ARTICLE 67:16

COVERED MEDICAL SERVICES

Chapter

67:16:01 General provisions.

67:16:02 Physician and other health services.
67:16:03 Hospital services.

67:16:04 Nursing facility rate setting.
67:16:05 Home health services.

67:16:06 Dental services.

67:16:07 Podiatric services.
67:16:08 Optometric and optical services.
67:16:09 Chiropractic services.

67:16:10 Rehabilitation hospital services, Repealed.
67:16:11 Early and periodic screening.

67:16:12 Family planning services.

67:16:13 Community mental health center services.

67:16:14 Prescription drugs.

67:16:15 Long-term care supplements, Repealed.
67:16:16 Facilities for the mentally impaired.
67:16:17 Application for long-term care, Transferred.

67:16:18 Long-term care eligibility, Transferred.
67:16:19 Long-term care income requirements, Transferred.

67:16:20 Long-term care resource requirements, Transferred.
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67:16:21 Budgeting for long-term care, Transferred.

67:16:22 Long-term care notice requirements, Transferred.
67:16:23 Chronic renal disease program, Transferred.
67:16:24 Personal care services.

67:16:25 Transportation services.

67:16:26 Third-party liability.

67:16:27 Home and community-based services, Transferred.
67:16:28 Ambulatory surgical centers (ASCs).

67:16:29 Medical equipment.

67:16:30 Qualified Medicare beneficiaries, Transferred.
67:16:31 Organ transplants.

67:16:32 Community spouses, Transferred.

67:16:33 Provider requirements.

67:16:34 Records.

67:16:35 Claims.

67:16:36 Hospice services.

67:16:37 School districts.

67:16:38 Case management -- Severely and persistently mentally ill, Repealed.
67:16:39 Care management -- Primary care provider.

67:16:40 Care management -- Rehabilitation, psychiatric, neonatal, Repealed.

67:16:41 Mental health services by independent practitioners.
67:16:42 Nutritional therapy and nutritional supplements.
67:16:43 Care management -- Medically complex children.
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67:16:44

67:16:45

67:16:46

67:16:47

67:16:48

67:16:49

Federally qualified health centers and rural health clinics.
Reserved.

Diabetes education program.

Residential treatment for children.

Treatment for substance use disorders.

Non-emergency medical travel services.



CHAPTER 67:16:01

GENERAL PROVISIONS
Section
67:16:01:01 Definitions.
67:16:01:02 Transferred.
67:16:01:03 Repealed.
67:16:01:04 Choosing a provider.
67:16:01:05 Transferred.
67:16:01:06 Repealed.
67:16:01:06.01 Covered services.
67:16:01:06.02 Covered services must be medically necessary.
67:16:01:06.03 Covered services requiring prior authorization.
67:16:01:07 State payment as payment in full -- Individual responsible for
payment of noncovered services.
67:16:01:07.01 Transferred.
67:16:01:07.02 Transferred.
67:16:01:08 Services not covered.
67:16:01:08.01 Sterilization services.
67:16:01:09 Amount of payment.
67:16:01:10 Payment of mileage to provider.
67:16:01:11 Payment made to provider.
67:16:01:12 Confidential information.
67:16:01:13 Identification card.



67:16:01:14 Transferred.

67:16:01:15 Repealed.

67:16:01:16 Uniformity of services.

67:16:01:17 Fair hearings.

67:16:01:18 Civil rights.

67:16:01:19 Utilization review.

67:16:01:20 Transferred.

67:16:01:21 Transferred.

67:16:01:22 Cost-sharing participants, Repealed.

67:16:01:22.01 Services exempt from cost sharing, Repealed.

67:16:01:23 Cost sharing deducted from allowable reimbursement before
payment, Repealed.

67:16:01:24 Application of chapter.

67:16:01:25 Use of Current Procedural Terminology, Repealed.

67:16:01:26 Use of International Classification of Diseases, Repealed.

67:16:01:27 Use of Health Care Common Procedure Coding System, Repealed.

67:16:01:28 Rates and procedures subject to review and amendment -- Provider
may request review.

67:16:01:29 Billing Requirements.




67:16:01:25. Use of Current Procedural Terminology.-Fhe-guidelinescontained

Source: 21 SDR 183, effective April 30, 1995; 22 SDR 188, effective July 8, 1996;
23 SDR 109, effective January 5, 1997; 23 SDR 192, effective May 22, 1997; 24 SDR
144, effective April 30, 1998; 25 SDR 104, effective February 17, 1999; 28 SDR 1,
effective July 18, 2001; 30 SDR 26, effective September 3, 2003; 31 SDR 39, effective
September 29, 2004; 32 SDR 33, effective August 31, 2005; 34 SDR 68, effective
September 12, 2007; 34 SDR 322, effective July 1, 2008; 39 SDR 220, effective June 27,
2013; 42 SDR 51, effective October 13, 2015; 46 SDR 50, effective October 10, 2019; 47
SDR 38, effective October 6, 2020; 48 SDR 39, effective October 3, 2021; 49 SDR 21,
effective September 12, 2022; 50 SDR 63, effective November 27, 2023; 51 SDR 13,

effective August 12, 2024.




67:16:01:26. Use of International Classification of Diseases.-Claims—submitted

Procedure-Coding-System; 2024 Repealed.

Source: 21 SDR 183, effective April 30, 1995; 22 SDR 6, effective July 26, 1995;
22 SDR 188, effective July 8, 1996; 23 SDR 109, effective January 5, 1997; 23 SDR 192,
effective May 22, 1997; 24 SDR 144, effective April 30, 1998; 25 SDR 104, effective
February 17, 1999; 28 SDR 1, effective July 18, 2001; 30 SDR 26, effective September 3,
2003; 31 SDR 39, effective September 29, 2004; 32 SDR 33, effective August 31, 2005;
34 SDR 68, effective September 12, 2007; 34 SDR 322, effective July 1, 2008; 42 SDR
51, effective October 13, 2015; 46 SDR 50, effective October 10, 2019; 47 SDR 38,
effective October 6, 2020; 48 SDR 39, effective October 3, 2021; 49 SDR 21, effective
September 12, 2022; 50 SDR 63, effective November 27, 2023; 51 SDR 13, effective
August 12, 2024.






67:16:01:27. Use of Health Care Common Procedure Coding System.—The

Source: 34 SDR 68, effective September 12, 2007; 34 SDR 322, effective July 1,
2008; 42 SDR 51, effective October 13, 2015; 46 SDR 50, effective October 10, 2019; 47
SDR 38, effective October 6, 2020; 48 SDR 39, effective October 3, 2021; 49 SDR 21,

effective September 12, 2022; 50 SDR 63, effective November 27, 2023.




67:16:01:29. Billing Requirements. A provider must submit a claim for items

and services under article 67:16 in accordance with the department's billing guidance

website.

Source:

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-Reference: Definition of "Billing Guidance Website", subdivision

67:16:01:01(18).
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67:16:02:16.01. Billing requirements -- Implantable contraceptive capsules
and obstetrical services. When computing the rate of reimbursement, the department
uses the fee schedules established under the provisions of § 67:16:02:01.01. A claim
submitted under this chapter for covered implantable contraceptive capsules and
obstetrical services must be submitted at the provider's usual and customary charge and is
limited to the nonlaboratory procedure codes listed in the applicable fee schedule.

A claim submitted for insertion or reinsertion, implantable contraceptive capsule
may not include the cost of the kit. The kit must be billed separately.

Providers must use the appropriate-EPF current procedural terminology code to

indicate obstetric care, antepartum care, delivery, and postpartum care. When applicable,
providers must bill using the global delivery codes defined on the department's billing
guidance website. A provider may not separate claims for antepartum care, delivery
services, or postpartum care when using a global delivery code.

