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CABINET FOR HEALTH AND FAMILY SERVICES
Department for Medicaid Services
Division of Policy and Operations
(Amendment)
907 KAR 1:102. Advanced practice registered nurse services.

RELATES TO: KRS 205.520

| FILEDWITHLRC |
TIME.__2_p.m.

JAN 09 2015
Doonna_ Litle
. REGULATIONS COMPILER |

STATUTORY AUTHORITY: KRS 194A.030(2), 194A.050(1), 205.520(3), 42 C.F.R.

Part 493, 42 U.S.C. 13964, b, c, d[-EO0-2004-726)

NECESSITY, FUNCTION, AND CONFORMITY: [EC-2004-726-effective-July-9-2004;

The Cabinet for Health and Family Services, Department for Medicaid Services, has re-

sponsibility to administer the Medicaid Program. KRS 205.520(3) authorizes the cabinet,

by administrative regulation, to comply with any requirement that may be imposed, or op-
portunity presented, by federal law to qualify for federal Medicaid funds[ferthe-provision
of-medical-assistance-to-Kentueky's-indigent citizenry]. This administrative regulation es-

tablishes the provisions relating to advanced practice registered nurse services covered

by the Medicaid Program

Section 1. Definitions. (1) "Advanced practice registered nurse" or "APRN" is defined

in KRS 314.011(7).
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(2) "Common practice" means an arrangement through[a-contractual-partnership-in]

which a physician and an APRN jointly administer heaith care services.

(3) "CPT code” means a code used for reporting procedures and services performed

by medical practitioners and published annually by the American Medical Association in

Current Procedural Terminology.

(4) "Department" means the Department for Medicaid Services or its designated

agent.

(5) “Enrollee” means a recipient who is enrolled with a managed care organization.

(6) "Face-to-face" means occurring:

(a) In person: or

(b) If authorized by 907 KAR 3:170, via a real-time, electronic communication that

involves two (2) way interactive video and audio communication.

(7) “Federal financial participation” is defined by 42 C.F.R. 400.203.

(8) “Global period” means the period of time in which related preoperative, intraoper-

ative, and postoperative services and follow-up care for a surgical procedure are cus-

tomarily provided.
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(9) "Incidental' means that a medical procedure:

(a) Is performed at the same time as a primary procedure: and

(b) Is clinically integral to the performance of the primary procedure,

(10) “Injectable drug” means an injectable, infused, or inhaled drug or biological that:

(a) Is not excluded as a non-covered immunization or vaccine;

(b) Requires special handling, storage, shipping, dosing, or administration: and

(c) Is a rebatable drug.

(11) "Integral" means that a medical procedure represents a component of a more com-

plex procedure performed at the same time.

(12) “Locum tenens APRN" means an APRN:

(a) Who temporarily assumes responsibility for the professional practice of an APRN

participating in the Kentucky Medicaid Program: and

(b) Whose services are billed under the Medicaid paricipating APRN'’s provider

number.

(13) “Locum tenens physician” means a substitute physician:

(a) Who temporarily assumes responsibility for the professional practice of an APRN

participating in the Kentucky Medicaid Program; and

(b) Whose services are billed under the Medicaid participating APRN's provider

number.

(14) “Managed care organization” means an entity for which the Department for Medi-

caid Services has contracted to serve as a managed care organization as defined in 42

C.F.R. 438.2.
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usirg-the-prudentlayperson-standard—{6}] "Medically necessary" or "medical necessity"

means that a covered benefit is determined to be needed in accordance with 907 KAR

3:130[shall-be:

16) "Mutuall

exclusive" means that two (2

rocedures:
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(a) Are not reasonably performed in conjunction with one (1) another during the

same patient encounter on the same date of service;
(b) Represent two (2) methods of performing the same procedure;

(c) Represent medically impossible or improbable use of CPT codes; or

(d) Are described in Current Procedural Terminology as inappropriate coding of pro-

cedure combinations.

(17)[6A] "New patient” means a recipient [enre] who has not received professional

services from the provider within the pastfa] three (3) years[yearperiod].
(18) “Provider” is defined by KRS 205.8451(8).

