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RULE SUMMARY

The Division’s rule requires Managed Care Entities (MCEs) to demonstrate that they are able to provide coordinated care services
efficiently, effectively, and economically. This is the first OHP managed care rule to consolidate the MCE requirements for billing
and payment into one administrative rule. This is also the first OHP managed care rule to utilize the term Managed Care Entities
(MCE) when making collective reference to those managed care plans providing the delivery system under the Oregon Health
Plan. The Division proposes “Managed care entity (MCE)” means an entity that enters into a contract to provide services in a
managed care delivery system including, but not limited to, managed care organizations, prepaid health plans, and primary care
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Secretary of State
STATEMENT OF NEED AND FISCAL IMPACT

A Notice of Proposed Rulemaking Hearing or a Notice of Proposed Rulemaking accompanies this form.

Oregon Health Authority, Health Systems Division, Medical Assistant Programs (Division) 410
Agency and Division Administrative Rules Chapter Number

Managed Care Entity (MCE) Billing and Payment

Rule Caption (Not more than 15 words that reasonably identifies the subject matter of the agency’s intended action.)
In the Matter of: The amendment of OAR 410-141-3420 and repeal of 410-141-0420

Statutory Authority: ORS 413.042, 414.065, 414.615, 414.625, 414.635 & 414.651

Other Authority:

Stats. Implemented: ORS 414.065 & 414.610 - 414.685

Need for the Rule(s): The Division’s rule requires Managed Care Entities (MCEs) to demonstrate that they are able to provide
coordinated care services efficiently, effectively, and economically. This is the first OHP managed care rule to consolidate the
MCE requirements for billing and payment into one administrative rule. This is also the first OHP managed care rule to utilize the
term Managed Care Entities (MCE) when making collective reference to those managed care plans providing the delivery system
under the Oregon Health Plan. The Division proposes “Managed care entity (MCE)” means an entity that enters into a contract to
provide services in a managed care delivery system including, but not limited to, managed care organizations, prepaid health plans,
and primary care case managers. Revisions to language have been made in the following areas:

e  Clarifying the four-month billing requirement;

s Specifying separate plan type requirements as applicable;

s Aligning the pharmacy preauthorization timeline with 410-141-3070 Preferred Drug List Requirements;

«  Updating claim submission timeframes with CFR and the 2016 contracts;

¢  Clarifying school-based health service considerations; and

¢  Updating A and B Hospital payment methodology language in order to align with current practices.

Documents Relied Upon, and where they are available: OAR 410-141-3070 Preferred Drug List Requirements

Fiscal and Economic Impact: No fiscal impact on the Authority, other state agencies, local government, clients, the public, or small
businesses is anticipated.

Statement of Cost of Compliance:

1. Impact on state agencies, units of local government and the public (ORS 183.335(2)(b)(E)): None anticipated.

2. Cost of compliance effect on small business (ORS 183.336):

a. Estimate the number of small businesses and types of business and industries with small businesses subject to the rule:

None anticipated.

b. Projected reporting, recordkeeping and other administrative activities required for compliance, including costs of professional
services: None anticipated.

c. Equipment, supplies, labor and increased administration required for compliance: Amending these rules will not add additional
reporting, record keeping or other administrative activities.

How were small businesses involved in the development of this rule? Small businesses were invited to participate in the RAC

Administrative Rule Advisory Committee consulted?: Yes, RAC 3/31/16. If not, why?:
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Administrative Rules Unit, Archives Division, Secretary of State, 800 Summer Street NE, Salem, Oregon 97310.



