
Division of Medicaid and Long-Tenn Care State of Nebraska 
Nebraska Department of Health 

and Human SelVices 

September 22, 20 II 

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

RE: Nebraska SPA # NE I 1-20 Pediatric Feeding Disorder Clinic Intensive Day 
Treatment and Outpatient Treatment 

Dear Mr. Scott: 

Dave Heineman . Governor 

Enclosed please find the above referenced amendment to the Nebraska State Plan 
regarding the effective date of rates for Pediatric Feeding Disorder Clinic Intensive Day 
Treatment and Outpatient Treatment. 

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, pattaft@nebraska.gov. 

Sincerely, 

ViVi~~O~ 
Division of Medicaid and Long-Term Care 
Department of Health and Human Services 

cc: Gail Brown Stevenson 

Helping People Live Better Lives 
An Equal Opportunity/AfflrmS/llle AC/oOn Employer 
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ATTACHMENT 4.19-B 
Item 9, Page 5 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Nebraska 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 

Pediatric Feeding Disorder Clinic Intensive Day Treatment: Reimbursement for pediatric 
feeding disorder clinic intensive day treatment for medically necessary services will be a 
bundled rate based on the sum of the fee schedule amounts for covered services 
provided by Medicaid enrolled licensed practitioners. This service is reimbursed via a 
daily rate. 

Pediatric Feeding Disorder Clinic Outpatient Treatment: Reimbursement for Pediatric 
Feeding Disorder Clinic Outpatient Treatment for medically necessary services will be 
based on the appropriate fee schedule amount for a physician consultation. This service 
is reimbursed via an encounter rate. 

An encounter means a face-to-face visit between a Medicaid-eligible patient and a 
physician, psychologist, speech therapist, physical therapist, or dietician during which 
services are rendered. Encounters with more than one health professional and multiple 
encounters with the same health professional which take place on the same day and at 
a single location constitute a single visit. 

Except as otherwise noted in the plan, payment for these services is based on state­
developed fee schedule rates, which are the same for both governmental and private 
providers. The agency's rates were set as of July 1, 2011 and are effective for services 
rendered on or after that date. The fee schedule is subject to annual/periodic 
adjustment. All rates, including current and prior rates, are published and maintained on 
the agency's website. Specifically, the fee schedule and any annual/periodic 
adjustments to the fee schedule are published at 
http://www.dhhs.ne.gov/med/provhome.htm . 

TN #. NE 11-20 
Supersedes 

TN #. NE 10-10 

Approval Date _____ _ Effective Date ____ _ 