A claim submitted for postpartum care is limited to hospital and office visits in

the-60 sixty days following vaginal or cesarean section delivery.

Source: 20 SDR 28, effective August 31, 1993; 20 SDR 149, effective March 21,
1994; 21 SDR 183, effective April 30, 1995; 23 SDR 38, effective September 26, 1996;
34 SDR 68, effective September 12, 2007; 42 SDR 51, effective October 13, 2015; 43
SDR 80, effective December 5, 2016.

General Authority: SDCL 28-6-1.
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Law Implemented: SDCL 28-6-1.

N
NS

12



67:16:02:17. Claim requirements. A claim for services provided under this
chapter must be submitted on a form or in an electronic format that contains the
following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) Units of service furnished if more than one;

(8) The applicable procedure codes from either the Health Care Common
Procedure Coding System-(HEPCS) or the Current Procedural Terminology-(CP1);

(9) The applicable diagnosis codes-as-adeptedin-§-6716:01:26;

(10) The provider's name and National Provider Identification®NPH number;

(11) If the provider is a group provider, the National Provider Identification
number of the physician or applicable, enrolled provider who provided the care or
service;

(12) Type of service; and

(13) The modifier code listed in § 67:16:02:03.03, as applicable.

A separate claim must be submitted for each recipient.

13



Source: 17 SDR 4, effective July 16, 1990; 17 SDR 22, effective August 14,
1990; 17 SDR 200, effective July 1, 1991; 18 SDR 78, effective November 4, 1991; 19
SDR 26, effective August 23, 1992; 19 SDR 128, effective March 11, 1993; 19 SDR 165,
effective May 3, 1993; 20 SDR 149, effective March 21, 1994; 21 SDR 183, effective
April 30, 1995; 34 SDR 68, effective September 12, 2007; 40 SDR 122, effective January
7,2014; 42 SDR 51, effective October 13, 2015; 44 SDR 94, effective December 4,
2017.

General Authority: SDCL 28-6-12}4.

Law Implemented: SDCL 28-6-1€244).

Cross-References:

Claims, ch 67:16:35.
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Section

67:16:03:01

67:16:03:01.01

67:16:03:01.02

67:16:03:01.03

67:16:03:02

67:16:03:02.01

67:16:03:03

67:16:03:04

67:16:03:05

67:16:03:06

67:16:03:06.01

67:16:03:06.02

67:16:03:06.03

67:16:03:06.04

67:16:03:06.05

CHAPTER 67:16:03

HOSPITAL SERVICES

Definitions.

Repealed.

Repealed.

Determination of emergency hospital care.

Inpatient hospital services covered.

Inpatient hospital services requiring prior authorization.
Outpatient hospital services covered.

Inpatient hospital services not covered.

Repealed.

Basis of reimbursement -- Inpatient services ---Hespitals-with-mere
than30-Medicaid-discharges In-state hospitals.

Basis of reimbursement -- Outpatient services-ether-than-outpatient
1ot } . cal Lres,

Certain in-state hospitals; and hospital units;-and-procedures

exempt from-BRG diagnosis-related group basis of reimbursement.

Basis of reimbursement -- Inpatient services ---Hespitals-with-less

than30-Mediecatd-discharges In-state critical access hospitals.

Basis of reimbursement -- Inpatient services -- Out-of-state
hospitals.
Repealed.
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67:16:03:06.06

67:16:03:06.07

67:16:03:06.08

67:16:03:06.09

67:16:03:06.10

67:16:03:06.11

67:16:03:06.12

67:16:03:06.13

67:16:03:06.14

67:16:03:06.15

67:16:03:06.16

Reimbursement for in-state DRG-exempt hospitals and units,
Repealed.

Reimbursement of outpatient laboratory services, Repealed.
Payment for above-average, access-critical and above-average, at-
risk hospitals, Repealed.

Disproportionate share hospitals.

Classification of hospitals providing certain outpatient surgical
procedures, Repealed.

Basis of reimbursement -- Outpatient surgical procedures covered
under subdivision 67:16:03:03(10), Repealed.

Services included in reimbursement rate for outpatient surgical
procedures covered under chapter 67:16:28, Repealed.

Items and services not included in reimbursement rate for
outpatient surgical services covered under chapter 67:16:28 and
paid under the provisions of chapter 67:16:03, Repealed.
Payment groups for outpatient hospital surgical procedures
covered under chapter 67:16:28, Repealed.

Rate of payment -- Medicare crossover claims for certain
inpatient hospital services.

Rate of reimbursement if individual subject to care management

remains in psychiatric unit beyond established discharge date,

Repealed.
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67:16:03:06.17

67:16:03:06.18

67:16:03:07

67:16:03:07.01

67:16:03:07.02

67:16:03:08

67:16:03:09

67:16:03:10

67:16:03:11

67:16:03:12

67:16:03:13

67:16:03:14

67:16:03:14.01

67:16:03:14.02

67:16:03:15

Basis of reimbursement — Inpatient services — Claims containing
revenue code 275 or 278, Repealed.

Basis of reimbursement ---ORRS Qutpatient prospective payment

system.

Payment of hospital services.

Maximum rate of payment -- Transfers between DRG reimbursed
hospital unit and DRG-exempt intensive care nursery unit in same
hospital, Repealed.

Maximum rate of payment -- Patient transfer not medically
necessary.

Repealed.

Repealed.

Utilization review.

Inpatient psychiatric hospital services, Repealed.

Transferred.

Repealed.

Claim requirements, Repealed.

Billing requirements.

Claim requirements for individuals subject to managed care who
remain in psychiatric unit beyond established discharge date,

Repealed.

Application of other chapters.
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Appendix A List of Diagnosis-Related Groups (DRGs), repealed, 30 SDR 26,
effective September 3, 2003.

Appendix B List of Outpatient Laboratory Services, repealed, 30 SDR 26,
effective September 3, 2003.

Appendix C List of Inpatient Services Requiring Prior Authorization, repealed,

42 SDR 51, effective October 13, 2015.
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67:16:03:01. Definitions. Terms used in this chapter mean:

avatlable-on-the-department's-fee schedule-website that the department determines has an

estimated cost greater than the diagnosis-related group base payment plus the fixed loss

threshold published on the department’s fee schedule website;

-(2) "Diagnosis-related group,"*BRG;" a classification assigned to an

inpatient hospital service claim-based-en-the-patient's-age-and-sex;the-prineipal-and

using the All

Patient Refined Diagnosis Related Groups classification methodology:;

)3(3) "Emergency hospital care," the hospital care necessary to prevent the
death or serious impairment of the health of the recipient after the sudden onset of a
medical condition that is manifested by symptoms of sufficient severity so as to be life-
threatening or require immediate medical intervention;

€63-(4) "Hospital services," items and services provided on the hospital's premises
to a patient by a hospital under the direction of a physician or a dentist;

A-(5) "Inpatient," a patient who has been admitted to a hospital on the

recommendation of a physician or a dentist;_and
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€83(6) "Outpatient," a patient who receives professional services at a

partietpating hospital, but is not provided with room, board, and services on a 24-hour

basis;

Source: SL 1975, ch 16, § 1; 1 SDR 30, effective October 13, 1974; 4 SDR 35,
effective December 22, 1977; 7 SDR 23, effective September 18, 1980; 7 SDR 66, 7
SDR 89, effective July 1, 1981; 12 SDR 6, effective July 28, 1985; 15 SDR 2, effective
July 17, 1988; 17 SDR 180, effective May 27, 1991; 17 SDR 200, eftective July 1, 1991;
19 SDR 128, effective March 10, 1993; 20 SDR 135, effective February 22, 1994; 20
SDR 144, effective March 10, 1994; 21 SDR 172, effective April 3, 1995; 22 SDR 143,
May 9, 1996; 23 SDR 192, effective May 22, 1997; 24 SDR 144, effective April 30,
1998; 25 SDR 116, effective March 24, 1999; 26 SDR 157, effective June 7, 2000; 28
SDR 1, effective July 18, 2001; 28 SDR 115, effective February 27, 2002; 30 SDR 26,
effective September 3, 2003; 31 SDR 107, effective February 1, 2005; 34 SDR 68,
effective September 12, 2007; 37 SDR 53, effective September 23, 2010; 42 SDR 51,
effective October 13, 2015.

