis Facility Services (continued)
(6) oxygen and administration of oxygen;

(7) staff time used to administer blood, inject separately billable drugs, blood
collection, and non-routine peritoneal items;

(8) suture removal and dressing changes; and

(9) other items and services related to dialysis treatment, as determined by
HHSC.

(d) Al fee schedules are available through the agency's website, as outlined on
Attachment 4.19-B, page 1.

(e)  The reimbursement for services effective September 1, 2010 to January 31, 2011
will be equal to the payment that would have been made on August 31, 2010,
less one percent.

(f) The reimbursement for services effective February 1, 2011 will be equal to the
payment that would have been made on August 31, 2010, less two percent.

(g0 The agency's fee schedule contains the current fees in effect as of the date of
this plan amendment which is effective February 1, 2011, and is effective for
services provided on or after that date. This fee schedule was posted on the
agency's website on April 8, 2011.
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