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10.	 Vision Care Services. 

a)	 Providers of professional vision services are reimbursed based on the lesser 
of the provider's billed charges or fees determined by HHSC. 

b)	 Providers of eyeglasses and contact lenses are reimbursed the lesser of the 
provider's billed charges or fees determined by HHSC, which are based on a 
review of Medicare fees and/or other data available to HHSC. 

c)	 All fee schedules are available through the agency's website as set out on 
Attachment 4.19-8, page 1. 

d)	 The agency's fee schedule was revised with new fees for Vision Care 
Services effective for services on or after July 1, 2009. The fee schedule is to 
be posted on October 8, 2009. 
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