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Attachment 4.198
Methods and
Standaxds

for Establishing
Payment Rates
Service 8
Private Duty
Nursing Services

MONTANA

T. Reimbursement for Private Duty Nursing Services shall be the lowest
of the following:

A The provider’s wvsual and customary charge for the service.
B. The Department’s fee schedulc.

II. A reimbursable unit of service is up to 15 minutes.

I17. The Department’s fee schedule is determined using a methodology,
based on an evaluation of the prevailing wages for Nurses in
combination with review of past utilization.

IV. The agency’s rates were set as of August 1, 2011 and are effective
for services on or after that date. ALl rates are published on the
agency’s website, www.mtmedicaid.org. Except as otherwise noted in the
plan, state developed fee schedule rates are the same for Dboth
governmental and private providers.
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