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CHAPTER 10-000 HOSPITAL SERVICES

10-001 Standards for Participation: To participate in the Nebraska Medical Assistance Program

(NMAP), a hospital that provides hospital inpatient and/or outpatient/emergency room services must

3.
4.

Be maintained primarily for the care and treatment of patients with disorders other than
mental disease;

Be licensed as a hospital by the Nebraska Department Health and Human Services
Regulation and Licensure or the officially designated authority for state standard-setting in
the state where the hospital is located;

Have licensed and certified hospital beds; and

Meet the requirements for participation in Medicare and Medicaid.

10-001.01 Provider Agreement: To participate in NMAP, a hospital shall complete Form MC-

20, "Medical Assistance Hospital Provider Agreement,” (see 471-000-91) and submit the
completed form to the Nebraska Department of Health and Human Services Finance and
Support for approval and enroliment as a provider.

To continue participation in NMAP, the Medicaid Division staff must receive a copy of Form
CMS-1539, "Medicare/Medicaid Certification and Transmittal® (see 471-000-66) from the
Nebraska Department of Health and Human Services Regulation and Licensure, indicating that
the hospital is certified.

10-001.01A Out-of-State Hospital Provider Agreement: Each out-of-state hospital shall
submit the following:

1. A completed and signed Form MC-20, "Medical Assistance Hospital Provider
Agreement;" and

2. The hospital's certification/accreditation status from the state survey agency in
the state where the hospital is located.

The Nebraska Medical Assistance Program shall not process an out-of-state hospital's
claim until all information required under this section has been received.

See 471 NAC 10-010.03H, Out-of-State Hospital Rates, and 10-010.06F, Payment to an
Out-of-State Hospital for Outpatient Hospital and Emergency Room Services.

10-001.02 Nebraska Health Connection (NHC): Certain NMAP clients are required to

participate in the Nebraska Health Connection, which is Nebraska's Medicaid Managed Care
Program. See 471-000-122 for a listing of the NHC plans.
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10-001.02A Health Maintenance Organizations (HMO) Plans: NHC HMO plans are
required to provide, at a minimum, coverage of services as described in this Chapter. The
prior authorization requirements, payment limitations, and claim submission instructions
outlined in this Chapter do not apply to services provided to clients enrolled in an NHC
HMO plan with the following exceptions:

1. Medical Transplants: As defined under 471 NAC 10-005.20, certain transplants
such as liver, kidney, heart, and bone marrow, continue to require prior
authorization by NMAP and are reimbursed on a fee-for-service basis, outside
the HMO's capitation payment;

2. Abortions: As currently defined, abortions continue to require prior
authorization by NMAP and are included in the capitation fee for the HMO; and

3. Family Planning Services: Family planning services do not require a referral
from a primary care physician (PCP). The client must be able to obtain family
planning services upon request and from any appropriate provider who is
enrolled in NMAP. Family planning services are reimbursed by the HMO,
regardless of whether the service is provided by a PCP enrolled with the HMO
or a family planning provider outside the HMO.

Services provided to clients enrolled in an NHC HMO plan are not billed to NMAP (see
exceptions above). The provider shall provide services only under arrangement with the
HMO.

10-001.02B Primary Care Case Management (PCCM) Plans: All NMAP policies under
this chapter apply to services provided to NHC clients enrolled in a PCCM plan. For
services that require prior authorization under 471 NAC 10-005.01, the provider shall
obtain prior authorization from the PCCM plan under the directions for prior authorization
of the PCCM plan with the following exceptions:

1. Medical Transplants: As defined under 471 NAC 10-005.20, transplants are
subject to prior authorization by NMAP; and
2. Abortions: As currently defined, abortions require prior authorization by NMAP.

10-001.02B1 Referral Management: When medically necessary services that cannot be
provided by the PCP are needed for the client, the PCP shall authorize the services to be
provided by the approved provider as needed with the following exceptions:

1. Visual Care Services: All surgical procedures provided by an optometrist or
ophthalmologist require approval from the PCCM plan. Providers shall contact
the client's PCCM primary care physician before providing surgical services.
Non-surgical procedure provided by an optometrist or ophthalmologist do not
require referral/approval from the PCP; however, when an optometrist or
ophthalmologist diagnoses, monitors, or treats a condition, except routine
refractive conditions, the practitioner shall send a written summary of the
client's condition and treatment/follow-up provided, planned, or required to the
client's PCP.
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2. Dental Services: Dentists or oral surgeons providing medically necessary
services not covered under 471 NAC 6-000 must bill that service on Form
CMS-1500 or the standard electronic Health Care Claim: Professional
transaction (ASC X12N 837), using CPT procedure codes. These services
require referral/ authorization from the client's PCP. The provider must contact
the PCP before providing these services. If a client requires hospitalization for
dental treatment or for medical and surgical services billed on Form CMS-1500
or the standard electronic Health Care Claim: Professional transaction (ASC
X12N 837), the provider must contact the PCP for referral/authorization.

