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Contact Information

Mark Lynn, CPA (Inactive)

RHC Consultant

Healthcare Business Specialists

Suite 214, 502 Shadow Parkway

Chattanooga, Tennessee  37421

Phone: (423) 243-6185

marklynnrhc@gmail.com

www.ruralhealthclinic.com

Become a fan and Like us on Facebook for more RHC 

information

mailto:marklynnrhc@gmail.com
http://www.ruralhealthclinic.com/
http://r20.rs6.net/tn.jsp?f=001h35CYcjDxt8RlqC0dkdNWfhdwC_e8WQFe7-d5yKgykIq8al4X2Ncu6LfMRyKI8NLJZ5Jvgc0VPvwpRpLYMhYjgWbI3KA9ptED5f0xHctNF9Pa8lX20jSCKOxnUayNqXqCKONW3Hd-jlzF0KFVRln2eEA44pEhWjsF-hHZsZ8HpLZ0qU7d2skd-bnZcgcQDOUymiRH1Y9YsvUrt4h5cgVm5hUz_nynyedUu6NGGCl8bncz5XqU-QC7g==&c=3AFbFPJ3h0O6TKjqvATggI7v5OcJExxzCM-njAENc_ZhcXviGrTU9w==&ch=THsuERJpvP4xFWtCWqCF0XoP_orAPww7U1NY0hOFylmbgZ13B5G1bg==


3

Contact Information
Dani Gilbert, CPA             

RHC Consultant

Healthcare Business Specialists

Suite 214, 502 Shadow Parkway

Chattanooga, Tennessee  37421

Phone: (423) 650-7250

dani.gilbert@outlook.com

www.ruralhealthclinic.com

RHC Information Exchange Group on Facebook

•"A place to share and find information on RHCs."

mailto:dani.gilbert@outlook.com
http://www.ruralhealthclinic.com/
https://www.facebook.com/groups/1503414633296362/


What does Healthcare Business Specialists do?

1.We prepare Medicare and Medicaid Cost 

Reports for Rural Health Clinics. 

2.We prepare Program evaluations of RHCs. 

3. We help clinics startup as RHCs. 

4. Emergency Preparedness for RHCs.

Our Cost Reporting Brochure can be found at the following link:

RHC Cost Report Brochure 

4

https://static1.squarespace.com/static/53c5f79de4b0f4932a3942a8/t/59e2a618b7411c07ef174bad/1508025881841/2017+Cost+Report+Brochure+%282+Page+PDF%29.pdf
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Who are the Medicare Administrative 

Contractors (MACs)

RHC Information Exchange 

Group on Facebook

Join this group to post or ask questions

regarding RHCs. Anyone is welcome to

post about meetings, seminars, or things

of interest to RHCs

https://www.facebook.com/groups/1503414

633296362/
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RHC Information Exchange Group on Facebook
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Emergency Preparedness 
Webinar for RHCs

• Please register for Emergency Preparedness  
Update for Rural Health Clinics on Oct 17, 2019 2:30 
PM EDT at:

• https://attendee.gotowebinar.com/register/38017
85055429650188

• After registering, you will receive a confirmation 
email containing information about joining the 
webinar.

• Brought to you by GoToWebinar®

• Webinars Made Easy®

9

https://attendee.gotowebinar.com/register/3801785055429650188
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https://www.azaleahealth.com/webinars/emerging-issues-in-rhc-

reimbursements/?fbclid=IwAR3cdDdQ1J1usnPqCE_28nXk7cN6t8witoR

FhWUV4A39ONLsEISn9ULI9p8

https://www.azaleahealth.com/webinars/emerging-issues-in-rhc-reimbursements/?fbclid=IwAR3cdDdQ1J1usnPqCE_28nXk7cN6t8witoRFhWUV4A39ONLsEISn9ULI9p8
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Who are the Medicare Administrative 
Contractors (MACs)

Agenda 

The Omnibus Burden Reduction (Conditions of 

Participation) Final Rule

Appendix G Update – Emergency Kit Contents

Appendix Z Update – Infectious Diseases

Required Signage in the Lobby

Questions

Tenncare – Lifting of the Moratorium

Questions
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Where to find Materials from this Webinar

http://www.ruralhealthclinic.com/certification-materials

http://www.ruralhealthclinic.com/certification-materials


S. 1037 - Rural Health Clinics Modernization Act 



S. 1037 - Rural 
Health Clinics 

Modernization 
Act 

14

• Sec. 2 Modernizing Physician, Physician Assistant, and Nurse Practitioner 
Utilization Requirements. 