410-141-3420

Managed Care Entity (MCE) Billing and Payment

(1) Providers shall submit all billings for CEO-MCE members in the following
timeframes:

(a) Submit bills within no greater than four months of the date of service for all cases,
except as provided for in (1) (b) of this rule. MCEs may negotiate terms within this
timeframe agreeable to both parties;

(b) Submit billings within 12 months of the date of service in the following cases:
(A) Pregnancy;
(B) Eligibility issues such as retroactive deletions or retroactive enroliments;

(C) Medicare is the primary payer, except where the CCOMCE is responsible for the
Medicare reimbursement;

(D) Other cases that could have delayed the initial billing to the GGOMCE; which-that
does-netinclude-not including failure of the provider to sertify-verify the member's
eligibility; or

(E) Third Party Liability (TPL). Pursuant to 42 CFR 136.61, subpart G: Indian Health
Services and the amended Public Law 93-638 under the Memorandum of Agreement
that Indian Health Service and 638 Tribal Facilities are the payers of last resort and are
not considered an alternative liability or TPL.

(b)-Submit-bills-within-four-months-of the date-of service for-all-othercases-

(2) Providers shall be enrolled with the Division to be eligible for fee-for-service (FFS)
payments. Mental health providers, except Federally Qualified Health Centers (FQHC),
shall be approved by the Local Mental Health Authority (LMHA) and the Autherity's
Addictions-and-Mental-Health-(AMH)-division-Division before enroliment with the
Authority or to be eligible for GCEOMCE payment for services. FFS Pproviders may be
retroactively enrolled in accordance with OAR 410-120-1260 {Provider Enrollment).

(3) Providers, including mental health providers, shall be enrolled with the Authority as a
Medicaid FFS provider or an MCE encounter-only provider prior to submission of
encounter claims data-to ensure the encounter claim is accepted.

(4) Providers shall verify; before providing services; that the member-client is:

(a) eligibleEligible for coordinated-careDivision services-programs and;




(b) Whether the client is assigned to an MCE on the date of service.

(3) Providers shall use the Authority’s tools and the GCOMCE's tools, as applicable, to
determine if the service to be provided is covered under the member's OHP benefit
package. Providers shall also identify the party responsible for covering the intended
service and seek pre-prior authorizations from the appropriate payer before providing
services. Before providing a non-covered service, the provider shall complete an BMAR
OHP 3165, or facsimile, signed by the client, as described in OAR 141-120-1280.

(66) GEOMCES shall pay for all covered capitated and coordinated care services.
These services shall be billed directly to the CCOMCE, unless the CCOMCE or the
Authority specifies otherwise. CCOsMCEs may require providers to obtain
preauthorization-prior authorization to deliver certain capitated or coordinated care
services.

(67) Payment by the CCOMCE to participating providers for capitated or coordinated
care services is a matter between the CCOMCE and the patrticipating provider except
as follows:

(@) GGOsMCEs shall have written policies and procedures for processing
preauthorization-prior authorization requests received from any provider and written
policies and procedures for processing claims submitted from any source. The policies
and procedures shall specify time frames for:

(A) Date stamping preautherizatien-prior authorization requests and claims when
received;

(B) Determining within a specific number of days from receipt whether a
preautherization-prior authorization request or a claim is valid or non-valid;

(C) The specific number of days allowed for follow-up on pended preautherization-prior
authorization requests or pended claims to obtain additional information;

(D) The specific number of days following receipt of the additional information that an
redetermination-approval or denial shall be madeissued:;

(E) Providing services after office hours and on weekends that require
preautherizationprior authorization;

(F) Sending written notice of the decision with appeal rights to the member when the
determination is a denial of the requested service as specified in OAR 410-141-3263.:

(b) €GCOsMCEs shall make a determination on at least 95 percent of valid
preauthorization-prior authorization requests within two working days of receipt of a
preautherization-prior authorization or reauthorization request related to urgent services,
alcohol and drug services, or care required while in a skilled nursing facility-;




QM@urswtheQQQshalerewdeiepthe-dmpensmgheﬂaHeastalz-hGW—su pplwf—-there
is-an-immediate-medical-need-forthe-drug-—CCOs-shall-neotify-providers-of-the

determination-within-two-working-days-of receipt-of the request: Prior authorization for

prescription drugs marked for urgent review shall be reviewed within 24 hours. If an
urgent prior authorization for a prescription drug cannot be completed within 24 hours,
the MCE shall provide for the dispensing of at least a 72-hour supply if there is an
immediate medical need for the drug. All pharmacy requests, including those not
marked urgent, shall be reviewed and a decision rendered within 72 hours of original
receipt of the prior authorization request;

