
 

 

Medicaid Transmittal Letter (MTL) No. 3336‐XX-XX 

 DATE:  

 TO: Eligible Providers of Professional Medicaid Services 
Chief Executive Officers, Managed Care Plans 

Other Interested Parties 

 FROM: Maureen M. Corcoran, Medicaid Director 

 SUBJECT: Medicaid Payment Updates 

Rule 5160-1-60, "Medicaid payment," sets forth payment policies for services furnished by many 
professional, non-institutional providers.  This rule specifies the method used by the Ohio 

Department of Medicaid (ODM) to establish maximum payment amounts for newly adopted 
procedures.  The appendix to this rule has been amended to incorporate new payment rates for 

the following services: 

Transcranial magnetic stimulation for the treatment of refractory depression.  

Group pregnancy education in accordance with the coverage of pregnancy-related services 

in rule 5160-21-04.  

Lactation consulting services in accordance with coverage of lactation consulting services 

in rule 5160-8-42. 

Diabetes self-management training in accordance with new rule 5160-8-53. 

In addition, ODM is amending the payment amounts for vaccine administration codes to reflect 

new 2022 CMS payment amounts for these vaccine administration codes.  

Additionally, with this rule amendment, ODM incorporated the payment rate revisions for EEG 

codes 95700-95716 that were effective as of July 1, 2021. 

Additional Information 

Information about the services and programs of the Ohio Department of Medicaid may be 

accessed through the main ODM web page, http://www.medicaid.ohio.gov. 

Questions pertaining to this letter should be directed to the Ohio Department of Medicaid: 

P.O. Box 182709 

Columbus, OH 43218-2709 

noninstitutional_policy@medicaid.ohio.gov 

(800) 686-1516 

http://www.medicaid.ohio.gov/
mailto:noninstitutional_policy@medicaid.ohio.gov


 
5160-1-60 Medicaid payment.

(A) The medicaid payment for a covered procedure, service, or supply constitutes payment
in full and may not be construed as a partial payment when the payment amount
is less than the provider's submitted charge. A provider may not collect from a
medicaid recipient nor bill a medicaid recipient for any difference between the
medicaid payment and the provider's submitted charge, nor may a provider ask a
medicaid recipient to share in the cost through a deductible, coinsurance, copayment,
or other similar charge other than medicaid copayments as defined in rule 5160-1-09
of the Administrative Code. Nothing in agency 5160 of the Administrative Code,
however, precludes a provider from requesting payment, collecting, or waiving the
collection of medicare copayments from a medicaid recipient for medicare part D
services. Medicaid recipient liability provisions set forth in rule 5160-1-13.1 of the
Administrative Code do not apply to medicare part D services.

(B) Providers are expected to submit their usual and customary charge (the amount
charged to the general public) on all claims. The medicaid payment amount for
a covered service, procedure, or supply is the lesser of the submitted charge or
the established medicaid maximum. Medicaid maximum payment amounts for
many existing services, procedures, and supplies, particularly services rendered by
practitioners of the healing arts, are set forth in the appendix to this rule. The initial
maximum payment amount for a covered procedure, service, or supply represented
by a new procedure code that takes effect at the beginning of a calendar year is
established in accordance with paragraph (J) of this rule. Specific payment amounts
or payment formulas set forth in other rules in agency 5160 of the Administrative
Code supersede corresponding entries in the appendix to this rule.

(C) Pursuant to rule 5160-1-08 of the Administrative Code, providers are expected to take
reasonable measures to determine any third-party resource available to a medicaid
recipient and to file a claim with that third party when required to do so under rule
5160-1-08 of the Administrative Code. When there is a third-party payer, medicaid
payment for a covered procedure, service, or supply is the lesser of two amounts:

(1) The provider's submitted charge; or

(2) The medicaid maximum payment amount less the sum of all third-party payments
and any applicable medicaid copayment (unless the difference is zero or less,
in which case medicaid will make no further payment).