• Modernizes RHC physician supervision requirements by aligning them to state 
scope of practice laws governing PA and NP practice. Now that all states have 
Practice Acts governing PA and NP scope of practice, federal standards are 
unnecessary. Allows PAs and NPs to practice to the top of their license without 
unnecessary federal supervision requirements that apply only because the PA or NP 
is practicing in an RHC. 

• Sec. 3 Removing Outdated Laboratory Requirements. 

• Removes a requirement that RHCs must “directly provide” certain lab services 
on site, and allows RHCs to satisfy this requirement if they have prompt access to 
the required lab services. 

• Sec. 4 Allowing Rural Health Clinics the Flexibility to Contract with Physician 
Assistants and Nurse Practitioners. 

• Removes a redundant requirement that RHCs employ a PA or NP (as evidenced 
by a W2) and allows RHCs to satisfy the PA, NP, or CNM utilization requirements 
through a contractual agreement if they choose to do so. 

• Sec. 5 Allow Rural Health Clinics to be the Distant Site for a Telehealth Visit. 

• Allows RHCs to offer telehealth services as the distant site (where the provider 
is located) and bill for such telehealth services as RHC visits. Currently, RHCs are 
limited to being the originating site (where patient is located). 

• Sec. 6 Creating a State Option for Rural Designation 

• Gives new authority to States (with HHS certification) to define areas as rural 
for the purposes of establishing a RHC. Similar authority currently exists for state 
designation of shortage areas. 

• Sec. 7 Raising the Cap on Rural Health Clinic Payments. 

• Beginning in CY 2020, increase the upper limit (or cap) on RHC reimbursement 
to $105 per visit, in CY 2021 to $110 per visit and in CY 2022, to $115 per visit. 
Thereafter, cap is adjusted annually by MEI. 



S. 1037 - Rural Health Clinics Modernization Act 

What are the chances?

https://www.govtrack.us/congress/bills/116/hr2788

Email Nathan Baugh at baughn@capitolassociates.com

The odds of the bill itself passing 

are very low, but if added to 

another bill such as Surprise 

Medical Bills or Pharmaceutical 

costs the percentage goes up to 

50% to 60%.

https://www.govtrack.us/congress/bills/116/hr2788
mailto:baughn@capitolassociates.com


What can 
you do? 

Call or Write 
your 

Congressman
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Who represents you in Washington?
To find out who your representatives/senators are and their contact 
information visit:
https://www.govtrack.us/congress/members
Below are some resources to help you advocate to your Congressional 
delegation.
Click Here - RHC Modernization Act Policy Narrative
Click Here - The RHC Modernization Act Section-by-Section
Click Here - Full Text of RHC Modernization Act
Click Here - Sample Letter Asking Senators For Their Support
Click Here - Sample Letter Asking For Support from the House of 
Representatives
Click Here - Sen. Barrasso Press Release
Click Here - Sen. Smith Press Release
Click Here - National Rural Health Association Endorsement
Click Here - Missouri Association of Rural Health Clinics Endorsement
Click Here - Indiana Rural Health Association Endorsement
Click Here - Smith/Sewell/McMorris Rodgers/Loebsack press release 
(5/16/2019)

https://www.web.narhc.org/narhc/RHC_Modernization_Act_Advocacy.asp

https://www.govtrack.us/congress/members
https://narhc.org/wp-content/uploads/2019/04/RHC-Modernization-Act-Policy-Narrative.pdf
https://www.web.narhc.org/Document.asp?DocID=7610
https://www.congress.gov/bill/116th-congress/senate-bill/1037/text?q=%7B%22search%22%3A%5B%22rural+health+clinic%22%5D%7D&r=1&s=1
https://narhc.org/wp-content/uploads/2019/04/RHC-Modernization-Act-Letter-of-Support-Revised-2.pdf
https://www.web.narhc.org/Document.asp?DocID=7684
https://www.barrasso.senate.gov/public/index.cfm/news-releases?ID=630353AD-3B4B-4F59-A594-5D68F900D4A0
https://www.smith.senate.gov/us-senator-tina-smith-introduces-bipartisan-bills-invest-rural-communities
https://www.ruralhealthweb.org/blogs/ruralhealthvoices/april-2019/nrha-supports-new-legislation-for-chcs-and-rhcs
https://www.web.narhc.org/Document.asp?DocID=7609
https://www.web.narhc.org/Document.asp?DocID=7742
https://adriansmith.house.gov/newsroom/press-releases/reps-smith-sewell-mcmorris-rodgers-and-loebsack-introduce-bipartisan-rural
https://www.web.narhc.org/narhc/RHC_Modernization_Act_Advocacy.asp