(ed) For expedited prior authorization requests in which the provider indicates or the
CCO-MCE determines that following the standard timeframe could seriously jeopardize
the member’s life or health or ability to attain, maintain, or regain maximum function:

(A) The CCO-MCE shall make an expedited authorization decision and provide notice
as expeditiously as the member’s health or mental health condition requires and no later
than three working days after receipt of the request for service;

(B) The €CO-MCE may extend the three working day time period no more than 14
calendar days if the member requests an extension or if the CCO-MCE justifies to the
Authority a need for additional information and how the extension is in the member's
best interest.

(de) For all other preautherization-prior authorization requests, GGOsMCEs shall notify
providers of an approval, a denial, or the need for further information within 14 calendar
days of receipt of the request as outlined in OAR 410-141-3263. CCOsMCEs shall
make reasonable efforts to obtain the necessary information during the 14- day period

the-CGO _!\_/I_Q__E_ Jus’ufles to the Authority, upon request, the need for additional
information and how the delay is in the member’s best interest. If the CCO-MCE
extends the timeframe, it shall give the member written notice of the reason for the
extension as outlined in 410-141-3263. The CCOMCE shall make a determination as
the member’s health or mental health condition requires, but no later than the expiration
of the extension;

(ef) ECOsMCEs shall pay or deny at least 90 percent of valid claims within 45-30
calendar days of receipt and at least 99 percent of valid claims within 66-90 calendars
days of receipt. G€COs MCEs shall make an initial determination on 99 percent of all
claims submitted within 60 calendar days of receipt;

(gf) CCOsMCEs shall provide written notification of CECO-MCE determinations when the
determinations result in a denial of payment for services as outlined in OAR 410-141-
3263;




(hg) €€OsMCEs may not require providers to delay billing to the GGOMCE;

(ih) GCOsMCEs may not require Medicare be billed as the primary insurer for services
or items not covered by Medicare or require non-Medicare approved providers to bill
Medicare;

(i) €€OsMCEs may not deny payment of valid claims when the potential TPR is based
only on a diagnosis, and no potential TPR has been documented in the member's
clinical record;

(jk) 6€0sMCEs may not delay or deny payments because a co-payment was not
collected at the time of service;

(kY MCEs may not delay or deny payments for occupational therapy, physical therapy,
speech therapy, nurse services, etc., when a child is receiving such services as school-
based health services (SBHS) through either an Individual Educational Plan (IEP) or an
Individualized Family Service Plan (IFSP). These services are supplemental to other
health plan covered therapy services and are not considered duplicative services.
Individuals with Disabilities Education Act (IDEA) mandated school sponsored SBHS
will not apply toward the member’s therapy allowances. SBHS Medicaid covered |IDEA
services are provided to eligible children in their education program settings by public
education enrolled providers billing MMIS for these services to Medicaid through the
Authority for reimbursement under Federal Financial Participation (FFP) as part of cost
sharing on a fee-for-service basis.

(#8) €COsMCEs shall pay for Medicare coinsurances and deductibles up to the
Medicare or -CEOsMCE’s allowable for covered services the member receives within
the GCOMCE patrticipating provider network for authorized referral care and urgent care
services or emergency services the member receives from non-participating providers.
GCOs-MCEs may not pay for Medicare coinsurances and deductibles for non-urgent or
non-emergent care members receive from non-participating providers.