3. Family Planning Services: Family planning services do not require a referral
from the PCP. As defined in 471 NAC 2-006.05, the client must be able to
receive family planning services upon request and from a provider of choice
who is enrolled in NMAP.

10-001.02C Mental Health and Substance Abuse Services: Mental health and substance
abuse services (MH/SA) are provided by a prepaid health plan (PHP) for all NHC clients.
The PHP includes the Client Assistance Program (CAP). Clients may access five
services annually with any CAP-enrolled provider without prior authorization from the
PHP. All other MH/SA services must be prior authorized by the PHP as directed by the
plan.

10-001.03 Definitions: The following definitions apply in this chapter.

Client: An individual who is eligible for the Nebraska Medical Assistance Program.

Diagnostic Service: An examination or procedure to which the patient is subjected or
which is performed on materials obtained from the patient to provide information for the
diagnosis or treatment of a disease or to assess a medical condition. This may include
radiological and pathological services.

Hospital-Affiliated Ambulatory Surgical Center (HAASC): An ambulatory surgical center
operated by a hospital (i.e., under common ownership, licensure, or control of a hospital).
An HAASC may be covered under Medicare (and therefore under the Nebraska Medical
Assistance Program) as an ASC or an HAASC. A facility operated by a hospital as a
Medicare-participating ASC is paid according to 471 NAC 26-005. Other HAASC's are
paid according to 471 NAC 10-010.06.

Hospital Emergency Services: Services that are necessary to prevent the death of the
client or serious impairment of the client's health and, because of the threat to the life or
health of the client, necessitate the use of the most accessible hospital equipped to
provide the necessary services.

Hospital Inpatient Services: Medically necessary services that are furnished in a hospital
for the care and treatment of an inpatient under the direction of a licensed practitioner
under the scope of his/her licensure.
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Hospital Outpatient Observation Services: Observation services are those services
furnished by a hospital on the hospital premises, including use of a bed and periodic
monitoring by a hospital’s nursing staff or other staff which are reasonable and necessary
to determine the need for a possible admission to the hospital as an inpatient. Most
observation services do not exceed 1 day. Some patients may require a second day of
outpatient observation services. A maximum of 48 hours of observation may be
reimbursed. When a client receives hospital observation services and is thereafter
admitted as an inpatient of the same hospital, the hospital observation services are
included in the hospital's payment for the inpatient services.

Hospital Outpatient Services: Preventive, diagnostic, therapeutic, rehabilitative, or
palliative services that are provided to outpatients under the direction of a physician or
dentist in an institution that meets the standards for participation in 471 NAC 10-001.

When a client receives hospital outpatient/emergency room services and is thereafter
admitted as an inpatient of the same hospital before midnight of the same day, the
hospital outpatient/emergency room services are included in the hospital's payment for
the inpatient services.

Hospital outpatient services furnished in the outpatient/emergency room to a patient
classified as "dead on arrival" are covered through pronouncement of death, providing the
hospital considers these patients as outpatients for recordkeeping purposes and follows
its usual outpatient billing practices for services to all patients. This coverage does not
apply if the patient was pronounced dead before arrival at the hospital.

Inpatient: NMAP classifies a person as an inpatient when the following occurs:

1. Aperson has been admitted to a hospital for bed occupancy to receive hospital
inpatient services. Generally a person is considered an inpatient if formally
admitted as an inpatient with the expectation that s/he will remain at least
overnight and occupy a bed even though it later develops that s/he can be
discharged or transferred to another hospital and does not actually use a
hospital bed overnight;

2. The patient has been formally admitted as an inpatient and death occurs before
24 hours elapse. These services are counted as one inpatient day.
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All services are subject to review for appropriateness and medical necessity of the
admission and/or level of care provided as required by 471 NAC 10-010.11.

Inpatient Days: A day begins at midnight and ends 24 hours later. The midnight-to-
midnight method is to be used in counting days of care for Medicaid reporting purposes,
even if the hospital uses a different definition of day for statistical or other purposes.

A part of a day, including the day of admission, counts as a full day. The day of
discharge, death, or a day on which a patient begins a leave of absence is not counted as
a day. (Charges for ancillary services on the day of discharge or death or the day on
which a patient begins a leave of absence are covered.) If inpatient admission and
discharge or death occur on the same day, the day is considered a day of admission and
counted as one inpatient day.
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When a registered inpatient is occupying any other ancillary area, such as surgery or
radiology, at the census-taking hour before occupying an inpatient bed, the patient's
occupancy must not be recorded as an inpatient day in the ancillary area; however, the
patient must be included in the inpatient census of the routine care area.

