
Dear Senators HEIDER, Souza, Jordan, and
Representatives WOOD, Packer, Chew:

The Legislative Services Office, Research and Legislation, has received the enclosed rules of

the Department of Health and Welfare:

IDAPA 16.03.09 - Medicaid Basic Plan Benefits - Proposed Rule (Docket No. 16-0309-1601);

IDAPA 16.03.09 - Medicaid Basic Plan Benefits - Proposed Rule (Docket No. 16-0309-1602).

Pursuant to Section 67-454, Idaho Code, a meeting on the enclosed rules may be called by the

cochairmen or by two (2) or more members of the subcommittee giving oral or written notice to Research

and Legislation no later than fourteen (14) days after receipt of the rules' analysis from Legislative

Services. The final date to call a meeting on the enclosed rules is no later than 12/29/2016. If a meeting is

called, the subcommittee must hold the meeting within forty-two (42) days of receipt of the rules' analysis

from Legislative Services. The final date to hold a meeting on the enclosed rules is 01/27/2017.

The germane joint subcommittee may request a statement of economic impact with respect to a

proposed rule by notifying Research and Legislation. There is no time limit on requesting this statement,

and it may be requested whether or not a meeting on the proposed rule is called or after a meeting has

been held.

To notify Research and Legislation, call 334-4834, or send a written request to the address on the

memorandum attached below.
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MEMORANDUM

TO: Rules Review Subcommittee of the Senate Health & Welfare Committee and the House Health
& Welfare Committee

FROM: Senior Legislative Research Analyst - Elizabeth Bowen

DATE: December 12, 2016

SUBJECT: Department of Health and Welfare

IDAPA 16.03.09 - Medicaid Basic Plan Benefits - Proposed Rule (Docket No. 16-0309-1601)

IDAPA 16.03.09 - Medicaid Basic Plan Benefits - Proposed Rule (Docket No. 16-0309-1602)

The Department of Health and Welfare submits notice of proposed rulemaking at IDAPA 16.03.09.

The first rule revises requirements relating to home health services and durable medical equipment and
is intended to align this chapter of rules with recent changes in federal regulations. Negotiated rulemaking was
not conducted due to the nature of the rule change. There is no anticipated negative fiscal impact on the state
general fund. The Department states that this rulemaking is authorized pursuant to several sections of the Idaho
Code, including sections 56-202, 56-253, and 56-264, which specifically authorize rulemaking.

The second rule clarifies pricing methodologies for Medicaid provider reimbursement. The rule also
revises some language to align with federal regulations. Negotiated rulemaking was not conducted due to
the nature of the rule change. There is no anticipated negative fiscal impact on the state general fund. The
Department states that this rulemaking is authorized pursuant to several sections of the Idaho Code, including
sections 56-202, 56-253, and 56-264, which specifically authorize rulemaking.

cc: Department of Health and Welfare
Tamara Prisock

Mike Nugent, Manager
Research & Legislation

Cathy Holland-Smith, Manager
Budget & Policy Analysis

April Renfro, Manager
Legislative Audits

Glenn Harris, Manager
Information Technology

Statehouse, P.O. Box 83720
Boise, Idaho 83720–0054

Tel: 208–334–2475
www.legislature.idaho.gov
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IDAPA 16 - DEPARTMENT OF HEALTH AND WELFARE

16.03.09 - MEDICAID BASIC PLAN BENEFITS

DOCKET NO. 16-0309-1601

NOTICE OF RULEMAKING - PROPOSED RULE

AUTHORITY: In compliance with Section 67-5221(1), Idaho Code, notice is hereby given that this agency has 
initiated proposed rulemaking procedures. The action is authorized pursuant to Sections 56-202, 56-203, 56-250 
through 56-257, and 56-260 through 56-266, Idaho Code; also 42 CFR 440.70.

PUBLIC HEARING SCHEDULE: The public hearings concerning this rulemaking will be held as follows:

The hearing site will be accessible to persons with disabilities. Requests for accommodation must be made not 
later than five (5) days prior to the hearing, to the agency address below.

DESCRIPTIVE SUMMARY: The following is a nontechnical explanation of the substance and purpose of the 
proposed rulemaking:

These rule changes serve to better ensure program integrity, to increase quality of care, and to align the chapter 
with recent changes regarding home health services and durable medical equipment (DME) in federal regulations.

These rule changes will:

1. Clarify requirements for physician orders for home health services and DME;

2. Add a requirement for a documented face-to-face encounter prior to delivery of services or equip-
ment and supplies for home health services and DME providers;

3. Clarify the non-physician practitioners who may conduct face-to-face encounters; and

4. Clarify that home health services and DME cannot be restricted to services provided in the home, 
and that they may be provided in any setting in which normal life activities take place.

FEE SUMMARY: The following is a specific description of the fee or charge imposed or increased: N/A

FISCAL IMPACT: The following is a specific description, if applicable, of any negative fiscal impact on the state 
general fund greater than ten thousand dollars ($10,000) during the fiscal year as a result of this rulemaking:

This rulemaking has no fiscal impact to the state general fund or any other funds. This rulemaking is intended to 
be cost-neutral.

Monday, 
October 17, 2016
2:30 pm (Local)

Tuesday, 
October 18, 2016 
11:30 am (Local)

Wednesday, 
October 19, 2016 
9:00 am (Local)

Medicaid Reg. VII Office
150 Shoup Avenue

Large Conf. Rm., 2nd Floor
Idaho Falls, ID

Medicaid Reg. I Office
1120 Ironwood Drive, Ste. 102

Coeur d’Alene, ID

Medicaid Central Office
3232 W. Elder Street

Conf. Rm. D - West/East
Boise, ID

TELECONFERENCE CALL-IN

Toll Free: 1-877-820-7831 -- Participant Code: 701700
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NEGOTIATED RULEMAKING: Pursuant to Section 67-5220(2), Idaho Code, negotiated rulemaking was not 
conducted and was deemed not feasible as these changes bring the rules into alignment with federal regulations and 
preserve federal participation dollars for these programs.

INCORPORATION BY REFERENCE: Pursuant to Section 67-5229(2)(a), Idaho Code, the edition of the CMS/
Medicare Durable Medical Equipment Coverage Manual incorporated by reference in this chapter is being updated 
from 2007 edition to the 2016 edition along with the URL to the most current edition.

ASSISTANCE ON TECHNICAL QUESTIONS, SUBMISSION OF WRITTEN COMMENTS: For assistance 
on technical questions concerning the proposed rule, contact Karen Westbrook at (208) 364-1960. 

Anyone may submit written comments regarding this proposed rulemaking. All written comments must be 
directed to the undersigned and must be delivered on or before October 26, 2016.

DATED this 30th day of August, 2016.

Tamara Prisock
DHW - Administrative Rules Unit
450 W. State Street - 10th Floor
P.O. Box 83720
Boise, ID 83720-0036
Phone: (208) 334-5500 / Fax: (208) 334-6558
E-mail: dhwrules@dhw.idaho.gov

THE FOLLOWING IS THE PROPOSED TEXT OF DOCKET NO. 16-0309-1601
(Only Those Sections With Amendments Are Shown.)

004. INCORPORATION BY REFERENCE.
The following are incorporated by reference in this chapter of rules: (3-30-07)

01. 42 CFR Part 447. 42 CFR Part 447, “Payment for Services,” revised as of October 1, 2001, is 
available from CMS, 7500 Security Blvd, Baltimore, M.D., 21244-1850 or on the Code of Federal Regulations 
internet site at http://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title42/42cfr447_main_02.tpl. (3-30-07)

02. American Academy of Pediatrics (AAP) Periodicity Schedule. This document is available on the 
internet at https://www.aap.org/en-us/Documents/periodicity_schedule.pdf. The schedule is also available at the 
Division of Medicaid, 3232 Elder Street, Boise, ID 83705. (3-30-07)

031. American Speech-Language-Hearing Association (ASHA): Medicaid Guidance for Speech-
Language Pathology Services. The American Speech-Language-Hearing Association (2004) Medicaid Guidance 
for Speech-Language Pathology Services: Addressing the “Under the Direction of” Rule technical report is available 
on the internet at: http://www.asha.org/policy/ps2004-00098.htm. The report may also be obtained at the ASHA 
National Office, 2200 Research Boulevard, Rockville, MD 20850-3289, telephone (301) 296-5700. (3-29-10)

04. CDC Child and Teen BMI Calculator. The Centers for Disease Control (CDC) Child and Teen 
Body Mass Index (BMI) Calculator is available on the internet at http://www.cdc.gov/nccdphp/dnpa/bmi/index.htm. 
The Calculator is also available through the Division of Medicaid, 3232 Elder Street, Boise, ID 83705. (3-30-07)

052. DSM-5. American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, 
Fifth Edition, (DSM-5) Arlington, VA, American Psychiatric Association, 2013. A copy of the manual is available 
for public review at the Department of Health and Welfare, 450 West State Street, Boise, Idaho, 83702. (3-20-14)

http://www.asha.org/policy/ps2004-00098.htm
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063. Estimated Useful Lives of Depreciable Hospital Assets, 2004 Revised Edition, Guidelines 
Lives. This document may be obtained from American Hospital Publishing, Inc., 211 East Chicago Avenue, Chicago, 
IL, 60611. (3-30-07)

07. Idaho Infant Toddler Program Implementation Manual (Revised September 1999). The full text 
of the “Idaho Infant Toddler Program Implementation Manual,” revised September 1999, is available at http://
www.infanttoddler.idaho.gov. (7-1-13)

08. Idaho Special Education Manual, September 2001. The full text of the “Idaho Special Education 
Manual, September 2001" is available on the Internet at http://www.sde.idaho.gov/sped/shared/2016-Special-
Education-Manual.pdf. A copy is also available at the Idaho Department of Education, 650 West State Street, P.O. 
Box 83720, Boise, Idaho 83720-0027. (3-30-07)

094. Medicare Durable Medical Equipment (DME) Medicare Administrative Contractor (MAC)
Jurisdiction D Supplier Manual 200716, As Amended (CMS/Medicare DME Coverage Manual). Since the 
supplier manual is amended on a quarterly basis by CMS, the current year's manual is being incorporated by 
reference, as amended, to allow for the incorporation of the most recent amendments to the manual. The full text of 
the Medicare. CMS/Medicare DME MAC Jurisdiction D Supplier Coverage Manual is available via the Internet at
https://med.noridianmedicare.com/web/jddme/education/supplier-manual. (3-30-07)(        )

10. Physician's Current Procedural Terminology (CPT® Manual). This document may be obtained 
from the American Medical Association, P.O. Box 10950, Chicago, Illinois 60610, or online at http://www.ama-
assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt.page.