(89) ECOMCEsS shall pay transportation, meals, and lodging costs for the member and
any required attendant for services that the CCOMCE has arranged and authorized
when those services are not available within the state, unless otherwise approved by
the Authority.

was-not- preauthenzed |f4h@i@ll9w+ng~eend1t|ensmex4st~

(a)-lt-can-be-verified-that-the-participating-provider-ordered-or-directed-the-covered
services-to-be-delivered-by-a-non-participating-provider-and

(10) MCEs shall pay for ancillary, as defined in 410-120-0000, covered services
provided by a non-participating provider that are not prior authorized if all of the
following conditions exist:




(a) It can be verified that a participating provider ordered or directed the covered
services to be delivered by a non-participating provider; and

(b) The ancillary covered service was delivered in good faith without the prior
authorization; and

(c) It was an ancillary covered service that would have been prior authorized with a
participating provider if the MCE’s referral procedures had been followed;

(d) The MCE shall pay non-participating providers (providers enrolled with the Authority
that do not have a contract with the MCE) for ancillary covered services that are subject
to reimbursement from the MCE in the amount specified in OAR 410-120-1295. This
rule does not apply to providers that are Type A or Type B hospitals, as they are paid in
accordance with ORS 414.727;

(e) Except as specified in OAR 410-141-3140 Emergency and Urgent Care Services,
MCEs shall not be required to pay for covered treatment services provided by a non-
participating provider, uniess:

(A) The MCE does not have a participating provider that will meet the member’'s medical
need; and

(B) The MCE has authorized care to a non-participating provider.

(f) Notwithstanding OAR 410-120-1280, non-participating providers may not attempt to
bill the member for services rendered;

(b)-The-covered-service-was-delivered-in-good-faith-without-the-preautheorization:-and

{e)-ltwas-a-covered-service-that would-have-been-preauthorized-with-a-participating
providerif-the CCO’s-referral procedures-had-been-followed;
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does-not-apply-to-providers-that-are-Type-A-or-Type-B-hospitals:

(eq) GEOsMCEs shall reimburse hospitals for services provided on or after January 1,
2012, using Medicare Severity DRG for inpatient services and Ambulatory Payment
Classification (APC) for outpatient services or other alternative payment methods that
incorporate the most recent Medicare payment methodologies for both inpatient and
outpatient services established by CMS for hospital services and alternative payment
methodologies; including, but not limited to, pay-for-performance, bundled payments,
and capitation. An alternative payment methodology does not include reimbursement
payment based on percentage of billed charges. This requirement does not apply to
Type A or Type B hospitals as referenced in ORS 442.470. CCOMCEs shall attest



annually to the Authority in a manner to be prescribed to CCOMCE'’s compliance with
these requirements.

(#0611) For Type A or Type B hospitals transitioning from Cost-Based Reimbursement
(CBR) to an Alternative Payment Methodology (APM):

(a) Sections (116)—(132) only apply to services provided by Type A or Type B hospitals
to elients-e-members that are enrolled in an CCOMCE;

(b) In accordance with ORS 414.653, the Authority may upon evaluation by an actuary
retained by the Authority, on a case-by-case basis, require GCOMCESs{PHRPs) to
continue to reimburse fully a rural Type A or Type B hospital determined to be at
financial risk for the cost of covered services based on a cost-to-charge ratio;

(c) For those Type A or Type B hospitals that transitioneding from CBR to an APM, the
Authority shall require hospitals and EGOMCEs to enter into good faith negotiations for
contracts.-to-be-effective-by-January-1,-2015- Dispute resolution during the contracting

process shall be subject to OAR 410-141-3268 and 410-141-3269, as applicable;

(d) For monitoring purposes, GGCOMCEs shall submit to the Authority no later than
November 30 of each year a list of those hospitals with which they have contracted for
these purposes.

(+112) RedDetermination of which Type A or Type B hospitals shall stay on CBR or
transition eff-effrom CBR:

(a) No later than Aprit-38,-2016June 30 of the odd numbered years, the Authority shall
update the algorithm for calculation of the CBR determination methodology with the
most recent data available;

(b) After recaleulationdelermination for each Type A and Type B hospital, any changes
in a hospital’s status from CBR to APM or from APM to CBR shall be effective January
12016 of the following (even numbered) vear;
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avery-two-years-therealter;

(elc) Type A and Type B hospitals located in a county that is designated as “Frontier” will
not be subject to redetermination via the algorithm and shall remain on CBR.