General Authority: SDCL 28-6-1D)3).
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Law Implemented: SDCL 28-6-1b23), 28-6-1.1.
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67:16:03:06. Basis of reimbursement -- Inpatient services --—Heospitals-with

mere-than30-Medicaid-discharges In-state hospitals. Reimbursement for services
provided-te for a patient admitted to-an-in-state-acute-care-hospital- that had-mere-than 30

before July 11997, a Medicare prospective payment system hospital is based on-PRGs

the diagnosis-related group (DRG),-and weight-faeters factor, and the hospital's-target

amount-and-capital and-education-costsper-day base rate.-A-hospital's-base target amount

ofthe Hospital base rates, DRGs, and their associated weight factors may be obtained on

the department's fee schedule website.

The department shall-ase-the-fellowing-method-te calculate the amount of

reimbursement:

—— - Multiphyrthe hospital'starget- ameunt by-the-weight faetor by multiplying the

base rate by the weight factor of the DRG assigned to the claims:

In addition to the regular DRG reimbursement, the department shall pay for a cost

outlier if the department determines the claim qualifies for the cost outlier as defined in

§ 67:16:03:01. The amount of the cost outlier payment is-equal-to-90-percent-of the-ecost

eutlier determined using the calculation: Estimated Cost minus (DRG Base Payment plus
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the fixed loss ratio) times fifty percent. The estimated cost of a claim is calculated by

multiplying a hospital specific cost to charge ratio by the charges submitted on the claim.

When calculating the rate of reimbursement, the department uses only those
diagnosis codes—adopted-in-§-6716:01:26 that reflect the services furnished to or on
behalf of the eligible-ndividual patient and the conditions that affected the treatment or
extended the length of the-individual's patient’s stay.

If a patient is transferred, referred, or discharged to another hospital or another
type of special care facility and the transfer, referral, or discharge is medically necessary

or if a patient leaves the hospital against medical advice, reimbursement is on a-per-diem

basis prorated basis not to exceed one hundred percent of the allowed DRG payment.-Fe

pereent-of the-allowed DPRGreimbursement The prorated payment is calculated by taking

the DRG base payment divided by the All Patient Refined-Diagnosis Related Group’s

(APR-DRGQG) national average length of stay, and then multiplying it by the covered

number of days plus one.
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Source: SL 1975, ch 16, § 1; 1 SDR 30, effective October 13, 1974; 7 SDR 66, 7
SDR 89, effective July 1, 1981; 11 SDR 26, effective August 21, 1984; transferred from
§ 67:16:03:12, 12 SDR 6, effective July 28, 1985; exemptions for certain hospitals
transferred to § 67:16:03:06.02, 13 SDR 8, effective August 3, 1986; 15 SDR 2, effective
July 17, 1988; 17 SDR 180, effective May 27, 1991; 22 SDR 143, effective May 9, 1996;
24 SDR 19, effective August 21, 1997; 24 SDR 144, effective April 30, 1998; 25 SDR
116, effective March 24, 1999; 30 SDR 26, effective September 3, 2003; 31 SDR 39,
effective September 29, 2004; 36 SDR 215. effective July 1, 2010; 36 SDR 215, adopted
June 11, 2010, effective July 1, 2011; 37 SDR 236, effective June 28, 2011; 37 SDR 236,
adopted June 8, 2011, effective July 1, 2012; 39 SDR 15, effective August 6, 2012; 40
SDR 15, effective July 31, 2013; 42 SDR 51, effective October 13, 2015.

General Authority: SDCL 28-6-1¢2), 28-6-1.1.

Law Implemented: SDCL 28-6-1€2), 28-6-1.1.

Cross-References:

Basis of reimbursement -- Outpatient services-ether-than-outpatientlaberatery-and
outpatientsurgical proeedures, § 67:16:03:06.01.
Basis of payment -- Inpatient services --Hespitals-with-less-than30-Medieaid

discharges In-state critical access hospitals, § 67:16:03:06.03.
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67:16:03:06.01. Basis of reimbursement -- Outpatient services—ether—than

es. Reimbursement for all

outpatient hospital services for Medicare prospective payment system hospitals shall be

paid using the Medicaid agency's outpatient prospective payment system (OPPS).

Reimbursement for-eutpatienthespital servicesfor-the remainingin-state—aeute

previded _in-state critical access hospitals will be a minimum of one hundred percent of

reasonable, allowable costs based on a cost settlement process. Interim payments will be

1ssued to providers for submitted claims based on a hospital specific percent of charge

rate.

Reimbursement—for—out-ef-state—Out-of-state _hospital outpatient services—is

Eegislature shall be paid using the Medicaid agency's OPPS.
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Costs for outpatient services incurred within three days immediately preceding the
inpatient stay are included in the inpatient charges unless the outpatient service is not

related to the inpatient stay. This provision applies only if the facilities providing the

services are owned by the entity.

Source: 12 SDR 6, effective July 28, 1985; 15 SDR 2, effective July 17, 1988; 16
SDR 235, effective July 5, 1990; 17 SDR 180, effective May 27, 1991; 18 SDR 198,
effective June 3, 1992; 22 SDR 143, effective May 9, 1996; 23 SDR 232, effective July
10, 1997; 25 SDR 116, effective March 24, 1999; 30 SDR 26, effective September 3,
2003; 31 SDR 107, effective February 1, 2005; 36 SDR 215, effective July 1, 2010; 36
SDR 215, adopted June 11, 2010, effective July 1, 2011; 37 SDR 236, effective June 28,
2011; 37 SDR 236, adopted June 8, 2011, effective July 1, 2012; 39 SDR 15, effective
August 6, 2012; 40 SDR 15, effective July 31, 2013; 43 SDR 80, effective December 5,
2016.

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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67:16:03:06.02. Certain in-state hospitals; and hospital units;-and-precedures

exempt from—BPRG__diagnosis-related group basis of reimbursement.—ta-state

operation—of-thepartieular unitaretdentifiable The department may exempt certain in-

state, inpatient hospitals and hospital units from the diagnosis-related group (DRG)

methodology if the department determines the DRG methodology is not an appropriate

methodology for the types of inpatient services provided by the hospital or hospital unit.

Exempted hospitals, hospital units, and the payment methodology for these hospitals

shall be published on the department’s fee schedule website.
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Source: Transferred from § 67:16:03:06, 13 SDR 8, effective August 3, 1986; 15
SDR 2, effective July 17, 1988; 15 SDR 167, effective May 11, 1989; 16 SDR 239,
effective July 9, 1990; 17 SDR 180, effective May 27, 1991; 17 SDR 200, effective July
1, 1991: 22 SDR 143, effective May 9, 1996; 25 SDR 116, effective March 24, 1999.

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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67:16:03:06.03. Basis of reimbursement -- Inpatient services --—Heospitals

with—less—than—30—Mediecaid—discharges__In-state critical access hospitals.
Reimbursement for—inpatient-hospital-servicesprovided-by—ahospital-with-less—than 30

before July 119971595 pereent-of the-hospital'susual-and-eustomary in-state critical

access hospitals will be a minimum of one hundred percent of reasonable allowable costs

based on a cost settlement process. Interim payments will be issued to providers for

submitted claims based on a hospital specific percent of charge.

