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Re: Responses to Comments on the Proposed Regulation 12-24/MD 

The Department of Social Services ("Department") provides the following responses to 
public comments received conceming the proposed regulation referenced above. The · 
Notice of Intent for this reguhition was published on the Secretary of State's website and 
the Department's website on November 29, 2013. A public heating was held on 
December 19, 2013. A copy of the regulation with revisions based on public comments 
is attached. 

The Department received comments fi'om the following individuals and orgaoizations: 
(1) American Academy of Physician Assistants (AAP A); (2) Community Health Center 
Association of Connecticut (CHCACT); (3) Community Health Center, Inc. (CHC); ( 4) 
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MSW Admissions; (9) Generations Family Health Center; {10) Greater Danbury 
Community Health Center; (11) Legislative Delegation of Southeastern Col111ecticut; (12) 
National Association of Social Workers, Connecticut Chapter; and (13) United 
Community and Family Services (UCFS). 

55 FARMINGTON AVENUE o HARJ'FORD, CONNECTICUT06105 
An Equal Opportunity/ Alfirnmtil'C Action Employer 

Printed on Recycled m· Recol'ered Paper 



1. General Comment Regarding State Plan FQHC Provisions 

Comment: Federal law requires that a State's methodology for Medicaid 
payments to FQHCs be set forth in the State Plan. The State Plan states that CT's 
FQHC payment methodology is set forth in an addendum. The addendum is 
labeled as a state regulation, but the regulatory sections in the title of the 
addendum are listed as "reserved" in the Regulations of the Connecticut State 
Agencies. Connecticut has never had state regulations on the books that reflect 
the federal statutory requirements for FQHC services effective Janua:ty 1, 2001, as 
set forth in Medicare, Medicaid and SCRIP Benefits Impmvement Act of 2000 
("BIP A"). The only codified state regulations currently in force are obsolete, 
reflecting the federal requirement for cost-based payment in effect between 1989 
and 2000. 

We suppmi the goal of cla:tifying the FQHC payment mles through regulation, 
but in order to comply fully with federal law, it is even more important that DSS 
amend the State Plan to describe the PPS methodology. (The State Plan should 
also· be amended to remove the "shadow regulations" that currently appear as an 
addendum to the State Plan.) 

Response: The Depmirnent is in the process of amending the rate payment 
methodology in the State Plan Amendment to describe the PPS methodology as 
well as any proposed alternative payment methodologies. 

2. Provider Participation - § 17b-262-996 

Comment: This provision appears reasonable. The only objection relates to the 
requirement that FQHCs submit grant pmposals and notices of grant award fi·om 
the Health Resources and Services Administration (HRSA) ( § 17b-262-996 ( 4) 
and (5)). We respectfully suggest that provision of these documents would be 
onerous and, moreover, that these documents are irrelevant to DSS's 
administration of the Medicaid program. In addition, FQHC grant proposals me 
preliminmy in natui·e and frequently include proprietmy information that would, if 
submitted to DSS, be exposed to public release under the State FOI process, In 
general, several sections of the Proposed RegUlations appear to assume that the 
HRSA grant process is closely connected with Medicaid reimbursement tules, 
which is incorrect. 

Response: The Depatirnent is requesting the documentation to vmify that a clinic 
has been designated an FQHC by HRSA. The Depmtment revised the regulation 
to remove the requirement that FQHCs submit the entire grant proposal. DSS will 
continue to require a copy of the grant award, however, to vetify a clinic's 
designation as an FQHC. 
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3. Scope of Services Covered-§§ 17b-262•995, 17b-262-997 

a. Comment: The proposed regulation defines the scope ofthe FQHC benefit more 
natTowly than allowed under federal law. The benefit is defined in the Proposed 
Regulation primarily by two groups of services ("required primary health 
services'' and "additional health services") that do not cotTespond to the full scope 
of services included in the FQHC benefit as defined at Social Security Act § 
1905(a)(2)(C). For example, it is unclear whether the term "requiTed primary 
health services" includes services incident to the provision of services by a core 
provider; however, under federal law, "incident to" services are included in 
"FQHC services." Similarly, under federal law, the Medicaid FQHC benefit must 
encompass any ambulatory service listed under the state plan and provided by the 
FQHC .. The State may not limit the scope of "other ambulatory setvices" through 
the list of "additional health setvices" in the Proposed Regulations. 

Along these lines, proposed § 17b-262-997(b) states that Medicaid reimb.ursement 
for FQHCs "shall be limited to medically necessaty setvices that are covered by 
the Medicaid state plan or are required EPSDT services or EPSDT special 
setvices." This provision is not clearly worded. The Medicaid FQHC benefit 
must include any "FQHC setvice" furnished by a core provider, even if that 
setvice would not be covered under the state plan if provided by a different type 
of provider. We recommend that this section be replaced by a provision stating 
that DSS covers the full Medicaid FQHC benefit as set fotth at Social SecUtity 
Act§ 1905(a)(2)(C). 

The Proposed Regulations also contain some specific limitations on covered . 
setvices that are inconsistent with federal law. For example, we recotmnend 
deleting proposed§ 17b-262-997(a). The health center's HRSA scope of project 
does not govern the scope of setvices paid for under the Medicaid FQHC benefit. 

Response: The cmmnenter is incotTect in the statement that the HRSA scope of 
project does not govern the scope of setvices paid for under the Medicaid FQHC 
benefit. To the contrary, HRSA issued a Policy Infotmation Notice that 
specifically states that the "scope of project.defines ... the basis for Medicare ·and 
Medicaid Federally Qualified Heaith Center reimbursements ... " See attached HRSA 
PIN 2008-01. It ftuther explains that a health center's scope of project is impotiant 
because it: 

Defines tlte ftpproved service sites and services necessary 
.for State Medicaid Agencies to calculate payment rates 
mider the Prospective Payment System (PPS) or other 
State-approved alternative pay11fent metltodofogy. 

