
Division of Medicaid and Long-Tenn Care 

August 10, 2011 

James G. Scott 
Associate Regional Administrator 
for Medicaid and Children's Health Operations 
Centers for Medicare & Medicaid Services 
60 I East 12th Street, Suite 235 
Kansas City, Missouri 64 \06 

RE: Nebraska SPA # 11 -17 - Increase in Co-payments 

Dear Mr. Scott: 

State of Nebraska 
Dave Heineman, Governor 

Enclosed please find the above referenced amendment to the Nebraska State Plan 
regarding an increase in co-payments. 

Prior to submitting this State Plan Amendment, the Division of Medicaid and Long-Term 
Care sought consultation from federally recognized Native American Tribes and Indian 
Health Programs within the State of Nebraska to discuss the impact that the proposed 
State Plan Amendment might have, if any, on the Tribes. We received no comments. 

If you have content questions, please feel free to contact Margaret Booth, 
margaret.booth@nebraska.gov, 402-471-9380 or for submittal questions, Pat Taft, 402-
471-7787, pat.taft@nebraska.gov. 

Sincerely, 

~>u~ 
Vivianne M. Chaumont, Director 
Division of Medicaid and Long-Term Care 
Department of Health and Human Services 

cc: Gail Brown Stevenson 

Helping People Live Better Lives 
An Equal Opportumty/Aff/fmallve Action Employer 

pnnted With soy Ink on recycled paper 



DEPARTMENT OF I'IEALTH AND HUMAN SERVICES 
ClEALTH CARE FINANCING ADM INISTRATION 

TRANSMITTAL AND NOTICE OF APPR OVAL OF 
STATE PLAN MATERIAL 

I. TRANSMITTAL NUMBER: 
11-17 

FORM APPROVED 
OMB NO 0938-0193 

2. STATE 
Nebraska 

FOR: HEALTH CARE FINANC ING ADM INISTRATION 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 
SOCIAL SECURJTY ACT (MEDICAID) 

TO: REGIONAL ADM INISTRATOR 
HEALTH CARE FINANCING ADM INISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

4. PROPOSED EFFECTIVE DATE 
July 1,2011 

o NEW STATE PLAN o AMENDMENT TO BE CONSIDERED AS NEW PLAN [g] AMENDMENT 

COM PLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT Se m'ate Transmittal ar each amendment 
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a. FFY 20 I I $ (39 1,390) 
b. FFY 20 12 $(521,S52) 

S. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 

Attachment 4. IS-A, pp I and 2 
Attachment 4.IS-C, pp I and 2 

10. SUBJECT OF AMENDMENT: 
Increase in co-payments 

II . GOVERNOR'S REV IEW (Check One): 
o GOVERNOR'S OFFICE REPORTED NO COMMENT 
o COMMENTS OF GOVERNOR'S OFFICE ENCLOSED o NO REPLY RECE IVED WITHIN 45 DAYS OF SUBM ITTAL 
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Attachment 4. IS-A, pp I and 2 
Attachment 4. IS-C, pp I and 2 

[g] OTHER, AS SPECIFI ED: 
Governor has waived review 
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---'-'1 3'-. -=TC-Y=P-=E.jD~N~AfLM{4Er..: ~;&o'~~1"..~{,&~~~ _____ -I Patricia (Pat) Tall 

Vivianne M. Chaumont Div ision of Medicaid & Long-Term Care 
-;-~="""=====-----------------i Nebraska Department of Health & Human Services 

14. TITLE: 30 I Centennial Mall South 
Director, Div ision of Medicaid and Lon -Term Care 

-;-15'-. -=D"-'A-=T::::E;-cS2U7.B;:;M,:-;::;ITT=E""Do-:======'--'--'=-='--'---------i Lincoln, NE 6S509 
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PLAN APPROVED - ONE COPY ATTACHED 
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21. TYPED NAME: 22. TITLE: 

23. REMARKS: 

FORM HCFA- 179 (07-92) 



ATTACHMENT 4.18-A 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Nebraska 

COST-SHARING FOR THE CATEGORICALLY NEEDY AND QUALIFIED MEDICARE 
BENEFICIARIES 

Effective October 1, 2011, the Nebraska Medical Assistance Program established the following 
schedule of copayments: 

Service Amount of copayment 

Chiropractic Office Visits ............................................................ $1 per visit 
Dental Services ............................................................................ $3 per specified service 
Durable Medical Equipment. ......................................................... $3 per specified service 
Drugs ..................................................................................... $2 per prescription 
Brand Name Drugs ..................................................................... $3 per prescription 
Eyeglasses ................................................................................. $2 per dispensing fee 
Hearing Aids .............................................................................. $3 per dispensing fee 
Inpatient Hospital Services......................................................... $15 per admission 
Mental Health and Substance Abuse Services .................................... $2 per specified service 
Occupational Therapy (non-hospital based) ....................................... $1 per specified service 
Optometric Office Visits .............................................................. $2 per visit 
Outpatient Hospital Services .......................................................... $3 per visit 
Physical Therapy (non-hospital based) .......................................... $1 per specified service 
Physicians (M.D.'s and D,O's) 
Office Visits ................................... . ........................................ $2 per visit 
(Excluding Primary Care Physicians -
Family Practice, General Practice, 
Pediatricians, Internists, and physician 
extenders {including physician assistants, 
nurse practitioners and nurse midwives) 
providing primary care services) 
Podiatrists Services .................................................................... $1 per visit 
Speech Therapy (non-hospital based) ............................................ $2 per specified service 

As a basis for determining the copayment amount, the standard copayment amount is 
determined by applying up to the maximum copayment amounts specified in 42 CFR 
447.54(a)(3) to the agency's average or typical payment for that service. For inpatient hospital 
services, the amount was calculated so as to not exceed one-half of the first day's per diem for 
each hospital admission. 

