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. *STATE PLAN UNDER TITLE XIX OF THE SCCTAL SECURITY ACT
i STATE: WISCONSIN

)
A. The following charges are imposed on Lhe medically needy for services other than those provided under
section 1905(a} (1) through (%) and (7) of the Act: ‘

Type of Charge
Servics Deduct. | Coins. Copay. Amount and Basis for Determination

The charge for each service was computed
by reviewing the average amount billed
for the service in & recent pericd and
comparing that average charge to the
maximum allowable under 42 CFR 447.54.
If there is any variation on average
charges for specific procedures within a
service category, the lowest maximum
allowable was chosen (e.g., $.50 for OTC
drugs) for the entire category.

AMBULATURY SUROERY SERVICE X $3.00 per surgery.

AUDTOLOGICAL TESTING X $1.00 per procedure.
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L
Type of Charge
Sarvice Deduct. Coins., Copay. Amount and Basis for Determination
‘CHIROPRACTIC SERVICES
Office Visits/Manipulations X $1.00 per procedure.
Laboratory X $1.00 per procedure.
Radiology X $3.00 per procedure.
COMMUNITY CARE ORGANIZATION X $3.00 per month.
{ceo)
DAY TREATMENT SERVICES X $ .50 per day.
(Outpatient psychotherapy services in
excess of 15 hours or $500.00 of
accumulated services per recipient per
year rate exempt from copayment.)
PENTAL SERVICES INCLUDING X $0.50 - $3.00 per service depending on
ORTHODONT1A the price of the service.

TN #97-021

Supersedes
TN #93-040 Approved 3{/?2 ?ﬁ Effective 1-1-98

HCFA 1ID: 0053C/0061E
CHOYOT 300 MR /ap
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Type of Charge

_Bewvicg Daductinle  Coinsurance  Copayment | Amgcunt and Basis for Determination

DRUGS AND DISPOSABLE MEDICAL

SUPPLIES
Legend Drugs, OTCs. Disposable . X $3.00 per each new and refill lagend brand name drug
Medical Suppties (Excedt Faraily g preseription and $1.00 per each new and refill legend
Planning items;) ' generic drug prescription up 1o $12.00 per pharmacy per

recipient per month. $0.50 per item for each new and
refill OTC drug prescription and disposable medical
supply. (No monthly limit for OTCs of disposable meadical
1 supplies.)

DURABLE MEDICAL EGUIPMENT

Durable Medical Eguipment Purchase X Based on maximum atiowable fees:
' ' « Upto $10.00 © %0.50
« From $10.01 to $25.00 $1.00
e From $25.01 to $50.00 $2.00
» Qver $50.00 $3.00
Note: SEY03 average W! Medicaid DME purchase
o . o - ) | payment was $123.19.
EPSDT {HealthCheck) __ ' X $1.00 per screening for recipients age 18 and over.
GLASSES ,
Dispensing Complete Appliance X $3.00 per procedure.
Frame, Tempie, or Lens Replacement X $2.00 per procedure.
Repair Service - X $0.50 per procedure.
TN No. 03-010 , '
Supersedes Approval Date _©3/i4 qu : Effective Date 08/15/03

TN No. 95-018
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Type of Charge
Service . Amount and Basis for Determination
Deduct. Coins. Copay.
HEARING AIDS AND SUPPLIES
Hearing Aid Purchase X $3.00 per service
Hearing Aid Accessories/Repair X $1.00 maximum per service.
HOSPITAL SERVICES
Inpatient - Effective 11/1/83 X $3.00 per day up to $75.00 per stay.
Qutpatient - Effective 1/1/88 X $3.00 per visit. o
INPATIENT STAYS IN INSTITUTIONS $3.00 per day up to $75.00 per stay.
FOR MENTAL DISEASES
{HOSPITALS)
TN No. 93-040
Supersedes Approval Date /l//.f/?d : Effective Date 7-1-93

TN No: 91-0012

CHO9014C.MP/SP
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: K Type of Charge
Service Deduct . Coins. Copay. ~Bmount and Basis for Determination

MENTAL HEALTH SERVICES

Individual and Group Mental X Between 50.50 and $3.00 depending on the
Health/AODA Therapy cost of the service.
. i f i5

Evaluations (Wo copaymenF required after .hours or
5500 of services have been provided per

Biofeedback recipient per calendar year.)

Family Therapy and Collateral X $2.00/hour per family per 60 minutes.

Interviews (Outpatient psychotherapy/AODA and

biofeedback services in excess of 15
hours or $500.00 of accumulated services
per recipient, per calendar year, are
exempt from copayment.)