19) “Provider group” means a group of at least:

(a) Two (2) individually licensed APRNs who:

1. Are enrolled with the Medicaid Program individually and as a group; and

2. Share the same Medicaid group provider number; or
(b) At least one (1) APRN and at least one (1) physician who:

1. Are enrolled with the Medicaid Program individually and as a group: and

2. Share the same Medicaid group provider number[{8)—-Rrudentlayperson-standard-
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bodily-orgen-orpart].

(20) "Rebatable drug" means a drug for which the drug’s manufacturer has entered

into or complied with a rebate agreement in accordance with 42 U.S.C. 1396r-8(a).

(21)[(9)] "Recipient" is defined by KRS 205.8451(9)[means-an-individual-whe-has

(22) "Timely filing" means receipt of a Medicaid claim by the department:

(a) Within twelve (12) months of the date the service was provided:

(b) Within twelve (12) months of the date retroactive eligibility was established: or

(c) Within six (6) months of the Medicare adjudication date if the service was billed to

Medicare.

Section 2. Conditions of Participation. (1) To participate in the Medicaid program as a

provider, an APRN_or provider group shall comply with:

(a) 907 KAR 1:005, 907 KAR 1:671, and 907 KAR 1:672; and

b) The requirements regarding the confidentiality of personal records pursuant to 42

U.S.C. 1320d to 1320d-8 and 45 C.F.R. Parts 160 and 164.

(2) A provider:
(a) Shall bill the:

1. Department rather than the recipient for a covered service; or
2. Managed care organization in which the recipient is enrolled if the recipient is an _

enrollee;

(b) May bill the recipient for a service not covered by Medicaid if the provider in-
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formed the recipient of non-coverage prior to providing the service; and

(c)1. Shall not bill the recipient for a service that is denied by the department on the

basis of:

a. The service being incidental, integral, or mutually exclusive to a covered service or

within the global period for a covered service:

b. Incorrect billing procedures including incorrect bundling of services;

c. Failure to obtain prior authorization for the service; or

d. Failure to meet timely filing requirements; and

2. Shall not bill the enrollee for a service that is denied by the managed care organi-

zation in which the recipient is enrolled if the recipient is an enrollee on the basis of:

a. The service being incidental, integral, or mutually exclusive to a covered service or
within the global period for a covered service;

b. Incorrect billing procedures including incorrect bundling of services;

c. Failure to obtain prior authorization for the service if prior authorization is required
by the managed care organization; or

d. Failure to meet timely filing requirements.

(3)(a) If a provider receives any duplicate payment or overpayment from the depart-
ment or managed care organization, regardless of reason, the provider shall return the
payment to the department or managed care organization.

(b) Failure to return a payment to the department or managed care organization in
accordance with paragraph (a) of this subsection may be: = . —

1. Interpreted to be fraud or abuse; and

2. Prosecuted in accordance with applicable federal or state law.
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(4)(a) A provider shall maintain a current health record for each recipient.

(b)1. A health record shall document each service provided to the recipient including

the date of the service and the signature of the individual who provided the service.

2. The individual who provided the service shali date and sian the health record with-

in seventy-two (72) hours from the date that the individual provided the service.

(5)(a) Except as established in paragraph (b) or (c) of this subsection, a provider

shall maintain a health record regarding a recipient for at least six (6) years from the

date of the service or until any audit dispute or issue is resolved bevond six (6) vears.

(b) After a recipient’s death or discharge from services, a provider shall maintain the

recipient’s record for the longer of the following periods:

1. Six (6) vears unless the recipient is a minor: or

2. If the recipient is a minor, three (3) years after the recipient reaches the age of

majority under state law.

(c) If the Secretary of the United States Department of Health and Human Services
requires a longer document retention period than the period referenced in paragraph (a)
or (b) of this section, pursuant to 42 C.F.R. 431.17, the period established by the secre-
tary shall be the required period.

