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LOUISIANA TITLE XIX ST A TE PLAN 
TRANSMITTAL#: 13-30 FISCAL IMPACT: ------
TITLE: Outpt Hospitals-NR, NS Public Hospitals-Supplemental Payn 
EFFECTIVE DATE: July I, 2013 

•ear •# mos ran e of mos. 

I st SFY 2014 12 Jul 201 3 - June 2014 
2nd SFY 
3rd SFY 

Total Increase in Cost FFV 

State Fiscal Year 
Federal Fiscal Year 

20 14 $12,401,128 for 

12 Jul 2014-June20 15 
12 Jul 20 IS - June 20 16 

12 months July 2013 - June 20 14 

Increase 

State Fiscal Year 20 14 $12,773,162 for 12 months July 2013-June 20 14 
Federal Fiscal Year ------$-1_2.;.., 7_7...;3,-l 6_2_ / ___ 1_2_X __ 3 _____ Ju_l ... y-20_1_3 ___ S_e_p-te_m_be_r_2_0_13 ___ _ 

FFP (FFY 2013 ) = 

Total Increase in Cost FFY 2014 
State Fiscal Y car 2014 $12, 773.162 for 12 months 

Federal Fiscal Year $12, 773.162 I 12 x 9 

515,594,419 X 

July 2013-June 2014 
October 2013 - June 2014 

65.51% 

State Fiscal Year 2015 $13,156,357 for 12 months July20 14- Junc2015 
Federal Fiscal Year ------$-13 ... ,-15_6 ... ,3_5_7_/ ___ 1_2_X __ 3 _____ J_u""1y,_2_0_1_4 ___ S_e_p-te_m_be_r_2_0_1_4 __ _ 

FFP (FFY 2014 )= Sl2,868,961 X 62.11% 

state fiscal year 
ears 

$12.401 . 128 

$1 2.773. 162 
$13. 156.357 

$12,401, l 28 

$3. 193,291 
$15.594.419 

$9,579.872 

$3,289.089 
$12.868.961 

s 10,215,904 

$7,992,912 



ST A TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE OF LOUISIANA 

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES 

ATTACHMENT 4.19-B 
Item 2.a., Page 5 

METHODS AND ST AND ARDS FOR ESTABLISHING PAYMENT RA TES - OTHER TYPES OF CARE 
OR SERVICES LISTED IN SECTION 1905(A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM 
UNDER THE PLAN AS DESCRIBED AS FOLLOWS: 

Supplemental Payments for Non-Rural, Non-State Government Hospitals 

Effective for dates of service on or after October 1, 2012 through June 30, 20 13, quarterly 
supplemental payments shall be issued to qualifying non-rural, non-state government hospitals for 
outpatient hospital services. 

a) Qualifying criteria - In order to qualify for the quarterly supplemental payment, the non-rural, 
non-state government acute care hospital must be designated as a major teaching hospital by the 
Department in state fiscal year 20 11 and have provided at least 17,000 Medicaid acute care and 
distinct part psychiatric unit paid days for state fiscal year 20 I 0 dates of service. 

b) Payment Methodology - Payments shall be made quarterly based on the annual upper payment 
limit calculation per state fiscal year. For SFY 20 13, this payment shall be $7,060,008 not to 
exceed the upper payment limits pursuant to 42 CFR 447.32 1. Maximum payments shall not 
exceed the upper payment limit pursuant to 42CFR 44 7 .321. 

Effective for dates of service on or after July 1, 2013, quarterly supplemental payments shall be 
issued to qualifying non-rural, non-state government hospitals for outpatient hospital services. 

a) Qualifying Criteria - In order to qualify for the quarterly supplemental payment, the non-rural, 
non-state government acute care hospital must be designated as a non-teaching hospital by the 
department and must: 

1. be located in a Medicare Metropolitan Statistical Area (MSA) per 42 CFR 4 13 .23 1 
(b)(l); 

11. provide inpatient obstetrical and neonatal intensive care unit services; and 
111. per the cost report period ending in SFY 2012, have a Medicaid inpatient day utilization 

percentage in excess of 21 percent and a Medicaid newborn day utilization percentage in 
excess of 65 percent as documented on the as filed cost report. 

b) Payment Methodology - Payments shall be made quarterly based on the annual upper payment 
limit calculation per state fi scal year. Maximum payments shall not exceed the upper payment 
limit pursuant to 42CFR 447.321. 

Reimbursement for In-State Outpatient Children's Specialty Hospitals 

a. Qualifications 
In order to qualify to receive Medicaid reimbursement as an in-state children's specialty hospital, 
a non-rural , non-state acute care hospital must meet the following criteria. The hospital must: 

( I) be recognized by Medicare as a prospective payment system (PPS) exempt children's 
specialty hospital ; 
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TN#~~~~~~-

Approval Date-------- Effective Date -------