(D) For services that are subject to a copayment pursuant to rule 5160-1-09 of the
Administrative Code, the total medicaid maximum payment amount is reduced by 
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the total medicaid copayment. The provider may collect from the medicaid recipient
or bill the medicaid recipient for the total medicaid copayment, which is determined
in accordance with the relevant rule of the Administrative Code.

(E) For dates of service on or after August 1, 2017, the rates for the facility services provided
by an ASC are addressed in rule 5160-22-01 of the Administrative Code.

(F) Except as otherwise permitted by federal statute or regulation, the medicaid maximum
payment amounts described in this rule must not exceed the established maximum
medicare allowed amounts for the same procedures, services, or supplies.

(G) Medicaid payment is not allowed for non-covered procedures, services, and supplies
nor for covered procedures, services, or supplies that are denied by the department
as a result of a prepayment review, utilization review, or prior authorization process.
(Chapter 5160-2 of the Administrative Code describes how these provisions are
applied to inpatient and outpatient hospital services.)

(H) Every submitted claim must include the most appropriate code representing each
procedure, service, or supply provided.

(I) "Site differential" is a difference in medicaid payment based on the place in which
the service is provided. When a covered service is subject to a site differential, the
payment amount is the lesser of the provider's submitted charge or the applicable
maximum facility payment amount or maximum non-facility payment amount.

(1) The maximum facility payment amount applies to a service provided at one of
the following sites:

(a) A hospital (inpatient hospital, outpatient hospital, emergency department,
or inpatient psychiatric facility);

(b) A skilled nursing facility; or

(c) An ambulatory surgery center (ASC).

(2) The maximum non-facility payment amount applies to a service provided at any
other site.

(J) Additional information about the coverage of and payment for certain procedures is
shown in the 'prof/tech split' and 'PC/TC indicator' columns of the appendix to this
rule.

(1) A 'prof/tech split' entry indicates that the procedure is made up of both a
professional and a technical component for the time period shown. The
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indicator denotes the relative proportions of the medicaid maximum payment
amount allocated to the professional and technical components. For example,
the indicator C means that the medicaid maximum payment amounts for the
professional component and for the technical component are, respectively, forty
per cent and sixty per cent of the medicaid maximum payment amount for the
total procedure. There are thirteen such indicators:

(a) C: Forty per cent / sixty per cent;

(b) D: Eighty per cent / twenty per cent;

(c) F: Ten per cent / ninety per cent;

(d) G: Twenty per cent / eighty per cent;

(e) H: Twenty-five per cent / seventy-five per cent;

(f) I: Thirty per cent / seventy per cent;

(g) J: Thirty-five per cent / sixty-five per cent;

(h) K: Fifty per cent / fifty per cent;

(i) L: Sixty per cent / forty per cent;

(j) M: Seventy per cent / thirty per cent;

(k) O: One hundred per cent / zero per cent;

(l) P: Seventy-five per cent / twenty-five per cent; and

(m) Q: Ninety per cent / ten per cent.

(2) A numeric 'PC/TC indicator' entry shows the degree to which a procedure
is professional or technical in nature or has a professional or technical
component; these numeric values are defined by the centers for medicare and
medicaid services (CMS), http://www.cms.gov. A lowercase alphabetic 'PC/
TC indicator' entry indicates a medicaid payment restriction based on the
location in which the procedure is performed (a place-of-service restriction).
Meanings of these numeric and alphabetic indicators are summarized in the
appendix to this rule.

(K) The department may set payment limits based on the characteristics of an individual
procedure, service, or supply or the relationships between procedures, services,
or supplies. For example, payment may be disallowed for a procedure if it is
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incompatible with another procedure or another procedure makes it redundant. In
configuring its claim-processing system, the department may define its own limits,
adopt limits established by an authoritative source, or modify limits established by
an authoritative source. The maximum payment amounts for specimen collection and
diagnostic testing for COVID-19 are set at the Ohio medicare rate.