(4#213) Non-contracted Type A or Type B hospital rates for those transitioning or
transitioned fromeff-of CBR:

(a) Reimbursement rates under this section shall be based on Charges-shall-be
discounted hospital charges for both inpatient and outpatient services--The-initial
relmbursement rate-effective-danuary-1.-2015-shall-be-based-op-the-individual-hospilal's
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(b) Reimbursement rates effective for the initial calendar year beginning-January-1

2046-0f a hospital transitioning from CBR shall be based on thethat hospital's most
recently filed Medicare cost report adjusted to reflect the hospital's Medicaid/OHP mix of
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(c) Subsequent year reimbursement rates for hospitals transitioned from CER shall be
adjusted-and-calculated by the Actuarial-Services-Unit-(ASU)-Authority based on the
individual hospital’'s annual price increase and the Authority’s global budget rate
increase as defined by the CMS 1115 waiver using the following formula: Current
Reimbursement Rate x (1+Global Budget Increase) / (1+Hospital Price Increase);

(d) Astlshall-contact-hespitals-regarding-price-increases-during-March-of each-yearOn
an annu ﬂ basis, each Type A or Type B hospital that has transitioned from CBR shall
complete a template provided by the Authority that calculates the hospital's change in
prices for their GGOMCE population;

(e) Inpatient and outpatient reimbursement rates shall be calculated separately;
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adjustinent-shall-be-applied-ASU-shall develop-a-risk-comidor-on-the
t-on-a-hospital specific-basie—The-Autherity-shall determine-when-the
sit-might-sunset-en-a-hospital-specific-basis:

(¢f) Non-contracted Type A or Type B hospital reimbursement rates for-those
transitioning-off-of- GBR-can be found in the Rate Table section at the following:
http://www.oregon.gov/oha/healthplan/Pages/hospital.aspx.

(+314) Members may receive certain services on a Fee-for-Service (FFS) basis:

(a) Certain services shall be authorized by the CCO-MCE or the Community Mental
Health Program (CMHP) for some mental health services, even though the services are
then paid by the Authority on a FFS basis. Before providing services, providers shall
verify a member’s eligibility using-the-web-pertalorAVRand MCE assignment as
provided for in this rule;

(b) Services authorized by the CECOMCE or CMHP are subject to the Authority’s
administrative rules and supplemental information including rates and billing
instructions;



(c) Providers shall bill the Authority directly for FFS services in accordance with billing
instructions contained in the Authority administrative rules and supplemental
information;

(d) The Authority shall pay at the Medicaid FFS rate in effect on the date the service is
provided subject to the Authority’s administrative rules-, contracts, and billing
instructions;

(e) The Authority may not pay a provider for providing services for which an CGOMCE
has received an GCOMCE -payment unless otherwise provided for in rule;

(f) When an item or service is included in the rate paid to a medical institution, a
residential facility, or foster home, provision of that item or service is not the
responsibility of the Authority or an GECOMCE except as provided in Authority
administrative rules and supplemental information (e.g., coordinated care and capitated
services that are not included in the nursing facility all-inclusive rate);

(g) CCOs and MHOs that contract with FQHCs and RHCs shall negotiate a rate of
reimbursement that is not less than the level and amount of payment that the CCO and
MHOs would pay for the same service furnished by a provider who is not an FQHC nor
RHC, consistent with the requirements of BBA 4712(b)(2).

(1#415) Coverage of services through the OHP benefit package of covered services is
limited by OAR 410-141-0500 (Excluded Services and Limitations for OHP Clients).