S. 1037 -
Rural Health 

Clinics 
Modernizati

on Act 
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We should know 

something in early 

December or 

possibly January 

2020 at the latest.



Changes to the RHC Program 

18
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The Omnibus Burden Reduction Final Rule 

Finalizes the following:

• “Regulatory Provisions 

to Promote Program 

Efficiency, 

Transparency, and 

Burden Reduction,” 

published September 

20, 2018 (83 FR 

47686);

https://www.federalregister.gov/documents/2019/09/30/2019-

20736/medicare-and-medicaid-programs-regulatory-

provisions-to-promote-program-efficiency-transparency-and

https://www.federalregister.gov/citation/83-FR-47686
https://www.federalregister.gov/documents/2019/09/30/2019-20736/medicare-and-medicaid-programs-regulatory-provisions-to-promote-program-efficiency-transparency-and
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Who are the Medicare Administrative 
Contractors (MACs)

When are these rules effective? 

Effective 

date: These 

regulations 

are effective 

on November 

29, 2019. 



The Regulation on Program Evaluation

• D. RURAL HEALTH CLINIC (RHC) AND FEDERALLY QUALIFIED HEALTH CENTER 
(FQHC) REVIEW OF PATIENT CARE POLICIES

• We are revising the requirement at § 491.9(b)(4) that RHC and FQHC patient 
care policies be reviewed at least annually by a group of professional personnel, 
to review every other year in order to reduce the frequency of policy reviews.

• E. RHC AND FQHC PROGRAM EVALUATION

• We are revising the requirement at § 491.11(a) by changing the frequency of the 
required RHC or FQHC evaluation from annually to every other year.

2
1
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Comments on the Program Evaluation Rule

Comment: Overall, the majority of comments submitted regarding this topic
expressed support for both of the proposed changes to require biennial
provision of services policy reviews and clinic or center total program
evaluation. Some of the commenters were completely supportive of the
proposed biennial change, while some of the commenters stated they were
unsure whether it will provide meaningful burden reduction. Other
commenters were appreciative of the CMS goal to reduce burden on the RHC
or FQHC and stated that the flexibility and opportunity to allow the clinic or
center to decide how to most appropriately use their staff time and
resources is critical to maintaining the highest standard of care for their
patients. One commenter suggested that, in addition to revising the time
frame for review, CMS should also reduce the burden of this regulation by
removing the requirement that someone in the group of professional
personnel that reviews the policies must be from outside the clinic or
center's staff.

Contact: CAPT Jacqueline Leach, USPHS, 410-786-4282
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Who are the Medicare Administrative 
Contractors (MACs)

Program Evaluation is now every two years 

The program evaluation 

and review of patient 

care policies 

requirements are 

reduced from annually to 

every two years.
Watch out for the trap
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Who are the Medicare Administrative 
Contractors (MACs)

Program Evaluation is now every two years (Continued) 

Don’t forget to change your RHC 

Policy and Procedure Manual to 

reflect the new regulation as you 

may receive a deficiency for not 

following your Policy Manual

Insert the new Policy in your P & P manual
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Biennial Program Evaluation Policy

http://www.ruralhealthclinic.com/s/Biennial-Program-

Evaluation-Policy-810-Template-Updated-10-1-2019.docx

http://www.ruralhealthclinic.com/s/Biennial-Program-Evaluation-Policy-810-Template-Updated-10-1-2019.docx
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Who are the Medicare Administrative 
Contractors (MACs)

Projected Savings of Program Evaluation Changes

We discussed the burden reduction for our 
revision of § 491.9(b)(4) “review of patient care 
policies” requirements imposed on RHCs and 
FQHCs in the ICR section, which is an estimated 
savings of $7.3 million biennially, or 
approximately $3.7 million annually.