(3-30-07)

1105. Provider Reimbursement Manual (PRM). The Provider Reimbursement Manual (PRM), Part I 
and Part II (CMS Publication 15-1 and 15-2), is available on the CMS website at https://www.cms.gov/Regulations-
and-Guidance/Guidance/Manuals/Paper-Based-Manuals.html. (3-30-07)

1206. SIB-R Comprehensive Manual. Scales of Independent Behavior - Revised Comprehensive 
Manual, 1996, Riverside Publishing Co, 425 Spring Lake Drive, Itasca, IL 60143-2079. A copy is available for public 
review at the Department of Health and Welfare, 450 West State Street, Boise, Idaho 83702. (3-30-07)

1307. Travel Policies and Procedures of the Idaho State Board of Examiners. The text of “Idaho State 
Travel Policies and Procedures of the Idaho State Board of Examiners,” Appendices A and B, June 13, 2000, is 
available at the Office of the State Controller, 700 W. State St., 5th Fl., Box 83720, Boise, Idaho 83720-0011 or on the 
Internet at http://www.sco.idaho.gov. (3-30-07)

(BREAK IN CONTINUITY OF SECTIONS)

010. DEFINITIONS: A THROUGH H.
For the purposes of these rules, the following terms are used as defined below: (3-30-07)

01. AABD. Aid to the Aged, Blind, and Disabled. (3-30-07)

02. Abortion. The medical procedure necessary for the termination of pregnancy endangering the life 
of the woman, or the result of rape or incest, or determined to be medically necessary in order to save the health of the 
woman. (3-30-07)

03. Amortization. The systematic recognition of the declining utility value of certain assets, usually 
not owned by the organization or intangible in nature. (3-30-07)

04. Ambulatory Surgical Center (ASC). Any distinct entity that operates exclusively for the purpose 
of providing surgical services to patients not requiring hospitalization, and which is certified by the U.S. Department 

https://med.noridianmedicare.com/web/jddme/education/supplier-manual
https://med.noridianmedicare.com/web/jddme/education/supplier-manual
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Paper-Based-Manuals.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Paper-Based-Manuals.html
http://www.sco.idaho.gov
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of Health and Human Services as an ASC. (3-30-07)

05. Audit. An examination of provider records on the basis of which an opinion is expressed 
representing the compliance of a provider’s financial statements and records with Medicaid law, regulations, and 
rules. (3-30-07)

06. Auditor. The individual or entity designated by the Department to conduct the audit of a provider’s 
records. (3-30-07)

07. Audit Reports. (3-30-07)

a. Draft Audit Report. A preliminary report of the audit finding sent to the provider for the provider’s 
review and comments. (3-30-07)

b. Final Audit Report. A final written report containing the results, findings, and recommendations, if 
any, from the audit of the provider, as approved by the Department. (3-30-07)

c. Interim Final Audit Report. A written report containing the results, findings, and recommendations, 
if any, from the audit of the provider, sent to the Department by the auditor. (3-30-07)

08. Bad Debts. Amounts due to provider as a result of services rendered, but which are considered 
uncollectible. (3-30-07)

09. Basic Plan. The medical assistance benefits included under this chapter of rules. (3-30-07)

10. Buy-In Coverage. The amount the State pays for Part B of Title XVIII of the Social Security Act 
on behalf of the participant. (3-30-07)

11. Certified Registered Nurse Anesthetist (CRNA). A Registered Nurse qualified by advanced 
training in an accredited program in the specialty of nurse anesthesia to manage the care of the patient during the 
administration of anesthesia in selected surgical situations. (3-30-07)

12. Claim. An itemized bill for services rendered to one (1) participant by a provider and submitted to 
the Department for payment. (3-30-07)

13. CFR. Code of Federal Regulations. (3-30-07)

14. Clinical Nurse Specialist (CNS). A licensed professional nurse who meets all the applicable 
requirements to practice as clinical nurse specialist under Title 54, Chapter 14, Idaho Code, and IDAPA 23.01.01, 
“Rules of the Idaho Board of Nursing.” (3-30-07)(        )

15. CMS. Centers for Medicare and Medicaid Services. (3-30-07)

16. CMS/Medicare DME Coverage Manual. Medicare Durable Medical Equipment (DME) 
Medicare Administrative Contractor (MAC) Jurisdiction D Supplier Manual. (        )

167. Co-Payment. The amount a participant is required to pay to the provider for specified services.
(3-30-07)

178. Cost Report. A fiscal year report of provider costs required by the Medicare program and any 
supplemental schedules required by the Department. (3-30-07)

189. Customary Charges. Customary charges are the rates charged to Medicare participants and to 
patients liable for such charges, as reflected in the facility’s records. Those charges are adjusted downward, when the 
provider does not impose such charges on most patients liable for payment on a charge basis or, when the provider 
fails to make reasonable collection efforts. The reasonable effort to collect such charges is the same effort necessary 
for Medicare reimbursement as is needed for unrecovered costs attributable to certain bad debt as described in 
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Chapter 3, Sections 310 and 312, PRM. (3-30-07)

1920. Department. The Idaho Department of Health and Welfare or a person authorized to act on behalf 
of the Department. (3-30-07)

201. Director. The Director of the Idaho Department of Health and Welfare or his designee. (3-30-07)

212. Dual Eligibles. Medicaid participants who are also eligible for Medicare. (3-30-07)

223. Durable Medical Equipment (DME). Equipment other than prosthetics or orthotics that can 
withstand repeated use by one (1) or more individuals, is and appliances that: (        )

a. Are primarily and customarily used to serve a medical purpose,is; (        )

b. Are generally not useful to an person individual in the absence of an disability, illness, or injury, is 
appropriate for use in the home, and is; (        )

c. Can withstand repeated use; (        )

d. Can be reusable or removable; (        )

e. Are suitable for use in any setting in which normal life activities take place; and (        )

f. Are reasonable and medically necessary for the treatment of an disability, illness, or injury for a 
Medicaid participant. (5-8-09)(        )

234. Emergency Medical Condition. A medical condition manifesting itself by acute symptoms of 
sufficient severity, including severe pain, that a prudent layperson, who possesses an average knowledge of health 
and medicine, could reasonably expect the absence of immediate medical attention to result in the following:

(3-30-07)

a. Placing the health of the individual, or, with respect to a pregnant woman, the health of the woman 
or unborn child, in serious jeopardy. (3-30-07)

b. Serious impairment to bodily functions. (3-30-07)

c. Serious dysfunction of any bodily organ or part. (3-30-07)

245. EPSDT. Early and Periodic Screening, Diagnosis, and Treatment. (3-30-07)

256. Facility. Facility refers to a hospital, nursing facility, or intermediate care facility for people with 
intellectual disabilities. (3-30-07)

267. Federally Qualified Health Center (FQHC). An entity that meets the requirements of 42 U.S.C 
Section 1395x(aa)(4). The FQHC may be located in either a rural or urban area designated as a shortage area or in an 
area that has a medically underserved population. (3-30-07)

278. Fiscal Year. An accounting period that consists of twelve (12) consecutive months. (3-30-07)

289. Forced Sale. A forced sale is a sale required by a bankruptcy, foreclosure, the provisions of a will 
or estate settlement pursuant to the death of an owner, physical or mental incapacity of an owner that requires 
ownership transfer to an existing partner or partners, or a sale required by the ruling of a federal agency or by a court 
order. (3-30-07)

2930. Healthy Connections. The primary care case management model of managed care under Idaho 
Medicaid. (3-30-07)
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301. Home Health Services. Services and items that are: (        )

a. oOrdered by a physician and as part of a home health plan of care; (        )

b. pPerformed by a licensed, nurse, registered physical therapist, or home health aide as defined in 
IDAPA 16.03.07, “Rules for Home Health Agencies.” qualified professional; (3-30-07)(        )

c. Typically received by a Medicaid participant at the participant’s place of residence; and (        )

d. Reasonable and medically necessary for the treatment of a disability, illness, or injury for a 
Medicaid participant. (        )

312. Hospital. A hospital as defined in Section 39-1301, Idaho Code. (3-30-07)

323. Hospital-Based Facility. A nursing facility that is owned, managed, or operated by, or is otherwise 
a part of a licensed hospital. (3-30-07)

011. DEFINITIONS: I THROUGH O.
For the purposes of these rules, the following terms are used as defined below: (3-30-07)

01. ICF/ID. Intermediate Care Facility for People with Intellectual Disabilities. An ICF/ID is an entity 
licensed as an ICF/ID and federally certified to provide care to Medicaid and Medicare participants with 
developmental disabilities. (3-30-07)

02. Idaho Behavioral Health Plan (IBHP). The Idaho Behavioral Health Plan is a prepaid ambulatory 
health plan (PAHP) that provides outpatient behavioral health coverage for Medicaid-eligible children and adults. 
Outpatient behavioral health services include mental health and substance use disorder treatment as well as case 
management services. The coordination and provision of behavioral health services as authorized through the IBHP 
contract are provided to qualified, enrolled participants by a statewide network of professionally licensed and 
certified behavioral health providers. (3-20-14)

03. Idaho Infant Toddler Program. The Idaho Infant Toddler Program serves children from birth up 
to three (3) years of age (36 months), and must meet the requirements and provisions of the Individuals with 
Disabilities Education Act (IDEA), Part C; the Family Education Rights and Privacy Act; Sections 16-101, et seq., 
Idaho Code, regarding early intervention services; and the Idaho State Plan for Early Intervention Services under 
IDEA, Part C. (7-1-13)

a. These requirements for the Idaho Infant Toddler Program include: (7-1-13)

i. Adherence to procedural safeguards and time lines; (7-1-13)

ii. Use of multi-disciplinary assessments and Individualized Family Service Plans (IFSPs); (7-1-13)

iii. Provision of early intervention services in the natural environment; (7-1-13)

iv. Transition planning; and (7-1-13)

v. Program enrollment and reporting requirements. (7-1-13)

b. The Idaho Infant Toddler Program may provide the following services for Medicaid 
reimbursement: (7-1-13)

i. Occupational therapy; (7-1-13)

ii. Physical therapy; (7-1-13)

iii. Speech-language pathology; (7-1-13)
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iv. Audiology; and (7-1-13)

v. Children’s developmental disabilities services defined under IDAPA 16.03.10, “Medicaid 
Enhanced Plan Benefits.” (7-1-13)

04. In-Patient Hospital Services. Services that are ordinarily furnished in a hospital for the care and 
treatment of an in-patient under the direction of a physician or dentist except for those services provided in mental 
hospitals. (3-30-07)

05. Intermediary. Any organization that administers Title XIX or Title XXI; in this case the 
Department of Health and Welfare. (3-30-07)

06. Intermediate Care Facility Services. Those services furnished in an intermediate care facility as 
defined in 42 CFR 440.150, but excluding services provided in a Christian Science Sanatorium. (3-30-07)