(6) If a provider fails to maintain a health record pursuant to subsection (4) or (5) of

this section, the department shall:

(a) Not reimburse for any claim associated with the health record: or

(b) Recoup from the provider any payment made associated with the health record.

(7) A provider shall comply with 45 C.F.R. Part 164.
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{2)] A service provided by an APRN to a [Kentueky-Medicaid]recipient shall be sub-

stantiated by medical records signed by the APRN which correspond to the date and

service reported on the claim submitted for payment to the:

1. Department if the claim is for a service to a recipient who is not an enrollee: or

2. Managed care organization in which the recipient is enrolled if the recipient is an
enrollee[Kentucky-Medicaid].

(b) If rendering services to a recipient in a hospital, an[{3}-ir-addition-tothe-require-
menis-established-in-subsection{2)-of-this-section,the] APRN shall document in the

medical record of the[a] hospitalized[Kentueky-Mediscaid] recipient that the APRN per-

formed one (1) or more of the following:

1.[¢a}] A personal review of the recipient’'s medical history;

2.[¢b}] A physical examination;

3.[¢e}] A confirmation or revision of the recipient’s diagnosis;

4.[{d}] A visit with the recipient; or

5.[¢e}] A discharge service for the recipient.

Section 3. APRN Covered Services. (1)(a) An APRN covered service shall be:

1.[3)] A medically-necessary service furnished by an APRN through face-to-face [di-
rect-practitioner-patient] interaction between the practitioner and the recipient except as
established in paragraph (c) of this subsection; and

2.[b}] A service which is:

e e . o 8 o B St ¥ st < e

a.[+] Within the legal scope of practice of the APRN as specified in;

(i) 201 KAR 20:057; and



(ii) 201 KAR 20:059; and

b.[2:] Eligible for reimbursement by Kentucky Medicaid.

(b) Any service covered pursuant to 907 KAR 3:005 shall be covered under this ad-
ministrative regulation if it meets the requirements established in paragraph (a) of this

subsection.

(c) Face-to-face interaction between the practitioner and recipient shall not be re-

10

11

12

13

14

15

16

17

18

19

20

21

22

23

quired for:

1. A radiology service;

2. An imaging service;
3. A pathology service;

4. An ultrasound study;

5. An echographic study;
6. An electrocardiogram;

7. An electromyogram;

8. An electroencephalogram;
9. A vascular study;

10. A telephone analysis of an emergency medical system or a cardiac pacemaker if

provided under APRN direction;

11. A sleep disorder service;

12. A laboratory service; or

13. Any other service that is customarily performed without face-to-face interaction .. .. .

between the practitioner and the recipient.

10
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£33] prescribing of drugs by an APRN shall be in accordance with 907 KAR 1:019.

3)

1. Admission to the hospital;

_ {e)] A covered delivery service provided ina: =
(a) Hospital[;-~whieh] shall include:

11

—————e o —
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2. Admission history;

3. Physical examination;

4. Anesthesia;

5. Management of uncomplicated labor;
6. Vaginal delivery; and

7. Postpartum care; or

(b) Freestanding birth center shall include:

1. Delivery services in accordance with 907 KAR 1:180, Section 3(3): and

2. Postnatal visits in accordance with 907 KAR 1:180, Section 3(3).

€A1 An EPSDT screening service shall be covered if provided in compliance with the
periodicity schedule established in 907 KAR 11:034[shall-be-cevered].

(6) Behavioral health services established in 907 KAR 15:010 that are provided by

an APRN or provider group that is the billing provider for the services shall be:

(a) Provided in accordance with 907 KAR 15:010: and

(b) Covered in accordance with 907 KAR 15:010[

12



10
11
12
13
14
15
16
17
18
19
20
21
22

23

{b}Based-onthe prudentiayperson-standard].

(6) An injectable drug listed on the Physician Injectable Drug List that is administered

by an APRN or provider group shall be covered.

Section 4. Service Limitations and Exclusions. (1)(a) A limitation on a service provid-

ed by a physician in accordance with 907 KAR 3:005 shall apply to services covered

under this administrative regulation.

