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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State Mississippi

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

28. (i) Licensed or Otherwise State-Approved Freestanding Birth Centers
Provided: No limitations With limitations X _None licensed or approved
Please describe any limitations:
28. (ii) Licensed or Otherwise State-Recognized covered professionals providing services in the
Freestanding Birth Center
Provided: ___No limitations __ With limitations (please describe below)
X _ Not Applicable (there are no licensed or State approved Freestanding Birth Centers)
Please describe any limitations:
Please check all that apply:
(a) Practitioners furnishing mandatory services described in another benefit category and
otherwise covered under the State plan (i.e., physicians and certified nurse midwives).:
(b) Other licensed practitioners furnishing prenatal, labor and delivery, or postpartum care
in a freestanding birth center within the scope of practice under State law whose services
are otherwise covered under 42 CFR 440.60 (e.g., lay midwives, certified professional

midwives (CPMs), and any other type of licensed midwife). *

(c) Other health care professionals licensed or otherwise recognized by the State to provide
these birth attendant services (e.g., doulas, lactation consultant, etc.).*

* For (b) and (c) above, please list and identify below each type of professional who will be
providing birth center services:
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State of Mississippi
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES- OTHER TYPES OF CARE

Clinic Services:

Other Clinic Services - Reimbursement is for clinics as defined in Section 41-3-15(5) of the
Mississippi code of 1972, as amended. Reimbursement is based on cost reports submitted by the
provider. The rate will be determined by dividing total reasonable cost by total encounters but will
not exceed the upper limits specified in 42 CFR 447.321 through 447.325. The established rate
setting period is July 1 to June 30. An interim rate is paid until the end of the reporting period when
there is a retrospective cost settlement. Actual reasonable costs reported on the cost report are
divided by actual encounters by clinic type to determine the actual cost per encounter.
Overpayments will be recouped from the provider, and underpayments will be paid to the provider.

Clinic services for EPSDT recipients, if medically necessary, which exceed the limitations and scope for
Medicaid recipients, as covered in this Plan, are reimbursed according to the methodology in the above
paragraph.

Notwithstanding any other provision of this section, the Division of Medicaid, as required by state law, shall
reduce the rate of reimbursement to providers for any service by five percent (5%) of the allowed amount
for that service.
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