07. Legal Representative. A parent with custody of a minor child, one who holds a legally-executed 
and effective power of attorney for health decisions, or a court-appointed guardian whose powers include the power 
to make health care decisions. (3-30-07)

08. Legend Drug. A drug that requires, by federal regulation or state rule, the order of a licensed 
medical practitioner before dispensing or administration to the patient. (3-30-07)

09. Level of Care. The classification in which a participant is placed, based on severity of need for 
institutional care. (3-30-07)

10. Licensed, Qualified Professionals. Individuals licensed, registered, or certified by national 
certification standards in their respective discipline, or otherwise qualified within the state of Idaho. (3-30-07)

11. Lock-In Program. An administrative sanction, required of a participant found to have misused the 
services provided by the Medical Assistance Program. The participant is required to select one (1) provider in the 
identified area(s) of misuse to serve as the primary provider. (3-30-07)

12. Locum Tenens/Reciprocal Billing. The practice of a physician to retain a substitute physician 
when the regular physician is absent for reasons such as illness, pregnancy, vacation, or continuing medical 
education. The substitute physician is called the “Locum Tenens” physician. Reimbursement to a Locum Tenens 
physician will be limited to a period of ninety (90) continuous days. Reciprocal billing occurs when a substitute 
physician covers the regular physician during an absence or on an on-call basis a period of fourteen (14) continuous 
days or less. (3-30-07)

13. Medical Assistance. Payments for part or all of the cost of services funded by Titles XIX or XXI of 
the federal Social Security Act, as amended. (3-30-07)

14. Medicaid. Idaho's Medical Assistance Program. (3-30-07)

15. Medicaid-Related Ancillary Costs. For the purpose of these rules, those services considered to be 
ancillary by Medicare cost reporting principles. Medicaid-related ancillary costs will be determined by apportioning 
direct and indirect costs associated with each ancillary service to Medicaid participants by dividing Medicaid charges 
into total charges for that service. The resulting percentage, when multiplied by the ancillary service cost, will be 
considered Medicaid-related ancillaries. (3-30-07)

16. Medical Necessity (Medically Necessary). A service is medically necessary if: (3-30-07)

a. It is reasonably calculated to prevent, diagnose, or treat conditions in the participant that endanger 
life, cause pain, or cause functionally significant deformity or malfunction; and (3-30-07)

b. There is no other equally effective course of treatment available or suitable for the participant 
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requesting the service which is more conservative or substantially less costly. (3-30-07)

c. Medical services must be of a quality that meets professionally-recognized standards of health care 
and must be substantiated by records including evidence of such medical necessity and quality. Those records must 
be made available to the Department upon request. (3-30-07)

17. Medical Supplies. Items excluding drugs, biologicals, and equipment furnished incident to a 
physician's professional services commonly furnished in a physician's office or items ordered by a physician for the 
treatment of a specific medical condition. These items are generally not useful to an individual in the absence of an 
illness and are consumable, nonreusable, disposable, and generally have no salvage value. Surgical dressings, ace 
bandages, splints and casts, and other devices used for reduction of fractures or dislocations are considered supplies.
Healthcare-related items that are consumable, disposable, or cannot withstand repeated use by more than one (1) 
individual, are suitable for use in any setting in which normal life activities take place, and are reasonable and 
medically necessary for the treatment of a disability, illness, or injury for a Medicaid participant. (3-30-07)(        )

18. Medicare Durable Medical Equipment Medicare Administrative Contractor Jurisdiction D 
Supplier Manual (CMS/Medicare DME Coverage Manual). A publication that is incorporated by reference in 
Section 004 of these rules and contains information on DME supplier enrollment, documentation, claim submission, 
coverage, appeals, and overpayments. (        )

189. Midwife. An individual qualified as one of the following: (3-29-12)

a. Licensed Midwife. A person who is licensed by the Idaho Board of Midwifery under Title 54, 
Chapter 55, Idaho Code, and IDAPA 24.26.01, “Rules of the Idaho Board of Midwifery.” (3-29-12)

b. Nurse Midwife (NM). An advanced practice professional nurse who is licensed by the Idaho Board 
of nursing and who meets all the applicable requirements to practice as a nurse midwife under Title 54, Chapter 14, 
Idaho Code, and IDAPA 23.01.01, “Rules of the Idaho Board of Nursing.” (3-29-12)

1920. Nominal Charges. A public provider’s charges are nominal where aggregate charges amount to 
less than one-half (1/2) of the reasonable cost of the services provided. (3-30-07)

201. Nonambulatory. Unable to walk without assistance. (3-30-07)

212. Non-Legend Drug. Any drug the distribution of which is not subject to the ordering, dispensing, or 
administering by a licensed medical practitioner. (3-30-07)

223. Nurse Practitioner (NP). A registered nurse or licensed professional nurse (RN) who meets all the 
applicable requirements to practice as nurse practitioner under Title 54, Chapter 14, Idaho Code, and IDAPA 
23.01.01, “Rules of the Idaho Board of Nursing.” (7-1-13)

234. Nursing Facility (NF). An institution, or distinct part of an institution, that is primarily engaged in 
providing skilled nursing care and related services for participants. It is an entity licensed as a nursing facility and 
federally certified to provide care to Medicaid and Medicare participants. Participants must require medical or 
nursing care, or rehabilitation services for injuries, disabilities, or sickness. (3-30-07)

245. Orthotic. Pertaining to or promoting the support of an impaired joint or limb. (3-30-07)

256. Outpatient Hospital Services. Preventive, diagnostic, therapeutic, rehabilitative, or palliative 
items or services furnished by or under the direction of a physician or dentist to a patient not in need of inpatient 
hospital care. (3-30-07)

267. Out-of-State Care. Medical service that is not provided in Idaho or bordering counties is 
considered out-of-state. Bordering counties outside Idaho are considered out-of-state for the purpose of authorizing 
long term care. (3-30-07)

278. Oxygen-Related Equipment. Equipment which is utilized or acquired for the routine 
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administration of oxygen in the home any setting in which normal life activities take place. This includes oxygen 
tanks, regulators, humidification nebulizers, oxygen concentrators, and related equipment. Equipment which is used 
solely for the administration of medication into the lungs is excluded from this definition. (3-30-07)(        )

(BREAK IN CONTINUITY OF SECTIONS)

200. PROVIDER APPLICATION PROCESS.

01. Provider Application. Providers who meet Medicaid enrollment requirements may apply for 
Idaho Medicaid provider status with the Department. All healthcare providers who are eligible for a National 
Provider Identifier (NPI) must apply using that identifying number. For providers not eligible for a NPI, the 
Department will assign a provider number upon approval of the application. (3-20-14)

02. Screening Levels. In accordance with 42 CFR 455.450, the Department will assign risk levels of 
“limited,” “moderate,” or “high” to defined groups of providers. These assignments and definitions will be published 
in the provider handbook. (3-20-14)

03. Medicare Enrollment Requirement for Specified Providers. The following providers must 
enroll as Medicare providers or demonstrate enrollment with another state’s Medicaid agency prior to enrollment or 
revalidation as an Idaho Medicaid provider. (3-20-14)(        )

a. Any providers classified in the “moderate” or “high” categorical risk level, as defined in the 
provider handbook. (3-20-14)

b. Any provider type classified as an institutional provider by Medicare. (3-20-14)

04. Disclosure of Information by Providers and Fiscal Agents. All enrolling providers and their 
fiscal agents must comply with the disclosure requirements as stated in 42 CFR 455, Subpart B, “Disclosure of 
Information by Providers and Fiscal Agents.” (3-20-14)

05. Denial of Provider Agreement. The Department may deny provider status by refusing a request to 
enter into a provider agreement, refusing to extend an existing agreement, or refusing to enter into additional 
agreements with any individual or entity. Reasons for denying provider status include those described in IDAPA 
16.05.07, “The Investigation and Enforcement of Fraud, Abuse, and Misconduct,” Section 265. (3-20-14)

06. Mandatory Denial of Provider Agreement. The Department will deny a request for a provider 
agreement when: (3-20-14)

a. The provider fails to meet the qualifications required by rule or by any applicable licensing board;
(3-20-14)

b. The provider was a managing employee, or had an ownership interest, as defined in 42 CFR 
Section 455.101, in any entity that was previously found by the Department to have engaged in fraudulent conduct, or 
abusive conduct related to the Medicaid program, or has demonstrated an inability to comply with the requirements 
related to the provider status for which application is made, including submitting false claims or violating provisions 
of any provider agreement; (3-20-14)

c. The provider was a managing employee, or had an ownership interest, as defined in 42 CFR 
Section 455.101, in any entity that failed to repay the Department for any overpayments, or to repay claims 
previously found by the Department to have been paid improperly, whether the failure resulted from refusal, 
bankruptcy, or otherwise, unless prohibited by law; (3-20-14)

d. The provider employs as a managing employee, contracts for any management services, shares any 
ownership interests, or would be considered a related party to any individual or entity identified in Subsections 
200.06.a. through 200.06.c. of this rule. (3-20-14)
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e. The provider fails to comply with any applicable requirement under 42 CFR 455. (3-20-14)

f. The provider is precluded from enrollment due to a temporary moratorium issued by the Secretary 
of Health and Human Services in accordance with 42 CFR 455.470. (3-20-14)

g. The provider is currently suspended from Medicare or Medicaid in any state, or has been 
terminated from Medicare or Medicaid in any state. (3-20-14)

(BREAK IN CONTINUITY OF SECTIONS)

455. AMBULATORY SURGICAL CENTER SERVICES: PROVIDER REIMBURSEMENT.

01. Payment Methodology. ASC services reimbursement is designed to pay for use of facilities and 
supplies necessary to safely care for the patient. Such services are reimbursed as follows: (3-30-07)

a. ASC service payments represent reimbursement for the costs of goods and services recognized by 
the Medicare program as described in 42 CFR, Part 416. Payment levels will be determined by the Department. Any 
surgical procedure covered by the Department, but which is not covered by Medicare will have a reimbursement rate 
established by the Department. (3-30-07)

b. ASC services include the following: (3-30-07)

i. Nursing, technician, and related services; (3-30-07)

ii. Use of ASC facilities; (3-30-07)

iii. Drugs, biologicals, surgical dressings, supplies, splints, casts, and appliances and equipment 
directly related to the provision of surgical procedures; (3-30-07)

iv. Diagnostic or therapeutic services or items directly related to the provision of a surgical procedure;
(3-30-07)

v. Administration, record-keeping and housekeeping items and services; and (3-30-07)

vi. Materials for anesthesia. (3-30-07)

c. ASC services do not include the following services: (3-30-07)

i. Physician services; (3-30-07)

ii. Laboratory services, x-ray or diagnostic procedures (other than those directly related to the 
performance of the surgical procedure); (3-30-07)

iii. Prosthetic and orthotic devices; (3-30-07)

iv. Ambulance services; (3-30-07)

v. Durable medical equipment for use in the patient's home typically used in the participant’s place of 
residence, but may be suitable for use in any setting in which normal life activities take place, other than a hospital, 
nursing facility, or ICF/ID; and (3-30-07)(        )

vi. Any other service not specified in Subsection 455.01.b. of this rule. (3-30-07)