(b) A service that is not covered pursuant to 907 KAR 3:005 shall not be covered un-

der this administrative requlation[if-the-service-is-provided-by-an-ARRN].

(2) The same service performed by an APRN and a physician on the same day with-

in a common practice shall be considered as one (1) covered service.

(3)(a) Except as established in paragraph (b) of this subsection, coverage of a psy-

chiatric service provided by an APRN shall be limited to four (4) psychiatric services per

APRN, per recipient, per twelve (12) months.

(b) A service designated as a psychiatry service CPT code that is provided by an

APRN with a specialty in psychiatry shall not be subject to the limit established in para-
araph (a) of this subsection.
(4) The department shall not cover more than one (1) of the following evaluation and

management services per recipient per provider per date of service:
(a) A consultation service;

(b) A critical care service; e e

(c) An emergency department evaluation and management service;
(d) A home evaluation and management service:;

13
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(e) A hospital inpatient evaluation and management service:

(f) A nursing facility service:

(9) An office or other outpatient evaluation and management service: or

(h) A preventive medicine service: or

(5) Except for any cost sharing obligation pursuant to 907 KAR 1:604, a:

(a) Recipient shall not be liable for payment of any part of a Medicaid-covered ser-

vice provided to the recipient: and

(b) Provider shall not bill or charge a recipient for any part of a Medicaid-covered

service provided to the recipient.

(6)(a) In accordance with 42 C.F.R. 455.410, to prescribe medication, order a service

for a recipient, or refer a recipient for a service, a provider shall be currently enrolled

and participating in the Medicaid program.

(b) The department shall not reimburse for a:

1. Prescription prescribed by a provider that is not currently:

a. Participating in the Medicaid program pursuant to 907 KAR 1:671: and

b. Enrolled in the Medicaid program pursuant to 907 KAR 1:672; or

2. Service:

a. Ordered by a provider that is not currently:

(i) Participating in the Medicaid program pursuant to 907 KAR 1:671: and

(ii) Enrolled in the Medicaid program pursuant to 907 KAR 1:672: or

b. Referred by a provider that is not currently:

(i) Participating in the Medicaid program pursuant to 907 KAR 1:671: and

(i) Enrolled in the Medicaid program pursuant to 907 KAR 1:672.

14
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Section 5. Prior Authorization Requirements. The prior authorization requirements

established in 907 KAR 3:005 shall apply to services provided under this administrative

regulation.

Section 6. Locum Tenens. (1) The department shall cover services provided by a lo-

cum tenens APRN or locum tenens physician under this administrative requlation if the

service meets the requirements established in this administrative requlation.

(2)(a) If an APRN for whom a locum tenens APRN is substituting has a specialty. the

locum tenens APRN shall have the same or a similar specialty.

(b) The department shall not reimburse for services provided by a locum tenens

APRN who does not have the same or a similar specialty as the APRN for whom the

locum tenens APRN is substituting.

Section 7. No Duplication of Service. (1) The department shall not reimburse for a

service provided to a recipient by more than one (1) provider of anv program in which

the service is covered during the same time period.
(2) For example, if a recipient is receiving a speech-language pathology service from

a speech-language pathologist enrolled with the Medicaid Program under 907 KAR

8:030 , the department shall not reimburse for the same service provided to the same
recipient on the same day by another provider enrolled with the Medicaid Program.

Section 8. Third Party Liability. A provider shall comply with KRS 205.622.

Section 9. Use of Electronic Signatures. (1) The creation, transmission, storage, and

other use of electronic signatures and documents shall comply with the requirements es-

tablished in KRS 369.101 to 369.120.

2) A provider that chooses to use electronic signatures shall:

15
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(a) Develop and implement a written security policy that shall:

1. Be adhered to by each of the provider's employees, officers, agents, or contractors;

2. ldentify each electronic signature for which an individual has access: and

3. Ensure that each electronic signature is created, transmitted, and stored in a secure

fashion;

(b) Develop a consent form that shall:

1. Be completed and executed by each individual using an electronic signature;
2. Attest to the signature's authenticity; and
3. Include a statement indicating that the individual has been notified of his or her re-

sponsibility in allowing the use of the electronic signature; and

(c) Provide the department, immediately upon request, with:

1. A copy of the provider's electronic signature policy;

2. The signed consent form; and

3. The original filed signature.

Section 10. Auditing Authority. The department shall have the authority to audit any

claim, medical record, or documentation associated with the claim or medical record.