Source: 15 SDR 2, effective July 17, 1988; 16 SDR 235, effective July 5, 1990;
22 SDR 143, effective May 9, 1996; 25 SDR 116, effective March 24, 1999.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-Reference: Basis of reimbursement -- Inpatient services --—Heospitals—with

more-than 30-Mediecaid-diseharges In-state hospitals, § 67:16:03:06.
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67:16:03:06.04. Basis of reimbursement -- Inpatient services -- Out-of-state

hospitals. The department shall reimburse out-of-state inpatient hospital services—by

and—eustomary—charge—as—appropriated—by—theLegislature the diagnosis-related group

(DRG) methodology established in § 67:16:03:06. Hospital base rates, DRGs. and their

associated weight factors may be obtained on the department's fee schedule website.

Source: 15 SDR 2, effective July 17, 1988; 16 SDR 235, effective July 5, 1990;
17 SDR 200, effective July 1, 1991; 30 SDR 26, effective September 3, 2003; 31 SDR
107, effective February 1, 2005; 36 SDR 215, effective July 1, 2010; 36 SDR 215
adopted June 11, 2010, effective July 1, 2011; 37 SDR 236, effective June 28, 2011; 38
SDR 224, effective July 1, 2012; 40 SDR 15, effective July 31, 2013.

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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67:16:03:06.06. Reimbursement for in-state DRG-exempt hospitals and

Source: 17 SDR 180, effective May 27, 1991; 18 SDR 198, effective June 3,
1992; 19 SDR 128, effective March 10, 1993; 20 SDR 144, effective March 10, 1994; 21

33



SDR 172, effective April 3, 1995; 22 SDR 143, effective May 9, 1996; 23 SDR 192,
effective May 22, 1997; 24 SDR 144, effective April 30, 1998; 26 SDR 157, effective
June 7, 2000; 28 SDR 1, effective July 18, 2001; 28 SDR 115, effective February 27,
2002; 31 SDR 39, effective September 29, 2004; 35 SDR 49, effective September 10,

2008; 37 SDR 236, effective June 28, 2011; 37 SDR 236, adopted June 8, 2011, effective

July 1, 2012; 38 SDR 224, effective July 1, 2012; 42 SDR 51, effective October 13, 2015.
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67:16:03:06.07. Reimbursement of outpatient laboratory services. Exeeptfor

Source: 17 SDR 180, effective May 27, 1991; 24 SDR 144, April 30, 1998; 30
SDR 26, effective September 3, 2003; 35 SDR 49, effective September 10, 2008; 37 SDR
236, effective June 28, 2011; 37 SDR 236, adopted June 8, 2011, effective July 1, 2012;
42 SDR 51, effective October 13, 2015; 43 SDR 80, effective December 5, 2016.
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67:16:03:06.08. Payment for above-average, access-critical and above-

average, at-risk hospitals. Hthe Department-of Health-determines-thata-hespitalisan

Source: 21 SDR 172, effective April 3, 1995.
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67:16:03:06.10. Classification of hospitals providing certain outpatient

surgical procedures. ExceptforMedicare prospeetive-paymentsystem-hospitalsifa

speeialized surgical hospital-oris-anout-of-state-faetity Repealed.

Source: 23 SDR 232, effective July 10, 1997; 35 SDR 49, effective September
10, 2008; 43 SDR 80, effective December 5, 2016.
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67:16:03:06.11. Basis of reimbursement -- Qutpatient surgical procedures

covered under subdivision 67:16:03:03(10). Reimbursementfor-an-outpatient surgical




Source: 23 SDR 232, effective July 10, 1997; 35 SDR 49, effective September

10, 2008.
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67:16:03:06.12. Services included in reimbursement rate for outpatient

surgical procedures covered under chapter 67:16:28.Forthose-outpatientsurgieal

nexeess-of 1 2-hours-after the-completion-of the-outpatientserviee Repealed.

Source: 23 SDR 232, effective July 10, 1997; 35 SDR 49, effective September
10, 2008.
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67:16:03:06.13. Items and services not included in reimbursement rate for

outpatient surgical services covered under chapter 67:16:28 and paid under the

provisions of chapter 67:16:03.-Outpatientsurgical servicesecovered-under

Source: 23 SDR 232, effective July 10, 1997; 35 SDR 49, effective September
10, 2008.
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67:16:03:06.14. Payment groups for outpatient hospital surgical procedures

covered under chapter 67:16:28.Fhe-payments-assigned-to-the-differentgroups-of

Source: 23 SDR 232, effective July 10, 1997; 35 SDR 49, effective September
10, 2008; 42 SDR 51, effective October 13, 2015.

42



67:16:03:06.15. Rate of payment -- Medicare crossover claims for certain
inpatient hospital services. If the department receives a Medicare crossover claim for an

inpatient hospital stay and the hospital is subject to the-DRG diagnosis-related group

(DRGQ) rate of payment, the department shall calculate the DRG payment for the claim
based on the date of service. If the amount paid by Medicare is greater than the calculated
DRG amount, the department considers the claim to be paid in full and no additional
payment will be made by the department. If the amount paid by Medicare is less than the
calculated DRG amount, the department shall reimburse the difference between the two

payment amounts up to the Medicare inpatient deductible.

Source: 28 SDR 3, effective August 1, 2001.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-Reference: Basis of reimbursement -- Inpatient services --Hespitals-with

more-than 30-Mediecaid-diseharges In-state hospitals, § 67:16:03:06.

43



67:16:03:06.16. Rate of reimbursement if individual subject to care

management remains in psychiatric unit beyond established discharge date.

Repealed.

Source: 31 SDR 39, effective September 29, 2004.




67:16:03:06.17. Basis of reimbursement — Inpatient services — Claims

containing revenue code 275 or 278.-Claims-submittedfor-inpatient-hospital services by




67:16:03:06.18. Basis of Reimbursement reimbursement --—-OPPS Qutpatient

prospective payment system. Medicare prospective payment system hospitals_and out-

of-state hospitals shall be paid using the- Department'sOPPS department's outpatient

prospective payment system (OPPS). Under the OPPS, services are reimbursed using

ambulatory payment classifications.-Fhe-Departmentshall-establish-a-conversionfaetor
and-discountfactorspeeific- to-each-hospital: The-hespital-speeifie conversion factor-and

discount-factors, weights, and fee schedule rates for services not assigned an ambulatory

payment classification are published on the- Department's department's fee schedule

website. Outpatient prospective payments may not include items and services for which
payment may be made under other provisions of this article, such as physician services,
certified registered nurse anesthetist services, prosthetic devices, ambulance services,

orthotic devices and durable medical equipment for use in the patient's home, unless the

items and services are specifically included-irthe-exeeptionecodelist on the- Department's

department's fee schedule website.

Source: 43 SDR 80, effective December 5, 2016.

General Authority: SDCL 28-6-1¢2), 28-6-1.1.

Law Implemented: SDCL 28-6-1¢2), 28-6-1.1.
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67:16:03:07.01. Maximum rate of payment -- Transfers between DRG-

reimbursed hospital unit and DRG-exempt intensive care nursery unit in same

hospital.

services-been-deliveredinthe-intensive-eare-nursery-unit Repealed.

Source: 24 SDR 19, effective August 21, 1997.
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67:16:03:11. Inpatient psychiatric hospital services.-Servicesprovided-by

freestanding psychiatric-hospitals-are net payable Repealed.

