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REIMBURSEMENT FOR INDIAN HEALTH SERVICE
AND TRIBAL 638 HEALTH FACILITIES

| Effective XXXX, AHCCCS will reimburse the Indian Health Service (IHS) and tribal 638 health facilities
based on the following reimbursement methodologies reflected in Tables 1, 2 and 3.

As Table 1, 2 and 3 reflect, the methodologies may differ depending on a specific situation. The various
situations reflect whether:

e  The service is provided by the IHS or tribal 638 health facility

e  The services include or exclude professional services

e The tribal facility may bill outpatient services with specific coding and requests this format

e _The service is paid at 100% Federal Medical Assistance Percentage (FMAP) or at the regular FMAP - - Deleted: <#>Reimbursements are
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services provided or billed by IHS or tribal 638 health facility are claimable at 100% FFP regardless of
the place of service, including services by contracted providers

| The published all-inclusive rate is paid for up to three (5) encounters/visits per recipient per day.
Encounters/visits are limited to the AHCCCS-registered facilities that provide covered services to Medicaid
members in an IHS or tribal 638 health facility. The encounters/visits will be differentiated based on the
patient account numbers that are assigned for each encounter/visit. Encounters/visits include covered
telemedicine services.
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