The Department utilizes the current Medicare methodology in accounting for the inpatient
accommodations on the Medicare cost report.

Emergency Medical Condition: A medical or behavioral condition, the onset of which is
sudden, that manifests itself by symptoms of sufficient severity, including but not limited
to, severe pain, that a prudent lay person possessing an average knowledge of medicine
and health could reasonably expect the absence of immediate medical attention to result
in (a) placing the health of the person (or with respect to a pregnant woman, the health of
the woman and her unborn child) afflicted with such condition in serious jeopardy or, in
the case of a behavioral condition, placing the health of such persons or others in serious
jeopardy, (b) serious impairment to such person's bodily functions, (c) serious impairment
of any bodily organ or part of such person, or (d) serious disfigurement of such person.

Neonatal Intensive Care: Intensive care services provided to an infant in an intensive
care unit specially equipped to care for such infants.

Non-Patient: An individual receiving services who is neither an inpatient nor an
outpatient. When a sample or specimen is obtained by personnel not employed by the
hospital and is sent to the hospital for tests, the tests are non-patient services because
the patient is not registered as an inpatient or an outpatient of the hospital. If the sample
is obtained by hospital personnel, the tests are outpatient services.

Nursery Care: Services for a newborn child from time of birth to time of discharge of the
mother from the facility. Hospitals reimbursed by per diem shall bill nursery care unless
the newborn -

1. Istransferred from nursery bassinet care to acute care or intensive care; or
2. Remains in the hospital after the mother's discharge, if the child is being
discharged to the mother's care.

Outpatient: A person who has not been admitted as an inpatient but is registered on the
hospital records as an outpatient and receives services.

If a patient receives 24 hours or more of continuous outpatient care, that patient is defined
as an inpatient regardless of the hour of admission, whether s/he used a bed and whether
s/he remained in the hospital past midnight or the census-taking hour.
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Pathological Services: Microbiological, serological, chemical, hematological,
radiobioassay, cytological, immunohematological, or pathological examinations or
procedures performed on materials obtained from the patient to provide information for
the diagnosis or treatment of a disease or an assessment of the medical condition of the
patient.

Patient: An individual who is receiving medically necessary services directed by a
licensed practitioner, under the scope of his/her licensure, toward the maintenance,
improvement, or protection of health, or lessening of illness, disability, or pain.

Radiological Services: Services in which x-rays or rays from radioactive substances are
used for diagnostic or therapeutic purposes and associated medical services necessary
for the diagnosis and treatment of the patient.

Therapeutic Services: Services provided on an inpatient or outpatient basis which are
incident to the services of the physicians in the treatment of patients.

10-001.04 Summary of Forms and Standard Electronic Transactions: The following forms and
transactions are used in this chapter:

1. Form CMS-1450 or the standard electronic Health Care Claim: Institutional
transaction (ASC X12N 837). Note: Instructions for completing Form CMS-1450
have been published in the Nebraska Uniform Billing Data Element Specifications
manual published by the Nebraska Uniform Billing Committee. Providers may
purchase copies from the Nebraska Association of Hospitals and Health Systems.
For instructions to the electronic transaction, see claim submission table at 470-000-

49;

2. Form CMS-1539, "Medicare/Medicaid Certification and Transmittal" (see 471-000-
66);

3. Form MC-20, "Medical Assistance Hospital Provider Agreement" (see 471-000-91);

4.  Form MMS-100, "Sterilization Consent Form" (see 471-000-109);

5.  Form MMS-101, "Informed Consent Form" (see 471-000-110);

6. Form MS-6, "Ambulatory Room and Board Agreement" (see 471-000-73); and

7. MC-9, "Prior Authorization Document" (see 471-000-202) or the standard electronic

Health Care Services Review — Request for Review and Response transaction (ASC
X12N 278) (see Standard Electronic Transactions Instructions at 471-000-50);

8. The standard electronic Health Care Eligibility Benefit Inquiry and Response
transaction (ASC X12N 270/271) (see Standard Electronic Transactions Instructions
at 471-000-50)

9. The standard electronic Health Care Claim Status Request and Response
transaction (ASC X12N 276/277) (see Standard Electronic Transactions Instructions
at 471-000-50).

Instructions and examples appear in the appendix at the end of this title.