See attached HRSA PIN 2008-01, p. 3. 

DSS has revised the regulation to ensure consistency with federal law and clearly 
delineate covered services and billable encounters. 
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b. Comment: As a policy matter, we object to the provisions of the Proposed 
Regulations that appears to nan·ow the cmrent FQHC Medicaid benefit in 
Connecticut. For example, presently (under the addendum to the State plan) 
"nutrition counseling'' is a covered "primary health service." See State plan Att. 
4.19-B, addendum to page l(b), § 17b-262-661(13). Under the new regulations, 
on the other hand, the benefit would be more nan·owly defined to resemble the 
Medicare diabetes self-management training and medical nutrition therapy 
benefits. See§ 17b-262-997(e)(3). Only patients diagnosed with diabetes would 
be eligible, 

The State should restore the scope of the existing nutrition counseling/therapeutic 
nutrition benefit, under which registered dieticians, who are licensed/certified in 
Connecticut by DPH as certified dieticians/nuhitionists, cmrently u·eat patients 
with diabetes, obesity, lipidemia, hypettension, and other ailments. The service is 
an imp01tant preventive and u·eatment primary care service (when determined by 
a core provider to be clinically necessary) for all those patients. The nuhition 
counseling benefit has been offered in its present fonn since the base years used 
in establishing the PPS rate (1999 and 2000). 

If DSS persists in reducing the scope of this service, and in refusing to consider 
these sewices as a billable encounter (please see co=ents below), then DSS, per 
the scope change regulation, should offer health centers an oppmtnnity to apply 
for a rate adjustment to reflect the change. 

Response: DSS does not reimburse the services of dieticians and nutritionists 
under the State Plan; therefore, it is not required to reimburse an FQHC for this 
service. An FQHC may apply for a change in scope and provide documentation 
demonstrating that visits with registered dieticians and nuttitionists were 
previously included in the establislnnent of the PPS nite for the FQHC. 

c. Comment: Proposed § 17b-262-997 conflates the scope of "covered services" 
(i.e., allowable service costs on the FQHC cost repo1t) with "billable encounters" 

· (i.e., specific visits eligible for the per-visit payment). For example, subsections · 
(c)- (e) of§ 17b-262-997 relate to the mechanism for billing covered service (full 
PPS rate, group session rate, embedded in PPS rate); they do not relate to the 
scope of the covered benefit. · It would malce more sense for those provisions to be 
included in a separate section on billable encounters. This is riot just a fo1mal 
distinction: the Proposed Regulations are unclear as to which services are 
·allowable sewice costs but are not counted as encounters, and thus will make it 
difficult (or impossible) for health centers when preparing cost rep01ts. 

Response: DSS has revised the regulation to clearly delineate the services that are 
billable as an encounter and the services that should be included in the cost 
repmts but not billed as an encounter. 
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4. 

a. 

Services Not Cove1·ed- § 17b-262-998 

Comment: With respect to item(!) (services "not listed in theFQHC scope of 
project''), it is Social Security Act§ 1905(a)(2)(C), not the HRSA scope of 
project, that defines the Medicaid FQHC benefit. TheHRSA scope of project is a 
mechanism developed by HRSA in infonnal guidance and does not control the 
scope of the Medicaid benefit. We recommend that DSS delete this item. 

Response: DSS agrees that the scope of project does not define the Medicaid 
benefit; however, the scope of project does define the HRSA approved services 
and service sites. The service sites and the services provided by an FQHC is 
infotmation that is necessary for DSS to calculate the PPS rate. This information 
will also be necessary if an FQHC notifies the department of a change in scope of 
services and seeks an adjustment to the encounter rate. · 

DSS has, however, revised the regulation to ensure consistency with federal law 
and eliminate any confusion with respect to services covered or not covered and 
billable encounters. 

b. Comment: In addition, item ( 4) ("selVices normally provided free of charge to 
patients") is inconsistent with federal law and should be deleted. Tlris is 
described as the "fi·ee care" concept and was included in CMS guidances that 
were later found to be unenforceable. 

Response: DSS has revised the regulation accordingly. 

5. Billable Encounters-§§ 17b-262-995, 17b-262'-997 

a. Comment: The rules concerning billable encounters are scattered throughout the 
Proposed Regulations, (e.g., in the definitions and in the regulation on covered 
services). "Covered services" and "billable encounters" are different concepts: 
the former defines the scope of the benefit and the latter is a cost allocation 
mechanism. DSS should promulgate a separate regulation on billable encounters. 

Response: DSS has revised the regulation to clearly delineate the mles with 
respect to covered services and billable encounters. 

b. Comment:. The "encounter" definition in the Proposed Regulations is either 
nanower than allowed by federal law or too nanow as a policy matter in several 
regards. 

Response: The encounter definition is consistent with federal law. DSS, however, 
has made a minor revision to the definition. 
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c. Comment: The definition of "health professionals" in the proposed regulations at 
§ l?b-262-995(22) is acceptable. It corresponds to the definition of the core 
providers ofFQfiC services under federal statutmy and case law. On the other 
hand, as to "allied health professionals"(§ l?b-262-995(3)), while it is in the 
State's discretion to decide which clinicians other than the core providers may 
provide billable encounters, the list is too narrow. The State's existing tules and 
policies allow for billing for an encounter with any "health professional" -- a 
broad term that is undefined in the cun·ent State rules - and in practice, DSS has 
up until now allowed health centers to bill for evaluation/management visits with 
registered nurses (RNs) under the supervision of a core provider, as well as visits 
with registered dieticians. The Proposed Regulations appear to exclude both of 
those types of currently-billable encounters. 