(L) The "Healthcare Common Procedure Coding System (HCPCS)" is a numeric
and alphanumeric code set maintained and distributed by CMS for the uniform
designation of certain medical procedures and related services. Level one of HCPCS
consists of "Current Procedural Terminology (CPT)," a comprehensive listing of
medical terms and codes published by the American medical association (AMA),
http://www.ama-assn.org, for the uniform designation of diagnostic and therapeutic
procedures in surgery, medicine, and the medical specialties. When the department
initially establishes coverage for a procedure, service, or supply the initial maximum
payment amount is set at eighty per cent of the medicare allowed amount. If
no medicare allowed amount is available the initial medicaid maximum payment
amount is set at the unweighted average of the current maximum payment amounts
for comparable procedures, services, or supplies. For convenience, a list of such
initial maximum payment amounts is posted on the department's web site, http://
medicaid.ohio.gov.
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Effective:

Five Year Review (FYR) Dates: 1/1/2023

Certification

Date

Promulgated Under: 119.03
Statutory Authority: 119.03
Rule Amplifies: 5164.02
Prior Effective Dates: 07/10/1983, 10/01/1983 (Emer.), 12/29/1983,

10/01/1984 (Emer.), 12/30/1984, 02/15/1985 (Emer.),
05/01/1985, 08/01/1985, 11/27/1985 (Emer.),
01/16/1986, 05/09/1986 (Emer.), 07/30/1986 (Emer.),
10/25/1986, 05/01/1987, 10/01/1987, 01/04/1988,
06/23/1988, 10/01/1988, 01/13/1989 (Emer.),
04/13/1989, 09/01/1989 (Emer.), 12/01/1989,
05/01/1990, 06/20/1990 (Emer.), 09/05/1990,
11/23/1990, 02/17/1991, 05/25/1991, 12/30/1991,
04/01/1992 (Emer.), 07/01/1992, 07/31/1992 (Emer.),
10/30/1992, 12/31/1992 (Emer.), 04/01/1993,
07/01/1993, 11/15/1993, 12/30/1993 (Emer.),
03/31/1994, 05/02/1994 (Emer.), 07/01/1994,
09/30/1994 (Emer.), 12/30/1994 (Emer.), 03/30/1995,
08/01/1995, 12/29/1995 (Emer.), 02/01/1996 (Emer.),
04/04/1996, 12/31/1996 (Emer.), 03/31/1997,
08/01/1997, 10/02/1997, 12/31/1997 (Emer.),
03/19/1998, 07/01/1998, 12/31/1998 (Emer.),
03/31/1999, 12/31/1999 (Emer.), 03/20/2000,
12/31/2000 (Emer.), 03/30/2001, 12/31/2001 (Emer.),
03/29/2002, 07/01/2002, 11/14/2002, 03/24/2003,
07/01/2003, 09/25/2003, 12/08/2003, 01/02/2004
(Emer.), 04/01/2004, 10/01/2004, 11/01/2004 (Emer.),
01/16/2005, 09/01/2005, 11/17/2005, 12/30/2005
(Emer.), 03/27/2006, 07/15/2006, 10/15/2006,
12/29/2006 (Emer.), 03/29/2007, 07/26/2007,
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12/31/2007 (Emer.), 03/30/2008, 07/01/2008 (Emer.),
08/21/2008, 11/13/2008, 12/31/2008 (Emer.),
03/31/2009, 07/01/2009, 12/24/2009, 12/31/2009
(Emer.), 02/01/2010 (Emer.), 03/31/2010, 12/06/2010,
12/30/2010 (Emer.), 03/30/2011, 09/01/2011,
12/22/2011, 12/30/2011 (Emer.), 03/29/2012,
12/31/2012 (Emer.), 03/28/2013, 09/01/2013,
12/18/2013 (Emer.), 12/31/2013, 03/27/2014,
12/31/2014, 01/01/2016, 01/01/2017, 08/01/2017,
01/01/2018, 01/01/2019, 07/01/2019, 01/01/2020,
06/12/2020 (Emer.), 10/16/2020
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Appendix DD to rule 5160-1-60 (Non-Institutional Fee Schedule)

Maximum payment amounts for the services and items represented by the following codes are determined in accordance with the indicated section of the Ohio Administrative Code.