21

Section 11. Federal Approval and Federal Financial Participation. The department’s

coverage of services pursuant to this administrative reqgulation shall be contingent upon:

(1) Receipt of federal financial participation for the coverage; and

(2) Centers for Medicare and Medicaid Services’ approval for the coverage.

e] de-

Section 12. Appeal Rights. [(1}] An appeal of a [

partment decision regarding;

(1) A recipient who is not enrolled with a managed care organization based upon an

16
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application of this administrative requlation[A-Medicaid-beneficiany] shall be in accord-
ance with 907 KAR 1:563;_ or

(2) An enrollee based upon an application of this administrative requlation shall be in

accordance with 907 KAR 17:010.

Section 13. Incorporation by Reference. (1) "Physicians Injectable Drug List", Febru-

ary 21, 2014, is incorporated by reference.
(2) This material may be inspected, copied, or obtained, subject to applicable copy-

right law, at:

(a) The Department for Medicaid Services, 275 East Main Street, Frankfort, Ken-

tucky, Monday through Friday, 8 a.m. to 4:30 p.m.: or

(b) Online at the department's Web site at www.chfs.ky.gov/dms/incorporated.htm.

provider-shall-be-in-accordance-with-907KAR-1:671] (17 Ky.R. 2365; eff. 5-3-91; Am.

19 Ky.R. 1463; eff. 1-27-93; 27 Ky.R. 245; 811; eff. 9-11-2000; TAm eff. 4-28-2011.)

17
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REVIEWED:
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Date '

APPROVED:

//——'

Lawrence Kissner, Commissioner
epartment for Medicaid Services

Audrey Tayse Haynes] Secretafy
Cabinet for Health Family Services

Moo lane Hogee
S
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907 KAR 1:102
PUBLIC HEARING AND PUBLIC COMMENT PERIOD

A public hearing on this administrative regulation shall, if requested, be held on Febru-
ary 23, 2015 at 9:00 a.m. in Suite B of the Health Services Auditorium, Health Services
Building, First Floor, 275 East Main Street, Frankfort, Kentucky, 40621. Individuals in-
terested in attending this hearing shall notify this agency in writing February 16, 2015,
five (5) workdays prior to the hearing, of their intent to attend. If no notification of intent
to attend the hearing is received by that date, the hearing may be canceled. The hear-
ing is open to the public. Any person who attends will be given an opportunity to com-
ment on the proposed administrative regulation. A transcript of the public hearing will
not be made unless a written request for a transcript is made. If you do not wish to at-
tend the public hearing, you may submit written comments on the proposed administra-
tive regulation. You may submit written comments regarding this proposed administra-
tive regulation until close of business March 2, 2015. Send written notification of intent
to attend the public hearing or written comments on the proposed administrative regula-

tion to;

CONTACT PERSON: Tricia Orme, tricia.orme @ky.gov, Office of Legal Services, 275
East Main Street 5 W-B, Frankfort, KY 40601, (502) 564-7905, Fax: (502) 564-7573.
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REGULATORY IMPACT ANALYSIS AND TIERING STATEMENT

Administrative Regulation: 907 KAR 1:102
Contact Person: Stuart Owen (502) 564-4321

(1) Provide a brief summary of:

(a) What this administrative regulation does: This administrative regulation establish-
es the Medicaid program coverage provisions and requirements regarding advanced
practice registered nurse (APRN) services.

(b) The necessity of this administrative regulation: This administrative regulation is
necessary to establish the Medicaid program coverage provisions and requirements re-
garding APRN services.

(c) How this administrative regulation conforms to the content of the authorizing stat-
utes: This administrative regulation conforms to the content of the authorizing statutes
by establishing the Medicaid program coverage provisions and requirements regarding
APRN services.

