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DEPARTMENT OF HEALTH HUMAN SERVICES

Centers for Medicare Medicaid Services

601 East 12th Street, Suite 355

Kansas City, Missouri 64106 2898

Kansas City Regional Operations Group

July12, 2019

Michael Randol, Medicaid Director
Division of Medical Services
Department of Human Services
Iowa Medicaid Enterprise
611 Fifth Avenue
Des Moines, IA 50309

Dear Mr. Randol: 

On April 15, 2019, the Centers for Medicare & Medicaid Services (CMS) received Iowa’s State
Plan Amendment ( SPA) transmittal # 19-0002.  This SPA implements a Ground Emergency
Medical Transportation (GEMT) supplemental payment program for services provided by public
and publically contracted Emergency Medical Services (EMS) providers.  The state share of the
funds is through an IGT. 

SPA #19-0002 was approved July 12, 2019, with an effective date of July 1, 2019, as requested by
the state.  Enclosed is a copy of the CMS-179 summary form, as well as the approved pages for
incorporation into the Iowa State Plan.   

If you have any questions regarding this amendment, please contact Karen Hatcher or Sandra
Levels at (816) 426-5925.    

7/12/2019

X

Signed by: Megan K. Buck Bhakta -A

Enclosure

cc:  
Jennifer Steenblock
Alisa Horn
Jeff Marston

Megan K. Buck, Acting Director
Division of Medicaid Field Operations - North

Sincerely, 



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENlERS FOR MEDICARE & MED!CA!D SERVICES

FORM APPROVED
0MB No U93B·U193

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES

TO: REGIONAL ADMINISTRATOR
CENTERS FOR MEDICARE & MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIAL {Check One)

1. TRANSMITTAL NUMBER 2. STATE
1 9 - 0 0 2 IOWA

3. PROGRAM IDENTIFICATION: TITLE XIX OF THESOCIALSECURITYACT (MEDICAID)
4. PROPOSED EFFECTIVEDATEJuly1, 2019

0 NEW STATE PLAN O AMENDMENT TO BE CONSIDERED AS NEW PLAN [ Z] AMENDMENT
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separatetransmittal for each amendment) 

6. FEDERAL STATUTE/REGULATION CITATION 7. FEDERAL BUDGET IMPACT

8. PAGE NUMBER OF THE PLAN SECTION ORATTACHMENTAttachment4. 19- B, Page 16d, 16e, 16f,
16g, 16h, 16i, 16j

10. SUBJECT OF AMENDMENT

a. FFY2020 $ 5,968, 694
b. FFY2021 $ 23,874. 774

9. PAGE NUMBER OF THE SUPERSEDED PLANSECTIONORATTACHMENT { IfApplicable}

None

Request implements a GEMT supplementalpaymentpubliclycontracted Emergency Medical Services
an IGT.

program for services provided by public and (
EMS) providers. State share funded through

11. GOVERNOR'S REVIEW (Check One)

Z] GOVERNOR'S OFFICE REPORTED NOCOMMENT0COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

l:JI

0 OTHER. AS SPECIFIED

16. RETURN TO

c: ). 3r1YPEOMAME (./ Jerry R. Foxhoven
JERRY R

FOXHOVENDIRECTORDE?ARTMENT OF HUMANSERVICES1305EAST WALNUT 5THFLOORDESMOINES IA 50319- 0114--.,.... -----------------------...
114. TITLE DIRECTOR

15. DATE SUBMITTED
FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED 118. DATE APPROVED

PLAN APPROVED· ONE COPY ATTACHED

19. EFFECTIVE DATE OF APPROVED MATERIAL 20. SIGNATURE OF REGIONALOFFICIAL

21. TYPED NAME 22. TITLE

23. REMARKS

FORM CMS-179 (07/92) Instructions on Back

FFY 2019  *_________ *$ 297,108 *_____

FFY 2020 *$ 1,213,616 *_____________ *

Pen and ink change per state email dated 7.12.19.

April 15, 2019 July 12, 2019

July 1, 2019

Megan K. Buck
Acting Director
Division of Medicaid Field Operations - North
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State/Territory:    IOWA

State Plan TN # IA-19-002 Effective
Superseded TN #  NEW Approved

Methods and Standards for Establishing Payment Rates for Other Types of Care

Supplemental payment for publicly owned or operated ground emergency medical
transportation providers

This program provides supplemental payments for eligible Ground Emergency Medical
Transportation (GEMT) providers that meet specified requirements and provide GEMT services
to Iowa Medicaid members. 

Supplemental payments provided by this program are available only for the uncompensated and
allowable direct and indirect costs incurred by eligible GEMT providers while providing GEMT
services to Iowa Medicaid members.   The supplemental payment covers the gap between the
eligible GEMT provider’ s total allowable costs for providing GEMT services as reported on the
GEMT services cost report and the amount of the base payment, mileage, and all other sources of
reimbursement.   

The supplemental payment amounts shall be calculated annually on a prospective basis after the
conclusion of each state fiscal year (SFY).  Payments shall not be paid as individual increases to
current reimbursement rates as described in other parts of this state plan for GEMT services. 