In addition, the burden reduction for our revision 
of § 491.11(a) “program evaluation” requirements 
imposed on RHCs and FQHCs in the ICR section of 
this rule, which is an estimated savings of $9.9 
million biennially, or approximately $5 million 
annually.



Changes to Emergency Preparedness for RHCs

27
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Who are the Medicare Administrative 
Contractors (MACs)

The following four changes are made to the Emergency 

Preparedness requirements for RHCs

•Emergency program: decreased the requirements for RHCs 
to conduct an annual review of their emergency program to a 
biennial review.
•Emergency plan: Eliminating the requirement that the 
emergency plan include documentation of efforts to contact 
local, tribal, regional, State, and federal emergency 
preparedness officials and a facility's participation in 
collaborative and cooperative planning efforts;
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Who are the Medicare Administrative 
Contractors (MACs)

The following four changes are made to the Emergency 

Preparedness requirements for RHCs (continued)

•Training: Decreasing the training requirement from annually 
to every two years.
•Testing: Decreased the requirement for RHCs to conduct 
two testing exercises to one testing exercise annually.

•Contact: Kristin Shifflett, 410-786-4133, Ronisha Blackstone, 
410-786-6882.



The Emergency 
Preparedness Regulations

P. EMERGENCY PREPAREDNESS REQUIREMENTS: 
REQUIREMENTS FOR EMERGENCY PLANS

• We are removing the requirements from our 
emergency preparedness rules for Medicare and 
Medicaid providers and suppliers that facilities 
document efforts to contact local, tribal, regional, 
State, and Federal emergency preparedness officials, 
and that facilities document their participation in 
collaborative and cooperative planning efforts.

30



RHCs are still required to work 
with local EMA officials

• Response: We would like to point
out that providers would still be
required at the respective emergency
preparedness requirements for each
provider and supplier to include a
process for collaboration/cooperation
with officials; however, they would not
be required to document efforts to
contact these officials. Therefore, this
maintains the existence of a process
for collaboration with officials
without posing additional
documentation burdens. Therefore,
we are finalizing this requirement as
proposed and eliminating the
documentation requirement for
collaboration with emergency
preparedness officials.

31



The Emergency 
Preparedness Regulations

• Q. EMERGENCY PREPAREDNESS REQUIREMENTS: 
REQUIREMENTS FOR ANNUAL REVIEW OF 
EMERGENCY PROGRAM

• We are revising this requirement so that 
applicable providers and suppliers review their 
Emergency program biennially, except for Long Term 
Care facilities, which will still be required to review 
their emergency program annually.

32



Louisiana 
Will 

continue to 
require 
annual 

review of 
the EP 
Plans

33



The Emergency 
Preparedness Regulations

• R. EMERGENCY PREPAREDNESS REQUIREMENTS: 
REQUIREMENTS FOR TRAINING

• We are revising the requirement that facilities 
develop and maintain a training program based on 
the facility's emergency plan annually by requiring 
facilities to provide training biennially (every 2 years) 
after facilities conduct initial training for their 
emergency program, except for long term care 
facilities which will still be required to provide 
training annually. In addition, we are requiring 
additional training when the emergency plan is 
significantly updated.

34



The Emergency 
Preparedness Regulations

• S. EMERGENCY PREPAREDNESS REQUIREMENTS: 
REQUIREMENTS FOR TESTING

• For inpatient providers, we are expanding the 
types of acceptable testing exercises that may be 
conducted. For outpatient providers, we are revising 
the requirement such that only one testing exercise 
is required annually, which may be either one 
community-based full-scale exercise, if available, or 
an individual facility-based functional exercise, every 
other year and in the opposite years, these providers 
may choose the testing exercise of their choice.

35



The Old 
Emergency 

Preparedness 
Testing 

Requirements

• Facilities are currently required to conduct 
exercises to test the emergency plan at least 
annually. The facility must conduct two 
emergency preparedness testing exercises every 
year. Specifically, facilities must:

• Participate in a full-scale exercise that is 
community-based or when a community-based 
exercise is not accessible, an individual, facility-
based. If the facility experiences an actual 
natural or-man made emergency that requires 
activation of the emergency plan (including their 
communication plan and revision of the plan as 
needed), the facility is exempt from engaging in 
a community-based or individual, facility based 
full-scale exercise for 1 year following the onset 
of the actual event;

• Conduct an additional exercise that may 
include either a second full-scale exercise that is 
community-based or individual, facility-based or 
a tabletop exercise that includes a group 
discussion led by a facilitator.