Source: 9 SDR 11, effective August 1, 1982; 12 SDR 70, effective October 31,

1985; repealed, 15 SDR 2, effective July 17, 1988; readopted, 16 SDR 239, effective July

9, 1990.
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67:16:03:14. Claim requirements.—A—elaim—forservices—provided—under—this

Source: 16 SDR 235, effective July 5, 1990; 17 SDR 4, effective July 16, 1990;
17 SDR 180, effective May 27, 1991; 18 SDR 78, effective November 4, 1991; 19 SDR
26, effective August 23, 1992; 19 SDR 165, effective May 3, 1993; 20 SDR 149,
effective March 21, 1994; 21 SDR 183, effective April 30, 1995; 22 SDR 143, effective
May 9, 1996; 23 SDR 232, effective July 10, 1997; 24 SDR 86, effective January 1,
1998; 24 SDR 144, effective April 30, 1998; 25 SDR 116, effective March 24, 1999; 26
SDR 157, effective June 7, 2000; 28 SDR 1, effective July 18, 2001; 31 SDR 39,
effective September 29, 2004; 42 SDR 51, effective October 13, 2015; 47 SDR 38,
effective October 6, 2020; 49 SDR 21, effective September 12, 2022.
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67:16:03:14.02. Claim requirements for individuals subject to managed care

who remain in psychiatric unit beyond established discharge date.—A—hespital-must

are-notretmbursable Repealed.

Source: 31 SDR 39, effective September 29, 2004.
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67:16:05:09. Claim requirements. A claim for services provided under this
chapter must be submitted on a form or in an electronic format that contains the
following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) The procedure codes for services covered under § 67:16:05:07;

(8) The applicable diagnosis codes-adepted-in-§-6716:01:26;

(9) The units of service furnished, if more than one; and

(10) The provider's name and National Provider Identification®NPH number.

A separate claim must be submitted for each recipient.

Source: 17 SDR 4, effective July 16, 1990; 18 SDR 78, effective November 4,
1991; 19 SDR 26, effective August 23, 1992; 19 SDR 128, effective March 11, 1993; 20
SDR 149, effective March 21, 1994; 21 SDR 183, effective April 30, 1995; 33 SDR 137,
effective March 7, 2007; 42 SDR 51, effective October 13, 2015.

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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Cross-Reference: Claims, ch 67:16:35.

Note: The CMS 1500 form substantially meets the requirements of this rule and
its content and appearance are acceptable to the department. These forms are available for
direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:07:08. Claim requirements. A claim for services provided under this
chapter must be submitted on a form or in an electronic format that contains the
following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) The procedure codes for services covered under the provisions of
§ 67:16:07:03;

(8) The applicable diagnosis codes-adepted-in-§-6716:01:26;

(9) The units of service furnished, if more than one; and

(10) The provider's name and National Provider Identification®NPH number.

A separate claim must be submitted for each recipient.

Source: 17 SDR 4, effective July 16, 1990; 18 SDR 78, effective November 4,
1991; 19 SDR 26, effective August 23, 1992; 19 SDR 128, effective March 11, 1993; 20
SDR 149, effective March 21, 1994; 21 SDR 183, April 30, 1995; 33 SDR 125, effective
January 31, 2007; 42 SDR 51, effective October 13, 2015.

General Authority: SDCL 28-6-1.
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Law Implemented: SDCL 28-6-1.

Cross-Reference: Claims, ch 67:16:35.

Note: The CMS 1500 form substantially meets the requirements of this rule and its

content and appearance are acceptable to the department. These forms are available for

direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:09:08. Claim requirements. A claim for services provided under this
chapter must be submitted on a form or in an electronic format that contains the
following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) The applicable procedure codes for services provided;

(8) The applicable diagnosis codes, limited to codes to detect and treat one or more
subluxations of the spine;adepted-in-$-6716:01:26;

(9) The units of service furnished, if more than one; and

(10) The provider's name and National Provider Identification®NPH number.

A separate form must be submitted for each recipient.

Source: 17 SDR 4, effective July 16, 1990; 18 SDR 78, effective November 4,
1991; 19 SDR 26, effective August 23, 1992; 19 SDR 128, effective March 11, 1993; 19
SDR 160, effective April 26, 1993; 20 SDR 149, effective March 21, 1994; 21 SDR 183,
effective April 30, 1995; 33 SDR 137, effective March 7, 2007; 42 SDR 51, effective
October 13, 2015.
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General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-References:
Claims, ch 67:16:35.

Covered services, § 67:16:09:03.

Note: The CMS 1500 form substantially meets the requirements of this rule and its
content and appearance are acceptable to the department. These forms are available for
direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:11:17. Claim requirements -- Orthodontia services. A claim for
orthodontia services provided in this chapter must be submitted on a form or in an
electronic format that contains the following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party payments from this charge;

(7) The applicable procedure codes for the covered services provided;

(8) The applicable diagnosis codes-adeptedin-§-6716:01:26;

(9) The units of service furnished, if more than one;

(10) The provider's name and National Provider Identification®NPH number; and

(11) The prior authorization number.

A separate claim form must be submitted for each recipient.

Source: 17 SDR 37, effective September 11, 1990; repealed, 23 SDR 197,
effective May 26, 1997; 35 SDR 88, effective October 23, 2008; 42 SDR 51, effective
October 13, 2015.

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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Note: The CMS 1500 form substantially meets the requirements of this rule and its
content and appearance are acceptable to the department. These forms are available for
direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:11:19.02. Claim requirements -- Private duty nursing -- Extended home
health aide services. A claim for private duty nursing and extended home health aide
services provided in this chapter must be submitted on a form or in an electronic format
that contains the following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party payments from this charge;

(7) The applicable procedure codes for the covered services provided;

(8) The applicable diagnosis codes-adepted-in-§-6716:01:26;

(9) The units of service furnished, if more than one;

(10) The provider's name and National Provider Identification®NPH number; and

(11) The prior authorization number issued by the department.

A separate claim form must be used for each recipient.

Source: 18 SDR 209, effective June 23, 1992; 19 SDR 26, effective August 23,
1992; 19 SDR 128, effective March 11, 1993; 20 SDR 149, effective March 21, 1994; 21
SDR 183, effective April 30, 1995; 35 SDR 88, effective October 23, 2008; 42 SDR 51,
effective October 13, 2015.
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General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-Reference: Claims, ch 67:16:35.

Note: The CMS 1500 form substantially meets the requirements of this rule and its

content and appearance are acceptable to the department. These forms are available for

direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:13:09. Claim requirements. A claim for services provided under this
chapter must be submitted on a form which contains the following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) The applicable procedure codes contained in either Health Care Common
Procedure Coding System—-(HCPCS) or Current Procedural Terminology—(CEPT) for
services covered under this chapter;

(8) The applicable diagnosis codes-adepted-in-§-6716:01:26;

(9) The units of service furnished, if more than one;

(10) The billing provider's name and National Provider Identification (NPI)
number; and

(11) TheNational Previderldentifieation{NPI) number of the servicing provider
who provided or supervised the care or service.

A separate claim form must be used for each recipient.

Source: 17 SDR 4, effective July 16, 1990; 17 SDR 22, effective August 14, 1990;

18 SDR 78, effective November 4, 1991; 19 SDR 26, effective August 23, 1992; 19 SDR
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128, effective March 11, 1993; 19 SDR 165, effective May 3, 1993; 20 SDR 149,
effective March 21, 1994; 21 SDR 183, effective April 30, 1995; 34 SDR 68, effective
September 12, 2007; 42 SDR 51, effective October 13, 2015; 43 SDR 80, effective
December 5, 2016.

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-References:
Claims, ch 67:16:35.

Note: The CMS 1500 form substantially meets the requirements of this rule and its
content and appearance are acceptable to the department. These forms are available for
direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:16:06. Rate of payment. Payment to a participating provider for services

provided by a facility shall be determined by the department based on reasonable costs.

