Jeff Landry
GOVERNOR

Michael Harrington, MBA, MA
SECRETARY

State of Louigiana

Louisiana Department of Health
Office of the Secretary

Decemben?2, 2024

James G. Scott, Director

Division of Program Operations
Medicaid & CHIP Operations Group
601 East 12" Street, Room 0300
Kansas City, Missouri 64106-2898

RE: Louisiana Title XIX State Plan
Transmittal No. 24-0021

Dear Mr. Scott:

I have reviewed and approved the enclosed Louisiana Title XIX State Plan material.

[ recommend this material for adoption and inclusion in the body of the State Plan.
Should you have any questions or concerns regarding this matter, please contact Marjorie
Jenkins at (225) 342-3881 or via email at Marjorie.Jenkins@la.gov.

Sincerely,

Ml 0 //&:;ﬁ:

Michael Harrington, MBX\ MA
Secretary
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB No 0938-0183

TRANSMITTAL AND NOTICE OF APPROVAL OF

STATE PLAN MATERIAL
FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES

1. TRANSMITTAL NUMBER
24-0021

2. STATE
LA

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL
SECURITY ACT

TO: CENTER DIRECTOR
CENTERS FOR MEDICAID & CHIP SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
December 20, 2024

5. FEDERAL STATUTE/REGULATION CITATION

1916
1916A
42 CFR 447.52 through 54

6. FEDERAL BUDGET IMPACT (Amounts in WHOLE dollars)

a FFY2025  $257.837
b. FFY 2026 S311.176

7. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT

Attachment 4.18, G2a

8. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION OR
ATTACHMENT (If Applicable)

Same (18-0015)

9. SUBJECT OF AMENDMENT

The purpose of this SPA is to amend the provisions governing the Pharmacy Benefits Management Program to
update the copay tier payment schedule to align with the U.S. Department of Health and Human Services,
Centers for Medicare and Medicaid Services, recommended guidelines.

710. GOVERNOR'S REVIEW (Check One)

DGOVERNOR’S OFFICE REPORTED NO COMMENT
COMMENTS OF GOVERNOR'’S OFFICE ENCLOSED
NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

OTHER, AS SPECIFIED:

The Governor does not review State Plan material.

11. SIGNATURE OF STATE AGENCY OFFICIAL

12. TYPED NAME ()
Michael Harrington, MBA, MA

13. TITLE
Secretary

14. DATE SUBMITTED
Decemben2, 2024

15. RETURN TO

Kimberly Sullivan, J.D.
Medicaid Executive Director
Louisiana Department of Health
628 North 4" Street

P.O. Box 91030

Baton Rouge, LA 70821-9030

FOR CMS USE ONLY

16. DATE RECEIVED

17. DATE APPROVED

PLAN APPROVED - ONE COPY ATTACHED

18. EFFECTIVE DATE OF APPROVED MATERIAL

19. SIGNATURE OF APPROVING OFFICIAL

20. TYPED NAME OF APPROVING OFFICIAL

21. TITLE OF APPROVING OFFICIAL

22. REMARKS

FORM CMS-179 (09/24)

Instructions on Back
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LA TITLE XIX SPA

TRANSMITTAL #:

TITLE:

EFFECTIVE DATE:

1st SFY
2nd SFY
3rd SFY

24-0021
Pharmacy Benefits Management Program- Copayment

December 20, 2024

FISCAL IMPACT:

Increase

year *# mos range of mos. dollars
2025 7|December 2024 - June 2025 $454,604
2026 12|July 2025 - June 2026 $454,603
2027 12|July 2026 - June 2027 $454,603
*#mos-months remaining in fiscal year
Total increase or decrease cost FFY 2025
$454,604 / 12 X 7 months December 2024 - June 2025 = $265,186
$265,186 X 68.06%
$454,603 / 12 X 3 months July 2025 - September 2025 = $113,651
$113,651 X 68.06%
FFP (FFY 2025 )=
Total increase or decrease cost FFY 2026
$454,603 / 12 X 12 months October 2025 - September 2026 = $454,603

FFP (FFY 2026 )=

$454,603 X 68.45%

$180,486

$77,351

$257,837

$311,176

$311,176
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Medicaid Premiums and Cost Sharing

State Name:|Louisiana
Transmittal Number: LA -24 - 0021

OMB Control Number: 0938-1148

Cost Sharing Amounts - Categorically Needy Individuals G2a
1916
1916A
42 CFR 447.52 through 54
The state charges cost sharing to all categorically needy (Mandatory Coverage and Options for Coverage) individuals. Yes
Services or Items with the Same Cost Sharing Amount for All Incomes
Dollars or
Add Service or Item Amount |Percentage Unit Explanation Remove
Prescription Drugs 0.00 .
o $5.00 or less ’Prescnptmn Remov
Prescription Drugs 0.50 o
Addl 5 01 -$10.00 ’Prescrlptlon Remove
Prescription Drugs 1.00 o
Add 510,01 - $25.00 ’Presmp“"“ Remove
Prescription Drugs 2.00 oy
Add) 501 - $50.00 ’Prescrlptlon Remove
Prescription Drugs 3.00 .
o $50.01 or more ’Prescrlptlon Remov1

Services or Items with Cost Sharing Amounts that Vary by Income

Service or Item:

Remove Service

or Item
Indicate the income ranges by which the cost sharing amount for this service or item varies.
Incomes Incomes Less Dollars or
Add | Greater than |than or Equal to| Amount |Percentage Unit Explanation Remove
Add MPrescription Remove
Add Service or Item
Cost Sharing for Non-preferred Drugs Charged to Otherwise Exempt Individuals
If the state charges cost sharing for non-preferred drugs (entered above), answer the following question:
The state charges cost sharing for non-preferred drugs to otherwise exempt individuals. No
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@MS Medicaid Premiums and Cost Sharing

Cost Sharing for Non-emergency Services Provided in the Hospital Emergency Department Charged to Otherwise
Exempt Individuals

If the state charges cost sharing for non-emergency services provided in the hospital emergency department (entered above), answer
the following question:

The state charges cost sharing for non-emergency services provided in the hospital emergency department to otherwise
exempt individuals.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20181119
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