TI TLE 317. OKLAHOVA HEALTH CARE AUTHORI TY
CHAPTER 30. MEDI CAL PROVI DERS- FEE FOR SERVI CE
SUBCHAPTER 5. | NDI VI DUAL PROVI DERS AND SPECI ALTI ES
PART 1. PHYSI C ANS

317: 30-5-24. Radi ol ogy
(a) Qutpatient and energency departnent.
(1) The technical conponent of outpatient radiological
services perfornmed during an energency departnent visit
D . : .
+Reluaea—A—the ene[ggneﬁ eralfpert' il };'elus're
hospital- covered.

(2) The professional conponent of x-rays perforned
during an emergency departnment visit is covered.
(3) Utrasounds for obstetrical care are paid in
accordance wth provisions found at QOAC 317:30-5-
22(b)(2) (A-C).
(4) Paynment is made for charges incurred for the
adm nistration of chenotherapy for the treatnent of
medi cally necessary and nedically approved procedures.
Payment for radiation therapy is Ilimted to the
treatment of proven malignancies and benign conditions
appropriate for steretactie stereotactic radiosurgery
(e.g.,gamma knife).
(5 Medically necessary screening mamography is a
covered benefit. Addi tional followup manmograns are
covered when nedi cally necessary.
(b) | npat i ent pr ocedur es. | npat i ent radi ol ogi ca
procedures are conpensable if done on a referral basis.
Clainms for inpatient interpretations by the attending
physician are not conpensable unless the attending
physician reads interpretations for the hospital on all
patients.
(c) Inpatient radiology performed outside of hospital.
When a nenber is an inpatient but has to be taken el sewhere
for an x-ray, such as to an office or another hospital
because the admtting hospital did not have proper

equi pnent, the place of service nust still be inpatient
hospital, since the nenber is considered to be in the
hospital at the tine of service.

(d) Radi ol ogy therapy nanagenent. Weekly clinical

managenent is based on five fractions delivered conprising
one week regardless of the tinme interval separating the
delivery of treatnments. Wekly clinical managenent mnust be
billed as one unit of service rather than five.

(e) M scell aneous.



(1) Arteriogranms, angiogranms and aortograns. When
arteriograns, angiogranms or aortograns are perforned by

a radiologist, they are considered radiology, not
surgery.

(2) Injection procedure for arteriograns, angiograns and
aortograns. The "interpretation only"™ code and the

"conpl ete procedure" code are not both allowed for one
of these procedures.

(3) Evac-U-Kit or Evac-O-Kit. Evac-U-Kit and Evac-OKit
are included in the charge for the Barium Enena.

(4) Exam nation. Exam nation at bedside or in operating

room allows an addi ti onal charge to be made.
Exam nation outside regular hours is not a covered
char ge.

(5) Supplies. Separate paynent is not made for supplies
such as "adm nistration set” used in provision of office
chenot her apy.

(6) Fluoroscopy or Esophagus study. Separate charge for
fl uoroscopy or esophagus study in addition to a routine
gastrointestinal tract examnation is not covered unless
a report is submtted indicating an esophagram was done
as a separate procedure.

(f) Magnetic Resonance | naging. MRI / MRA scans are covered
when nedically necessary. Docunentation in the progress
notes nust reflect the nedical necessity. The diagnosi s

code nust be shown on the claim

(g) Placenent of radiumor other radioactive material.
(1) For Radium Application use the appropriate HCPCS
code.
(2) When a physician supplies the therapeutic
radi onuclides (inplant grains or Gold Seeds) and
provides a copy of the invoice, paynent is nmade at 100%
of the invoice charges. Fee nust include cost of
radi um container, and shippi ng and handl i ng.

PART 3. HOSPI TALS

317:30-5-42.1. CQutpatient hospital services

(a) Hospitals providing outpatient hospital services are

required to neet the sanme requirenents that apply to CHCA

contracted, non-hospital providers performng the sane

servi ces. Qut pat i ent services performed outside the

hospital facility are not reinbursed as hospital outpatient

servi ces.

(b) Covered outpatient hospital services nust neet all of

the criteria listed in (1) through (4) of this subsection.
(1) The care is directed by a physician or dentist.



(2) The care is nedically necessary.

(3) The nenber is not an inpatient.

(4) The service is provided in an approved hospital

facility.
(c) Covered outpatient hospital services are those services
provided for a nmenber who is not a hospital inpatient. A
menber in a hospital may be either an inpatient or an
out patient, but not both (see OAC 317: 30-5-41).
(d) Separate paynent is made for prosthetic devices
inserted during the course of surgery when the prosthetic
devices are not integral to the procedure and are not
included in the rei nbursenent for the procedure itself.
(e) Physical, occupational, and speech therapy services are
covered when perforned in an outpatient hospital based
setting. Coverage is I|limted to one evaluation/re-
evaluation visit (unit) per discipline per calendar year
and 15 visits (units) per discipline per date of service
per cal endar year. Clainms for these services nust include
t he appropriate revenue code(s).