Source: 1 SDR 30, effective October 13, 1974; 7 SDR 66, 7 SDR 89, effective July
1, 1981; 16 SDR 235, effective July 5, 1990.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-Reference: Basis of reimbursement -- Inpatient services --—Hespitals—with

more-than 30-Medicaid-diseharges In-state hospitals, § 67:16:03:06.
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67:16:25:06.02. Reimbursable services -- Community transportation
provider. If the requirements of § 67:16:25:06.01 are met, reimbursable community
transportation services are limited to the following:

(1) Transport of a recipient, including an accompanying adult; and

(2) Mileage.
Transportation expenses payable by a third party are not eligible for

reimbursement under this chapter.

Source: 20 SDR 126, effective February 10, 1994; 26 SDR 157, effective June 7,
2000; 35 SDR 253, effective May 12, 2009.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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67:16:25:10. Claim requirements -- Ambulance. A claim for air or ground
ambulance services provided under this chapter must be submitted on a form or in an
electronic format that contains the following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The point of origin and the destination of the recipient being transported;

(7) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(8) The applicable procedure codes for the services provided;

(9) The applicable diagnosis codes-adeptedin-§-6716:04:26; or the reason the
recipient required the type of transportation provided;

(10) The units of service furnished, if more than one;

(11) The provider's name and National Provider Identification®NPH number; and

(12) The reason for any additional attendant provided.

A separate claim must be submitted for each recipient.

Source: 17 SDR 4, effective July 16, 1990; 17 SDR 201, effective July 1, 1991;
18 SDR 78, effective November 4, 1991; 19 SDR 26, effective August 23, 1992; 19 SDR
128, effective March 11, 1993; 20 SDR 149, effective March 21, 1994; 21 SDR 183,
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effective April 30, 1995; 35 SDR 253, effective May 12, 2009; 42 SDR 51, effective
October 13, 2015.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-Reference: Claims, ch 67:16:35.

Note: The CMS 1500 form substantially meets the requirements of this rule and

its content and appearance are acceptable to the department. These forms are available for

direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:28:10. Claim requirements. A claim for services provided under this
chapter must be submitted on a form which contains the following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) The applicable procedure codes as contained in either CMS Common
Procedure Coding System-(HCPCS) or the Physicians' Current Procedural
Terminology-(EPF for services covered under § 67:16:28:04;

(8) The units of service furnished, if more than one; and

(9) The provider's name and medical assistance identification number.

A separate claim form must be used for each recipient.

Source: 17 SDR 4, effective July 16, 1990; 17 SDR 22, effective August 14,
1990; 18 SDR 78, effective November 4, 1991; 19 SDR 26, effective August 23, 1992;
19 SDR 165, effective May 3, 1993; 20 SDR 149, effective March 21, 1994; 21 SDR
183, effective April 30, 1995; 34 SDR 68, effective September 12, 2007; 43 SDR 80,
effective December 5, 2016.

General Authority: SDCL 28-6-1.
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Law Implemented: SDCL 28-6-1.

Cross-References:
Claims, ch 67:16:35.
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67:16:29:09. Billing requirements. Claims for medical equipment must be
submitted at the provider's usual and customary charge. If it is the provider's custom to
charge the general public for handling, delivery, and taxes, those charges may be
included in the provider's usual and customary charge. A provider may not bill the
department for equipment until the equipment has been delivered to the recipient.

A copy of the physician's or other licensed practitioner's written prescription, the
invoice showing the purchase price of the equipment, and other documentation does not
need to be submitted with the claim unless required. If these are submitted, the provider
must maintain the documents in the recipient's medical record and make the documents
available upon request.

Covered equipment is billed using the applicable procedure code contained in
Health Care Common Procedure Coding System.

A provider may not submit claims that do not meet the criteria contained in this
chapter.

A provider may not submit a claim for hearing aids until after thirty days of
placement. A provider may not submit a claim if the hearing aids are returned during a

trial period.

Source: 16 SDR 239, effective July 9, 1990; 17 SDR 194, effective July 1, 1991;
18 SDR 210, effective June 23, 1992; 19 SDR 26, effective August 23, 1992; 24 SDR 11,
effective August 4, 1997; 29 SDR 116, effective February 23, 2003; 34 SDR 68, effective

September 12, 2007; 35 SDR 49, effective September 10, 2008; 42 SDR 51, effective
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October 13, 2015; 44 SDR 94, effective December 4, 2017; 47 SDR 38, effective October
6, 2020; 50 SDR 63, effective November 27, 2023.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1, 28-6-1.1.

Cross-References:

Claim requirements, § 67:16:29:11.
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67:16:29:11. Claim requirements. A claim for services provided under this
chapter must be submitted on a form or in an electronic format that contains the
following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) The applicable procedure codes contained in either CMS Common
Procedure Coding System-(HEPCS) or the Physicians' Current Procedural
Terminology-(EPH for services covered under this chapter;

(8) The units of service furnished, if more than one;

(9) The provider's name and National Provider Identification (NPI) number;

(10) The ordering provider's NPI number;

(11) The prior authorization number issued by the department for services
requiring prior authorization;

(12) One of the following modifier codes, as applicable, at the end of the
procedure code:

(a) LL - Lease/rental, when rental is to be applied to the purchase price;
(b) NU - New equipment;
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(c) RP - Replacement and repair;
(d) RR - Rental, when medical equipment is to be rented; or
(e) UE - Used medical equipment; and
(13) Special comments if maintenance and repair services are for nursing facility
recipients who own their medical equipment.

A separate claim must be submitted for each recipient.

Source: 17 SDR 4, effective July 16, 1990; 17 SDR 22, effective August 14,
1990; 17 SDR 194, effective July 1, 1991; 18 SDR 78, effective November 4, 1991; 18
SDR 210, effective June 23, 1992; 19 SDR 26, effective August 23, 1992; 19 SDR 165,
effective May 3, 1993; 20 SDR 149, effective March 21, 1994; 21 SDR 183, effective
April 30, 1995; 34 SDR 68, effective September 12, 2007; 43 SDR 80, effective
December 5, 2016; 44 SDR 94, effective December 4, 2017.

General Authority: SDCL 28-6-1D&)}4.

Law Implemented: SDCL 28-6-1D&4).

Cross-References:

Claims, ch 67:16:35.

Note: The CMS 1500 form substantially meets the requirements for this rule and
its content and appearance is acceptable. These forms are available for direct purchase
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through the Superintendent of Documents, U.S. Government Printing Office,

Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:35:06. Medical assistance cross-over claim requirements. A cross-over
claim may be submitted to the department if the provider's claim to Medicare did not
trigger an automatic payment of the deductible or coinsurance. Proof of payment by
Medicare must be attached. A cross-over claim must contain the following information:

(1) The provider's name and National Provider Identification (NPI) number and
taxonomy code;

(2) The recipient's full name and medical assistance identification number from
the recipient's medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) The date of service;

(5) The place of service;

(6) The provider's usual and customary charge billed to Medicare;

(7) Units of service furnished, if more than one;

(8) The applicable procedure code from the Health Care Common Procedure

Coding System-(HCPCS)as-adoptedin§6716:01:27; or the Current Procedural
Terminology-(EP),-asadopted-in-§-6716:01:25;

(9) The amount paid by Medicare plus the Medicare discount or write off
amount;

(10) Proof of the deductible or co-insurance, which must be attached;

(11) The amount paid by third-party payers other than Medicare, if any;

(12) The amount originally billed to Medicare; and

(13) The type of Medicare coverage.

