
EHR MEDICAID INCENTIVE PROGRAM FOR 
FEDERALLY QUALIFIED HEALTH CENTERS AND 

RURAL HEALTH CENTERS
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BACKGROUND AND OVERVIEW
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Medicaid Electronic Health Record (EHR) 
Incentive Payment Program Background

• Section 4201 of the American Recovery and Reinvestment Act of 2009 (ARRA) authorized funding for Medicaid programs to run incentive payment programs for the adoption and meaningful use of health information technology (HIT). 
• Planning, implementation, and operation of the Electronic Health Record (EHR) incentive program is funded 90% by the federal government, 10% by state general funds.
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Medicaid EHR Incentive Payment 
Program Background

• Incentive payments to providers who participate in the program will be funded 100% by the federal government. 
• The final rule governing the EHR incentive program was published to the Federal Register July 28, 2010, with a clarifying amendment added December 28, 2010.http://www.regulations.gov/search/Regs/home.html#documentDetail?R=0900006480b226c1
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Medicaid EHR Incentive Program 
Overview

• The purpose of the incentive program is to encourage eligible Medicaid providers to adopt and  subsequently meaningfully use certified EHR technology.
• Incentive payments are NOT intended to cover all of the costs involved in EHR adoption and implementation,  and practice re-organization.
• The incentive payment is issued after a provider demonstrates program compliance. 
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ELIGIBILITY
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Medicaid EHR Incentive Program Eligibility 
Provider Minimum Medicaid 

Patient Volume Threshold
OR

if the Medicaid EP
practices predominately

in a Federal Qualified
Health Clinic (FQHC) or

Rural Health Clinic (RHC)
the 30% threshold
may include needy 

individual patient volume

Physicians-M.D.s and D.O.s 30%

-- Pediatricians 20%  (2/3 payment below 
30%)

Dentists 30%

Nurse Practitioners 30%

Certified Nurse Midwives 30%

Physician Assistants (PAs)
when practicing at an 
FQHC/RHC /IHS

Acute Hospital (CCN ends 
in 0001-0879 or 1300-
1399

10% N/A

Children’s Hospital (CCN 
ends in 3300-3399

N/A N/A
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PHYSICIAN ASSISTANTS

PAs eligible to participate in the EHR Incentive Program must practice in an FQHC, RHC 
or tribal clinic that is led by a PA as defined in one of these conditions:
• The PA is the primary provider in a clinic
• The PA is a clinical or medical director at a clinical site of practice
• The PA is an owner of an RHC
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Key points:
 Must be in the list of eligible professionals
 Must adopt, implement or upgrade to a certified EHR system or 

demonstrate meaningful use
 Clinics cannot receive a payment unless it is voluntarily assigned 

to them by the individual provider
 An individual provider can only receive one payment per 

*Payment Year

*A Payment Year is the year for which payment is requested. Individual providers have  
60 days after the end of the calendar year to apply for a payment for the previous year.  
For example, to request a payment for Payment Year 2012, Registration and 
Attestation must occur before February 28, 2013. 
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PATIENT  VOLUME
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Medicaid EHR Incentive Program 
Eligibility – Patient Volume Calculation

Total Medicaid and needy patient encounters 
(if applicable) in any 90-day or three-

month period in the 12 months preceding 
attestation.

Total patient encounters in same period
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CLAIMING NEEDY PATIENTS

Needy patients can only be claimed in the Medicaid patient volume if the eligible 
professional practices predominantly* (more than 50% of the time) in one of these settings:
• A Federally Qualified Health Center
• A Rural Health Center
• A tribal clinic or urban clinic which is funded by urban Indian organization receiving 

funds under Title V of the Indian Health Care Improvement Act (Public Law 94-437, as 
amended) for the provision of primary health services

*Note: Any provider who is claiming needy patient volume, must have worked at least 50% 
of the time in an FQHC or RHC in six months in the calendar year preceding the payment 
year that is being requested
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NEEDY PATIENTS

Needy patient volume includes:
• All patients who were enrolled in a Medicaid program at the time the service was 

rendered.
• Patients for whom services were provided at no charge
• Patients for whom services were billed on a sliding fee scale based on the patient’s 

ability to pay
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Patient Volume

• An encounter can be claimed for any type of service (lab work, immunization, 
office visit, nursing home visit, ER visit, etc.)

• Only one visit per day per patient per provider can be counted. 
• Both Medicaid as primary and secondary insurer can be counted toward the 

encounters

14



PATIENT VOLUME AT THE 
CLINIC/PRACTICE LEVEL

PATIENT VOLUME CAN ALSO BE DETERMINED AT THE CLINIC/PRACTICE LEVEL AS 
LONG AS:
• The group practice/clinic patient volume is appropriate as a patient volume 
methodology calculation for the EP (for example, if an EP only sees Medicare, 
commercial or self-pay patients, this is not an appropriate calculation). 
• There is an auditable data source to support the group practice/clinic patient 
volume determination.
• All EPs in the group practice/clinic must use the same methodology for the 
payment year.  If one uses clinic volume, then all providers in that clinic must use 
clinic patient volume.
• The group practice/clinic uses the entire practice or clinic’s patient volume 
and does not limit patient volume in any way.
• If an EP works inside and outside of the clinic or practice, then the patient 
volume calculation includes only those encounters associated with the clinic or 
group practice.
A clinic is defined as all locations under the same NPI# or TIN (Tax ID Number).  
Other group methods may be considered.
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NEW PROVIDERS

New providers can apply for the incentive payments even if they did not work in the 
clinic during the patient volume reporting period.  Any provider who is claiming needy 
patient volume, must have worked at least 50% of the time in an FQHC or RHC in six 
months in the calendar year preceding the payment year that is being requested.



