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(8) Notwithstanding oth&T provisTons oF s atachment; Supplémental payments will be made each state
fiscal year in accordance with this subsection to eligible hospitals that serve a high volume of
Medicaid and uninsured patients.

(a) Supplemental payments are available under this subsection for outpatient services provided by a
publicly-owned hospital or hospital affiliated with a hospital district in Bexar, Dallas, Ector, El
Paso, Harris, Lubbock, Midland, Nueces, Potter, Randall, Tarrant, and Travis on or after July 6,
2001. Supplemental payments will be made for outpatient services on or after June 11, 2005 for
Midland, Potter, and Randall Counties.

(b) The supplemental payments described in this subsection will be made in accordance with the
applicable regulations regarding the Medicaid upper limit provisions codified at 42 C.F.R.
§447.321.

(1) In each county listed in paragraph (8)(a) of this section, the hospital or hospital affiliated with
the hospital district will be eligible to receive supplemental high volume outpatient payments.

(2) The supplemental payments authorized under this subsection are subject to the following
limits:

(i) Except for hospitals eligible under (8)(c), in each state fiscal year the amount of any
inpatient supplemental payments and outpatient supplement payments may not exceed
the hospital’s “hospital specific limit,” as determined under Appendix | to Attachment
4.19-A (relating to Reimbursement to Disproportionate Share Hospitals [DSH]) for DSH
hospitals; and

(i) The amount of outpatient supplemental payments and fee-for-service Medicaid outpatient
payments the hospital receives in a state fiscal year may not exceed Medicaid billed
charges for outpatient services provided by the hospital to fee-for-service Medicaid
recipients.

(c) Notwithstanding the provisions of subsections (8)(a) and (8)(b)(1) above, all hospitals that are
eligible to receive funding under section (t)(4) of Attachment 4.19-A shall also be eligible to
receive funding under section (8). Supplemental payments will be made for outpatient services
on or after June 11, 2005 for eligible hospitals in Hidalgo, Maverick, Montgomery, Travis, Bexar,
and Webb Counties. Supplemental payments will be made for outpatient services on or after
November 12, 2005 for all other eligible hospitals under the terms of this subsection.

(d) Notwithstanding the provisions of subsections (8)(a) and (8)(b)(1) above, all hospitals that are
eligible to receive funding under section (v) of Attachment 4.19-A shall also be eligible to receive
funding under section (8). Supplemental payments will be made for outpatient services on or
after September 1, 2007.

(e) An eligible hospital will receive quarterly supplemental payments. The quarterly payments will be
one-fourth of:

(1) The difference between the hospital's Medicaid fee-for-service outpatient Medicaid payments
received and 100% of Medicaid allowable outpatient hospital cost. Medicaid payments and
cost will be based on a twelve consecutive-month period of fee-for-service claims data
selected by HHSC.

() For purposes of calculating the “hospital specific limit” under this subsection, the “cost of services
to uninsured patients” and “Medicaid shortfall," as defined by Appendix | to Attachment 4.19-A,
the amount of Medicaid payments (including inpatient and outpatient supplemental payments)
that exceed Medicaid cost will be subtracted from the “cost of services to uninsured patients” to
ensure that during any state fiscal year, a hospital does not receive more in total Medicaid
payments (inpatient and outpatient rate payments, graduate medical education payments,
supplemental payments and disproportionate share hospital payments) than their cost of serving
Medicaid patients and patients without health insurance.
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