75



Source: 17 SDR 4, effective July 16, 1990; 17 SDR 184, effective June 6, 1991;
40 SDR 122, effective January 7, 2014; 43 SDR 80, effective December 5, 2016.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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Section

67:16:39:01

67:16:39:02

67:16:39:03

67:16:39:04

67:16:39:05

67:16:39:06

67:16:39:07

67:16:39:08

67:16:39:09

67:16:39:10

67:16:39:11

67:16:39:12

67:16:39:13

67:16:39:14

67:16:39:15

67:16:39:16

67:16:39:17

CHAPTER 67:16:39

CARE MANAGEMENT -- PRIMARY CARE PROVIDER

Definitions.

Individuals required to participate.

Effective dates of program.

Recipient responsible for payment of noncovered services.
Provider requirements.

Choice of primary care provider.

Change in primary care provider.

Primary care provider to provide service or-refer—reeipient—forservice

coordinate care.

Use of medical assistance identification card required.
Primary care provider program services.

Exempt services.

Repealed.

Billing requirements.

Repealed.

Claim requirements.

Repealed.

Cost share exemption, Repealed.
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67:16:39:02. Individuals required to participate.
(1) An individual shall participate in the primary care provider program if the
individual is:
(a) Covered under subdivision 67:46:01:02(1);
(b) At least—9 nineteen years old and covered under subdivision
67:46:01:02(2);
(c) Covered under subdivision 67:46:01:02(11) through (15);
(d) Covered under subdivision 67:46:01:02(22);-e
(e) Covered under subdivision 67:46:01:02(26); or

(f) Covered under subdivision 67:46:01:02(27).

(2) If the individual qualifies under one of the subdivisions but is a recipient of
home and community-based services, the individual is exempt from participating in the

primary care provider program.

Source: 20 SDR 135, effective February 22, 1994; 30 SDR 115, effective
February 4, 2004; 46 SDR 50, effective October 10, 2019.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1((4).
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67:16:39:08. Primary care provider to provide service or-refer—reecipientfor

serviee_coordinate care. Medically necessary covered services provided under the

primary care provider program must be provided by the recipient's primary care provider

Medieal-Primary care provider services provided by someone other than the

recipient's primary care provider or services provided without referral and authorization
by the primary care provider-are-nencevered-services-and may be-eausefor-denial denied

by the department.

Source: 20 SDR 135, effective February 22, 1994; 30 SDR 115, effective February
4,2004; 46 SDR 50, effective October 10, 2019.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1D&4).

Cross-Reference: Recipient responsible for payment of noncovered services,

§ 67:16:39:04.
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CHAPTER 67:16:40

CARE MANAGEMENT -- REHABILITATION, PSYCHIATRIC, NEONATAL

Section

67:16:40:01

67:16:40:02

67:16:40:03

67:16:40:04

67:16:40:05

67:16:40:06

67:16:40:07

67:16:40:08

67:16:40:09

67:16:40:09.01

67:16:40:10

67:16:40:11

67:16:40:12

67:16:40:13

67:16:40:14

Definitions, Repealed.

Certain hospitals required to participate in care management,
Repealed.

Individuals subject to care management, Repealed.
Authorization for admission required, Repealed.

Procedure for admission to psychiatric and neonatal units when
care manager not available, Repealed.

Hospital to supply medical documentation to support admission,
Repealed.

Admission requirements -- Psychiatric care, Repealed.
Admission requirements -- Neonatal intensive care, Repealed.
Admission requirements -- Rehabilitation care, Repealed.
Admission requirements -- Long-term care hospital unit, Repealed.
Care plan requirements, Repealed.

Psychiatric admission requires psychiatric evaluation, Repealed.
Hospital to supply information to care manager, Repealed.

Care manager to review and approve the need for continued stay,
Repealed.

Requirements for continued stay -- Psychiatric care, Repealed.
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67:16:40:15 Requirements for continued stay -- Rehabilitation care, Repealed.

67:16:40:16 Requirements for continued stay -- Neonatal intensive care,
Repealed.

67:16:40:16.01 Requirements for continued stay -- Long-term care hospital unit,
Repealed.

67:16:40:17 Criteria for terminating coverage -- Psychiatric care, Repealed.

67:16:40:18 Criteria for terminating coverage -- Rehabilitation, Repealed.

67:16:40:19 Criteria for terminating coverage -- Neonatal intensive care,
Repealed.

67:16:40:20 Criteria for terminating coverage -- Long-term care hospital unit,
Repealed.
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67:16:40:01. Definitions. Fermsusedin-this-chaptermean:




Source: 21 SDR 123, effective January 19, 1995; 31 SDR 39, effective
September 29, 2004.
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67:16:40:02. Certain hospitals required to participate in care management.

managementunder§-67:16:40:03 Repealed.

Source: 21 SDR 123, effective January 19, 1995; 26 SDR 168, effective July 1,
2000; 31 SDR 39, effective September 29, 2004.
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67:16:40:03. Individuals subject to care management.-The-foHewing

——A-child-bornte-an-chetblereciprent Repealed.

Source: 21 SDR 123, effective January 19, 1995; 26 SDR 168, effective July 1,

2000.
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67:16:40:04. Authorization for admission required.-A-hospital-mustreceive

Source: 21 SDR 123, effective January 19, 1995; 31 SDR 39, effective
September 29, 2004.
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67:16:40:05. Procedure for admission to psychiatric and neonatal units when

care manager not available. Hthe-admisstonisto-a-neenatal or psychiatric-unitand-the

Source: 21 SDR 123, effective January 19, 1995; 26 SDR 168, effective July 1,

2000.
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67:16:40:06. Hospital to supply documentation to support admission. Before

Source: 21 SDR 123, effective January 19, 1995; 31 SDR 39, effective
September 29, 2004.
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67:16:40:07. Admission requirements -- Psychiatric care. Anindtvidual's
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managed-inan-outpatientormedical floorsetting Repealed.

Source: 21 SDR 123, effective January 19, 1995; 44 SDR 94, effective December
4,2017.
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67:16:40:08. Admission requirements -- Neonatal intensive care. Neenatal

irth Repealed.

Source: 21 SDR 123, effective January 19, 1995; 31 SDR 39, effective
September 29, 2004; 42 SDR 51, effective October 13, 2015.
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67:16:40:09. Admission requirements -- Rehabilitation care.-An-individual's

demenstrate-gains-n-funetional-abilities Repealed.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:09.01. Admission requirements -- Long-term care hospital unit.

Source: 31 SDR 39, effective September 29, 2004.
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67:16:40:10. Care plan requirements.-Afactlity-mustprepare-a-ecare-planfor

admisston;-whicheveristater Repealed.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:11. Psychiatric admission requires psychiatric evaluation.-Within

mustbe-includedin-the-individual's medieal record Repealed.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:12. Hospital to supply information to care manager.-Within24

Source: 21 SDR 123, effective January 19, 1995; 44 SDR 94, effective December
4,2017.
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67:16:40:13. Care manager to review and approve the need for continued

continued-ecare-in-the-faethity Repealed.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:14. Requirements for continued stay -- Psychiatric care.-Asn

discharge Repealed.

Source: 21 SDR 123, effective January 19, 1995; 44 SDR 94, effective December
4,2017.
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67:16:40:15. Requirements for continued stay -- Rehabilitation care.-An

care-conferenee Repealed.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:16. Requirements for continued stay -- Neonatal intensive care.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:16.01. Requirements for continued stay -- Long-term care hospital

Source: 31 SDR 39, effective September 29, 2004.
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67:16:40:17. Criteria for terminating coverage -- Psychiatric care.-An

met Repealed.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:18. Criteria for terminating coverage -- Rehabilitation.-A#

care-conference Repealed.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:19. Criteria for terminating coverage -- Neonatal intensive care.-A#

Repealed.