This supplemental payment applies only to Iowa Medicaid services rendered to Iowa Medicaid
members by eligible GEMT providers on or after July 1, 2019. 

A. Definitions

1.“ Department” means the Iowa Department of Human Services.

2.“ Direct Costs” means all costs that can be identified specifically with particular final
cost objectives in order to meet all medical transportation mandates.

3.“ Shared Direct Costs” are direct costs that can be allocated to two or more
departmental functions or cost objectives on the basis of shared benefits.

4.“ Indirect Costs” means costs for a common or joint purpose benefitting more than
one cost objective that are allocated to each benefiting objective using an agency
approved indirect rate or an allocation methodology.  Indirect costs rate or allocation
methodology must comply with 2 C.F.R. Part 200 and CMS non-institutional
reimbursement policy.

July 1, 2019
July 12, 2019
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Supplemental payment for publicly owned or operated ground emergency medical
transportation providers

5.“ Eligible GEMT Provider” means a provider who is eligible to receive supplemental
reimbursement because it meets all of the following requirements continuously during
the claiming period:

a. Provides Ground Emergency Medical Transportation services to Iowa
Medicaid members.

b. It is a provider that is enrolled as an Iowa Medicaid provider for the period
being claimed.

c. Is owned or operated by an eligible governmental entity, to include the state, a
city, county, fire protection district, community services district, health care
district, federally recognized Indian tribe or any unit of government as defined
in 42 C.F.R. Sec. 433.50.

6.“ Dry Run” means a run that does not result in either a transport or a delivery on-site
of Medicaid covered services.

7.“ GEMT Transport” means GEMT services provided by eligible GEMT providers to
individuals and does not, include dry runs as defined in Paragraph, A.6.

8.“ GEMT Services” means both the act of transporting an individual from any point of
origin to the nearest medical facility capable of meeting the emergency medical needs
of the patient, as well as the advanced, limited-advance, and basic life support
services provided to an individual by GEMT providers before or during the act of
transportation.

a.“ Advanced Life Support” means special services designed to provide
definitive prehospital emergency medical care, including but not limited to,
cardiopulmonary resuscitation, cardiac monitoring, cardiac defibrillation,
advanced airway management, intravenous therapy, administration with drugs
and other medicinal preparations, and other specified techniques and
procedures.

July 1, 2019
July 12, 2019
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Supplemental payment for publicly owned or operated ground emergency medical
transportation providers

b.“ Limited-Advanced Life Support” means special services to provide
prehospital emergency medical care limited to techniques and procedures that
exceed basic life support but are less than advanced life support services.

c.“ Basic Life Support” means emergency first aid and cardiopulmonary
resuscitation procedures to maintain life without invasive techniques.

9.“ Service Period” means the period from July 1 through June 30 of each SFY.

10.“ Shift” means a standard period of time assigned for a complete cycle of work, as set
by each eligible GEMT provider.  The number of hours in a shift may vary by GEMT
provider, but will be consistent to each GEMT provider.

B. Supplemental Reimbursement Methodology – General Provisions

1. Computation of allowable costs and their allocation methodology must be determined
in accordance with Medicaid cost principles at 2 C.F.R. Part 200, which establish
principles and standards for determining allowable costs and the methodology for
allocating and apportioning those expenses to the Iowa Medicaid program, except as
expressly modified below.

2. Iowa Medicaid base payments to the GEMT providers for providing GEMT services
are derived from the Ambulance provider fee schedule established for
reimbursements payable by the Iowa Medicaid program by procedure code.  The base
payments for these eligible GEMT providers are fee-for-service (FFS) payments.  The
primary source of paid claims data and other Iowa Medicaid reimbursements is the
Iowa Medicaid Management Information System (IA-MMIS).  The number of paid
Iowa Medicaid FFS GEMT transports is derived from and supported by the IA-MMIS
reports for services during the applicable service period.

July 1, 2019
July 12, 2019
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Supplemental payment for publicly owned or operated ground emergency medical
transportation providers

3. The total uncompensated care costs of each eligible GEMT provider available to be
reimbursed under this supplemental payment program will equal the shortfall
resulting from the allowable costs determined using the Cost Determination Protocols
Section C.) for each eligible GEMT provider rendering GEMT services to Iowa

Medicaid members net of the amounts received and payable from the Iowa Medicaid
program and all other sources of reimbursement for GEMT services provided to Iowa
Medicaid members.  If the eligible GEMT providers do not have any uncompensated
care costs, then the provider will not receive supplemental reimbursement under this
supplemental payment program.

4. The Iowa Medicaid supplemental payment under this segment are the uncompensated
care costs for GEMT services provided by eligible GEMT providers to Iowa
Medicaid members as determined by the Prospective Supplemental Payment Amount
Section D.).