02. Payment for Ambulatory Surgical Center Services. Payment is made at a rate established in 
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accordance with Section 230 of these rules. (3-30-07)

(BREAK IN CONTINUITY OF SECTIONS)

522. MIDLEVEL PRACTITIONER SERVICES: COVERAGE AND LIMITATIONS.
The Medicaid Program will pay for services provided by certified registered nurse anesthetists (CRNA), nurse 
practitioners (NP), nurse midwives (NM), clinical nurse specialists (CNS), and physician assistants (PA), as defined 
in Sections 010, 011, 012 of these rules and in accordance with the provisions found under Sections 523 through 525 
of these rules. (3-30-07)(        )

523. (RESERVED)

524. MIDLEVEL PRACTITIONER SERVICES: PROVIDER QUALIFICATIONS AND DUTIES.

01. Identification of Services. The required services must be covered under the legal scope of practice 
as identified by the appropriate State rules of the CRNA, NP, NM, CNS, or PA. (3-30-07)(        )

02. Deliverance of Services. The services must be delivered under physician supervision, if required 
by Idaho Statute. (3-30-07)

525. MIDLEVEL PRACTITIONER SERVICES: PROVIDER REIMBURSEMENT.

01. Billing of Services. Billing for the services must be as provided by the CRNA, NP, NM, CNS, or 
PA, and not represented as a physician service. (3-30-07)(        )

02. Payments Made Directly to CRNA. Payments under the fee schedule must be made directly to the 
CRNA under the individual provider number assigned to the CRNA. Rural hospitals that qualify for a Medicare 
exception and employ or contract CRNAs may be reimbursed on a reasonable cost basis. (3-30-07)

03. Reimbursement Limits. The Department will reimburse for each service to be delivered by the 
NP, NM, CNS, or PA as either the billed charge or reimbursement limit established by the Department, whichever is 
less. (3-30-07)(        )

(BREAK IN CONTINUITY OF SECTIONS)

720. HOME HEALTH SERVICES: DEFINITIONS.
Home health services encompass services ordered by the participant's attending physician as a part of a plan of care, 
that include nursing services, home health aide, physical therapy, occupational therapy, and speech-language 
pathology services. (4-2-08)

01. Home Health Plan of Care. A written description of home health services to be provided to a 
participant. (        )

02. Home Health Services. Home health services are services and items, including nursing services, 
home health aide services, physical therapy, occupational therapy, speech-language pathology services, audiology 
services, and medical supplies, equipment, and appliances that are: (        )

a. Ordered by a physician as part of a home health plan of care; (        )

b. Performed by a licensed, qualified professional acting within their authorized scope of practice;
(        )

c. Typically received by a participant at the participant’s place of residence, but may be received in 
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any setting in which normal life activities take place, other than a hospital, nursing facility, ICF/ID (unless such 
services are not otherwise required to be provided by the ICF/ID), or any other setting in which payment is made, or 
could be made, under Medicaid for inpatient services that include room and board; and (        )

d. Reasonable and medically necessary for the treatment of a disability, illness, or injury for a 
Medicaid participant. (        )

03. Place of Residence. For the purposes of home health services, generally any setting in which a 
participant makes their home, other than a hospital, nursing facility, or ICF/ID. (        )

(BREAK IN CONTINUITY OF SECTIONS)

723. HOME HEALTH SERVICES: PROCEDURAL REQUIREMENTS.

01. Physician Orders. (        )

a. Home health services must be ordered by a physician. Such orders must include at a minimum, the 
physician’s National Provider Identifier (NPI), the services or items to be provided, the frequency, and, where 
applicable, the expected duration of time for which the home health services will be needed. (        )

b. In the event that home health services are required for extended periods, these services must be 
reordered as necessary, but at least every sixty (60) days for services and at least annually for medical supplies, 
equipment, and appliances. (        )

02. Face-to-Face Encounter for Home Health Services -- Excluding Medical Supplies, 
Equipment, and Appliances. (        )

a. For the initiation of home health services, excluding medical supplies, equipment, and appliances, 
the participant’s physician must document that a face-to-face encounter that is related to the primary reason the 
patient requires home health services occurred with the participant no more than ninety (90) days before, or thirty 
(30) days after, the start of the home health services. Appropriate documentation must indicate the practitioner who 
conducted the encounter, and the date of the encounter as described in the CMS/Medicare DME coverage manual.

(        )

b. The face-to-face encounter may occur via telehealth, as defined in Title 54, Chapter 57, Idaho 
Code. (        )

c. The face-to-face encounter may be performed by participant’s physician, including an attending 
acute or post-acute physician, or one (1) of the following non-physician practitioners (NPP): (        )

i. A nurse practitioner or clinical nurse specialist working in collaboration with the ordering 
physician; (        )

ii. A nurse midwife; or (        )

iii. A physician assistant under the supervision of the ordering physician. (        )

d. If the face-to-face encounter is performed by an allowed NPP, the NPP must communicate the 
clinical findings of that face-to-face encounter to the ordering physician. (        )

03. Face-to-Face Encounter for Home Health Medical Supplies, Equipment, and Appliances.
(        )

a. For the initiation of home health medical supplies, equipment, and appliances, the participant’s 
physician, or a non-physician practitioner as authorized in Subsection 723.03 of this rule, must document that a face-
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to-face encounter that is related to the primary reason the patient requires medical supplies, equipment, and 
appliances, occurred with the participant no more than six (6) months before the start of services. Appropriate 
documentation must indicate the practitioner who conducted the encounter, and the date of the encounter as described 
in the CMS/Medicare DME coverage manual. (        )

b. The face-to-face encounter may occur via telehealth, as defined in Title 54, Chapter 57, Idaho 
Code. (        )

c. The face-to-face encounter may be performed by participant’s physician, including an attending 
acute or post-acute physician, or one of the following non-physician practitioners (NPP): (        )

i. A nurse practitioner or clinical nurse specialist working in collaboration with the ordering 
physician; or (        )

ii. A physician assistant under the supervision of the ordering physician. (        )

d. If the face-to-face encounter is performed by an allowed NPP, the NPP must communicate the 
clinical findings of that face-to-face encounter to the ordering physician. (        )

014. Home Health Plan of Care Review. (        )

a. All home health services must be provided under a home health plan of care that is established prior 
to beginning treatment. The home health plan of care must be signed by the licensed, qualified professional who 
established the plan and must contain the information required under IDAPA 16.03.07, “Rules for Home Health 
Agencies.” (        )

b. All home health plans of care must be reviewed by the participant's physician as necessary, but at 
least every sixty (60) days; and for services, and at least annually for medical supplies, equipment, and appliances.

(3-30-07)(        )

02. Review for Necessity. The need for medical supplies and equipment ordered by the participant's 
physician as required in the care of the participant and suitable for use in the home must be reviewed at least once 
every sixty (60) days. (3-30-07)

(BREAK IN CONTINUITY OF SECTIONS)

732. THERAPY SERVICES: COVERAGE AND LIMITATIONS.
Therapy services are covered under these rules when delivered by a therapy professional and provided by one (1) of 
the following providers: outpatient hospitals, outpatient rehabilitation facilities, comprehensive outpatient 
rehabilitative facilities, nursing facilities, school-based services, Idaho Infant Toddler Program, independent 
practitioners, and home health agencies. Therapy services provided by a home health agency under a home health 
plan of care must meet the requirements found in Sections 730 through 739 of these rules, and the requirements found 
in Sections 720 through 729 of these rules. (7-1-16)(        )

01. Service Description: Occupational Therapy and Physical Therapy. Modalities, therapeutic 
procedures, tests, and measurements as described in the Physical Medicine and Rehabilitation Subsection and the 
Neurology and Neuromuscular Procedures Subsection of the Physician's Current Procedural Terminology (CPT 
Manual) are covered with the following limitations: (4-2-08)

a. Any evaluation or re-evaluation may only be performed by the therapist. Any changes in the 
participant's condition not consistent with planned progress or treatment goals necessitate a documented re-evaluation 
by the therapist before further treatment is carried out. (4-2-08)

b. Any CPT procedure code that falls under the heading of either, “Active Wound Care Management,” 
or “Tests and Measurements,” requires the therapist to have direct, one-to-one, patient contact. (4-2-08)
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c. The therapist may be reimbursed for the technical component of muscle testing, joint range of 
motion, electromyography, or nerve velocity determinations as described in the CPT Manual when ordered by a 
physician, nurse practitioner, or physician assistant. (4-2-08)

d. Any assessment provided under the heading “Orthotic Management and Prosthetic Management” 
must be completed by the therapist. (4-2-08)

e. Any modality that is defined as “unlisted” in the CPT Manual requires prior authorization by the 
Department. In this case, the therapist and the physician, nurse practitioner, or physician assistant must provide 
information in writing to the Department that documents the medical necessity of the modality requested. (4-2-08)

f. The services of occupational or physical therapy assistants used when providing covered therapy 
benefits are included as part of the covered service. These services are billed by the supervising therapist. Therapy 
assistants may not provide evaluation services, make clinical judgments or decisions, or take responsibility for the 
service. The therapist has full responsibility for the service provided. Therapy assistants act at the direction and under 
the supervision of the treating therapist and in accordance with state licensure rules. (7-1-16)

02. Service Description: Speech-Language Pathology. Speech-language pathology services must be 
provided as defined in Section 730 of these rules. Services provided by speech-language pathology aides and 
assistants are considered unskilled services, and will be denied as not medically necessary if they are billed as speech-
language pathology services. (7-1-16)

03. Non-Covered Services: Occupational Therapy, Physical Therapy, and Speech-Language 
Pathology. (4-2-08)

a. Continuing services for participants who do not exhibit the capability to achieve measurable 
improvement and who do not meet the criteria for a maintenance program. (7-1-16)

b. Services that address developmentally acceptable error patterns. (4-2-08)

c. Services that do not require the skills of a therapy professional. (7-1-16)

d. Massage, work hardening, and conditioning. (4-2-08)

e. Services that are not medically necessary, as defined in Section 011 of these rules. (4-2-08)

f. Duplicate services, as defined under Section 730 of these rules. (4-2-08)

g. Group therapy in settings other than school-based services and the Idaho Infant Toddler Program.
(7-1-13)

h. Acupuncture (with or without electrical stimulation). (7-1-16)

i. Biofeedback, unless provided to treat urinary incontinence. (7-1-16)

j. Duplicate Services. (7-1-16)

k. Services that are considered to be experimental or investigational. (7-1-16)

l. Vocational Program. (7-1-16)

m. Vision Therapy. (7-1-16)

04. Service Limitations. (4-2-08)

a. Physical therapy (PT) and speech-language pathology (SLP) services are limited to a combined 
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annual dollar amount for all PT and SLP services. The Department will set the total amount based on the annual 
Medicare caps. The Department may authorize additional therapy services, when the services are determined to be 
medically necessary and supporting documentation is provided to the Department. (3-29-12)

b. Occupational therapy services are limited to an annual dollar amount set by the Department based 
on the annual Medicare caps. The Department may authorize additional therapy services, when the services are 
determined to be medically necessary and supporting documentation is provided to the Department. (3-29-12)

c. Exceptions to service limitations. (3-29-12)

i. Therapy provided by home health agencies is subject to the limitations on home health services 
contained in Section 722 of these rules. (3-29-12)

ii. Therapy provided through school-based services or the Idaho Infant Toddler Program is not 
included in the service limitations under Subsection 732.04 of this rule. (7-1-13)

iii. Therapy provided to EPSDT participants under the age of twenty-one (21) in accordance with the 
EPSDT requirements contained in Sections 881 through 883 of these rules, and in Section 1905(r) of the Social 
Security Act, will be authorized by the Department when additional therapy services are medically necessary.