Emergency 
Preparedness 
Testing for 
Inpatient 
Services

• For providers of inpatient services
(inpatient hospice facilities, Psychiatric
Residential Treatment Facilities (PRTFs),
hospitals, long-term care facilities
(LTCFs), ICFs/IIDs, and CAHs), we
proposed to retain the existing
requirement for these provider and
supplier types to conduct two
emergency preparedness testing
exercises annually.

• We proposed to expand the testing
requirement options, such that one of
the two annually required testing
exercises could be an exercise of their
choice, which could include one
community-based full-scale exercise (if
available), an individual facility-based
functional exercise, a drill, or a tabletop
exercise or workshop that included a
group discussion led by a facilitator.

37



Emergency 
Preparedness 
Testing for 
Outpatient 
(RHC) Services

• For providers of outpatient services 
we proposed to require that providers 
of outpatient services conduct only 
one testing exercise per year. 

• Furthermore, we proposed to 
require that these providers 
participate in either a community-
based full-scale exercise (if available) 
or conduct an individual facility-based 
functional exercise every other year. 

• In the opposite years, we proposed 
to allow these providers to conduct 
the testing exercise of their choice, 
which may include either a 
community-based full-scale exercise (if 
available), an individual, facility-based 
functional exercise, a drill, or a 
tabletop exercise or workshop that 
includes a group discussion led by a 
facilitator.

38



Emergency Preparedness – Testing Requirements

39
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The Medal Count

Medal Type of Exercise Participation

Gold Community-based Exercise Representation from the 
clinic

Silver Facility Based Exercise All Employees

Bronze Tabletop All Employees



In the Event of an Emergency

• We proposed to clarify the testing requirement 
exemption by noting that if a provider experiences 
an actual natural or man-made emergency that 
requires activation of their emergency plan, 
inpatient and outpatient providers will be exempt 
from their next required full-scale community-based 
exercise or individual, facility-based functional 
exercise following the onset of the actual event.

4
1



How much does the Emergency 
Preparedness rules save annually

• RHCs/FQHCs: Combined total savings of 
$4,284,104 (((4 hours for an administrator at 
$107 per hour plus 4 hours for a registered 
nurse at $71 per hour) × 4,160 RHCs × 50 
percent) $1,480,960+ (4 hours for an 
administrator at $107 per hour plus 4 hours 
for a registered nurse at $71 per hour) ×
7,874 FQHCs × 50 percent) 2,803,144.

42



CMS EP Rule Updates Since 2017
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June 2017

CMS releases the 
Emergency 
Preparedness 
Interpretative 
Guidance to clarify 
“Full Scale Exercise” 
requirements

Sep. 2017

CMS Releases 
Surveyor Training 
Available for 
Providers

Nov. 2017

All CMS providers 
and suppliers 
needed to meet all 
the 4 core 
requirements

Sep. 2018

CMS asked for public 
comment on 
proposed EP rule 
changes to relating 
to the exercise 
requirements

Feb. 2019

CMS providers must 
now add an 
Infectious Disease 
response plan to 
their emergency 
operations plans
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https://www.shakeout.org/healthcare/index.html?fbcli

d=IwAR0PW4ocf7LGU86WrxFtGia_4T_Ou32Fsol14U

WZvg2Ka63IaPh85dxsUVo

Great Shakeout – October 17, 2019

https://www.shakeout.org/healthcare/index.html?fbclid=IwAR0PW4ocf7LGU86WrxFtGia_4T_Ou32Fsol14UWZvg2Ka63IaPh85dxsUVo
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The Great Shakeout
Facility Drill – October 17, 2019

https://www.shakeout.org/centralus/register/

https://www.shakeout.org/centralus/register/
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•Register for the Shake out Drill at the following website: 
https://www.shakeout.org/centralus/ and include the Registration documentation 
in Tab 7 of your Emergency Preparedness Manual.
•Review the Shakeout Exercise Manual provided in EP Manual.
•Have all of your staff watch this introductory video. 
https://www.fema.gov/el/media-library/assets/videos/79032
•Have all of your staff watch this video on what to do in case of an earthquake.   
https://www.youtube.com/watch?v=6Rjyt7XAZrA