Source: 21 SDR 123, effective January 19, 1995.
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67:16:40:20. Criteria for terminating coverage -- Long-term care hospital

weeks Repealed.

Source: 31 SDR 39, effective September 29, 2004.
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67:16:41:05. Mental disorder diagnosis codes -- Limits. For purposes of this chapter,

mental disorder diagnosis codes are limited to the diagnosis codes listed on the

department's billing guidance website-and-contained-in-the IED10-CM-adoptedin

Source: 22 SDR 6, effective July 26, 1995; 37 SDR 53, effective September 23,
2010; 42 SDR 51, effective October 13, 2015.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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67:16:41:13. Claim requirements. A claim for services provided under this
chapter must be submitted on a form which contains the following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing from this charge;

(7) Units of service furnished, if more than one;

(8) The applicable procedure codes contained in § 67:16:41:09;

(9) The applicable diagnosis codes-adepted-in-§-6716:01:26;

(10) The provider's name and National Provider Identification-®NPH number; and

(11) Type of service provided.

Source: 22 SDR 6, effective July 26, 1995; 40 SDR 122, effective January 7,

2014; 42 SDR 51, effective October 13, 2015.

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-Reference: Claims, ch 67:16:35.
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Note: The CMS 1500 form substantially meets the requirements of this rule and
its content and appearance are acceptable to the department. These forms are available for
direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:43:08. Rate of payment -- Limits. Payment is subject to the following
restrictions:

(1) Payment is limited to days the child is actually in the facility;

(2) Payment is made for the day of admission but not the day of discharge;

(3) Payment may not be made for reserved bed days;

(4) Except for subdivision (2) of this section, payment may not be made for
partial days; and

(5) Payment may not be made for day programs.

Rates of payment are established under the provisions of

§-6716:03:06-06 67:16:03:06.02.

Source: 23 SDR 2, effective July 15, 1996; 37 SDR 236, effective June 28, 2011.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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67:16:43:09. Claim requirements. A claim for services provided under this
chapter must be submitted on a form which contains the following information:

(1) The child's full name;

(2) The child's medical assistance identification number from the child's medical
identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) The provider's current daily rate. The provider may not subtract other third-
party or cost-sharing from this charge;

(6) Units of service furnished, if more than one;

(7) The applicable diagnosis codes-adepted-in-§-6716:01:26;

(8) The provider's name and National Provider IdentificationNPH number;

(9) Type of admission;

(10) The prior authorization number assigned by the care manager;

(11) The revenue code; and

(12) The type of bill.

Source: 23 SDR 2, effective July 15, 1996; 42 SDR 51, effective October 13,
2015.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.
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Note: The CMS 1450 (UB-04) forms are available for direct purchase through the
Superintendent of Documents, U.S. Government Printing Office, Washington, D.C.

20402. (202) 783-3238 - pricing desk.
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67:16:44:10. Claim requirements. A claim for services provided under this
chapter must be submitted on a form or in an electronic format that contains the
following information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) The applicable procedure codes contained in either Health Care Common
Procedure Coding System-(HCEPCS) or Current Procedural Terminology for services
covered under this chapter;

(8) The applicable diagnosis codes-adepted-in§-6716:01:26; and

(9) The provider's name and National Provider IdentificationNPH number.

A separate claim must be submitted for each recipient.

Source: 23 SDR 109, effective January 5, 1997; 33 SDR 44, effective September
20, 2006; 34 SDR 68, effective September 12, 2007; 42 SDR 51, effective October 13,
2015.

General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

112



Cross-References:
Claims, ch 67:16:35.

Note: The CMS 1500 form substantially meets the requirements of this rule and
its content and appearance are acceptable to the department. These forms are available for
direct purchase through the Superintendent of Documents, U.S. Government Printing

Office, Washington, D.C. 20402. (202) 783-3238 - pricing desk.
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67:16:48:13. Claim requirements -- Substance use disorders. A claim for a
substance use disorder treatment service provided under this chapter shall be submitted to
the department on a form or in an electronic format and shall contain the following
information:

(1) The recipient's full name;

(2) The recipient's medical assistance identification number from the recipient's
medical assistance identification card;

(3) Third-party liability information required under chapter 67:16:26;

(4) Date of service;

(5) Place of service;

(6) The provider's usual and customary charge. The provider may not subtract
other third-party or cost-sharing payments from this charge;

(7) The applicable procedure codes for the covered services provided;

(8) The applicable diagnosis codes-as-adeptedin-§-6716:01:26;

(9) The units or days of service furnished, if more than one;

(10) The provider's name and National Provider Identification®NPH number; and

(11) The prior authorization number issued to the provider by the division for
services that require prior authorization.

A separate claim form must be used for each recipient.

Source: 43 SDR 80, effective December 5, 2016.
General Authority: SDCL 28-6-1.
Law Implemented: SDCL 28-6-1.
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Note: The CMS 1500 form substantially meets the requirements of this rule and
its content and appearance is acceptable. These forms are available for direct purchase
through the Superintendent of Documents, U.S. Government Printing Office,
Washington, D.C. 20402.

(202) 783-3238 - pricing desk.
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CHAPTER 67:46:01

GENERAL PROVISIONS
Section
67:46:01:01 Definitions.
67:46:01:02 Eligibility requirements.
67:46:01:03 Eligibility starting date.
67:46:01:04 Repealed.
67:46:01:05 Repealed.
67:46:01:06 Confidential information.
67:46:01:06.01 Release of confidential information.
67:46:01:07 Identification card.
67:46:01:08 Fair hearings.
67:46:01:09 Medical assistance for refugees.
67:46:01:10 Medical assistance for qualified alien.
67:46:01:11 Application for assistance.
67:46:01:12 Social security numbers.
67:46:01:13 Individual to supply required information.
67:46:01:14 Availability of income and resources, Repealed.
67:46:01:15 Recovery of overpayments.
67:46:01:16 Declaration and documentation of citizenship required.
67:46:01:17 State residency determinations -- General provisions.
67:46:01:18 Residency -- Placement by states in an out-of-state long-term care

facility.
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67:46:01:19

67:46:01:20

67:46:01:21

67:46:01:22

67:46:01:23

67:46:01:24

67:46:01:25

67:46:01:26

67:46:01:27

67:46:01:28

No specified period of residence required.

Incapability of indicating intent.

Residency determinations -- Individuals under age 21 residing in
long-term care facilities.

Residency determinations -- Individuals under age 21 not residing
in a long-term care facility.

Residency determinations -- Individuals aged 21 and over residing
in long-term care facilities -- Capable of indicating intent.
Residency determinations -- Individuals aged 21 and over residing
in long-term care facilities -- Incapable of indicating intent before
age 21.

Residency determinations -- Individuals aged 21 and over residing
in long-term care facilities -- Incapable of indicating intent after
age 21.

Residency determinations -- Individuals aged 21 and over not
residing in a long-term care facility.

Disputed residency cases.

Residence determination when individual leaves the state.
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67:46:01:14. Availability of income and resources.-An-ndivdual-applyingfor

makes-the-ndividualineligible for medieal-assistanee Repealed.

Source: 30 SDR 193, effective June 13, 2004.
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67:46:12:12. Medicaid eligibility -- Children. A child is eligible for Medicaid if

the following criteria is met:

(1) With—the—exeeption—of—§-6746:0114—the The child meets the general

eligibility requirements of chapter 67:46:01;

(2) The child meets the requirements contained in this chapter.

Source: 41 SDR 7, effective July 29, 2014; 41 SDR 93, effective December 3,

2014.
General Authority: SDCL 28-6-1.

Law Implemented: SDCL 28-6-1.

Cross-Reference: Application of modified adjusted gross income (MAGI), 42

C.F.R. § 435.603 (July 15, 2013).
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