TN No. 11-17 
Supersedes 
TN No. MS-02-03 

Approval Date Effective Date _____ _ 



ATTACHMENT 4.18-A 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Nebraska 

COST-SHARING FOR THE CATEGORICALLY NEEDY AND QUALIFIED MEDICARE 
BENEFICIARIES 

(continued from page 1) 

The copayment is collected by the provider at the time the service is provided. If the client is 
unable to pay the copayment when the service is provided, the provider may bill the client for 
the amount of the copayment. 

An Individual who is unable to pay the copayment is identified by self-declaration to the 
provider. 

Certain individuals and services are excluded from copayments in compliance with 42 CFR 
447.53. Individuals who are subject to the copayment requirement will be identified to providers 
by calling the Nebraska Medicaid Eligibility System (NMES). Providers will be educated that 
certain services, including emergency services, family planning services, and HMO services, 
are not subject to copayment. In addition, computer edits will lower the payment amount of 
those services that require a copayment. Services and/or clients excluded from copayment will 
be identified by the system and payment will be made in the usual manner. 

There will not be a cumulative maximum that applies to all charges imposed on a specified time 
period. 

TN No. 11-17 

Supersedes 

TN No. MS-94-2 

Approval Date .. _. _____ _ Effective Date ______ . 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SFCURITY ACT 

State Nebraska 

COST-SHARING FOR THE MEDICALLY NEEDY AND OTHER OPTIONAL GROUPS 

Effective October 1, 2011, the Nebraska Medical Assistance Program established the following 
schedule of copayments: 

Chiropractic Office Visits ". " " " " . " . " " " " . " " " ". " " " ". " " " " . " " " " ,,$1 per visit 
Dental Services""" """""""""""""",,. """,,"""""""",,",,""",,. $3 per specified service 
Durable Medical Equipment"""" .. " "."."""""""."."."""".,,.,,,," .$3 per specified service 
Drugs "."""""""." .. """"""""."""".,,""""",,.,,.,,",,""",,.,," $2 per prescription 
Brand Name Drugs". " " " " " " ". " " " " . " . " " " " " " " " " " " " " " " " " " " . $3 per prescription 
Eyeglasses". ". """ """,,. ",," ." ". ". ". """""""""". ". """ """",," $2 per dispensing fee 
Hearing Aids". ". ". ". ". ". ". ". ". ". ". ". ". ". ". " .. " ". ". " .. " ". ". ". ". ".$3 per dispensing fee 
Inpatient Hospital Services".""""""""""."""""" ". """"""""" $15 per admission 
Mental Health and Substance Abuse Services""" """",," """""""" ,,$2 per specified service 
Occupational Therapy (non-hospital based)"""""" """""""""""" ". $1 per specified service 
Optometric Office Visits""" """""" """",,.,,"""" """.",,"""""" $2 per visit 
Outpatient Hospital Services". " " " " " " " . " " " . " " . ". " . " " . " " """""". $3 per visit 
Physical Therapy (non-hospital based) ".""""".""""",,.,,""""",,. $1 per specified service 
Physicians (MD.'s and D,O's) 
Office Visits """"""""""""""",,",,"""",,. """"""",,""""",,. $2 per visit 
(Excluding Primary Care Physicians -
Family Practice, General Practice, 
Pediatricians, Internists, and physician 
extenders (including physician assistants, 
nurse practitioners and nurse midwives) 
providing primary care services) 
Podiatrists Services"""".""""""""""""". """"""". """. $1 per visit 
Speech Therapy (non-hospital based) """"""""" """". ",," """"". $2 per specified service 

As a basis for determining the copayment amount, the standard copayment amount is 
determined by applying up to the maximum copayment amounts specified in 42 CFR 
447.54(a)(3) to the agency's average or typical payment for that service. For inpatient hospital 
services, the amount was calculated so as to not exceed one-half of the first day's per diem for 
each hospital admission. 

TN #. 11-17 

Supersedes 
TN #. MS-02-03 

Approval Date Effective Date ____ _ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Nebraska 

COST-SHARING FOR THE MEDICALLY NEEDY AND OTHER OPTIONAL GROUPS 

(continued from page 1) 

The copayment is collected by the provider at the time the service is provided. If the client is 
unable to pay the copayment when the service is provided, the provider may bill the client for 
the amount of the copayment. 

Certain individuals and services are excluded from copayments in compliance with 42 CFR 
447.53. Individuals who are subject to the copayment requirement will be identified to providers 
by calling the Nebraska Medicaid Eligibility System (NMES). Providers will be educated that 
certain services, including emergency services, family planning services, and HMO services, 
are not subject to copayment. In addition, computer edits will lower the payment amount of 
those services that require a copayment. Services and/or clients excluded from copayment will 
be identified by the system and payment will be made in the usual manner. 

There will not be a cumulative maximum that applies to all charges imposed on a specified time 
period. 

TN No. 11-17 

Supersedes Approval Date Effective Date ____ _ 