We urge DSS to reevaluate this decision and to broaden the defmition of "allied 
health professional" to include both RNs and registered dieticians. RNs provide 
high-quality care that could also be provided by physicians; indeed, RNs may be 
increasingly relied upon in various health care settings because of the impending 
primaty care physician shottage, combined with a projected increased demand for 
primary care services. In patticular, services provided by RNs under CPT code 
99211 (evaluation and management of an established patient) should be billable. 
In these visits, RNs provide services that have the hallmat1cs of a billable visit 
provided by a core provider (they are exercising independent professional 
judgment), and they are supervised by a core provider. 

Response: DSS has revised the regulation to include RNs in the definition of 
Allied Health Professionals. Since dieticians and nutritionists are not reimbursed 
under the State Plan, DSS is not required to reimburse FQHCs for the services of 
a dietician or a nutritionist. 

d. Comment: Registered dieticians, slinilarly, should continue to be pennitted to 
provide billable encounters. We urge DSS to retract proposed § l?b-262-997( e), 
which would rendet' diabetes self-management trainlltg and medical nutrition 
therapy training "incident-to" services that do not qualify as an encounter. 
Registered dieticians haveN ational Provider Identifier numbers and should be 
emolled in Medicaid as providers (even if the services are provided ouly under a 
presctibing order fi:om a core provider). 

Response: Registered dieticians are not reimbursed under the State Plan; 
therefore, DSS is not requll-ed to reimburse an FQHC for the services of a 
registered dietician. 

e. Comment: We appreciate the inclusion of "license-eligible individuals" in the 
allied health professionals who may furnish encounters, we note that this group 
does not include social workers who have eamed an MSW who have not yet 
earned their supervision hours and received thell-license. Given the shortage of 
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behavioral health clinicians, this is problematic. We understand that bSS 's 
solution to this problem is to implement a "licensed master social worker" 
(LMSW) provider categoty. DPH has not yet implemented the license procedures 
for the LMSW. We urge the two state agencies to work together to move quickly 
on this solution and in addition, to include LMSWs within the definition of"allied 
health professionals." 

Response: DSS has revised the regulation to include LMSW s in the definition of 
allied health professionals. 

f. Comment: We urgeDSS to not move forward with narrowing the types of 
professionals who can provide an encounter. IfDSS does move forward, then we 
note that the change in the definition in "encounter" will give rise to a change in 
the scope of services. DSS should provide affected health centers with the 
opportunity to seek an adjustment of their PPS rate. By excluding these types of 
encounters, DSS will have altered the parameters that defined costs pet visit in the 
base years (1999-2000). (If these types of visits had been non-billable in the base 
years, then the total visit count would have been lower, and the rate per visit 
higher.) 

Response: DSS has revised the regulation to allow RNs, LMSWs, certain 
unlicensed clinicians, and student intems who are under the supervision of a 
licensed health professional to provide services. An FQHC may bill for these 
services provided that the other requirements for a billable encounter are satisfied. 

g. Conuuent: In the definition of"encounter;' at§ 17b-262-995(19), the 
limitation,''Only services provided at the sites approved by HRSA in the FQHC 
scope of project are billable .... " is not required under federal law. Federal law 
permits FQHC providers to deliver services at other than FQHC sites (e.g., some 
visits at hospitals and nursing homes). In addition, this limitation on the 
definition of "encounter" was not applied under the ptior rules -including those 
that applied in the base years of 1999 and 2000. As a result, as one example, 
FQHC physicians have in the past provided clinic-type services to health center 
patients who are hospitalized, and received the PPS rate for those services (more 
on that issue, below). As with the nan·owing of qualified health professionals, 
tlils change would impact the assumptions used to develop the PPS rates in the 
base years, and DSS would be required to allow affected health centers to seek a 
rate adjustment to reflect the new "encounter" definition. 

Response: DSS has .revised the regulation. The newly-revised section 17b-262-
999 adequately covers the types of services that may be billed as an encounter, 

h. Comment: As to medical encounters (§ 17b-262-997( c)(!)), the Draft Regulations 
state that chiropractor encounters are allowable "when prescribed by a physician, 
physician assistant or APRN." Chiropractors are included in the definition of 



"physician" pursuant to federal case law, and so the prescription of a physician, 
etc., is not required for those services. 

Response: DSS has revised the regulation accordingly. 

i. Co=ent: Section 17b-262-997(c)(2) of the draft regulations states that the 
number of dental encounters "shall be limited at the discretion of the depattment." 
We reco=end that DSS delete this language and instead clearly state the rules 
for allowable dental encounters. 

Response: DSS has revised the regulation accordingly. The dental fee schedule 
specifies the number of encounters allowed per procedure. 

j. Comment: We object to the bar on hygienist encounters billed on the same day as 
dentist encountet·s. A definition petmitting same-day dentist and hygienist 
encounters promotes efficiency, and encourages improved patient care (taldng 
care of all the patient's dental needs at one time avoids the risk of the patient not 
returning for follow-up visits). 

Response: The depattment has never allowed more than one dental encounter per 
day. The regulation will remain as wtitten. 

k. Co=ent: Sectionl7b-262-997(c)(4) should be revised to allow FQHCs to bill 
for smoldng cessation encounters when it has been presctibed by any core 
provider (including APRNs, PAs, psychologists, LCSWs), not just physicians. 

Response: DSS has revised the regulation accordingly .. 

I. Comment: As noted above, medical nutrition therapy services should continue to 
be treated as billable encounters. 

Response: As noted above, DSS does not reimburse nutritionists or dieticians for 
medical nuhition therapy services under the State Plan; therefore, DSS is not 
required to reimburse FQHCs for these services. 

m. Comment: The proposed regulations do not include specific requirements 
regarding what dental services are covered and billable as "encounters," rather it 
depends on the discretion of the department for the number of dental encounters 
for certain types of procedures. 