(d) How this administrative regulation currently assists or will assist in the effective
administration of the statutes: This administrative regulation will assist in the effective
administration of the authorizing statutes by establishing the Medicaid program cover-
age provisions and requirements regarding APRN services.

(2) If this is an amendment to an existing administrative regulation, provide a brief
summary of:

(a) How the amendment will change this existing administrative regulation: The
amendments include creating a locum tenens (substitute provider) option for APRN
practices; authorizing APRNs to form provider groups with physicians; incorporating by
reference a list of injectable drugs covered in an APRN setting; clarifying that behavioral
health services provided by an APRN that are covered pursuant to 907 KAR 15:010
(Coverage provisions and requirements regarding behavioral health services provided
by independent providers) shall be provided and covered pursuant to 907 KAR 15:010;
clarifying that all services covered pursuant to 907 KAR 3:005 (physicians services)
shall be covered via this administrative regulation if the given service is within the scope
of an APRN’s licensure; and clarifying that DMS will not reimburse for a prescription
prescribed by a provider that is not currently enrolled and participating in the Medicaid
Program or for a service ordered or referred by a provider that is not currently enrolled
and participating in the Medicaid Program.

(b) The necessity of the amendment to this administrative regulation: The amend-
ment is necessary to establish a locum tenens option for APRNSs to enhance recipient
access to services; to establish the option for an APRN to form a provider group with a
physician to allow APRNs and providers more flexibility in establishing practices (which
is expected to enhance recipient access to services); to update the injectable drugs
covered under the Medicaid program by incorporating by reference the Physician In-
jectable Drug List; and to clarify provisions. The clarification regarding DMS not reim-
bursing for a prescription unless the prescriber is currently enrolled and participating in
the Medicaid Program and not reimbursing for a service ordered or referred unless the
provider who ordered or referred the service is currently enrolled and participating in the

20



Medicaid Program is necessary to comply with a federal mandate.

(c) How the amendment conforms to the content of the authorizing statutes: The
amendment conforms to the content of the authorizing statutes by modernizing Medi-
caid standards for APRN practices; clarifying provisions, and complying with a federal
mandate.

(d) How the amendment will assist in the effective administration of the statutes: The
amendment will assist in the effective administration of the authorizing statutes by
modernizing Medicaid standards for APRN practices; clarifying provisions, and comply-
ing with a federal mandate.

(3) List the type and number of individuals, businesses, organizations, or state and
local government affected by this administrative regulation: The administrative regula-
tion affects advanced practice registered nurses enrolled in the Medicaid program. Cur-
rently, there are 4,104 individual APRNs enrolled in Kentucky’s Medicaid Program.

(4) Provide an analysis of how the entities identified in question (3) will be impacted
by either the implementation of this administrative regulation, if new, or by the change,
if it is an amendment, including:

(a) List the actions that each of the regulated entities identified in question (3) will
have to take to comply with this administrative regulation or amendment: No action is
required by providers.

(b) In complying with this administrative regulation or amendment, how much will it
cost each of the entities identified in question (3): No cost is imposed on providers.

(c) As a result of compliance, what benefits will accrue to the entities identified in
question (3): APRNs will benefit by being able to form a provider group with a physician,
by being able to employ a locum tenens APRN to take over one’s practice temporarily if
necessary, and by the expansion of more injectable drugs covered in an APRN setting.

(5) Provide an estimate of how much it will cost to implement this administrative

regulation:
(a) Initially: The Department for Medicaid Services (DMS) anticipates no additional

cost as a result of the amendment.
(b) On a continuing basis: DMS anticipates no additional cost as a result of the
amendment.

(6) What is the source of the funding to be used for the implementation and en-
forcement of this administrative regulation: The sources of revenue to be used for im-
plementation and enforcement of this administrative regulation are federal funds au-
thorized under the Social Security Act, Title XIX and matching funds of general fund
appropriations.