• Everyone should participate in the following drill. It will last one minute.  
https://www.youtube.com/user/greatshakeout
•Have everyone sign and date the sign in sheet.
•Include all documentation in Tab 7 of your Emergency Preparedness Policy and 
Procedure Manual and you MUST PREPARE AN AFTERACTION PLAN.

https://www.shakeout.org/centralus/
https://www.fema.gov/el/media-library/assets/videos/79032
https://www.youtube.com/watch?v=6Rjyt7XAZrA
https://www.youtube.com/user/greatshakeout
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How Can Your Shakeout Exercise Participation Count 
Towards your CMS Full-Scale Exercise Requirement?

• Coordinate your ShakeOut Exercise with others in your community

• Physically evacuate your facility

• Activate your Emergency Plan and Incident Command Team at 
your facility 

• Evaluate your exercise based on your exercise objectives

• Document your exercise and what was noted as improvement 
items. i.e. After-Action Report (AAR)

• Implement your Improvement Plan (IP)
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Who are the Medicare Administrative 
Contractors (MACs)

To Count as an Emergency Preparedness Drill, you need an 

After-Action Report 



Appendix Z 
Updated in 
Feburary, 
2019
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Appendix Z Revised on 2/1/2019

• Appendix Z updated as of 2/1/2019. The red italics show the changes made 
with this revision (see downloads section). For the full Appendix Z, please see

• https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/som107ap_z_emergprep.pdf

50

https://www.cms.gov/Medicare/Provid

er-Enrollment-and-

Certification/SurveyCertificationGenIn

fo/Downloads/QSO19-06-ALL.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_z_emergprep.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-06-ALL.pdf
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Revisions and Updates to Appendix Z

https://www.cms.gov/Me

dicare/Provider-

Enrollment-and-

Certification/SurveyCerti

ficationGenInfo/Downloa

ds/QSO19-06-ALL.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-06-ALL.pdf


Include Infectious Diseases in All 
Hazards Risk Assessment & 
Develop a Policy 

• CMS is adding “emerging infectious diseases”
to the current definition of all-hazards
approach. After review, CMS determined it was
critical for facilities to include planning for
infectious diseases within their emergency
preparedness program. In light of events such as
the Ebola Virus and Zika, we believe that
facilities should consider preparedness and
infection prevention within their all-hazards
approach, which covers both natural and man-
made disasters.
• http://www.ruralhealthclinic.com/s/2019-
Master-Infectious-Disease-Policy-E50-to-add-to-
the-Emergency-Preparedness-Policy-and-
Procedure.docx
• http://www.ruralhealthclinic.com/s/2019-
Emergency-Preparedness-Forms-Infectious-
Disease-Forms.pdf

52

http://www.ruralhealthclinic.com/s/2019-Master-Infectious-Disease-Policy-E50-to-add-to-the-Emergency-Preparedness-Policy-and-Procedure.docx
http://www.ruralhealthclinic.com/s/2019-Emergency-Preparedness-Forms-Infectious-Disease-Forms.pdf
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NARHC is happy to report that CMS is significantly altering their guidance policy
regarding emergency drugs and biologicals required in Rural Health Clinics. This
change is effective immediately.

Previously, RHCs were required to stock drugs and biologicals from each of the
following categories: 1-Analgesics; 2-Local Anesthetics; 3-Antibiotics; 4-
Anticonvulsants; and 5-Antidotes, emetics, serums & toxoids. However, as of
September 3rd, 2019, RHCs will only be required to consider each category
when they craft their written policies. This means that RHCs will not be required
to stock snake antidote, emetics, or anticonvulsants!

CMS Relaxes Policy on Emergency Drugs and 
Biologicals for RHCs

https://www.web.narhc.org/News/28058/CMS-Relaxes-Policy-on-

Emergency-Drugs-and-Biologicals-for-RHCs

https://www.web.narhc.org/News/28058/CMS-Relaxes-Policy-on-Emergency-Drugs-and-Biologicals-for-RHCs


Appendix G -
Emergency 
Drugs and 
Biologicals for 
RHCs

• “While each category of drugs and biologicals 
must be considered, all are not required to be 
stored…

• We will still be required to store drugs and 
biologicals for emergencies, but now, CMS is 
allowing us to determine which drugs and 
biologicals are most appropriate for our 
communities:

• …when determining which drugs and 
biologicals it has available for purposes of 
addressing common life-threatening injuries and 
acute illnesses, the RHC should consider, among 
other things, the community history, the 
medical history of its patients and accepted 
standards of practice. The clinic should have 
written policies and procedures for determining 
what drug/biologicals are stored and that 
address the process for determining which 
drugs/biologicals to store, including identifying 
who is responsible for making this 
determination.”