Response: The regulation specifies that dental services provided by a dentist or 
dental hygienist are billable as encounters. Additionally, only one dental · 
encounter per day is allowed. The dental fee schedule specifies the number of 
encounter allowed per procedure. 

6. SeparatelyReimbursableNon-FQHC Services(§ l?b-262-999) 
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a. Comment: The proposed revision relates to the provision of visits to FQHC 
patients who are hospitalized. Under DSS's prior practice, these visits were . 
considered pmt of the FQHC benefit and qualified for the PPS encounter rate. 
The Proposed Rules appear to elinrioate these services from the FQHC benefit. 
Subsection (a) states, "Physicians employed by an FQHC may provide services to 
clients at a hospital, nursing facility or other off-site location and shall be 
reimblll'sed according to the Medicaid physician fee schedule." Subsectio.n (c) 
characterizes these services "non-FQHC" services and as unallowable FQiiC 
costs. 

Response: DSS met with the FQHC providers to discuss this and it was agreed 
that the Department would seek guidance from CMS. CMS confi1med that 
services provided to hospitalized patients are not FQHC services and should be 
reimbursed in accordance with the Medicaid physician fee schedule. Specifically, 
the letter from CMS stated as follows: 

We wish to confum that rounding services provided by FQHC
employed physicians should be reimbursed the Medicaid fee 
schedule amount a11d believe this position is consistent with the 
e1ite1ia in the September 10, 1995letter to California cited by the 
Association. CMS agrees with the state that rounding services are 
not"ofthe type commonly furnished in the clinic setting" precisely 
because they occur only when a patient is hospitalized. For this 
reason, services provided in the inpatient setting do not qualify for 

· PPS regardless of whether the service is an evaluation or 
management service or something else. 

See attached CMS Letter to Deputy Commissioner Brennan, November 
19, 2012. 

Therefore, the regulation will remain as wdtten. 

b. Comment: DSS should issue final regulations that continue to authorize the PPS 
rate for FQHC visits provided to hospital inpatients. The decision by DSS to 
exclude fi·om the defioition of"FQHC services" evaluation and management 
services and well-baby services provided to FQHC patients who are hospitalized 
is inconsistent with federal law. Further, it is a poor policy decision that will 
unde1mine comprehensive and cost-effective care. 

This policy decision has a two-fold impact: it deprives the FQHC of the means 
necessary to provide or al1'ange fm: such services and it deptives the FQHC 
patient of access to his or her physician to maintain continuity of care. 

Response: Please see response to comment 6 (a), above. 

c. Comment: Reimbursing FQHCs at the level of their encounter rate fpr rounding 
is necessary for health centers to comply with their obligations under Section 330 
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of the Public Health Service ("PHS") Act. Under the PHS Act, health centers 
must ensure that their physicians 4ave admitting privileges at one or more refetTal 
hospitals, or other such arrangement to ensure continuity of care. (PHS Act § 
330(k)(3)(L) of the PHS Act, 42 U.S,C. § 254b(k)(3)(L).) In cases where hospital 
all'angements (including admitting privileges and membership) are not possible, 
health centers must firmly establish all'angements for hospitalization:, discharge 
planning, and patient tracking. In other words, such rounding is not optional for 
FQHCs - and neither should be the related PPS reimbursement from Medicaid. 

Response: Please see response to comment 6 (a), above. 

' 
d. Comment: More generally, we object to the assumption implicit in subsection (a) 

that a service provided by an FQHC clinician to an FQHC patient at an "off-site 
location" may not be an allowable service cost or billable encounter. DSS's rules 
for FQHC encounters in effect up to present (as reflected in the addendum to the 
State plan) have not limited "encounters" to services provided at a service site 
included in the health center's HRSA scope of project, and no such requirement 
applies under federal law. 

Response: The Department reimburses FQHCs for health center sites approved 
by HRSA, including school based health centers, mobile sites, shelters and other 
sites listed on the HRSA Health Centers and Look-alike Sites Site Directory for 
Co1111ecticut FQHCs. 

e. Comment: DSS has obtained informal guidance :fi:om CMS to the effect that DSS 
may treat evaluation and management visits furnished to hospitalized FQHC 
patients as non-FQHC services and pay for them under the Medicaid fee schedule. 
We understand that DSS has indicated that effective January 1, 2012, it intends to 
adopt that policy; however, DSS has since then withheld all payments for the 
services at issue provided since that date. 

Response: Effective July 1, 2014, FQHCs will be able to bill for these services. 
Each FQHC may bill retroactively to January 1, 2012. Additionally, the 
depattment iss11ed interim payments upon request from an FQHC. 

7. Changes inthe Scope of Services(§ 17b-262-1001) 

a. Comment: We m·e suppottive ofthis new regul!ition, which seeks to address a 
gap in policymaking at the Department. The definition of a change in the scope 
of service as a change in the "type, intensity, duration or antount of services 
provided by an FQHC" is consistent with federal guidance. We also approve of 
the non-exclusive list of types of events that may give tise to a scope change. 

Some aspects of the Proposed Regulation unduly restrict change-in-scope rate 
. adjustments. The list of scope change events should include changes in state law. 
Specifically, in the list of circumstances that comptise a change in the scope of 
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services in§ 17b-262-1001(b)), we recommend that item (6) ("change in federal 
regulatory requirements") be revised to refer to ~'federal or state regulatory 
requirements." If state law alters either the definition of covered services or the 
definition of billable encounters in a way that alters the premises that were used to 
establish average costs per visit on the cost reports covering the base years, then 
health centers should have an opportunity to seek a PPS rate adjustment. This 
principle applies where a change in state law adds or removes a setyice or 
increases or reduces the scope of the service (for example, the type of reduction of 
medical nutrition therapy being proposed in this Proposed Rule) .. The ptinciple 
also applies where due to a change in state law, a type of visit that was billable in 
the base years in no longer recognized as a billable encounter. 