10-001.05 Definition of Medical Necessity: NMAP defines medical necessity as follows:

Medical Necessity: Health care services and supplies which are medically appropriate and -

1. Necessary to meet the basic health needs of the client;

2.  Rendered in the most cost-efficient manner and type of setting appropriate for the
delivery of the covered service;

3. Consistent in type, frequency, duration of treatment with scientifically based
guidelines of national medical, research, or health care coverage organizations or
governmental agencies;
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4. Consistent with the diagnosis of the condition;

5. Required for means other than convenience of the client or his or her physician;

6. No more intrusive or restrictive than necessary to provide a proper balance of safety,
effectiveness, and efficiency;

7. Of demonstrated value; and

8. No more intense level of service than can be safely provided.

The fact that the physician has performed or prescribed a procedure or treatment or the fact
that it may be the only treatment for a particular injury, sickness, or mental illness does not
mean that it is covered by Medicaid. Services and supplies that do not meet the definition of
medical necessity set out above are not covered.

10-002 Covered Inpatient Services: Payment for services described in this section is included in
the hospital's payment for inpatient services (see 471 NAC 10-010.03).

10-002.01 Class of Care: The Nebraska Medical Assistance Program covers the following
classes of care:

Outpatient;

Acute;

Psychiatric (only for licensed psychiatric beds);
Rehabilitation (only if licensed rehabilitation beds); and
Nursery (Bassinet).

aghrwdPE

Beginning with dates of service October 16, 2003, level of care value codes will no longer be
used to determine class of care. The provider shall use the appropriate bill type on the claim
(see Claim Submission Table at 471-000-49).

10-002.02 Bed and Board: The Nebraska Medical Assistance Program pays the same
amount for inpatient services whether the client has a private room, a semiprivate room (two-
three- or four-bed accommodations), or ward accommodations.

10-002.03 Passes or Leaves of Absence: The day on which a client begins a pass or leave of
absence may be treated as a day of discharge. Therapeutic passes will be evaluated for
medical necessity and are subject to medical review or the Department's utilization review (UR)
activities. The hospital is not paid for therapeutic passes or leave days. See 471 NAC 10-
010.11. Note: For psychiatric services, see 471 NAC 20-000. For mental health and
substance abuse services for children and adolescents, see 471 NAC 32-000.

10-002.04 Nursing Services: Nursing and other related services and use of hospital facilities
for the care and treatment of inpatients are included in the hospital's payment for inpatient
services.
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Note: The services of a private-duty nurse or other private-duty attendant are not covered as a
hospital service (see 471 NAC 13-000, Nursing Services). Private-duty nurses or private-duty
attendants are registered professional nurses, licensed practical nurses, or any other trained
attendant whose services ordinarily are rendered to, and restricted to, a particular patient.

10-002.05 Services of Interns and Residents-In-Training: NMAP covers the reasonable cost
of the services of interns or residents-in-training under a teaching program approved by the
Council on Medical Education of the American Medical Association or, in the case of an
osteopathic hospital, approved by the Committee on Hospitals of the Bureau of Professional
Education of the American Osteopathic Association.

In the case of services of interns or residents-in-training in the field of dentistry in a hospital or
osteopathic hospital, the teaching program must have the approval of the Council of Dental
Education of the American Dental Association.

Note: See 471 NAC 10-010.03B6a, Calculation of Direct Medical Education Cost Payments
and 471 NAC 10-010.03B6b, Calculation of Indirect Medical Education Cost Payments.

10-002.05A Approved Programs for Podiatric Interns and Residents-In-Training: The
services of interns and residents-in-training in the field of podiatry under a teaching
program approved by the Council on Podiatry Education of the American Podiatry
Association are covered under NMAP on the same basis as the services of other interns
and residents-in-training in approved teaching programs.

10-002.06 HEALTH CHECK (EPSDT) Treatment Services: Services not covered under the
Nebraska Medical Assistance Program (NMAP) but defined in Section 1905(a) of the Social
Security Act must meet the conditions of items 1 through 8 listed in the definition of "Treatment
Services" in 471 NAC 33-001.03. These services must be prior authorized by the Medical
Services Division of the Department of Social Services.

10-003 Ancillary Services: Payment for the ancillary services described in this section is included in
the payment for inpatient services. Outpatient services must be claimed using the appropriate
national standard code sets, such as HCPCs and CPT.

10-003.01 Blood Administration: Since the Medicare blood deductible applies only to blood
costs, and does not apply to blood processing costs, it is necessary that hospitals distinguish
between those two costs under the following rules -

1. Blood Costs: A hospital's blood costs will consist of amounts it spends to procure

blood, including -

a. The cost of activities as soliciting and paying donors and drawing blood for its
own blood bank; and

b. When a hospital purchases blood from an outside blood source (e.g., a
commercial or voluntary blood bank or a blood bank operated by another
hospital) an amount equal to the amount of credit which the outside blood
source customarily gives the hospital if the blood is replaced.
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2. Blood Processing: A hospital's blood processing costs consists of amounts spent to
process and administer blood after it has been procured, including -
a. The cost of such activities as storing, typing, cross-matching, and transfusing
blood;
b. The cost of spoiled or defective blood; and
c. The portion of the outside blood source's blood fee which remains after credit is
given for replacement.

