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FINANCIAL IMPACT STATEMENT

PLEASE ANSWER ALL QUESTIONS COMPLETELY

DEPARTMENT Department of Health and Human Services

DIVISION Division of Medical Services

PERSON COMPLETING THIS STATEMENT Randy Helms

TELEPHONE NO._682-2483 FAX NO. 682-3889 EMAIL: _randy.helms@arkansas.gov

To comply with Act 1104 of 1995, please complete the following Financial Impact statement and file two copies
with the questionnaire and proposed rules.

SHORT TITLE OF THIS RULE Hospital/Critical Access Hospital/End Stage Renal Disease Update No. 140

1.

Does this proposed, amended, or repealed rule or regulation have a financial impact?
Yes No_X

If you believe that the development of a financial impact statement is so speculative as to be cost
prohibited, please explain.

If the purpose of this rule or regulation is to implement a federal rule or regulation, please give the
incremental cost for implementing the regulation. Please indicate if the cost provided is the cost of the
program.

Current Fiscal Year Next Fiscal Year
General Revenue General Revenue
Federal Funds Federal Funds
Cash Funds Cash Funds
Special Revenue Special Revenue
Other (Identify) Other (Identify)
Total Total

What is the total estimated cost by fiscal year to any party subject to the proposed, amended, or
repealed rule or regulation? Identify the party subject to the proposed regulation, and explain how
they are affected.

Current Fiscal Year Next Fiscal Year

What is the total estimated cost by fiscal year to the agency to implement this regulation?

Current Fiscal Year Next Fiscal Year

None None
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DEPARTMENT OF Division of Medical Services

W HUMAN Program Planning & Development

P.O. Box 1437, Slot 5-295 - Little Rock, AR 72203-1437

SERVICES 501‘-682-8368 -,Fa.x: 501-682-2480 - TDD: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Hospital/Critical Access
Hospital (CAH)/End Stage Renal Disease (ESRD)

DATE: June 1, 2008

SUBJECT: Provider Manuai Update Transmittai #140
REMOVE INSERT

Section Date Section Date
213.231 10-13-03 213.231 6-1-08

Explanation of Updates

Section 213.231: This section has been revised to refer to sections 172.100 and 172.200 for specific
exemptions from the PCP referral requirement.

Paper versions of this update transmittal have updated pages attached to file in your provuder
manual. See Section | for instructions on updating the paper version of the manual. For electronic
versions, these changes have already been incorporated.

If you need this material in an alternative format, such as large print, please contact our Americans
with Disabilities Act Coordinator at (501) 682-8323 or (501) 682-6789 (TDD).

If you have questions regarding this transmittal, please contact the EDS Provider Assistance Center
at 1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of-State at (501) 376-2211.
Arkansas Medicaid provider manuals (including update transmittals), official notices and remittance
advice (RA) messages are available for downloading from the Arkansas Medicaid website:
www.medicaid.state.ar.us.

Thank you for your participation in t Arkansas Medicaid Program.
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www.arkansas.gov/dhs
Serving more than one million Arkansans each year




Manual Name Section

TOC required

213.231 Non-Emergency Services in Emergency Departments and 6-1-08
Outpatient Clinic Services

A ‘fNon emergencyf serv;cesxm the emergency department and outpat‘lent hospltal_clmlc ‘
senvi separately on the same date of service as an inpatient admission.

include the cove

surgeries and treatment/ther g
cy services (room) in the

C services ’('room) and basi
emergency departm ent that occur on the same date of serwce

C.  See sections 172.100 and 172.200 for exceptions to the PCP referral requirement.