Response: DSS has revised the regulation accordingly. 

b. Comment: Some aspects of the procedures that DSS has set forth for rate 
adjustments in § 17b-262-1 001 (c) are inconsistent with federal law. In particular, 
we urge DSS to revise item ( 4), which calls for a community needs assessment, 
business plm1, and evidence that the scope change is cost effective. These 
requirements mischaracferize the nature of the State's Medicaid rate adjustment 
detennination. Under federal law, a health center already provides such 
inf9rmation to HRSA in seeking a "change in scope." In addition, the State 
Medicaid program is required to adjust the health center's PPS rate to reflect "m · 
increase or decrease in the scope of services" when a health center (among other 
circumstances) begins to provide a new service within the FQHC benefit (as 
described in Section 1905(a)(2)(C) of the Act) that it had not provided before. 
See SSA § 1902(bb )(3). The health center is entitled to provide and receive 
payment for any service covered under the Medicaid FQHC benefit per federal 
law. Unlike a cetiificate of need process, the application for a rate adjustment is 
not an application by the health center for a detennination by DSS whether it is a 
good business decision to provide the service; it is simply a request for the State 
to recoguize through a rate adjustment that the scope of the health center's 
offeting has changed. 

Response: DSS has revised 'the regulation accordingly. 

c. · Comment: DSS should reconsider the timelines it has established in describing the 
procedures for a change-in-scope rate adjustment in subsection (e). 

The Proposed Regulation would require that FQHCs apply for a rate adjustment 
within sixty days after a change in scope of service. For some of the types of 
changes in the scope of services described in subsection (b) (for example, "a 
change in the operational costs attributable to changes in tecru1ology or medical 
practices at the FQHC"), a health center will likely be able to determine that the 
event comprised a change in the scope of services only after its fiscal year is over. 
At that point, the health center may determine for the first time that the change 

. (for example, the implementation of electronic health records or electronic 
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practice management) resulted in increased costs per encounter. The rules should 
provide for a later deadline for health centers to apply for rate adjustments. 

Response: DSS has revised the regulation to allow the health center to apply for a 
rate adjustment within 60 days of the end ofthe FQHC's fiscal year. 

d. Comment: In addition, the regulation does not establish any timeframe for a 
health center to provide cost report documentation relating to the scope change. 
Such information is typically not available immediately to the health center. TI1e 
final regulations could require that a preliminary cost repmt to suppmt the rate 
adjustment application be filed within 90 days of the change in scope/rate change 
request. A final cost repmt suppmting the rate adjustment request would be 
completed by the following January 1, consistent with the current statute. 

Response: DSS has revised the regulation accordingly; 

e.. Comment: In general, the Draft Regulations provide deadlines for the health 
center's actions (deadline to apply for a rate adjustment; deadline to submit 
documentation requested by the State) but not for DSS's actions. The regulation 
should state that DSS must evaluate the health center's initial application and 
notifY the health center of any needed additional infonnation within a fixed 
timeframe (perhaps sixty days) of receipt of the application. The regulations 
should also specify a maximum total timeframe for DSS to adjudicate a rate 
adjustment request following a health center's submission of its final cost repott. 

Response: DSS has revised the regulation accordingly. 

f. Comment: Finally, the Draft Regulations do not state on what date the rate 
adjustment takes effect once DSS has approyed a scope change rate adjustment. 
We recomni.end that DSS add a provision stating that the adjustment takes effect 
as of the date of the change in the scope of service. 

Response: DSS has revised the regulation accordingly. 

g. Comment: The statutory provisions in the Social Secmity Act relating to 
Medicaid rate adjustments for FQHCs (which refer to the "scope of services," see 
SSA § 1902(bb )(3)) are umelated to the HRSA policies concerning the health 
center's project under its Section 330 grant. (TI1ose policies refer to the health 
center "scope of project.") Health centers do routinely apply to HRSA for 
changes in their scope of project when they add new sites or services. The 
documentation associated with those requests may be used by a health center in 
seeking a Medicaid rate adjustment. However, the HRSA scope change· 
procedure and the Medicaid rate adjustment are separate concepts and not directly · 

·related. 
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Response: DSS understands the difference between the change in scope imd the 
scope ofproject. As noted previously, while the two are not diTectly related, the 
scope of project "[ d)efines tlte approved service sites aml services uecessmy.for 
State Medicaid Agencies to calculate payment rates muler the Prospective Payment 
System (PPS) or other State-approved altemative payment methodology." See 
attached HRSA PIN 2008-01 

h. Comment: The new regulations are much like the old regulations in as much as 
the process by which an FQHC may request an adjustment of its encounter rate is 
based upon a change of scope of services that does not require any tiTne frame for 
DSS to act. 

Response: DSS has revised the regulation to require action by DSS on the 
change in scope request within 120 days of receipt of all of the requested 
documentation. 

8. Reimbursement- § 17b-262-1003 

a. Comment: With one major exception, described below, we are supportive of this 
draft regulation. The prior mles on FQHC rates (the addendum to the State Plan) 
contained references to cost containment mechanisms (a provider productivity 
screen and offset of grant revenues) that were used in establishing health centers' 
miginai (2001) PPS rates and that the State subsequently suspended (resulting in a 
recalculation ofPPS rates) pursuant to court order or negotiation. We support the 
promulgation of new regulations that omit those unlawful cost containment 
mechanisms. (As noted above, the State plan should also be amended to describe 
the FQHC payment methodology.) 

Response: TI1e regulation includes a repealer section that repeals the plior 1Ules. 
Additionally, DSS is in the process of amending the state plan to reflect the 
cuiTent FQHC payment methodology. 

b. Comment: We object to§ 17bc262-1003(g) --the proposal to reimburse FQHCs 
for group sessions under a system using elements of the RBRV system. Initially, 
as a legal matter, we note that adopting this type of methodology for the group 
visits (which DSS acknowledges are part of the Medicaid FQHC benefit) amounts 
to carving the associated services out of the PPS methodology. Services included 
in the FQHC benefit (and hence in the PPS methodology) may be paid for either 
as billable encounters or as "incident-to" services whose costs are embedded in 
the PPS encounter rate. 

