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16. Ambulatory S;éiéal Centers (ASCs) (continued)

(f) Exampile 2:

1. Billed charges = $75.00

2. Medicaid published fee = $80.00

3. Lesser of billed charges or Medicaid published fee = $75.00, which
becomes the allowed amount.

4. Since the billed charges are not greater than the Medicaid fee plus the 5.2
percent high-volume provider payment add-on (i.e., $80.00 + $4.16 =
$84.186), no high-volume provider payment add-on is applied, resulting in
the actual payment to the provider of $75.00.

(g) Example 3:

1. Billed charges = $82.00

2. Medicaid published fee = $80.00

3. Lesser of billed charges or Medicaid published fee = $80.00, which
becomes the allowed amount.

4. Since the billed charges are not greater than the Medicaid fee plus the 5.2
percent high-volume provider payment add-on (i.e., $80.00 + $4.16 =
$84.16), only part of the high-volume provider payment add-on is applied,
i.e., up to the billed charges, resulting in the actual payment to the
provider of $82.00.

(h) Medicaid payments for ASC services do not exceed Medicare payments for
these same ASC services.

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

(i) 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.

(k) The agency's fee schedule was revised with new fees effective February 1, 2011
and is effective for services provided on or after that date. The fee schedule will
be posted on the agency's website on April 8, 2011.

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