Rule 5160-4-1290281-90399, 90476-90749, A9500-A9698, J0001-J9999, Q0090, Q0136-Q0187, Q0515, Q2001-Q2051, Q3000-Q3012, Q3025-Q3026, Q4052-Q4175, Q9920-Q9967, S0009-S0198, S4981-S5014, S5550-S5566

Chapter 5160-6V2020-V2784, V2791-V2799

Chapter 5160-10A4190-A4259, A4265-A4640, A4649-A9300, A9900-A9901, B4034-B9999, E0100-E0373, E0445-E1375, E1399-E2633, E8000-E8002, K0001-K0730, K0739, L0100-L9900, Q0480-Q0509, S1040, S8101-S9435, 

T4521-T5999, V5011-V5336, Y2032, Y2090-Y2092, Y9168

Rule 5160-10-13E0424-E0444, E1390-E1392, K0738

Chapter 5160-1136415, 78267-78268, 80001-89999, G0431, G0434, G0452, P9612, P9615, Q0091-Q0102, Q0111-Q0115

Chapter 5160-15A0010-A0999, S0209, T2001

Unless otherwise indicated, services and items represented by codes in the following ranges are not covered.

G0001-G9999, P0001-P9999, S0199-S4980, S5015-S5549, S5567-S9999, T0001-T2101, W0001-W9999, X0001-X9999, XX001-XX010, Y0001-Y9999, Z0001-Z9999

Medicine, Surgery, Radiology and Imaging, and Additional Procedures
Revised 1/1/2022

STATUS CODE:

1 -- Initial maximum payment amount

2 -- Change in maximum payment amount as of the Effective Date

3 -- Discontinued coverage

HCPCS 

CODE
DESCRIPTION

EFFECTIVE 

DATE

STATUS 

CODE

CURRENT 

MAXIMUM 

PAYMENT 

AMOUNT

CURRENT 

MAXIMUM 

NON-

FACILITY 

PAYMENT 

AMOUNT

CURRENT 

MAXIMUM 

FACILITY 

PAYMENT 

AMOUNT

PREVIOUS 

MAXIMUM 

PAYMENT 

AMOUNT

PREVIOUS 

MAXIMUM 

NON-

FACILITY 

PAYMENT 

AMOUNT

PREVIOUS 

MAXIMUM 

FACILITY 

PAYMENT 

AMOUNT

PROF/ 

TECH 

SPLIT

PC/TC 

INDICATOR

HOSPITAL 

PA 

ADVISORY

POST-

OPERATIVE 

PERIOD, IN 

DAYS

20560 Ndl insj w/o njx 1 or 2 musc 07/01/2021 1 18.95 11.85 0

20561 Ndl insj w/o njx 3+ musc 07/01/2021 1 27.81 17.87 0

39400 Visualization of chest 07/01/2021 3 D 306.38

47136 Transplantation of liver 07/01/2021 3 D 2,888.72

47630 Remove bile duct stone 07/01/2021 3 D 335.88

61862 Implant neuroelectrodes 07/01/2021 3 D 2,474.40

90471 Immunization administration 01/01/2022 2 12.95 19.35 5

90472 Immunization administration 01/01/2022 2 9.85 9.50 5

90473
Immunization administration 

intranas/oral
01/01/2022 2 12.95 19.35 0b

90474

Immunization 

administration, ea add 

vaccine

01/01/2022 2 9.85 9.50 0b

90867
Transcranial mag stimj tx 

planning
01/01/2022 1 157.12 95.12 NC

90868
Transcranial mag stimj tx 

dlvr & mgmt
01/01/2022 1 144.93 19.78 NC

90869
Tcran magn stim 

redetermine
01/01/2022 1 141.47 79.47 NC

95700
Eeg cont rec w/vid eeg 

tech
07/01/2021 2 166.00 28.00

95705 Eeg w/o vid 2-12 hr unmntr 07/01/2021 2 83.00 60.00

95706
Eeg wo vid 2-12hr intmt 

mntr
07/01/2021 2 323.70 208.00

95707
Eeg w/o vid 2-12hr cont 

mntr
07/01/2021 2 431.60 416.00

95708
Eeg wo vid ea 12-26hr 

unmntr
07/01/2021 2 124.50 60.00

95709
Eeg w/o vid ea 12-26hr 

intmt
07/01/2021 2 647.40 416.00

95710
Eeg w/o vid ea 12-26hr 

cont
07/01/2021 2 863.20 832.00

95711 Veeg 2-12 hr unmonitored 07/01/2021 2 103.75 60.00

95712 Veeg 2-12 hr intmt mntr 07/01/2021 2 389.27 250.00

95713 Veeg 2-12 hr cont mntr 07/01/2021 2 518.75 500.00

95714 Veeg ea 12-26 hr unmntr 07/01/2021 2 166.00 60.00

95715 Veeg ea 12-26hr intmt mntr 07/01/2021 2 778.54 500.00

95716 Veeg ea 12-26hr cont mntr 07/01/2021 2 1,037.50 BR

95717
Eeg phys/qhp 2-12 hr w/o 

vid
07/01/2021 2 81.00 80.24 BR 83.04 81.98

95718
Eeg phys/qhp 2-12 hr 

w/veeg
07/01/2021 2 107.75 105.97 BR 109.06 107.48

95719
Eeg phys/qhp ea incr w/o 

vid
07/01/2021 2 125.07 123.80 BR 128.38 127.06

95720
Eeg phy/qhp ea incr 

w/veeg
07/01/2021 2 164.98 162.69 BR 168.80 166.42

95721
Eeg phy/qhp>36<60 hr w/o 

vid
07/01/2021 2 166.00 162.94 BR 170.12 166.95

95722
Eeg phy/qhp>36<60 hr 

w/veeg
07/01/2021 2 202.34 198.77 BR 200.13 203.10

95723
Eeg phy/qhp>60<84 hr w/o 

vid
07/01/2021 2 206.34 202.00 BR 210.96 206.73

95724
Eeg phy/qhp>60<84 hr 

w/veeg
07/01/2021 2 258.20 253.61 BR 263.70 258.94

95725 Eeg phy/qhp>84 hr w/o vid 07/01/2021 2 235.74 230.38 BR 240.74 235.20

95726 Eeg phy/qhp>84 hr w/veeg 07/01/2021 2 327.22 321.10 BR 333.29 327.22

99078*TH Group pregnancy education 01/01/2022 1 45.00 NC

99415

Prolonged inpatient or 

observation hospital 

service, each addtl 30 

mins.

07/01/2021 1 7.38

99416
Prolng clin staff svc, each 

addtl 30 mins.
07/01/2021 1 3.79

0275T Perq lamot/lam lumbar 07/01/2021 1 550.00 NC 0

0403T
Diabetes prevention, 60 

min, per day
01/01/2022 1 23.00 NC

G0108
Diab manage trn, indiv, 30 

min
01/01/2022 1 40.22 NC 0

G0109
Diab manage trn, group, 30 

min
01/01/2022 1 11.15 NC 0

H1000*TH

Web-based Pregnancy 

Risk Assessment form 

(PRAf) submission

07/01/2021 1 90.00

H1005*TH
Prenatal care, at-risk 

enhanced service package
01/01/2022 1 164.00

S9443

Lactation classes, non-

physician provider, per 

session

01/01/2022 1 82.00

T1023 Report of pregnancy (ROP) 07/01/2021 1 30.00

*Modifier TH indicates a prenatal service, such as an evaluation and management (E&M) service performed for antepartum care. KEY FOR HOSPITAL PA ADVISORY