Note: Autologous blood donation processing costs ARE not covered for
reimbursement by the NMAP.

For Medicare/Medicaid clients, NMAP covers the first three pints of blood. NMAP covers any
blood administration not covered by Medicare or other third-party insurance if it is medically
necessary.

10-003.02 Drugs

10-003.02A Inpatient Drugs: NMAP covers drugs for use in the hospital which are
ordinarily provided by the hospital for the care and treatment of inpatients. Payment for
inpatient drugs is included in the hospital's payment for inpatient services.

10-003.02B Hospital Outpatient or Emergency Room Drugs: NMAP covers drugs utilized
in the actual treatment as part of the outpatient or emergency room service. The hospital
shall bill drugs used in the outpatient or emergency room service by National Drug Code
(NDC) on Form CMS-1450 or the standard electronic Health Care Claim: Institutional
transaction (ASC X12N 837). Providers must also report the quantity and unit of measure
of the NDC. Include the correct NDC information on all claims, including Medicare and
other third party claims.

10-003.02C Take-Home Drugs: NMAP covers take-home drugs under 471 NAC 16-000
only when the hospital employs a registered pharmacist and has a licensed pharmacy.
Claims must be submitted via the NE-POP system or on the universal drug claim.

10-003.03 Medical Supplies and Equipment: The Department uses the following definitions:

Medical Supplies: Expendable or specified reusable supplies required for care of a
medical condition and used in the client's home must be prescribed by a physician or
other licensed practitioner within the scope of his/her licensure. This includes dressings,
colostomy supplies, catheters, and other similar items.

Durable Medical Equipment: Equipment which -

Withstands repeated use;

Is primarily and customarily used to serve a medical purpose;

Generally is not useful to a person in the absence of an illness or injury; and
Is appropriate for use in the client's home.

o R



REV. OCTOBER 15, 2003 NEBRASKA HHS FINANCE NMAP SERVICES
MANUAL LETTER # 59-2003 AND SUPPORT MANUAL 471 NAC 10-003.03

Orthotics: Rigid or semi-rigid devices to prevent or correct physical deformity or
malfunction, to support a weak or deformed part of the body, or to eliminate motion in a
diseased or injured part of the body.

Prosthetic: A device which replaces a missing part of the body. NMAP does not cover
external powered prosthetic devices.

10-003.03A Inpatient Supplies and Equipment: NMAP covers supplies and equipment
provided to inpatients for use during the inpatient stay. These are included in the
hospital's payment for inpatient services.

Certain items used during the client's inpatient stay are included in the hospital's payment
for inpatient services even though they leave the hospital with the client. This includes
items used in the actual treatment of the patient which are permanently or temporarily
inserted in or attached to the patient's body.

10-003.03B Hospital Outpatient and Emergency Room Supplies and Equipment: NMAP
covers medically necessary supplies and equipment used for outpatient and emergency
room services. This includes items used in the actual treatment of the patient as well as
items necessary to facilitate the patient's discharge. These services are claimed in a
summary bill format on Form CMS-1450 or the standard electronic Health Care Claim:
Institutional Transaction (ASC X12N 837) (see Claim Submission Table at 471-000-49).

10-003.03C Take-Home Supplies and Equipment: NMAP may cover, for the patient's
convenience upon discharge, up to a 10-day supply of take-home medical supplies.

10-003.03C1 Inpatient Services: Up to a 10-day supply of take-home supplies
following an inpatient stay is an allowable cost and is included in the hospital's
payment for inpatient services. The supplies must be billed on the appropriate claim
or electronic format (see Claim Submission Table at 471-000-49).

10-003.03C2 Outpatient Services: Up to a 10-day supply of take-home supplies may be
covered as an outpatient service. Supplies must be billed on the appropriate claim form
or electronic format (see Claim Submission Table at 471-000-49) using the appropriate
revenue code.

10-003.03C3 Durable Medical Equipment: Take-home durable medical equipment,
including orthotics and prosthetics, must be obtained from and billed by the
appropriate provider. Exception: See 471 NAC 10-005.22 ff. regarding rental of
apnea monitors and 471 NAC 10-005.22 ff. regarding rental of home phototherapy
units.
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10-003.04 Personal Care Items: NMAP covers personal care items, such as lotion,
toothpaste, admit kits, etc., when they are necessary for the care of a client during inpatient or
outpatient services.