54
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Appendix G – Revision Dated September 3, 2019 

https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertificationGenInfo/Downloads/QSO-19-18-RHC.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO-19-18-RHC.pdf


RHCs are required to disclose ownership, medical direction & 
Principal Direction and Operation in the Lobby

56

http://www.ruralhealthclinic.com/s/2019-Certification-Master-Signage-with-

Ownership-Medical-Direction-and-management-to-be-placed-in-lo.docx

http://www.ruralhealthclinic.com/s/2019-Certification-Master-Signage-with-Ownership-Medical-Direction-and-management-to-be-placed-in-lo.docx
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Updated RHC Fact Sheet – May, 2019

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-

Network-MLN/MLNProducts/downloads/RuralHlthClinfctsht.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/RuralHlthClinfctsht.pdf
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The Moratorium Lifted Effective October 1, 2019
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Who are the Medicare Administrative 
Contractors (MACs)

Tenncare Moratorium Lifted

As of October 1, 2019, TennCare is 

lifting the moratorium on new RHCs 

registering as Medicaid RHCs

They have posted a memo and FAQ 

concerning Final Rate Setting and 

the Moratorium on their website at:

https://www.tn.gov/tenncare/moratori

um-on-rural-health-centers.html

https://www.tn.gov/tenncare/moratorium-on-rural-health-centers.html
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Who are the Medicare Administrative 
Contractors (MACs)

Moratorium on Rural Health Centers and Final Rate Setting 

In October 2017 TennCare applied for and received a moratorium from the federal 

government on the registration of new RHCs with the TennCare program. The initial 

moratorium period is for 6 months, with applications for extensions permitted by 

law. In April 2019, the federal government approved a moratorium extension that 

runs through October 25, 2019. The purpose of the moratorium was to allow for the 

creation of rules by the Division of Tenncare, in consultation with the Comptroller’s 

office, to address issues concerning the RHC payment methodology. The proposed 

TennCare rules and associated state plan amendment have been withdrawn by 

TennCare.

As of October 1, 2019, TennCare is lifting the moratorium and moving forward with 

setting final rates for all clinics that are still on interim rates. For more information 

about this, please see the following two documents:

Memo on RHC Moratorium and FQHC/RHC Final Rate Setting

FAQ on RHC Moratorium and FQHC/RHC Final Rate Setting

https://www.tn.gov/content/dam/tn/tenncare/documents/RateAndMoratoriumMemo.pdf
https://www.tn.gov/content/dam/tn/tenncare/documents/FQHCRHCFAQ.pdf
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Tenncare Memorandum on Final Rate Setting 

https://www.tn.

gov/content/da

m/tn/tenncare/d

ocuments/Rate

AndMoratorium

Memo.pdf

https://www.tn.gov/content/dam/tn/tenncare/documents/RateAndMoratoriumMemo.pdf
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Tenncare FAQs on Rate Setting 

https://www.tn.gov/content/dam/tn/tenncare/docum

ents/FQHCRHCFAQ.pdf

https://www.tn.gov/content/dam/tn/tenncare/documents/FQHCRHCFAQ.pdf
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Tenncare FAQs on Rate Setting (2) 



65

Who are the Medicare Administrative 
Contractors (MACs)

Important updates



https://www.commonwealthfund.org/blog/

2019/what-medicaid-block-grant-would-

mean-tennessee-update

The state’s refusal to expand Medicaid has left 380,000 
uninsured adults who would otherwise be covered. In 
so doing, Tennessee is passing up an estimated $26 
billion in federal payments over the next decade.

https://www.tn.gov/content/dam/tn/tenncare/

documents2/TennCareAmendment42.pdf

https://www.commonwealthfund.org/blog/2019/what-medicaid-block-grant-would-mean-tennessee-update
https://www.healthinsurance.org/tennessee-medicaid/
https://www.tn.gov/content/dam/tn/tenncare/documents2/TennCareAmendment42.pdf
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Who are the Medicare Administrative 
Contractors (MACs)

How to register as an RHC with Tenncare
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Tennessee RHCs can be placed in Three Buckets

Final Rate Setting Process 

Prior to 
10/1/2017

Final Rate based 
upon Cost Report

From 10/1/2017 
to 9/30/2019

Final Rate will be 
set using the 

average PPS rate 
for similar clinics 
unless no similar 

clinics. 

