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2. Ambulance Services

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

(c) The agency’s fee schedule was revised with new fees for providers of
ambulance services effective September 1, 2010 and this fee schedule was
posted on the agency’s website on September 3, 2010.

The reimbursement for services effective September 1, 2010, will be equal to
the reimbursement on August 31, 2010, less one percent.
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