The proposal to shift to the RBRV system is effectively a proposal to remove the 
costs associated with the behavioral health visits from the pool ofFQHC 
allowable costs that are paid for on a per-visit tin·ough PPS payments, and instead 
to reimburse health centers for the costs associated with these specific visits 
through the separate RBRV system. 
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We urge DSS to reevaluate this decision and to continue to recognize each group 
behavioral health visit as an encounter. As noted above in Section 5.c, a. switch to 
the RBRV system will put financial strain on FQHCs and will imperil access to 
behavioral health services in Coruiecticut. 

Response: DSS has revised the regulation to recognize each group behavioral 
health visit as an encounter. 

c. Comment: The proposed regulation is.outdated and incomplete with changes 
requiTed for payment to FQHCs. DSS is proposing that the costs ofFY 1999 and 
2000 provide the baseline costs. These costs are now 15 years old and were 
calculated pdor to implementation of electronic health records, Patient Centered 
Medical Homes, the Affordable Care Act and the capital investments that have 
been made in the community health centers. There are no proposed regulations 
to include the costs subsequent to FY 2000, so that the costs of these services is 
accurately reflected in the process of setting these rates. 

Response: Federal law requires that DSS set the PPS rate based upon cost 
reports from FY 1999 and 2000. If the connnenter seeks a change, they should 
contact HHS or CMS. The regulation will remain as written because it is 
consistent with federal law. 

9. PCMH 

a. Comment: A concept that is missing from the regulations is the payment for 
patient-centered medical home (PCMH) recognition and all related payments 
(e.g., quality payments for HUSKY, payments in the SIM Initiative). Most of 
Connecticut's FQHCs have achieved PCMH status, either through NCQA or the 
Joint Commission, and cu!1'ently they are the only providers in the state singled 
out for exclusion fi·om this program. Yet, FQHCs treat a full one-third of 
Connecticut Medicaid enrollees, and therefore could have significant impact if 
they were included in quality incentives. These regulations (in combination with 
amendments to the State plan) are an oppmtunity to right that wrong and the 
depmtment should reconsider this decision. 

Response: This comment is beyond the scope of the FQHC regulation. There are 
separate regulations governing PCMH. 

b. Comment: The industry is moving toward payment mechanisms that are holistic 
and based on population management a11d the quality of care. DSS has actively 
involved community health centers in the fmmal adoption of the Patient Centered 
Medical Hoines (PCMH) and the SIM grant envisions Advanced Medical Care 
Homes. However, none of these innovations appears in this methodology or 
contemplate a mechanism to address these costs or be included later. There is no 
adjustment for case management, acuity and risk of patients, or for workforce 
shortages. 

14 



Response: This comment is beyond the scope of the FQHC regulation. There are 
separate regulations goveming PCMH. 

10. Consistenc:y/Clarification of Annual Medicaid Cost Reports 

Comment: DSS should promulgate guidance on Medicaid cost repmts. FQHCs 
have generally applied Medicare guidance in the preparation of Medicaid annual 
repmts; however, due to both the differing scopes of the Medicare and Medicaid 
FQHC benefits and the different mles concerning cost containment mechanisms 
in the two programs, separate mles and guidelines are critical for Medicaid cost 
repotts. Fmmal adoption of definitions and allowable cost principles would 
provide clarity on issues such as overhead and depreciation and help centers avoid 
unintentional errors. The provision of fully functional Excel repmting and rate 
computation forms would also be appreciated. 

Response: The Deprutment is still in the process of reviewing the cost repotts that 
were subinitted this year. Upon completion of the review, the Department will 
update the cost repmt as well as the instructions to complete the cost repmt. At 
that time, the Department will consider revising the regulation to incorporate 
additional guidance with respect to the submission of cost reports. 

11. Physician Assistants and Smoking Cessation-§ 17b-262-997 (c) (4) 

Connnent: In the proposed regulations, PAs ru·e not authorized to prescribe 
smoking cessation counseling. To allow PAs to prescribe smoking cessation 
counseling, we suggest the following remedy: 

Sec. 17b-262-997. Services Covered 
( 4) Smoldng cessation counseling when a physician OR PHYSICIAN 
ASSISTANT has presctibed it for a client. Smoldng cessation counseling may be 
billed as a medical encounter, behavioral health encounter or dental encounter 
depending upon the type ofhealth professional providing the service. The 
following health professionals may provide smoking cessation counseling: 
(A) Physicians; 
(B) Physician assistants; 
(C)APRNs; 
(D) Dentists; 
(E) Clinical Psychologists; 
(F) LCSWs; and 
(G) Allied health professionals. 

Response: DSS has revised the regulation to allow for a PA, APRN or dentist to 
prescribe smoking cessation counseling. 
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12. Pediatric Eye Examinations-§ 17b-262-995 (42) (B) (v) 

Comment: "Preventive health services" is defined in a way that appears to 
require a pediatric eye "screening" rather than an eye "examination" for children. 
We encourage the department to consider amending tllis section to pe11nit a full 
eye examination as screenings can easily miss many eyed conditions. The 
Affordable Care Act deems pediatric vision care to be an essential health benefit. 
Insurance plans in Connecticut are generally covering an ammal eye examination 
for childi·en and the Connecticut Association of Optometrists would urge the 
Department to mirror this provision in the FQHC regulations. 

Response: DSS has revised the regulation to include vision care services as a 
covered non-core service. Vision care services include eye examinations. 