10-003.05 Radiology and Pathology: NMAP covers medically necessary radiological and
pathological services provided to inpatients and outpatients. NMAP covers only those services
which are directly related to the patient's diagnosis. On claims for radiology and pathology, the
provider must indicate the diagnosis which reflects the condition for which the service is
performed, and if necessary, include a notation on the claim which documents the need.

Prior Authorization of Radiology Procedures: Effective September 1, 2009, all non-emergency
outpatient Computerized tomography (CT) scans, Magnetic Resonance Angiogram (MRA)
scans, Magnetic Resonance Imaging (MRI) scans, Magnetic resonance spectroscopy (MRS)
scans, Nuclear Medicine Cardiology scans, Positron Emission Tomography (PET) scans,
Single Photon Emission Computed Tomography (SPECT) scans will require prior authorization.
See 471 NAC 18-004.30A. These prior authorization requirements apply for all Medicaid
clients enrolled in fee-for-service programs and must be completed prior to the scan being
performed. These requirements do not apply to these scans when performed during an
inpatient hospitalization or as an emergency through the hospital’s emergency room.

10-003.05A Outpatient Diagnostic Services Provided by Arrangement: NMAP covers
medically necessary diagnostic services provided to an outpatient by arrangement (i.e.,
another hospital or independent clinical laboratory).

10-003.05A1 Diagnostic Services Provided by an Independent Clinical Laboratory:
An independent clinical laboratory is one which is independent both of an attending
or consulting physician's office and of a hospital. A consulting physician is one
whose services include history taking, examination of the patient and, in each case,
furnishing to the attending physician an opinion regarding diagnosis or treatment. A
physician providing clinical laboratory services for patients of other physicians is not
considered to be a consulting physician.

A laboratory which is operated by or under the supervision of a hospital (or the
organized medical staff of the hospital) which does not meet the definition of a
hospital is considered to be an independent laboratory. However, a laboratory
serving hospital inpatients and outpatients and operated on the premises of a
hospital which meets the definition of a hospital is presumed to be subject to the
supervision of the hospital or its organized medical staff and is not classified as an
independent clinical laboratory. The hospital's certification covers the services
performed in this laboratory.
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A clinical laboratory must meet the following criteria:

1. When state or applicable local law provides for licensing of independent
clinical laboratories, the laboratory must be licensed under the law; and

2. The laboratory must also meet the health and safety requirements
prescribed by the Secretary of Health and Human Services.

Note: A radiological laboratory is not considered an "independent laboratory" under
NMAP.

10-003.05A2 Billing Cost for Diagnostic Laboratory Services Obtained by
Arrangement: When a hospital obtains laboratory tests for nonpatients under
arrangements with an independent laboratory or other hospital laboratory, either the
originating hospital (or hospital lab) may claim all tests or the originating hospital and
reference lab may claim the tests each performs. (See 471 NAC 10-010.06 for
payment of hospital outpatient services and clinical laboratory services.)

Handling charges are not allowed when a specimen is referred by one laboratory to
another.

10-003.05B Specimen Collection Fees: Separate charges made by laboratories for
drawing or collecting specimens are allowable whether or not the specimens are referred
to another hospital or laboratory for testing. This fee will be paid to the provider who
extracted the specimen from the patient. Only one collection fee is allowed for each type
of specimen for each patient encounter, regardless of the number of specimens drawn.
When a series of specimens is required to complete a single test (e.g., glucose tolerance
test), the series is treated as a single encounter. A specimen collection fee is allowed for
activities such as drawing a blood sample through venipuncture (i.e., inserting into a vein
a needle with syringe or vacutainer to draw the specimen) or collecting a urine sample by
catheterization.

A specimen collection fee is allowed when it is medically necessary for a laboratory
technician to draw a specimen from a patient who resides in a nursing facility or who is
homebound. The technician must personally draw the specimen, e.g., venipuncture or
urine sample by catheterization. A specimen collection fee is not allowed for a visiting
technician when a patient in a facility is not confined to the facility or when the facility has
personnel on duty qualified to perform the specimen collection.

The amount(s) allowed for a visiting technician covers the travel expenses of the
technician, as well as the specimen drawing service and the material and supplies used.
Exceptions to this rule may be made when it is clear that the payment is inequitable in
light of the distances the technician must travel to perform the test for nursing home or
homebound patients in rural areas.