(3-29-12)

d. Feeding therapy services are covered for children with a diagnosed feeding disorder that results in a 
clinically significant deviation from normal childhood development. The provider of feeding therapy is an 
occupational therapist or speech therapist with training specific to feeding therapy. (7-1-16)

e. Maintenance therapy is covered when an individualized assessment of the participant’s condition 
demonstrates that skilled care is required to carry out a safe and effective maintenance program. (7-1-16)

f. Telehealth modalities are covered to the extent they are allowed under the rules of the applicable 
board of licensing. The Department will define limitations on telehealth in the provider handbook to promote quality 
services and program integrity. (7-1-16)

733. THERAPY SERVICES: PROCEDURAL REQUIREMENTS.
The Department will pay for therapy services rendered by a therapy professional if such services are ordered by a 
physician, nurse practitioner, or physician assistant as part of a plan of care. (7-1-16)

01. Physician Orders. (4-2-08)

a. All therapy must be ordered by a physician, nurse practitioner, or physician assistant. Such orders 
must include at a minimum, the service to be provided, the frequency, and, where applicable, the expected duration of 
time for which the therapy will be needed. If the initial order is to evaluate and treat, but does not specify at least the 
type of service ordered and the frequency, then: (7-1-16)

i. The therapist may perform a therapy evaluation based on the initial physician order for the 
evaluation; and (7-1-16)

ii. The therapist must then develop a therapy plan of care based on that evaluation and send the plan to 
the ordering physician, nurse practitioner, or physician assistant and begin care; and (7-1-16)

iii. The physician, nurse practitioner, or physician assistant must either sign an order specifying the 
service to be provided, the frequency and the duration, or they must sign the therapy plan of care that includes that 
information within thirty (30) days for therapy to continue. No claims may be billed until the complete order or the 
plan of care is signed by the physician, nurse practitioner, or physician assistant. (7-1-16)

b. In the event that services are required for extended periods, these services must be reordered as 
necessary, but at least every ninety (90) days for all participants with the following exceptions: (5-8-09)
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i. Therapy provided by home health agencies must be included in the home health plan of care and be 
reordered at least every sixty (60) days. (4-2-08)

ii. Therapy for individuals with long-term medical conditions, as documented by physician, nurse 
practitioner, or physician assistant, must be reordered at least every three hundred sixty-five (365) days. (7-1-16)

c. Therapy services provided under a home health plan of care must comply with the physician order 
requirements in Section 723 of these rules. (        )

02. Level of Supervision. Supervision of physical therapist assistants and occupational therapist 
assistants by the physical therapist or occupational therapist must be done according to the rules of the applicable 
licensure board. (7-1-16)

03. Face-to-Face Encounter for Home Health Therapy Services. Therapy services provided under a 
home health plan of care must comply with the face-to-face encounter requirements in Section 723 of these rules.

(        )

034. Therapy Plan of Care. All therapy is services must be provided under a therapy plan of care that is 
established prior to beginning treatment. (        )

a. The plan of care must be signed by the person who established the plan. (        )

b. The plan of care must be consistent with the therapy evaluation and must contain, at a minimum:
(7-1-16)(        )

ai. Diagnoses; (7-1-16)

bii. Treatment goals that are measurable and pertain to the identified functional impairment(s); and
(7-1-16)

ciii. Type, frequency, and duration of therapy services. (7-1-16)

c. Therapy services provided under a home health plan of care must comply with the home health 
plan of care requirements in Section 723 of these rules. (        )

(BREAK IN CONTINUITY OF SECTIONS)

751. DURABLE MEDICAL EQUIPMENT AND SUPPLIES: PARTICIPANT ELIGIBILITY
RESPONSIBILITY.
The participant has a responsibility to reasonably protect and preserve equipment issued to him. Replacement of 
medical equipment or supplies that are lost, damaged or broken due to participant misuse or abuse are the 
responsibility of the participant. (3-30-07)(        )

752. DURABLE MEDICAL EQUIPMENT AND SUPPLIES: COVERAGE AND LIMITATIONS.
The Department will purchase or rent, when medically necessary, reasonable, and cost-effective, durable medical 
equipment (DME) and medical supplies for participants residing in community settings including those provided by 
qualified home health providers under home health agency plans of care that meet the requirements found in Sections 
720 through 724 of these rules that are suitable for use in any setting in which normal life activities take place. 
Medical supplies, equipment, and appliances provided by a home health agency under a home health plan of care 
must meet the requirements found in Sections 750 through 779 of these rules and the requirements found in Sections 
720 through 729 of these rules. (3-30-07)(        )

01. Medical Necessity Criteria -- Equipment and Supplies. Department standards for medical 
necessity are those national standards set by Centers for Medicare and Medicaid Services (CMS) in the Medicare 
DME MAC Jurisdiction D Supplier Manual CMS/Medicare DME coverage manual. Exceptions to Medicare 
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coverage are contained in Section 752 of this chapter of rules. DME/medical supplies will be purchased or rented 
only if ordered in writing (signed and dated) by a physician as listed in the Medicare DME MAC Jurisdiction D 
Supplier Manual. Date of delivery is considered the date of service. The following information to support the medical 
necessity of the item(s) must be included in the physician's order and accompany all requests for prior authorization 
or be kept on file with the DME provider for items that do not require prior authorization: described in the Idaho 
Medicaid Provider Handbook available at: www.idmedicaid.com. Items for convenience, comfort, or cosmetic 
reasons are not covered. (3-30-07)(        )

a. The participant's medical diagnosis including current information on the medical condition which 
requires the use of the supplies and/or medical equipment; and (3-30-07)

b. An estimate of the time period that the medical equipment or supply item will be necessary and 
frequency of use. As needed (PRN) orders must include the conditions for use and the expected frequency; and

(3-30-07)

c. For medical equipment, a full description of the equipment needed. All modifications or 
attachments to basic equipment must be supported; and (3-30-07)

d. For medical supplies, the type and quantity of supplies necessary must be identified; and (3-30-07)

e. Documentation of the participant's medical necessity for the item, that meets coverage criteria in 
the CMS/Medicare DME coverage manual. (3-30-07)

f. Additional information may be requested by the Department for specific equipment and/or supplies 
such as, but not limited to, wheelchairs, apnea monitors, oximeters, hospital beds or equipment for which CMS/
Medicare has established no coverage criteria. (3-30-07)

g. Items for convenience, comfort or cosmetic reasons are not covered. (3-30-07)

02. Prior Authorization -- Equipment and Supplies. (        )

a. Unless otherwise specified by the Department in the provider handbook, durable medical 
equipment and medical supplies require prior authorization by the Department. (        )

b. Each request for prior authorization must include all medical necessity documentation required 
under Section 753 of these rules. (        )

c. The Medicaid fee schedule that identifies medical supplies, equipment, and appliances commonly 
ordered for Medicaid participants, is not a comprehensive list of all medical supplies, equipment, and appliances 
available to Medicaid participants. If a participant requires an item that is not listed on the fee schedule, a request may 
be submitted to the Department to assess items for coverage. This request must include justification of the medical 
necessity, amount of, and duration for the item or service. (        )

023. Coverage Conditions -- Equipment. Medical equipment is subject to coverage limitations in the 
CMS/Medicare DME coverage manual. Additional documentation requirements or coverage beyond those in the 
CMS/Medicare DME coverage manual include: Exceptions to these coverage conditions and coverage conditions for 
medically necessary equipment not included in that manual are described in the Idaho Medicaid Provider Handbook 
available at: www.idmedicaid.com. Exceptions must be established using evidence-based or best clinical practice 
standards as determined by the Department. (3-30-07)(        )

a. Wheelchairs. The Department will provide the least costly wheelchair that is appropriate to meet 
the participant's medical needs. Wheelchair rental or purchase requires prior authorization by the Department.