Beginning

10/1/2019

Final Rate will be 
set using the 

average PPS for 
similar clinics 

unless no similar 
clinics 
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Tennessee RHCs can be placed in Three Buckets

Settlement Process 

Prior to 10/1/2017

If final rate is lower there 
will be no recoupment in 
applying your final rate--

your

final rate will only be 
applied prospectively. If 

final rate is higher the RHC 
will receive final 

settlement.

From 10/1/2017 to 
9/30/2019

These RHCs will experience 
full reconciliations. If the 

final rate is higher then the 
RHC will receive 

settlement and if the rate 
is lower the RHC will have 

to pay Tenncare Back

Beginning

10/1/2019

These RHCs will experience 
full reconciliations. If the 

final rate is higher then the 
RHC will receive 

settlement and if the rate 
is lower the RHC will have 

to pay Tenncare Back.
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Who are the Medicare Administrative 
Contractors (MACs)
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Who are the Medicare Administrative 
Contractors (MACs)
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Tennessee RHCs certified 10/1/2019 and after

Three different Interim Rate Setting Process 

Three processes

1. If similar RHCs with similar case loads 

the RHC will immediately receive your 

final PPS rate.

2. If there are not similar RHCs, then the 

RHC receives an average PPS rate as 

the interim rate and you will receive the 

final rate based upon your cost report.

3. APM (See Next Slide)
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T
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Who are the Medicare Administrative 
Contractors (MACs)

Grand Division Interim Rates

The interim rates are:

West $141.49

Middle $131.35

East $137.99
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Who are the Medicare Administrative 
Contractors (MACs)
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Who are the Medicare Administrative 
Contractors (MACs)
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Who are the Medicare Administrative 
Contractors (MACs)
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Who are the Medicare Administrative 
Contractors (MACs)
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Who are the Medicare Administrative 
Contractors (MACs)
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TENNCARE BILLING RESOURCES
Tenncare was granted a moratorium for paying RHCs 
the enhanced RHC reimbursement rate effective 
October 25, 2017. We have included links to many of 
the documents regarding the moratorium. Please click 
the link below:
•The Tennessean Article on Tenncare lifting the Moratorium
•Tenncare Interim Payment Memorandum lifting the 
Moratorium
•The Tennessean Article on payment freeze to RHCs published 
on December 27, 2018
•Tenncare Comments on November 27, 2018
•Tenncare Proposed Rules on November 6, 2018
•Tenncare State Plan from 2005

http://www.ruralhealthclinic.com/s/2019-TennCare-backtracks-on-freezing-payments-to-rural-clinics-Newspaper-Article-on-January-10-2019.pdf
http://www.ruralhealthclinic.com/s/TennCare-RHC-Interim-Payment-Memo-to-Clinics-in-Moratorium-on-1-10-2019.pdf
https://www.tennessean.com/story/news/2018/12/27/tenncare-rural-health-care-issues-tennessee/2349379002/
http://www.ruralhealthclinic.com/s/2018-Tenncare-Comments-due-November-27-2018.pdf
http://www.ruralhealthclinic.com/s/2018-Tenncare-Proposed-Regulations-on-11-26-2018.pdf
http://www.ruralhealthclinic.com/s/2018-Tenncare-State-Plan-from-2005.pdf
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Tenncare Memorandum 
on the Moratorium on 
January 10, 2019
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Who are the Medicare Administrative 
Contractors (MACs)

Tenncare Officials

Karen E. Degges, CPA

Legislative Audit Manager

Tennessee Comptroller of the Treasury

Division of State Audit

Cordell Hull Building

425 Fifth Avenue North

Nashville, TN 37243-3400

Phone (615) 747-5203

Fax (615) 741-4293

Web 

Address: http://www.comptroller.tn.gov/sa/

http://www.comptroller.tn.gov/sa/
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Questions, Comments, Thank You

www.ruralhealthclinic.com

http://www.ruralhealthclinic.com/