A specimen collection fee is not allowed for samples where the cost of collecting the
specimen is minimal, such as a throat culture, a routine capillary puncture, or a pap
smear.
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10-003.05C _Professional and Technical Components for Hospital Diagnostic and
Therapeutic_Services: Hospital diagnostic and therapeutic services are procedures
performed to determine the nature and severity of an iliness or injury, or procedures used
to treat disease or disorders. Hospital diagnostic and therapeutic services include both
hospital inpatient and outpatient services.

Hospital diagnostic and therapeutic services are comprised of two distinct elements: the
professional component and the technical component. Examples of hospital services
which have professional and technical components are -

1. Pathology/Laboratory:

a. Anatomical;

b. Clinical;
2. Radiology:
a. Diagnostic radiology;
b. Diagnostic ultrasound;
c. Therapeutic radiology;
d. Nuclear medicine;
Anesthesia;
Psychiatric services; and
Miscellaneous diagnostic and therapeutic services:
Dialysis;
Gastroenterology;
Otorhinolaryngologic;
Cardiovascular;
Pulmonary;
Allergy and clinical immunology;
Neurology and neuromuscular;
Chemotherapy;
Dermatology;
Physical medicine;
Special services and reports; and
Surgery.
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NMAP may designate other services as having professional and technical components
when the services are identified.

10-003.05D  Professional Component: The professional component of hospital
diagnostic and therapeutic services includes those physician's services directly related to
the medical care of the individual patient (i.e., interpretation of laboratory tests, x-rays,
EKG's, EEG's, etc.). A physician includes not only a specialist but also a physician who
normally performs or supervises these services for all inpatients and outpatients of a
hospital, even though the physician does not otherwise specialize in this field (i.e.,
laboratory, radiology, cardiopulmonary).

The professional component must be claimed on Form CMS-1500 or the standard
electronic Health Care Claim: Professional transaction (ASC X12N 837) or the appropriate
claim for the provider, such as the American Dental Association (ADA) dental claim form
except for facilities paid under an all-inclusive rate.
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10-003.05D1 Coverage Conditions: To be covered as a professional component,
the physician's services must -

Be personally provided to an individual patient by a physician;
Contribute directly to the diagnosis or treatment of an individual patient;
Ordinarily require performance by a physician;

Be medically necessary; and

For anesthesiology, laboratory, or radiology services, meet the
requirements of 471 NAC 10-003.05F4, 10-003.05F5, or 10-003.05F6.
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10-003.05E Technical Component: The technical component of hospital diagnostic and
therapeutic services is comprised of two distinct elements -

1. Physicians' professional services not directly related to the medical care of the
individual patient (i.e., teaching, supervision, administration, and other services
that benefit the hospital's patients as a group); and

2. Hospital services (i.e., equipment, supplies, technicians, etc.).

The hospital shall claim the technical component on the appropriate claim form or
electronic format (see Claim Submission Table at 471-000-49). Payment for the technical
component of inpatient services is included in the hospital's payment for inpatient services
whether provided directly or under arrangement with an outside provider. The hospital is
responsible for payment of all services provided to an inpatient under arrangement by an
outside provider (except ambulance services, see 10-003.05F1d) to the outside provider
(for inpatient services) if the service is provided under arrangement.

The technical component of outpatient and nonpatient services must be claimed by the
provider actually providing the service. The Department's payment for the technical
component includes payment for all hon-physician services required to provide the
procedure. Stat fees, specimen handling, call back, room charges, etc., are not
reimbursed separately.

10-003.05E1 Non-Physician Services and Items: The elimination of combined
billing requires the separation of physician services (professional component) from
non-physician services (technical component) for billing purposes.

All non-physician services, drugs, medical supplies, and items (durable medical
equipment, orthotics, prosthetics, etc.), provided to hospital inpatients or outpatients
must be billed by the hospital on the appropriate claim form or electronic format (see
Claim Submission Table at 471-000-49) and must be provided directly by the
hospital or under arrangements. If the services or items are provided under
arrangements, the hospital is responsible for payment to the non-physician provider
or supplier. The Nebraska Medical Assistance Program prohibits the "unbundling" of
costs by hospitals for non-physician services or supplies provided to hospital
patients, including ancillary services provided by another hospital.
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All other non-physician services, drugs, medical supplies, and items (durable
medical equipment, orthotics and prosthetics, etc.) provided to non-patients must be
billed by the provider/supplier of the service or item on Form CMS-1500 or the
standard electronic Health Care Claim: Professional transaction (ASC X12N 837).
Exception: Rental of apnea monitors.

Payment for the technical component for a medically necessary service required
and/or ordered by a physician must be claimed by the hospital as a hospital service
on the appropriate claim form or electric format (see Claim Submission Table at 471-
000-49).