Stat. Auth.: ORS 413.042, 414.065, 414.615, 414.625, 414.635 & 414.651
Stats. Implemented: ORS 414.065 & 414.610 - 414.685

410-141-0420

(H)-Providers-shall-submit-all-billings-for-members-following-these-timeframes:

(a)-Submit-billings-within-12-menths-of the-date-of service-in-the following-cases:
(A)-Pregnaney;
{B)-Eligibility-issues-such-as-retroactive-deletions-or-retroactive-enroliments:

(C)y-When-Medicare-is-the-primary-payer-except-where-the- MCO-isresponsible-for-the
Medicare-reimbursement;
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(3)-Providers-including-mental-health-providers-shall-be-enrolled-with-the-Authority-as-a
Medicaid-provider-er-an-encounter-only-provider-prior-to-submission-of encounter-data

to-ensure-the-encounter-is-accepted-:
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(8)- Payment by—thePHRt&pamemaungqewder&fer—eap;tated—sewlee\w&amatter
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(A)-Date-stamping-preauthorizationrequests-and-claims-when-received:

(B)-Determining-within-a-specific number-of days-from-receipt-whether-a
preauthorization-request-or-a-claim-is-valid-or-non-valid:
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(E)-Providing-services-after-office-hours-and-on-weekends-that-require-preauthorization;

(F)- Sendmg netlee of- the deaﬁ;@n«wrthwappeawlghts-te themembermwhen the

requesprelated te»urgentsemees—aleehekandapugmseﬂneesmepearaeqwred—whueqn—a
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such-determination-within-two-werking-days-of receipt-of the-request;

membepylfe«@phealth—epabuﬂ%te.aﬁmnmeg%mawmumiu netion:

(A)The PHP-shallmake-an-expedited-authorization-decision-and-provide-notice-as
expeditiously-as-the-member's-health-condition-requires-and-no-later-than-three-werking

days-afterreceipt-of-the requestforsenrvse;

days- |f4h&membewequestsaweﬁen&enemﬁhe%%ustmmmgnty~&need
for-additional-infermation-and-how-the-extension-is-in-the-members-best-interest:

(d)- Fer -all-other- prea uthenzanenmrequest&mFAHP—&shau—nehf%pr@vlderswefanwapp roval;

necessaaunformattond&nng%Mdaypenedeewevep-theﬁHP«ma%use_an
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a-determination-as-the- membepms health-condition-requires-but-no-later-than-the




determnnatmns4esuli—m a—denmLefapaymenH@Fsemee&asueuthnedeR«m 144-
0263;

()-PHPs-may-net-deny-payment-of-valid-claims-when-the-potential TRR-is-based-only-on
a-diagnoesis;-and-no-potential-TRR-has-been-documented-in-the-members-clinical

the-time-of-service-

(H-FGHRs;-PCOs-and-MHOs-shall-pay-for- Medicare-coinsurances-and-deductibles-up
to-the- Medloa«re or-RPHRP s-allewable-for- Gever»edwsewme&the-member—{eeeweswwthmwthe

respons&bleufer Med+eare—eemsu#aneesan@deduet;blesiep—newfgem-er»nen»emergent
care-members-receive-from-non-participating-providers-:

arrange@an@authenze@w%hese%emee&amavaﬂablewﬁ%heﬁate—unless
otherwise-approved-by-the-Authority-

(9)-PHPs-shall-pay-for-covered-services-provided-by-a-non-participating-provider-that
were-hot-preauthorized-if-the following-conditions-exist:

@ I fiod.that ¢ S : :
Htcan be.dal ¥ he-participating provider 9.'Ide;'ed ell directed-the-covered

{b)-Fhe-covered-service-was-delivered-in-good-faith-without-the-preauthorization-and

(e)--was-a-covered-service-that- would-have-been-preauthorized-with-a-paricipating
provider-if-the-PHP- s-referral-protecels-had-been-followed;

{ch-Hhe-PHP-shall-pay-non-patticipating-providers-(providers-enrolled-with-the-Authority

mawmmame%%emwwmmdwme&@eeﬁe
reimburse




((—)BRH@@ nAltematwePaymem—MethedolggAﬁAPM}

(a)-Sections-(10)—(12})-only-apply-to-services-provided-by-Type-A-or-Type-B-hospitals-to
clients-or-members-that-are-enrolled-in-a-PHP;