E

Exceptional 

circumstan

ce:  In 

accordance 

KEY FOR CURRENT/PREVIOUS MAXIMUM FEE KEY FOR PROF/TECH SPLIT

B BUNDLED PROCEDURE WITH NO SEPARATE PAYMENT C 40% / 60%

BR BY REPORT D 80% / 20%

D DISCONTINUED PROCEDURE CODE F 10% / 90%

FP FORMULA PRICING G 20% / 80%

IC INFORMATIONAL CODE H 25% / 75%

NC NON-COVERED SERVICE I 30% / 70%

PA PRIOR AUTHORIZATION -- DETERMINED DURING PRIOR AUTHORIZATION J 35% / 65%

PC PROVIDER CHARGE -- DETERMINED INDIVIDUALLY BY PROVIDER K 50% / 50%

PF PROVIDER FEE PAID IN ACCORDANCE WITH OAC RULE 5160-1-60.3 L 60% / 40%
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HCPCS 

CODE
DESCRIPTION

EFFECTIVE 

DATE

STATUS 

CODE

CURRENT 

MAXIMUM 

PAYMENT 

AMOUNT

CURRENT 

MAXIMUM 

NON-

FACILITY 

PAYMENT 

AMOUNT

CURRENT 

MAXIMUM 

FACILITY 

PAYMENT 

AMOUNT

PREVIOUS 

MAXIMUM 

PAYMENT 

AMOUNT

PREVIOUS 

MAXIMUM 

NON-

FACILITY 

PAYMENT 

AMOUNT

PREVIOUS 

MAXIMUM 

FACILITY 

PAYMENT 

AMOUNT

PROF/ 

TECH 

SPLIT

PC/TC 

INDICATOR

HOSPITAL 

PA 

ADVISORY

POST-

OPERATIVE 

PERIOD, IN 

DAYS

SA SISTER AGENCY CODE ONLY M 70% / 30%

WP WAIVER PRICING O 100% / 0%

0.01 PAYMENT REQUIRING CALCULATION (e.g., BR, FP, PC) P 75% / 25%

Q 90% / 10%

KEY FOR PC/TC INDICATOR and place-of-service (POS) restriction

KEY FOR POST-OPERATIVE PERIOD DAYS 0

Physician 

service with 

no PC or TC; 

000 Minor surgical procedures with zero day post-operative period. 1

Diagnostic or 

therapeutic 

procedure 

010
Minor procedures with a 10-

day post-operative period.
2

PC of a 

procedure for 

which a 

090
Major surgeries with a 90-

day post-operative period.
3

TC of a 

procedure for 

which a 

Add-on
Global period is assigned 

to the primary procedure.
4

Global 

procedure for 

which 

OB-045
Postpartum care with a 45 

day post-operative period.
5

Service 

incident to a 

physician’s 

Ohio - 000
MAC determined zero day 

post-operative period
6

Physician 

interpretation 

of select 

Ohio - 010
MAC determined 10-day 

post-operative period
7

Skilled 

therapy 

service not 

Ohio - 090
MAC determined 90-day 

post-operative period
8

Physician 

interpretation 

of an 

9

Procedure for 

which the 

concept of 

a g

Valid only in a 

freestanding 

birth center

b h
Valid only in 

FQHC

c i

Not valid in an 

inpatient 

hospital or 

d j

Valid only in a 

practitioner's 

office, walk in 

Valid only in an inpatient/outpatient hospital

Not valid in a hospital

Not valid in a hospital or LTCF

Valid only in a practitioner's office, a clinic, or 

an urgent care facility
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