(3-30-07)

i. In addition to the physician's information, each request for purchase of a wheelchair must be 
accompanied by a written evaluation by a physical therapist or an occupational therapist. The evaluation must 
include documentation of the appropriateness and cost effectiveness of the specific wheelchair and all modifications 

http://www.idmedicaid.com
http://www.idmedicaid.com
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and/or attachments and its ability to meet the participant's long-term medical needs. For each request for a rental of 
a wheelchair, a physical therapist or an occupational therapist evaluation may be required on a case-by-case basis, 
to be determined by the Department; (3-30-07)

ii. Additional wheelchairs or seating systems may be considered within the five (5) year limitation 
with written documentation from the physician and a written evaluation from a physical therapist or an occupational 
therapist indicating the reason the current wheelchair no longer meets the participant's medical needs and cannot be 
modified to meet the participant's needs. All documentation required for a wheelchair or seating system purchase is 
required. (3-30-07)

b. Semi-electric hospital beds must be prior authorized by the Department and will be approved only 
when the physician documents that the participant meets the criteria set by the CMS/Medicare DME coverage 
manual and the participant lives in an independent living situation where there is no one available to provide 
assistance with a manual bed a major portion of the day. (3-30-07)

c. Communication devices will be considered for purchase by the Department under the following 
conditions. (3-30-07)

i. The need for the device must be based on a comprehensive history and physical. (3-30-07)

ii. The individual must lack the ability to communicate needs with the primary care physician or 
caregiver. (3-30-07)

iii. If the individual knows sign language or is capable of learning sign language a communication 
device would not be considered medically necessary. (3-30-07)

iv. The assessment and evaluation for the communication device must include comprehensive 
information as related to the individual's ability to communicate and review of the most cost effective devices to meet 
the individuals needs. Documentation must include: (3-30-07)

(1) Demographic and biographic summary; (3-30-07)

(2) Inventory of skills and sensory function; (3-30-07)

(3) Inventory of present and anticipated future communication needs; (3-30-07)

(4) Summary of device options; (3-30-07)

(5) Recommendation for device; and (3-30-07)

(6) Copy of individual treatment plan. (3-30-07)

v. Repairs to the device must be prior authorized and must not include modifications, technological 
improvements or upgrades. (3-30-07)

vi. Reimbursable supplies include rechargeable batteries, overlays, and symbols. (3-30-07)

vii. The use or provision of the system by any individual other than the participant for which the system 
was authorized is prohibited (3-30-07)

viii. Training and orientation in the use of the communication device may be billed as speech-language 
pathology services by Medicaid providers of speech-language pathology services. (4-2-08)

d. Maternity abdominal supports will be covered if the participant has: (3-30-07)

i. Vulvular varicosities; (3-30-07)
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ii. Perineal edema; (3-30-07)

iii. Lymphedema; (3-30-07)

iv. External prolapse of the uterus or bladder; (3-30-07)

v. Hip separation; (3-30-07)

vi. Pubic symphysis separation; or (3-30-07)

vii. Severe abdominal or back strain. (3-30-07)

e. Apnea monitor when there is one (1) or more documented apneic episodes in the previous two (2) 
months. (4-2-08)

034. Medical Supply Program Requirements Coverage Conditions -- Supplies. (        )

a.  The Department will purchase no more than a one (1) month supply of necessary medical supplies 
per calendar month for the treatment or amelioration of a medical condition identified by the attending physician. 
Limitations for supplies follow the CMS/Medicare DME coverage manual. Supplies in excess of those the limitations 
in the CMS/Medicare DME coverage manual must be prior authorized by the Department. (3-30-07)(        )

b. Medical supplies are subject to the coverage limitations in the CMS/Medicare DME coverage 
manual. Exceptions to these coverage conditions and coverage conditions for medically necessary supplies not 
included in that manual are described in the Idaho Medicaid Provider Handbook available at: www.idmedicaid.com. 
Exceptions must be established using evidence-based or best clinical practice standards as determined by the 
Department. (        )

a. Each request for prior authorization must include all information required in Subsection 752.01 of 
this rule. (3-30-07)

b. Supplies other than those listed below will require prior authorization: (3-30-07)

i. Catheter supplies including catheters, drainage tubes, collection bags, and other incidental 
supplies; (3-30-07)

ii. Cervical collars; (3-30-07)

iii. Colostomy and/or urostomy supplies; (3-30-07)

iv. Cotton tip applicators; (3-30-07)

v. Disposable supplies necessary to operate Department-approved medical equipment such as suction 
catheters, syringes, saline solution, etc.; (3-30-07)

vi. Dressings and bandages to treat wounds, burns, or provide support to a body part; (3-30-07)

vii. Fluids for irrigation; (3-30-07)

viii. Incontinence supplies (See Subsection 752.04.b. of this rule for limitations); (3-30-07)

ix. Injectable supplies including normal saline and Heparin but excluding all other prescription drug 
items; (3-30-07)

x. Blood glucose or urine glucose checking/monitoring materials (tablets, tapes, strips, etc.), lancets; 
and (3-30-07)

http://www.idmedicaid.com
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xi. Therapeutic drug level home monitoring kits. (3-30-07)

xii. Oral, enteral, or parenteral nutritional products, see Subsection 752.04.a. of this rule additional 
documentation requirements. (3-30-07)

04. Coverage Conditions - Supplies. Medical supplies are covered when medical necessity criteria per 
the CMS/Medicare DME coverage manual or the following medical supply items are subject to the following 
limitations and additional documentation requirements: (3-30-07)

a. Nutritional products. Nutritional products will be purchased for participants who meet the CMS/
Medicare DME coverage manual criteria, when the supplement is given by tube feeding or orally to meet caloric 
needs of the participant who cannot maintain growth, weight, and strength commensurate with his general condition 
from traditional foods alone. (3-30-07)

i. A nutritional plan must be developed and be on file with the provider and must include appropriate 
nutritional history, the participant's current height, weight, age and medical diagnosis. For participants under the 
age of twenty-one (21), a growth chart including weight/height percentile must be included; (3-30-07)

ii. The plan must include goals for either weight maintenance and/or weight gain and must outline 
steps to be taken to decrease the participant's dependence on continuing use of nutritional supplements; (3-30-07)

iii. Documentation of evaluation and updating of the nutritional plan and assessment by a physician as 
needed but at least annually. (3-30-07)

b. Incontinent supplies. Incontinent supplies are covered for persons over four (4) years of age only 
and do not require prior authorization unless the participant needs supplies in excess of the following limitations:

(3-30-07)

i. Diapers are restricted in number to two hundred forty (240) per month. If the physician documents 
that additional diapers are medically necessary, the Department may authorize additional amounts on an individual 
basis. (3-30-07)

ii. Disposable underpads are restricted to one hundred fifty (150) per month. (3-30-07)

iii. Pullups, for participants between the ages of four (4) and twenty-one (21), are only allowed when 
the participant is participating in a formal toilet training program written by an Occupational Therapist, Qualified 
Intellectual Disabilities Professional (QIDP), or Developmental Specialist. Documentation for toilet training 
program must be updated on a yearly basis. (4-2-08)

753. DURABLE MEDICAL EQUIPMENT AND SUPPLIES: PROCEDURAL REQUIREMENTS.

01. Medical Equipment Program Requirements Physician Orders. All claims for durable medical 
equipment are subject to the following guidelines: (3-30-07)(        )

a. Unless specified by the Department, durable medical equipment requires prior authorization by the 
Department. All medical supplies, equipment, and appliances must be ordered by a physician. Such orders must meet 
the requirements described in the CMS/Medicare DME coverage manual. (3-30-07)(        )

b. Date of delivery is considered the date of service. (        )

c. In the event that medical equipment and supplies are required for extended periods, these must be 
reordered as necessary, but at least annually, for all participants. (        )

d. The following information to support the medical necessity of the item(s) must be included in the 
physician’s order and accompany all requests for prior authorization, or be kept on file with the DME provider for 
items that do not require prior authorization: (        )
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i. The participant’s medical diagnosis, including current information on the medical condition which 
requires the use of the supplies or medical equipment, or both; (        )

ii. An estimate of the time period that the medical equipment or supply item will be necessary and 
frequency of use. As needed (PRN) orders must include the conditions for use and the expected frequency; (        )

iii. For medical equipment, a full description of the equipment needed. All modifications or 
attachments to the basic equipment must be supported; (        )

iv. For medical supplies, the type and quantity of supplies necessary must be identified; and (        )

v. Documentation of the participant’s medical necessity for the item, that meets coverage criteria in 
the CMS/Medicare DME coverage manual. (        )

vi. Additional information may be requested by the Department for specific equipment or supplies, or 
both, including equipment for which CMS/Medicare has established no coverage criteria. (        )

02. Face-to-Face Encounter for Home Health Medical Supplies, Equipment, and Appliances. 
Medical supplies, equipment, and appliances provided under a home health plan of care must comply with the face-
to-face encounter requirements in Section 723 of these rules. (        )

03. Plan of Care Requirements for Home Health Medical Supplies, Equipment, and Appliances. 
Medical supplies, equipment, and appliances provided under a home health plan of care must comply with the home 
health plan of care requirements in Section 723 of these rules. (        )

04. Prior Authorizations. (        )

ia. Prior authorization means a written, faxed, or electronic approval from the Department that permits 
payment or coverage of a medical item or service that is covered only by such authorization. (        )

i. Medicaid payment will be denied for the medical item or service or portions thereof which were 
provided prior to the submission of a valid prior authorization request. (        )

ii. The provider may not bill the Medicaid participant for services not reimbursed by Medicaid solely 
because the authorization was not requested or obtained in a timely manner. An exception may be allowed on a case-
by-case basis where, despite diligent efforts on the part of the provider to submit a request, or events beyond the 
provider's control prevented it. (        )

b. An item or service will be deemed prior approved where the individual to whom the service was 
provided was not eligible for Medicaid at the time the service was provided, but was subsequently found eligible 
pursuant to IDAPA 16.03.05, “Rules Governing Eligibility for Aid to the Aged, Blind, and Disabled,” and the 
medical item or service provided is approved by the Department by the same guidance that applies to other prior 
authorization requests. (3-30-07)(        )

iic. A valid prior authorization request is a written, faxed, or electronic request from a provider of 
Medicaid for services that contains all information and documentation as required by these rules to justify the medical 
necessity, amount of and duration for the item or service. (3-30-07)

05. Notification of Changes to Prior Authorization Requirements. The Department will provide 
sixty (60) days notice of any substantive and significant changes to requirements for prior authorization in its 
provider handbook. The Department will provide a method to allow providers to provide input and comment on 
proposed changes. (        )

b06. Equipment Rental -- Purchase Procedures. Unless specified by the Department, all equipment 
must be rented except when it would be more cost effective to purchase it. Rentals are subject to the following 
guidelines: (3-30-07)(        )



DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-1601
Medicaid Basic Plan Benefits Proposed Rulemaking