13. Podiatric Services-§ 17b-262-996 (c) (1) (C) 

Comment: The Connecticut Podiatric Medical Association suppmts the inclusion 
of podiatric services for Medicaid clients utilizing FQHCs and finds the linlitation 
of one tr·eatment for routine foot care to every sixty days to be reasonable. 

Response: DSS appreciates the suppmt for this regulation. 

14. Services covered -17b-262-997 (c) (3)- Non-licensed providers 

a. Comment: The proposed changes will exclude service delivery by marriage and 
family therapy student trainees and post-graduates working to achieve licensure in 
Connecticut. 

Professional not-for-profit agencies with seasoned clinicians who provide 
required supervision and training to students/interns would be greatly affected by 
any decision where they could not bill for client hours. During a time when there 
is a rapidly growing need for mental health providers, this loss of compensation 
would likely result in the loss of training anangenients for students, a dramatic 
shift in agency capacity and significant loss of access to behavioral health 
tr·eatment for consumers. 

Requirements for licensure for Marriage and Family Therapy (MFT) trainees 
includes 500 hours of face-to-face contact with families, couples and individuals 
providing exclusively clhlical services while they obtain their Masters degree. 
Post-graduates are then required to pass the national licensing exam and complete 

· an additional! ,000 hours of clhlical face-to-face contact before they are eligible 
to become licensed. These graduation and licensing requirements must be 
completed under the supervision of a licensed practitioner in a professional 
setting. This may be compared to student teaching h1 education, which ensures 
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that trainees demonstrate the required skills that are necessary to provide quality 
services. These requirements are outlined in our licensing statute. 

The referenced proposal is pmticularly conceming for Mm·riage and Fmnily 
Therapists, as the delivery of therapeutic services is this discipline's sole means of 
fulfilling requirements for licensure. MFT trainees m·e not allowed to obtain 
licensing credit for non-client contact hours, as compared to trainees from other 
disciplines who may also include altemative clinical tasks that are not specifically 
linked to in-person therapy delivery, such as case management, paperwork 
completion, or phone consultation. The rigorous standard for required client
contact.hours was created to focus on clinical sldll development treating families, 
children and individuals and meant to ensure that graduates provide quality 
setviees directly following completion oftheir degree and upon becoming 
licensed to work independently. · 

While these rigorous standards are a benefit to the delivery of quality mental 
health se1vices, a lack of established intemship sites does not allow trainees a 
mems ·to achieve licensure. 

Response: DSS has revised the regolation to allow for MFT h·ainees to provide 
services under the supe1vision of a licensed MFT pursuant to section 20-3 95c of 
the Collllecticut General Statutes. 

b. Comment: There is extraordinary value in being able to place students in field 
placements where they are able to learn firsthand tl1e skills necessary to round out 
their educational expe1ience. At the school of Health and Human Smvices at 
Southern Cmmecticut State University, we m·e educating future social workers, 
mmriage and falllily therapists, nursing students, md speech 
pathologists. Without the oppmtunity to learn at the elbow of an experienced 
helper, so much is lost. 

Response: DSS has revised the regulation to allow for unlicensed or non-cmtified 
social workers, marital and family therapists, professionat counselors and alcohol 
and dmg abuse counselors to provide services under the supe1vision of a licensed 
healtl1 professional. 

c. Co=ent: FQHCs are a training ground for behavioral health intems- students 
who m·e in Masters-level progrmns in Behavioral Health fields of study, and who 
must complete significant supetvised internship hours at a working clinic to be 

· eligible for a degree. We also hire many Bachelor-level staff and Masters-level 
· staffworldng their license eligibility. These se!Vices are typically billable to 
Medicaid, as they are provided under the direct supetvision of a licensed provider. 
They are also allowable per the Depattment's Payment of Behavioral Health 
Se1vices regolation 
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If it is the department's intent to allow only those who have completed all 
. requirements. to attain a license to be eligible, excluding interns, Bachelor-level 
staff and Masters-level staff working on requirements to be license, capacity for 
Behavioral Health services in Eastem CT will be significantly reduced. 

Response: DSS has revised the regulation to allow for unlicensed providers to 
provide setvices under the direct supervision of a licensed health professional. 
The FQHC may bill for these setvices provided all othei· requirements for an 
encounter are satisifed. 

d. Conunent: The regulations appear to restrict services by clinical social workers 
to only those listed as a Clinical Social Worker (LCSW) under the CGS section 
20-195n. Section 20-195n of the statute now licenses both licensed master social 
wodcer (LMSW) and LCSWs. The proposed langauge only mentions LCSW, not 
the LMSW that is expected to begin in the spring of 2014. Since both LCSW and 
LMSW are in§ 20-195n it is somewhat contradictory to cite the section for 
provider eligibility yet not include both license levels. The LMSW will be for new 
MSW graduates and requires they work under the supervision of a licensed 
mental health provider. These are qualified licensed clinical social workers who 
we strongly recommend be included as providers. 

Response: DSS has revised the regulation to allow for LMSWs and 
unlicensed social workers to provide services under the supervision of a licensed 
health professional. The FQHC may bill for these services provided all other 
requirements for an encounter are satisifed. 

e. Conm1ent: The proposed regulation will also disallow an FQHC from utlizing 
graduate level social work intems as providers. Many FQHCs utilize social work 
interns for therapeutic behavioral health sessions under supervision. If the new 
regulations indeed disallow intems, it will have a negative impact on service 
delivety. The number of persons the FQHC will be able to setve will drop 
dramatically. This is particularly an issue in more ruralpatts ofthe.state, such as 
Eastem Connecticut, where there is already a shmtage of mental health clinicians. 

Response: DSS has revised the regulation to allow the graduate level social work 
intems to provided setvices under the supervision of a licensed health 
professional. The FQHC may bill for these setvices provided all other 
requirements for an encounter are satisifed. 