(7) Provide an assessment of whether an increase in fees or funding will be neces-
sary to implement this administrative regulation, if new, or by the change if it is an
amendment: The current fiscal year budget will not need to be adjusted to provide
funds for implementing this administrative regulation.
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(8) State whether or not this administrative regulation establishes any fees or directly
or indirectly increases any fees: This administrative regulation does not establish or in-
crease any fees.

(9) Tiering: Is tiering applied? Tiering was not appropriate in this administrative regu-

lation because the administrative regulation applies equally to all those individuals or
entities regulated by it.
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FEDERAL MANDATE ANALYSIS COMPARISON

Administrative Regulation: 907 KAR 1:102
Contact Person: Stuart Owen (502) 564-4321

1. Federal statute or regulation constituting the federal mandate. 42 U.S.C.
1396a(a)(19), 42 C.F.R. 447.26, 42 C.F.R. 445.410.

2. State compliance standards. KRS 205.520(3) states, "Further, it is the policy of the
Commonwealth to take advantage of all federal funds that may be available for medical
assistance. To qualify for federal funds the secretary for health and family services may
by regulation comply with any requirement that may be imposed or opportunity that may
be presented by federal law. Nothing in KRS 205.510 to 205.630 is intended to limit the
secretary's power in this respect."

3. Minimum or uniform standards contained in the federal mandate. 42 U.S.C.
1396a(a)(19) requires Medicaid programs to provide care and services consistent with
the best interests of Medicaid recipients. 42 C.F.R. 455.410 requires state Medicaid
Programs to require health care professionals who order services for Medicaid recipi-
ents or refer recipients to services to be currently enrolled and participating in the Medi-
caid Program.

4. Will this administrative regulation impose stricter requirements, or additional or dif-
ferent responsibilities or requirements, than those required by the federal mandate?
The amendment does not impose stricter, additional or different requirements than
those required by the federal mandate.

5. Justification for the imposition of the stricter standard, or additional or different re-
sponsibilities or requirements. Stricter requirements are not imposed.
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FISCAL NOTE ON STATE OR LOCAL GOVERNMENT

Administrative Regulation: 907 KAR 1:102
Contact Person: Stuart Owen (502) 564-4321

1. What units, parts or divisions of state or local government (including cities, coun-
ties, fire departments, or school districts) will be impacted by this administrative regula-
tion? This amendment will affect APRNs enrolled in the Medicaid program.

2. Identify each state or federal statute or federal regulation that requires or authoriz-
es the action taken by the administrative regulation. KRS 194A.030(2), 194A.050(1),
205.520(3), 42 C.F.R. 445.410.

3. Estimate the effect of this administrative regulation on the expenditures and reve-
nues of a state or local government agency (including cities, counties, fire departments,
or school districts) for the first full year the administrative regulation is to be in effect.

(a) How much revenue will this administrative regulation generate for the state or lo-
cal government (including cities, counties, fire departments, or school districts) for the
first year? This amendment will not generate any additional revenue for state or local
governments during the first year of implementation.

(b) How much revenue will this administrative regulation generate for the state or lo-
cal government (including cities, counties, fire departments, or school districts) for sub-
sequent years? This amendment will not generate any additional revenue for state or
local governments during subsequent years of implementation.

(c) How much will it cost to administer this program for the first year? DMS antici-
pates no additional cost as a result of the amendment.

(d) How much will it cost to administer this program for subsequent years? DMS an-
ticipates no additional cost as a result of the amendment.

Note: If specific dollar estimates cannot be determined, provide a brief narrative to
explain the fiscal impact of the administrative regulation.

Revenues (+/-):

Expenditures (+/-):

Other Explanation: No additional expenditures are necessary to implement this
amendment.
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COMMONWEALTH OF KENTUCKY
CABINET FOR HEALTH AND FAMILY SERVICES
DEPARTMENT FOR MEDICAID SERVICES
907 KAR 1:102
Summary of Material Incorporated by Reference
The “Physician Injectable Drug List”, February 21, 2014 is incorporated by reference.

This is a thirteen (13) page document which lists the injectable drugs covered by
Kentucky's Medicaid Program.
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