NURSE PRACTITIONER SERVICES
(See Physician Services)

TH #97-021

Supersedes
TN K43-040 ' Approved Jik/iﬁ/%%%L Effective 1-1-98

HCFA ID: 0053C/0061E
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= L3
: Type of Charge
Smrvice Deduct. Coins. Copay. Amount and Basis for Determination
OCCUPATIONAL THERAPY
Individual or Group X Between $0.50 and $3.00 depending on the
Therapy/Evaluation cost of the service.
(No co-payment required after 30 hours or
$1,500 of services have been provided per
recipient per calendar year.}
OPTOMETRIC SERVICES
Evaluation and Management X $1.00-$3.00 per visit.
Visit
Ophthalmclogical Evaluation X $1.00-53.00 per exam.
Low Vision, Diagnostic, X $0.50-$3.00 per service.
Therapy Services
Contact Lens Services X $3.00

TN #97-021
Supersedes
TN #95-018

CHOS014C . MP/SP

Approved 3, /?'//W

Effective 1-1-98
HCFA 1ID: 00S3C/0061E
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Type of Charge

Service . , Amount and Basis for Determination
Deduct. Coins. Copay.

PHYSICAL THERAPY

Individual or Group
Therapy/Evaluation X Between $0.50 and $3.00 depending on the cost of

the service.

(No co-payment required after 30 hours or $1,500
of services have been provided per recipient per
calendar vyear.)

TN No. 95-018 ’
Supersedes Approval Date ///c:?//?f Effective Date 7-1-95
TN No. 93-040 HCFA ID: 0053C/0061E

CHO3014C.MP/SP
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\; Type of Charge
‘ Tervice lteduct . Coinsg, Copay, Ainount and Basts for Determination

PHYSICIAN AND HURSE PRACTITICHER

JERVICES

{Rote: Hurse Pravtibioners:'

fervices are limited to sclectad

procedures and deo nol encompass

all the aceas of serxvices listed

relow. )

(EV¥ALUAT [ON & MANAGEMENT|

Ditice/othar Qutpatient x PLLCO~$3.00 per wisit,
Yigits
Fmeipgency Departnent X 51,600 per visit.
Hospirtal Adwd ot ons X $1.00-%3.00 per visit,
Hooattad b serval o A 300 poer o wisir,
TR INTR B v 53,00 per suvyery,
Consnbiaticn:s b $1.600-83.00 per visit,
Hote Visits A 51.00 per visit
Freventive Medical Visits “ $1.00 per wisit.

(MEDPICINE)
BicvEaodback X $0.50 per 60 minutes.
Ophthalmological Fxams A $1.00 per visit,

bl g

TH O Eu7-00l
Supel sondes
TN $93-040

CHOYO A M7

Effective 1-1-243
HOEA s QO53CA00G1E

I€: 561 BB-TI-dYW

A0HME : NCad

9E@188E2e8: A1
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!
.
; Type of Charge
Sarvice _ Deduct. Coins. Copay. Amcunt and Basis for Determination
{SURGERY SERVICES) X $3.00 per procedure.
(RADIOLOGY SERVICES) X $3.00 per service.
(NUCLEAR MEDICINE) X 53.00 per service.
(LABCRATORY SERVICES) X $1.00 per date of service.
(DIAGNOSTIC TESTS) X _ $1.00 per service.
PODIATRY SERVICES

Home/Cffice Evaluation and X $1.00 - $3.00 per visit.
Management Services
Laboratory X $1.00 per visit,
Radiology X $3.00 per service.
Surgery X $3.00 per procedure.
Mycotic Conditions and ﬁails X $3.00 per procedu¥e.
Casting/Strapping/Taping X $1.00-$3.00 per procedure.
Routine Feet Care X 51.00 per visit.

X $2.00 per encounter.

RURAL HEALTH CLINIC SERVICES

TN #97-021
Supersedes
TH p95-018

CHOS014C MP/SP

Approved 54 /;2 yp

Effective 1-1-98

HCFA ID;

0053C/0061E
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Service

Deductible .

Type of Charge

Coinsurance Copay

Amaunt and Basis for Determination

SPEECH, HEARING AND

LANGUAGE DISORDER SERVICES _

Individual or Group X Between $0.50 and $3.00 depending on the
Therapy/Evaluation cost of the service.
{No co-payment required after 30 hours or
$1,500 of services have been provided per
recipient per calendar year.)
TRANSPORTATION SERVICES
Ambulance Base Rate (Non- X $2.00 per trip.
Emergency Only)
Specialized Motor Vehicle X $1.00 per trip.

TN # 10-016
Supersedes
TN # 95-018

Approval date:

AUG 08 201

Effective date: 07/01/2011
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The following services are partially exempt from copayment:

1. Prescriptions for legend drugs beyohd a total of $12.00 copayment per calendar month if the recipient uses a single pharmacy as their
sole provider of prescription drugs. ‘

2. Qutpatient psychotherapy services over 15 hours or $500.00 per equivaient care, (whichever comes first) per recipient per calendar year.
This equates to a maximum of $30.00 copayment per recipient per calendar year.