PATIENT VOLUME AT GROUP LEVEL 
EXAMPLE

CLINIC A
• EP #1 (physician): individually had 40% Medicaid encounters (80/200 encounters) 
• EP# 2 (nurse practitioner): individually had 50% Medicaid encounters (50/100 encounters) 
• Practitioner at the clinic, but not an EP (registered nurse): individually had 75% Medicaid 

encounters (150/200) 
• Practitioner at the clinic, but not an EP (pharmacist): individually had 80% Medicaid encounters 

(80/100) 
• EP #3 (physician): individually had 10% Medicaid encounters (30/300) 
• EP #4 (dentist): individually had 5% Medicaid encounters (5/100) 
• EP #5 (dentist): individually had 10% Medicaid encounters (20/200)

In this scenario, there are 1200 encounters in the selected 90-day period for Clinic A. There are 415 
encounters attributable to Medicaid, which is 35% of the clinic’s volume. This means that 5 of the 7 
professionals would meet the Medicaid patient volume criteria under the rules for the EHR Incentive 
Program. (Two of the professionals are not eligible for the program on their own, but their clinical 
encounters at Clinic A should be included.)



EXAMPLE-CONTINUED
• CLINIC A 
• EP #1 (physician): individually had 40% Medicaid encounters (80/200 encounters) 
• EP# 2 (nurse practitioner): individually had 50% Medicaid encounters (50/100 encounters) 
• Practitioner at the clinic, but not an EP (registered nurse): individually had 75% Medicaid encounters (150/200) 
• Practitioner at the clinic, but not an EP (pharmacist): individually had 80% Medicaid encounters (80/100) 
• EP #3 (physician): individually had 10% Medicaid encounters (30/300) 
• EP #4 (dentist): individually had 5% Medicaid encounters (5/100) 
• EP #5 (dentist): individually had 10% Medicaid encounters (20/200)

If EP #2 is practicing part-time at both Clinic A, and another clinic, Clinic B, and both Clinics are using the clinic-level 
option, each clinic would use the encounters associated with the respective clinics when developing a proxy value for 
the entire clinic. EP #2 could then apply for an incentive using data from one clinic or the other.

Similarly, if EP #4 is practicing both at Clinic A, and has her own practice, EP # 4 could choose to use the proxy-level 
Clinic A patient volume data, or the patient volume associated with her individual practice. She could not, however, 
include the Clinic A patient encounters in determining her individual practice’s Medicaid patient volume. In addition, 
her Clinic A patient encounters would be included in determining such clinic’s overall Medicaid patient volume.



MANAGED CARE PROVIDERS

If a managed care provider does not meet the necessary patient volume an alternate 
panel method can be used to compute the patient volume.  Contact DHHS for 
assistance with this method.  
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REGISTRATION AND 
ENROLLMENT

20



REGISTRATION 

The first step in the process is to register with CMS.   Registration 
cannot occur until on or after our launch date of May 7, 2012. 

There is a CMS user guide to help you with the registration 
process.  This is the link for registration with CMS: 

https://www.cms.gov/EHRIncentivePrograms/20_Registrationand
Attestation.asp#TopOfPage 

21



ENROLLMENT

After registering with CMS, wait 24  hours for the 
information to be electronically sent to Nebraska DHHS 

from CMS then complete the enrollment form with DHHS.  
The enrollment form can be obtained from our website 

http://dhhs.ne.gov/medicaid/Pages/med_ehr.aspx.  
Registration is at the Federal (CMS) level, Enrollment is at 

the State Medicaid (DHHS) level
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PAYMENTS
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Medicaid EHR Incentive Program 
Payment Overview – EPs

Provider type Maximum cumulative incentive over 5 
years

Eligible Professionals $63,750

Pediatricians qualifying with Medicaid 
patient volume between 20-30%

$42,500
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PAYMENTS FOR EP

ELIGIBLE PROFESSIONALS:

28



29

Pediatricians with patient 
volume between 20-30%

Year 1 $14,167

Year 2-6 $5,667

Total $42,500



DOCUMENTS THAT NEED TO 
ACCOMPANY ENROLLMENT 

• System generated report from the software system from which the 
patient volume calculations were made

• Proof of A/I/U (signed purchase order or signed EHR vendor contract, 
contract with REC or other entity with whom implementation exercises 
are planned, documented implementation work plan and EHR 
contractual agreement) in the first participation year.  In the second 
and subsequent years, the Meaningful Use Supplement should be 
completed.

• Methodology of how group Medicaid patient volume was calculated 
(NPI# of group, TIN of group, any other method used to define your 
group)
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CONTACT US WITH QUESTIONS

• E-mail to 
DHHS.EHRIncentives@NEBRASKA.GOV
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