Idaho Administrative Bulletin Page 472 October 5, 2016 - Vol. 16-10

ia. Rental payments, including intermittent payments, are to be automatically applied to the purchase 
of the equipment. (3-30-07)

iib. The Department may choose to continue to rent certain equipment without purchasing it. Such 
items include apnea monitors, ventilators, and other respiratory equipment. (3-30-07)

iiic. The total monthly rental cost of a DME item must not exceed one-tenth (1/10) of the total purchase 
price of the item. (3-30-07)

c. For codes that are manually priced, including miscellaneous codes, a copy of the manufacturer's 
suggested retail pricing (MSRP) or an invoice or quote from the manufacturer is required. Reimbursement will be 
seventy-five percent (75%) of MSRP. If pricing documentation is the invoice, reimbursement will be at cost plus ten 
percent (10%), plus shipping (if that documentation is provided). (3-30-07)

d. No reimbursement will be made for the cost of repairs (materials or labor) covered under the 
manufacturer's warranty. The date of purchase and the warranty period must be kept on file by the DME vendor. The 
following warranty periods are required to be provided on equipment purchased by the Department: (3-30-07)

i. A power drive wheelchair must have a minimum one (1) year warranty period; (3-30-07)

ii. An ultra light or high-strength lightweight wheelchair must have a lifetime warranty period on the 
frame and crossbraces; (3-30-07)

iii. All other wheelchairs must have a minimum one (1) year warranty period; (3-30-07)

iv. All electrical components and new or replacement parts must have a minimum six (6) month 
warranty period; (3-30-07)

v. All other DME not specified above must have a minimum one (1) year warranty period; (3-30-07)

vi. If the manufacturer denies the warranty due to user misuse/abuse, that information must be 
forwarded to the Department at the time of the request for repair or replacement; (3-30-07)

vii. The monthly rental payment must include a full service warranty. All routine maintenance, repairs, 
and replacement of rental equipment are the responsibility of the provider. (3-30-07)

e. Covered equipment must meet the definition of durable medical equipment and be medically 
necessary as defined in Section 011 of these rules. All equipment must be prior authorized by the Department except 
for the following: (3-30-07)

i. Bilirubin lights (require prior authorization after fourteen (14) days); (3-30-07)

ii. Commode chairs and toilet seat extenders; (3-30-07)

iii. Crutches and canes; (3-30-07)

iv. Electric or hydraulic patient lift devices designed to transfer a person to and from bed to 
wheelchair or bathtub, but excluding lift chairs, devices attached to motor vehicles, and wall mounted chairs which 
lift persons up and down stairs; (3-30-07)

v. Grab bars for the bathroom adjacent to the toilet and/or bathtub; (3-30-07)

vi. Hand-held showers; (3-30-07)

vii. Head gear (protective); (3-30-07)

viii. Hearing aids (see Section 742 of these rules for coverage and limitations); (3-30-07)
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ix. Home blood glucose monitoring equipment; (3-30-07)

x. Non-implantable intravenous infusion pumps, and/or NG/gastric tube feeding pumps, IV poles/
stands, intrathecal administration kits; (3-30-07)

xi. Hand-held nebulizers and manual or electric percussor; (3-30-07)

xii. Medication organizers; (3-30-07)

xiii. Oxygen equipment; (3-30-07)

xiv. Compressors and breathing circuits, humidifiers used with IPPB or oxygen; (3-30-07)

xv. Sliding boards and bath benches/chairs; (3-30-07)

xvi. Suction pumps; (3-30-07)

xvii. Sheep skins, foam or gel pads or alternating pressure pad with pump for the prevention or 
treatment of decubitus ulcers; (3-30-07)

xviii. Traction equipment; and (3-30-07)

xix. Walkers. (3-30-07)

027. Notice of Decision. A Notice of Decision approving or denying a requested item will be issued to 
the participant by the Department. The participant has twenty-eight (28) days from the date of the denial to request an 
administrative fair hearing on the decision. Hearings will be conducted in accordance with IDAPA 16.05.03, “Rules 
Governing Contested Case Proceedings and Declaratory Rulings.” (3-30-07)(        )

754. (RESERVED)

755. DURABLE MEDICAL EQUIPMENT AND SUPPLIES: PROVIDER REIMBURSEMENT.

01. Items Included in Per Diem Excluded. No payment will be made for any participant's DME or 
medical supplies that are included in the per diem payment while such an individual is an inpatient in a hospital 
nursing facility or ICF/ID. (3-30-07)

02. Least Costly Limitation. When multiple features, models or brands of equipment or supplies are 
available, coverage will be limited to the least costly version that will reasonably and effectively meet the minimum 
requirements of the individual's medical needs. (3-30-07)

03. Billing Procedures. The Department will provide billing instructions to providers of DME/medical 
supplies. When prior authorization by the Department is required, the authorization number must be included on the 
claim form. (3-30-07)

04. Fees and Upper Limits. The Department will reimburse according to Section 230 of these rules.
(3-30-07)

05. Date of Service. Unless specifically authorized by the Department the date of services for durable 
medical equipment and supplies is the date of delivery of the equipment and/or supply(s). The date of service cannot 
be prior to the vendor receiving all medical necessity documentation (3-30-07)

06. Manually Priced Codes. For codes that are manually priced, including miscellaneous codes, a 
copy of the manufacturer’s suggested retail pricing (MSRP) or an invoice or quote from the manufacturer is required. 
Reimbursement will be seventy-five percent (75%) of MSRP. If the pricing documentation is the invoice, 
reimbursement will be at cost plus ten percent (10%), plus shipping, if that documentation is provided. (        )
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07. Warranties and Cost of Repairs. No reimbursement will be made for the cost of repairs (materials 
or labor, or both) covered under the manufacturer's warranty. The date of purchase and the warranty period must be 
kept on file by the DME vendor. The following warranty periods are required to be provided on equipment purchased 
by the Department: (        )

a. A power drive wheelchair must have a minimum one (1) year warranty period; (        )

b. An ultra-light or high-strength lightweight wheelchair must have a lifetime warranty period on the 
frame and crossbraces; (        )

c. All other wheelchairs must have a minimum one (1) year warranty period; (        )

d. All electrical components and new or replacement parts must have a minimum six (6) month 
warranty period; (        )

e. All other DME not specified in Subsections 755.07.a. through 755.07.d. of this rule must have a 
minimum one (1) year warranty period; (        )

f. If the manufacturer denies the warranty due to user misuse or abuse, or both, that information must 
be forwarded to the Department at the time of the request for repair or replacement; (        )

g. The monthly rental payment must include a full service warranty. All routine maintenance, repairs, 
and replacement of rental equipment are the responsibility of the provider. (        )







 
 
 

 INCORPORATION BY REFERENCE SYNOPSIS  
 

In compliance with Section 67-5223(4), Idaho Code, the following is a synopsis of the 
differences between the materials previously incorporated by reference in this rule that are 
currently in full force and effect and newly revised or amended versions of these same materials 
that are being proposed for incorporation by reference under this rulemaking. 
 
The following agency of the State of Idaho has prepared this synopsis as part of the proposed 
rulemaking for the chapter cited here under the docket number specified: 
 

DEPARTMENT OF HEALTH AND WELFARE 
IDAPA 16.03.09 -- MEDICAID BASIC PLAN BENEFITS 

Proposed Rulemaking -- Docket No. 16-0309-1601 
 
(Include a brief description that explains the differences between the version of the materials or 

documents that are currently incorporated by reference and the materials or documents 
 that are being proposed for adoption in this rulemaking.) 

 
(You may use the following table or write a brief summary of the differences and attach to this 

document.) 
 

Incorporated 
Document 

Version/URL 

IDAPA 
Section 
Number 

Current Version of Incorporated 
Document 

Substantive Changes in 
New  Incorporation by 

Reference Version 
CMS/Medicare 
DME 
Coverage 
Manual, 2016 

004.09 
(004.04 in 
Proposed 
Rule) 

Medicare Durable Medical 
Equipment (DME) Medicare 
Administrative Contractor (MAC) 
Jurisdiction D Supplier Manual 2007, 
as Amended. 

Please see the attached 
summary of changes from 
Noridian, the publisher of 
the Supplier Manual. 

 
 

https://med.noridianmedicare.com/web/jddme/education/supplier-manual
https://med.noridianmedicare.com/web/jddme/education/supplier-manual
https://med.noridianmedicare.com/web/jddme/education/supplier-manual
https://med.noridianmedicare.com/web/jddme/education/supplier-manual
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IDAPA 16 - DEPARTMENT OF HEALTH AND WELFARE

16.03.09 - MEDICAID BASIC PLAN BENEFITS

DOCKET NO. 16-0309-1602

NOTICE OF RULEMAKING - PROPOSED RULE

AUTHORITY: In compliance with Section 67-5221(1), Idaho Code, notice is hereby given that this agency has 
initiated proposed rulemaking procedures. The action is authorized pursuant to Sections 56-202, 56-203, 56-250 
through 56-257, and 56-260 through 56-266, Idaho Code; also 42 CFR 447, Sections 500 through 522.

PUBLIC HEARING SCHEDULE: The public hearings concerning this rulemaking will be held as follows:

The hearing site will be accessible to persons with disabilities. Requests for accommodation must be made not 
later than five (5) days prior to the hearing, to the agency address below.

DESCRIPTIVE SUMMARY: The following is a nontechnical explanation of the substance and purpose of the 
proposed rulemaking:

Idaho is one of a few states that have already implemented the actual acquisition cost pricing methodology now 
required by Centers for Medicare and Medicaid Services (CMS) and has recognized significant savings as a result.

These rule changes clarify the Department’s use of the appropriate pricing methodologies to provide 
reimbursement to pharmacies, reimbursement for physician-administered drugs, and reimbursement to 340B covered 
entities that already receive discounts from the drug manufacturers. These rule changes also align language and 
definitions with recent changes to federal regulations under 42 CFR 447.

FEE SUMMARY: The following is a specific description of the fee or charge imposed or increased: N/A

FISCAL IMPACT: The following is a specific description, if applicable, of any negative fiscal impact on the state 
general fund greater than ten thousand dollars ($10,000) during the fiscal year as a result of this rulemaking:

This rulemaking has no fiscal impact to the state general fund or any other funds. This rulemaking is intended to 
be cost-neutral.

NEGOTIATED RULEMAKING: Pursuant to Section 67-5220(2), Idaho Code, negotiated rulemaking was not 
conducted and was deemed not feasible as these changes bring the chapter into alignment with federal regulations.

INCORPORATION BY REFERENCE: No materials are being incorporated by reference in this rulemaking.

ASSISTANCE ON TECHNICAL QUESTIONS, SUBMISSION OF WRITTEN COMMENTS: For assistance 
on technical questions concerning the proposed rule, contact Karen Westbrook at (208) 364-1960. 

Anyone may submit written comments regarding this proposed rulemaking. All written comments must be 

Monday, 
October 17, 2016
2:30 pm (Local)

Tuesday, 
October 18, 2016 
11:30 am (Local)

Wednesday, 
October 19, 2016 
9:00 am (Local)

Medicaid Reg. VII Office
150 Shoup Avenue

Large Conf. Rm., 2nd Floor
Idaho Falls, ID

Medicaid Reg. I Office
1120 Ironwood Drive, Ste. 102

Coeur d’Alene, ID

Medicaid Central Office
3232 W. Elder Street

Conf. Rm. D - West/East
Boise, ID

TELECONFERENCE CALL-IN

Toll Free: 1-877-820-7831 -- Participant Code: 701700
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directed to the undersigned and must be delivered on or before October 26, 2016.

DATED this 30th day of August, 2016.

Tamara Prisock
DHW - Administrative Rules Unit
450 W. State Street - 10th Floor
P.O. Box 83720
Boise, ID 83720-0036
Phone: (208) 334-5500 / Fax: (208) 334-6558
E-mail: dhwrules@dhw.idaho.gov

THE FOLLOWING IS THE PROPOSED TEXT OF DOCKET NO. 16-0309-1602
(Only Those Sections With Amendments Are Shown.)