3. Occupatonal, physical or speech therapy services over 30 hours or $1,500.00 of equivalent care (whichever comes first), per therapy
type, per recipient, per calendar year. This equates to a maximum of $60.00 copay per therapy type, per recipient, per year.

4. Physician, podiatrist and nurse practitioner visits, laboratory, radiology, diagnostic tests, rural health clinic visits, surgery over $30.00 per
recipient per provider, per recipient, per calendar year.

5. Inpatient hospital and inpatient stays in institutions (hospitals) for mental disease services beyond $75.00 per stay.

6. Wisconsin Medicaid automatically deducts applicable copayment amounts from Medicaid payments. However, both the point of sale
system and the mainframe are "hard-coded” to exempt and limit copayments using criteria included on this page. All providers who perform
services that require recipient copayment must make a reasonable attempt to collect that copayment from the recipient. HMowever, providers

may not deny services to a recipient for failing to make a copayment.

The following recipient groups are exempt from copayments by both Federal and State law:

The State exempts from cost sharing services and populations in accordance with 1816(a)(2) and (j) of the Act and 42 CFR 447.53(b).

TN No. 10-016 AUG 08 201
Supersedes Approval Date Effective Date 07/01/2011

TN No. 03-010
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The following se'rvfces are exempt from copayment by Federal or State law as noted:

Services Exempt by Federal and State Law

Services Exempt by State Policy Only

- Family Planning Services and Supplies
- Emergency Services

- Home Health Services

- Transportation Provided or Arranged by a County Department
- Services provided to pregnant women, if the service is related of Social Services

to the pregnancy or to the conditions which may complicate the

pregnancy.

TN # 10-016

Supersedes AUG 08 2011

Approval date: Effective date: 07/01/2011
TN # 93-040 :
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
. STATE: WISCONSIN

B. The methed used to collect cost sharing charges for medically needy
individuals:

<] Providers are responsible for cellecting the cost sharing charges from
X P
individuals.

mu The agency reimburses providers the full Medicaid rate for services and
collects the cost sharing charges from individuals.

C. The basis for determining whether an individual is unable to pay the
charge, and the means by which such an individual is identified to
providers, is described below:

Providers must request copayments from recipients for those sexvices
requiring copayment; the program's provider bulletins alert them to this
responsibility and inform them that service cannot be refused bacause an
individual is unable to pay the required amount. A provider is not
required to collect the allowable copayment if the cost of collecting
the copayment exceeds the amount to be collected. However, even if the
provider does not collect the copayment, payment to the provider will be
reduced by the amount of the allowable copayment. A provider may
determine an individual's inability to make payment based cn the
individual's assertion to that effect, providing there is no evidence to
the contrary. Recipients have been notifiasd through recipient
newsletters and, upon initial applicaticn for eligibility, the
Eligibility and Benefits pamphlet.

TN #97-021

Supersedes — —
TN #93-040 Approved \W _Q« J% Effective 1-1-98

HCFA ID: (0053C/0061E

CHO9014C.MP/SP
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Wisconsin

D. The procedures for implementing and enforcing the exclusions from cost sharing contained in
1916(a)(2) and (j) of the Act and 42 CFR 447 .53(b} are described below:

The automated payment system edits billings for services excluded from cost-sharing. These
services are paid at normal rates, while services requiring cost-sharing have the required amount
deducted prior to payment.

To enforce the premiums and cost sharing protections for American Indians/Alaska Natives (AlJAN)
contained in Section 5006 of the American Recovery and Reinvestment Act, it is our plan to
temporarily use the indicator on the application to indicate a member of a Federally-recognized
Indian tribe, Eskimo, or Alaskan Native; Descendants in the first or second degree, which means a
child or grandchild of a tribal member: and a person who is eligible to receive Indian Health Services
from at Indian health care provider. Once the member is identified they will be deemed exempt from
both premiums and cost sharing.

By October 31, 2011, we will have our systems in compliance with the new policy which will identify
Al/AN members (by modifiers on the claims) that have received a service at an Indian health
provider operated by the Indian Health Service, and Indian tribe, Tribal Organization, or Urban Indian
Organization or by a non-indian providers through referral, and then exempt them from co-payments
accordingly. Tribal members will provide an IHS letter orother proof of AJAN membership which will
the enabie providers to check the box for the modifier on the claim. An AVAN who either is eligible to
receive or has received an item or service furnished by an Indian health care provider or through
referral under contract health services will be exempt from premiums, enrollment fees or other
“charges.

E. Cumulative maximums on chargesL

[ state policy does not provide for cumulative maximums.

X Ocac_mz,\m maximums have been established as described below:

See attached information.

TN No. 10-016

~ Supersedes Approval Umﬂm>:m 08 201 Effective Date 07/01/2011
I No. ©3-010