F@lmbursewaﬂype#eﬂype—B—hesp&aLdetepmmediewb&aM nane;alﬂsk_iepthe
cost-of covered-services-based-on-a-cost-to-charge-ratio-

+1)-Redetermination-of-which-Type-A-or-Type-B-hospitals-will- transition-off-of CBR:

statu-s—frew@BR—t&APM eHmmAPM%e@BRshalLb&eﬁeeﬁv&Januapy—LzQ—w~

(e)-the-reimbursement-methodeology-for-each-hospital- shall-be-recaleulated-evenytwo
years-thereafter;

(a)-Charges-shall-be-discounted-for both-inpatient-and-outpatient services-The-initial
reimbursement-rate- effeotwewlanuary- 1~29454;hau be—based@n-th&mdnﬂdual hospltal 'S

most-recently-filed-Med

be- based@n%hehespnalrs—mest-reeenwme@Med|eare»eest4999ﬁ—adwsted~te4eﬂeet
the- h@sp&tal&Med|ea|d/©HP~m+x~eisemee&and—fuﬁher—ad}usted by :the Actuanal

H46-waiver-using-the following-formula-Gurrent-Reimbursement-Rate x-(1+Global
Budget-lnerease)---{(1+Hospital-Price-Increase);

(e} Subsequent year relmbursementmratesmshaM«beadjusted-andaealculated by the




(e)-Inpatient-and-outpatientreimbursement-rates-shall-be-calculated-separately:

H-A-volume-adjustment-shall-also-be-applied-ASU-shall-develop-a-risk-corridor-on-the
velume«adjustmentm@n a- hespltalwspeclf%a&s —TheAuthemywxshaH—detemeemwhen the

http #wweregewg@vl@halhealthpi&n@ageslhespat&&spx
(13)-Members-enrolled-with-PHPs -may-receive-certain-services-on-a-FFS-basis:

{a)-Certain- sewloesmshalLbemauther&e@bthhe—RHR@ptheweemmu-n-lty-MentaLHealth

member—sel |g4blht%wa-the~ web—per—taloer MR

(b)-Services-authorized-by-the-PHP or CMHP-are-subject-to-the-rules-and-limitations-of
the-appropriate-Authority-administrativerules-and-supplemental-information-including

rates-and-billing-instructions:

mst{:uetlen&e@ntamed mtheﬂAuthent%adestrahve—mlesmandsupplememal
information;

(e)-TFhe-Authority-may-not-pay-a-provider-for-providing-services-forwhich-a-RPHP -has
received-a-capitation-payment-unless-otherwise-provided-for-in-rule;

- Whenan tem-or- sememsnlneluded4n—the4afce~pa+d~te»a«medmahnstrt—utl.enma

rm%nmpbmmmmwmwmmm@mmm
nursing-facility-all-inclusive rate):-and

(a6)-FCHPs-and-PCOs-that-contract-with-FQHCs-and-RHCs-shall-negotiate-a-rate-of
reimbursement-thatis-netless-than-the level-and-amount-of payment-that the FCHP-or



hmlt@d by @AMMIHGG@SWG@SWHEQ@W@F@M@H&S}

(1456)-All-members-enrolled-with-a-PCO-receive-inpatient-hospital-services-on-a-FFS
basis:

@M . . lirectiv f lled ider:
(bH\JLsem e

instrue
mf@rmatmm

{e)-The- Authenty shall—pay at%hemEES«{atMneﬁeetenwth&datevthewsemew&pravnded
subjectto-the

(b)y-All-services-shall-be-billed-directly-to-the-Authority-in-accordance-with-billing
instructions-contained-in-the-Autherity-administrative rules-and-supplemental
information;

(Gﬁhwmwgmmmmmmm

ru Ies—aﬁdsu pplc—;melﬁ\fc::llr~uf’rf€;rnc}attonw

Stat-Auth--ORSE-413.042,-414.065;-414.616-414.625,414.635-&-414.651
Stats-Implemented:-ORS-414.065-& 414.610-414.685