665. PRESCRIPTION DRUGS: PROVIDER REIMBURSEMENT.
All medications dispensed to Idaho Medicaid participants will be reimbursed based on actual acquisition costs. All 
medications administered to participants by physicians or other qualified and licensed providers must be reimbursed 
based on Medicare rates as directed in Section 56-265, Idaho Code, or if no Medicare rate is available, based on 
actual acquisition cost. Idaho Medicaid may require providers to supply documentation of their acquisition costs as 
described in the Medicaid Pharmacy Claims Submission Manual available at: https://idaho.fhsc.com/downloads/
providers/IDRx_Pharmacy_Claims_Submission_Manual.pdf. Reimbursement is restricted to those drugs supplied 
from labelers that are participating in the CMS Medicaid Drug Rebate Program. (        )

01. Pharmacy Reimbursement. Prescriptions not filled in accordance with the provisions of 
Subsection 664.02 of these rules will be subject to nonpayment or recoupment. The following protocol must be 
followed for proper reimbursement. (4-4-13)(        )

01a. Filing Claims. Reimbursement is restricted to those drugs supplied from labelers that are 
participating in the CMS Medicaid Drug Rebate Program. Pharmacistes must file claims electronically with 
Department-approved software or by submitting the appropriate claim form to the fiscal contractor. Upon request, the 
contractor will provide pharmacies with a supply of claim forms. The form must include information described in the 
pharmacy guidelines issued by the Department. (4-4-13)(        )

02b. Claim Form Review. Each claim form may be subject to review by a contract claim examiner, a 
pharmaceutical consultant, or a medical consultant. (3-30-07)

03c. Billed Charges. A pharmacy's billed charges are not to exceed the usual and customary charges 
defined as the lowest charge by the provider to the general public for the same service including advertised specials.

(3-30-07)

04d. Reimbursement. Reimbursement to pharmacies is limited to the lowest of the following:
(3-30-07)

ai. Federal Upper Limit (FUL), as established by the Centers for Medicare and Medicaid Services 
(CMS) of the U.S. Department of Health and Human Services, plus the dispensing fee assigned by the Department;

(3-30-07)

bii. State Maximum Allowable Cost (SMAC), as established by the Department, plus the assigned 
dispensing fee; (3-30-07)

ciii. Estimated Acquisition Cost (EAC), defined as the Average Actual Acquisition Cost (AAAC) based 
on results of the periodic state cost survey as defined in this rule, plus the assigned dispensing fee. In cases where no 

https://idaho.fhsc.com/downloads/providers/IDRx_Pharmacy_Claims_Submission_Manual.pdf
https://idaho.fhsc.com/downloads/providers/IDRx_Pharmacy_Claims_Submission_Manual.pdf
mailto:dhwrules@dhw.idaho.gov
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AAAC is available, reimbursement will be the Wholesale Acquisition Cost (WAC). WAC will mean the price, paid 
by a wholesaler for the drugs purchased from the wholesaler’s supplier, typically the manufacturer of the drug as 
published by a recognized compendia of drug pricing on the last day of the calendar quarter that corresponds to the 
calendar quarter; or (4-4-13)(        )

div. The pharmacy's billed charges as defined in Subsection 665.031 of this rule. (4-4-13)(        )

e. Periodic State Cost Surveys. The Department will utilize periodic state cost surveys to obtain the 
most accurate pharmacy drug acquisition costs in establishing a pharmacy reimbursement fee schedule. Pharmacies 
participating in the Idaho Medicaid program are required to participate in these periodic state cost surveys by 
disclosing the costs of all drugs. A pharmacy that is non-responsive to the periodic state cost surveys can be 
disenrolled as a Medicaid provider by the Department. (        )

05f. Dispensing Fee. Only one (1) dispensing fee per month will be allowed for the dispensing of each 
maintenance drug to any participant as an outpatient or a resident in a care facility except: (4-4-13)

ai. Multiple dispensing of topical and injectable medication when dispensed in manufacturer's original 
package sizes, unless evidence exists, as determined by the Department, that the quantity dispensed does not relate to 
the prescriber's order; (3-30-07)

bii. Multiple dispensing of oral liquid maintenance medication if a reasonable quantity, as determined 
by the Department, is dispensed at each filling; (3-30-07)

ciii. Multiple dispensing of tablets or capsules if the quantity needed for a thirty-four (34) day supply is 
excessively large or unduly expensive, in the judgment of the Department; or (3-30-07)

div. When the dose is being titrated for maximum therapeutic response with a minimum of adverse 
effects. (3-30-07)

06g. Claims Volume Survey for Tier-Based Dispensing Fees. The Department will survey pharmacy 
providers to establish a dispensing fee for each provider. The dispensing fees will be paid based on the provider’s 
total annual claims volume. The provider must return the claims volume survey to the Department no later than May 
31st each year. Pharmacy providers who do not complete the annual claims volume survey will be assigned the 
lowest dispensing fee starting on July 1st until the next annual survey is completed. Based upon the annual claims 
volume of the enrolled pharmacy, the dispensing fee is provided online at: http://healthandwelfare.idaho.gov/
LinkClick.aspx?fileticket=iJDsiQavFLc%3d&tabid=119&mid=1111. (4-4-13)

07h. Remittance Advice. Claims are processed by computer, and payments are made directly to the 
pharmacy or its designated bank through electronic claims transfer. A remittance advice with detailed information of 
each claim transaction will accompany each payment made by the Department. (3-30-07)

02. 340B Covered Entity Reimbursement. (        )

a. Participation as a 340B Covered Entity. Medicaid will reimburse 340B covered entities as defined 
in Section 340B of the Public Health Service Act, codified under 42 U.S.C. 256b(a)(4), when the provider meets the 
following requirements: (        )

i. A 340B covered entity may receive reimbursement for drugs provided to Idaho Medicaid 
participants through the 340B drug pricing program if the 340B covered entity submits its unique 340B identification 
number issued by the Health Resources and Services Administration (HRSA) and a copy of its completed HRSA 
340B registration to Idaho Medicaid. (        )

ii. A 340B covered entity that elects to provide drugs to Idaho Medicaid participants through the 340B 
drug pricing program must use 340B covered outpatient drugs for all dispensed or administered drugs, including 
those dispensed through the 340B covered entity’s retail pharmacy or administered in an outpatient clinic. A 340B 
covered entity must ensure that a contract pharmacy does not dispense drugs, or receive Medicaid reimbursement for 
drugs, acquired by the 340B covered entity through the 340B drug pricing program. (        )

http://healthandwelfare.idaho.gov/LinkClick.aspx?fileticket=iJDsiQavFLc%3d&tabid=119&mid=1111
http://healthandwelfare.idaho.gov/LinkClick.aspx?fileticket=iJDsiQavFLc%3d&tabid=119&mid=1111


DEPARTMENT OF HEALTH AND WELFARE Docket No. 16-0309-1602
Medicaid Basic Plan Benefits Proposed Rulemaking

Idaho Administrative Bulletin Page 478 October 5, 2016 - Vol. 16-10

iii. A 340B covered entity must provide Idaho Medicaid with thirty (30) days advance written notice of 
its intent to discontinue the provision of drugs acquired through the 340B drug pricing program to Idaho Medicaid 
participants. (        )

b. Filing Claims. A 340B covered entity must file claims electronically with Department-approved 
software or by submitting the appropriate claim form to the fiscal contractor. The form must include information 
described in the pharmacy guidelines issued by the Department. (        )

c. Claim Form Review. Each claim form may be subject to review by a contract claim examiner, a 
pharmaceutical consultant, or a medical consultant. (        )

d. Billed Charges. A 340B covered entity’s billed charges are not to exceed the entity’s actual 340B 
drug acquisition cost. (        )

e. Reimbursement. Reimbursement to 340B covered entities is limited to the actual 340B drug 
acquisition cost submitted (not to exceed the 340B ceiling price) plus the assigned dispensing fee. (        )

f. Dispensing Fee. Only one (1) dispensing fee per month will be allowed for the dispensing of each 
maintenance drug to any participant as an outpatient or a resident in a care facility except: (        )

i. Multiple dispensing of topical and injectable medication when dispensed in manufacturer’s original 
package sizes, unless evidence exists, as determined by the Department, that the quantity dispensed does not relate to 
the prescriber’s order; (        )

ii. Multiple dispensing of oral liquid maintenance medication if a reasonable quantity, as determined 
by the Department, is dispensed at each filling; (        )

iii. Multiple dispensing of tablets or capsules if the quantity needed for a thirty-four (34) day supply is 
excessively large or unduly expensive, in the judgment of the Department; or (        )

iv. When the dose is being titrated for maximum therapeutic response with a minimum of adverse 
effects. (        )

g. Claims Volume Survey for Tier-Based Dispensing Fees. A dispensing fee for each 340B covered 
entity will be established in accordance with this rule. (        )

h. Remittance Advice. Claims are processed by computer, and payments are made directly to the 
340B covered entity or its designated bank through electronic claims transfer. A remittance advice with detailed 
information of each claim transaction will accompany each payment made by the Department. (        )

083. Return of Drugs. Drugs dispensed in unit dose packaging as defined by IDAPA 27.01.01, “Rules 
of the Idaho State Board of Pharmacy,” Subsection 156.05012, must be returned to the dispensing pharmacy when the 
participant no longer uses the medication as follows: (3-30-07)(        )

a. A pharmacy provider using unit dose packaging must comply with IDAPA 27.01.01, “Rules of the 
Idaho State Board of Pharmacy,” Subsection 1546.05. (3-30-07)(        )

b. The pharmacy provider that receives the returned drugs must credit the Department the amount 
billed for the cost of the drug less the dispensing fee. (3-30-07)

c. The pharmacy provider may receive a fee for acceptance of returned unused drugs. The value of the 
unused drug being returned must be cost effective as determined by the Department. (3-30-07)

09. Periodic State Cost Surveys. The Department will utilize periodic state cost surveys to obtain the 
most accurate pharmacy drug acquisition costs in establishing a pharmacy reimbursement fee schedule. Pharmacies 
participating in the Idaho Medicaid program are required to participate in these periodic state cost surveys by 
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disclosing the costs of all drugs net of any special discounts or allowances. A pharmacy that is non-responsive to the 
periodic state cost surveys can be disenrolled as a Medicaid provider by the Department. (4-4-13)

104. Cost Appeal Process. Cost appeals will be determined by the Department’s process provided 
online at: http://healthandwelfare.idaho.gov/LinkClick.aspx?fileticket=iJDsiQavFLc%3d&tabid=119&mid=1111.

(4-4-13)

http://healthandwelfare.idaho.gov/LinkClick.aspx?fileticket=iJDsiQavFLc%3d&tabid=119&mid=1111
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