C. Cost Determination Protocols

1. An eligible GEMT provider’ s specific allowable cost per-GEMT transport rate will
be calculated based on the provider’ s audited financial data reported on the GEMT
services cost report.  The per-GEMT transport cost rate will be the sum of actual
allowable direct, shared direct, and indirect costs of providing GEMT services
excluding cost associated with dry runs as defined in Paragraph A.6 and runs

where a Medicaid covered service was delivered but no transport occurred)
divided by the actual number of GEMT transports (including dry runs as defined in
Paragraph A.6 and runs where a Medicaid covered service was delivered but no
transport occurred) provided for the applicable service period.

a. Direct costs for providing GEMT services include only the unallocated payroll
costs for the shifts in which personnel dedicate 100 percent of their time to
providing GEMT services, medical equipment and supplies, and other costs
directly related to the delivery of covered services, such as first-line
supervision, materials and supplies, professional and contracted services,
capital outlay, travel, and training.  These costs must be in compliance with
Medicaid non-institutional reimbursement policies and are directly
attributable to the provision of the GEMT services.

July 1, 2019
July 12, 2019
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Supplemental payment for publicly owned or operated ground emergency medical
transportation providers

b. Shared direct costs for GEMT services must be allocated for personnel, capital
outlay and other costs; such as medical supplies, professional and contracted
services, training and travel.  The personnel costs will be allocated based on a
percentage of total hours logged performing GEMT services activities versus
other service activities.  The capital and other shared direct costs will be
allocated based on the percentage of total call volume.

c. Indirect costs are determined by applying the cognizant agency specific
approved indirect cost rate to its total direct costs (Paragraph C.1.a) or derived
from provider’s approved cost allocation plan.  Eligible GEMT providers that
do not have a cognizant agency approved indirect cost rate or approved cost
allocation plan, the costs and related basis used to determine the allocated
indirect costs must be in compliance with Medicaid cost principles specified
at 2 C.F.R. Part 200.

d. The GEMT provider specific per-GEMT transport cost rate is calculated by
dividing the total net GEMT services allowable costs (Paragraph C.1.a, C.1.b,
and C.1.c) of the specific provider by the total number of GEMT transports
provided by the provider for the applicable service period.

D. Prospective Supplemental Payment Amount

1. The Department will calculate annual prospective supplemental payment amounts for
eligible GEMT provider on a per-GEMT transport basis.  The per-GEMT transport
prospective supplemental payment amount for each provider is based on the
provider’ s completed annual cost report in the format prescribed by the Department
for the applicable cost reporting year.  The Department will make adjustments to the
as-filed cost report based on the results of the most recently retrieved IA-MMIS
report.

2. Each eligible GEMT provider must compute the annual cost in accordance with the
Cost Determination Protocols (Section C.) and must submit the completed annual as-
filed cost report, to the Department five (5) months after the close of the service
period.

July 1, 2019
July 12, 2019
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Supplemental payment for publicly owned or operated ground emergency medical
transportation providers

3. The prospective supplemental payment amount is calculated by subtracting from
Iowa Medicaid’ s portion of the total GEMT allowable costs (Paragraph C.1) from the
as-filed cost report adjusted by the Department (Paragraph D.1), the total Iowa
Medicaid base payments (Paragraph B.2) and other payments, such as Iowa Medicaid
co-payments, received by the providers for providing GEMT services to Iowa
Medicaid members.  The result of this calculation is the uncompensated care costs for
GEMT services provided to Iowa Medicaid members.

4. The result in Paragraph D.3 is divided by the Iowa Medicaid GEMT transports
including dry runs as defined in Paragraph A.6) from the as-filed cost report adjusted

by the Department to calculate the per-GEMT services prospective supplemental
payment amount.  This amount will be paid prospectively, in addition to the Iowa
Medicaid base payments (Paragraph B.2) on a claim by claim basis.

5. The prospective supplemental payment amount will be updated the following July 1,
and every year thereafter, following submission and review of the cost report.
Specifically, the prior year’ s uncompensated care amount per Medicaid transport will
be paid as an adjustment to the following year’ s base rate.

E. Eligible GEMT Provider Reporting Requirements

Eligible GEMT providers shall: 

1. Submit the GEMT services cost report no later than five (5) months after the close of
the CY, unless a provider has made a written request for an extension and such
request is granted by the Department.

2. Provide supporting documentation to serve as evidence supporting information on the
submitted cost report and the cost determination as specified by the Department.

3. Keep, maintain, and have readily retrievable, such records as specified by the
Department to fully disclose reimbursement amounts to which the eligible
government entity is entitled, and any other records required by CMS.

July 1, 2019

July 12, 2019
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Supplemental payment for publicly owned or operated ground emergency medical
transportation providers

4. Comply with the allowable cost requirements provided in 2 C.F.R. Part 200, and
Medicaid non-institutional reimbursement policy.

F. Department Responsibilities

1. The Department will submit to CMS claims for GEMT services that are allowable
and in compliance with federal laws and regulations and Medicaid non-institutional
reimbursement policy.

2. The Department will, on an annual basis, submit any necessary materials to the
federal government to provide assurances that claims will include only those
expenditures that are allowable under federal law.

3. The Department may conduct on-site audits as necessary and will complete the audit
within two years of the postmark date of the accepted cost report.

July 1, 2019
July 12, 2019