10-003.05E1a Inpatient Services: All non-physician services, drugs, and items
provided to hospital inpatients must be billed by the hospital as ancillary
services on the appropriate claim form or electronic format (see Claim
Submission Table at 471-000-49). The hospital's payment for inpatient
services includes payment for all ancillary services, including -

1. Outpatient and emergency room services provided by the hospital
before admission; and

2. Outpatient or inpatient services provided by another hospital or free-
standing medical facility (i.e., an ambulatory surgical center (ASC)) to
an inpatient of the original admitting facility.

The hospital is responsible for payment of the service to the non-physician
provider or supplier.

10-003.05E1b OQutpatient Services: All hon-physician services, drugs, and
items provided to hospital outpatients must be billed by the hospital as hospital
outpatient services on the appropriate claim form or electronic format (see
Claim Submission Table at 471-000-49). All non-physician services, drugs, and
items provided by a non-physician provider or supplier to a hospital outpatient
must be billed by the hospital as a hospital outpatient service on the appropriate
claim form or electronic format (see Claim Submission Table at 471-000-49).
Payment for these services is made according to 471 NAC 10-010.06 ff. The
hospital is responsible for payment to the non-physician provider or supplier.

All non-physician services, drugs, medical supplies, and items (durable medical
equipment, orthotics and prosthetics, etc.) provided in the emergency room or
outpatient facility must be billed by the hospital as outpatient services on the
appropriate claim form or electronic format (see Claim Submission Table at
471-000-49).

All non-physician services, drugs, medical supplies, and items provided to non-
patients must be billed by the non-physician provider or supplier on Form CMS-
1500 or the standard electronic Health Care Claim: Professional transaction
(ASC X12N 837). Exception: Apnea monitors (see 471 NAC 10-005.21 ff.).

The rental or sale of durable medical equipment must be billed by the supplier
on Form CMS-1500 or the standard electronic Health Care Claim: Professional
transaction (ASC X12N 837). Exception: Apnea monitors (see 471 NAC 10-
005.21 ff.).
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10-003.05E1c Inpatient Services and Fittings: Durable medical equipment,
orthotics and prosthetics, fittings, etc., provided to a hospital inpatient when the
item is provided while the client is an inpatient must be billed by the hospital as
an ancillary service. Payment for durable medical equipment, orthotics, and
prosthetics, etc., for hospital inpatients is included in the hospital's payment for
inpatient services. The hospital is responsible for payment to the supplier.

Exception: In the event a customized wheelchair for primary use in other than
the hospital setting is needed for training purposes while the clientis a hospital
inpatient, the non-hospital supplier/provider may deliver the wheelchair to the
client during the inpatient stay and bill NMAP. This exception does not apply to
other items provided for use in the hospital setting.

Fittings for durable medical equipment, orthotics and prosthetics, etc., provided
to a hospital inpatient when the item is provided after the client is dismissed
from the hospital must be billed to the Department by the non-hospital
supplier/provider.

10-003.05E1d Ambulance Services: A hospital-based ambulance service is an
ambulance service owned and operated by a hospital. Providers of ambulance
services shall meet the licensure and certification requirements of the Nebraska
Department of Health.

10-003.05E1d(1) Covered Services: NMAP covers medically necessary
and reasonable ambulance services required to transport a client to obtain
or after receiving Medicaid-coverable medical care.

To be covered by NMAP, ambulance services must be medically
necessary and reasonable. Medical necessity is established when the
client's condition is such that use of any other method of transportation is
contraindicated. In any case in which some means of transportation other
than an ambulance could be used without endangering the client's health,
whether or not such other transportation is actually available, NMAP shall
not make payment for ambulance service. Claims forambulance services
must include adequate documentation for determination of medical
necessary.
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10-003.05E1d(2)  Billing for Hospital-Based Ambulance Services:
Hospital-based ambulance services provided to an inpatient or an
outpatient must be claimed on the appropriate claim format or electronic
format (see Claim Submission Table at 471-000-49) as a hospital
outpatient service by the hospital-based ambulance provider. Hospital-
based ambulance services are reimbursed as a hospital outpatient service
(see 471 NAC 10-010.06). Hospital-based ambulance costs are not
included in the calculations for hospital inpatient rates.

Charges for ambulance services provided by an independent ambulance
provider, regardless of whether the patient is an inpatient or outpatient,
must be submitted on Form CMS-1500 or the standard electronic Health
Care Claim: Professional transaction (ASC X12N 837) by the ambulance
provider.

10-003.05E1d(3) Ground Ambulance Services

10-003.05E1d(3)(a) Basic Life Support (BLS) Ambulance: A BLS
ambulance provides transportation plus the equipment and staff
needed for basic services such as control of bleeding, splinting
fractures, treatment for shock, deliv