15. Group psychotherapy and group counseling sessions - § 17b-262-997 (d) 

a. Comment: The Proposed Regulations impose the requirement of ptior 
authorization for group sessions. DSS should ensure that anyptior authorization· 
requirements imposed for p~ychotherapy are consistent with the Mental Health 
Patity and Addiction Equity Act of 2008 and impleJ.nenting regtilations. We also 
note that the tUles concerning prior authotization for behavioral health appear to 
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be in tension with the rules under the behavioral healtl1 billing regulations (§ l?b-
262-817 et seq.) that would apply to other types of providers. The maximum 
group size (8) is also inconsistent with the behavioral health regulations. 

Response: DSS has mvised the regulation accordingly. 

b. Comment: DSS's proposal to adopt a new payment methodology, under which 
group sessions will no longer be billable under the PPS rate but instead under a 
system sinlilar to the resource based relative value (RBRV) system used in 
Medicare, would effectively carve these services, which are patt of the FQHC 
benefit, out of the PPS rate methodology. A switch to the type of system DSS 
desctibes (in vague tetms) in the Proposed Regulations will put a further financial 
strain on FQHCs and will create a disincentive to the use of group therapy. This 
is not consistent with efficiency or best practices. Group therapy is an impmtant 
behavioral health service. State regulations already prohibit payment for groups 
that are social, recreational or educational in nature, which ensures that group 
therapy sessions, as ('UlTently constructed an:d billed, are medically necessary in 
nature. 

Overall, these changes to the behavioral health billing (ptior authorization, 
limiting group size and change in payment methodology) will have the combined 
effect oflimiting access to behavioral health services at the exact time that 
policymalcers have made it a goal to inlprove access to those services. These 
changes will have a direct, negative impact on people seeking those services. 

Response: DSS has revised the regulation to allow for reimbursement for group 
sessions at the encounter rate. 

c. Co=ent: DSS has proposed new regulations for FQHC reimbursement that will 
reduce access to mental health and behavioral health services in Cmmecticut, 
patticularly for Medicaid clients. We provide over 3,000 group visits for 
Medicaid clients each year. The proposed regulation will reduce the per client 
Medicaid reimbursement for group visits by 80% AND limit the number of clients 
per group to 8 clients. By reducing the group rates and the number of clients that 
can be seen in a group, access will be reduced and wait lists will be longer, 
denying people the treatment fuat they need. A one hour group will be replaced 
by individual appointutents. The equivalent of converting a single group of12 
clients to individual visits is almost 3 full days of a clinician's time. 

We strongly oppose the proposed changes as it will result in either reducing group 
wm1c or eliminating groups as a treatutent modality. 

Response: DSS has revised the regulation to allow for reimbursement of group 
sessions at tlte encounter rate. 
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16. Chiropractic Services 

a. Comment: The treahnent a chiropractor is pennitted to make is limited to the 
manual manipulation of a patient's spine. Our work and scope of practice in 
Connecticut goes well beyond this, however, and encompasses many aspect of 
primary and preventive care. We can provide additional treatments beyond 
spinal manipulation and believe the proposed regulation should be changed to 
refelect that fact. 

Response: Pursuant to General Statutes § 20-24, chiropractic services are limited 
to the following: "adjushnent, manipulation and treahnent of the human body in 
which vettebral subluxations and other malpositioned mticulations and structures 
that may interfere with the normal generation, transmission and expression of 
netve impulse between the brain, organs md tissue cells of the body, which may 
be a cause of disease, are·adjusted, manipulated or treated." The regulation has 
been revised to reference both state and fedet·allaw. See also sections l?b-262-
539 to l?b-262-540 of the Regulations of Connecticut State Agencies for services 
covered and limitations and services not covered. 

b. Comment: The proposed regulation reqnires prior authorization for mw 
treatments beyond five a month. We believe chiropractic physicians m·e in the 
best position to !mow what number of encounters per month best fit the patient's 
needs. Requiring tins level of prior authorization is likely to simply result in 
delay in needed treahnent. 

Response: This is consistent with the Department's prior authorization 
requirements for chiropractic services in a non-FQHC clinic or hospital. See 
Sectionl?b-262-542 of the Regulations of Connecticut State Agencies. 

17. Conflict with Federal and State law 

a. Comment: The proposed regulation is a11 unwise and unwmnnted "mission
creep" by the depmtment. FQHCs are currently regulated at both the Federal 
level by HRSA md the state level through DPH. Indeed, HRSA's oversight of 
FQHCs is :ftuther substantially enhanced by FQHC's participation in t11e Federal 
Tort Claims Act (FTCA) Program for malpractice coverage, winch requires in 
depth attention to clinical quality and best practices. 

The role of DSS is primarily that of a funding authority regm·ding payment for 
FQHC services provided to Medicaid patients. The depattment's proposal to 
inselt itself into FQHC operational matters, through review, for example, even of 
FQHC grant proposals, is counterproductive. Such an expanded role for DSS 

· would represent to the FQHCs "triplication" of oversight. That approach of the 
proposed regulations is also not in the best interest of the depattment. 
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Response: It is not the Depatiment' s intent to "inseti itself' into FQHC 
operational matters. Rather, the requirement for the submission of grant 
proposals is so the depatiment can verify that an FQHC has been designated by 
HRSA as at1 FQHC or an FQHC look-a-like. The Depatimei1t has revised the 
regulation to remove the requirement of the submission of the entire grant 
proposal. The regulation will continue to require a copy of the grant award for 
verification of a clinic's designation as an FQHC. It is the Depatiment's 
obligation to promulgate regulations for providers describing covered setvices, 
limitations and payment requirements. 

b. Comment: The proposed regolations are also in several respects inconsistent with 
federal laws and regolations that establish the fi·amework for FQHC operations. 
The proposed regolations should be carefully reviewed to eliminate such 
inconsistencies. 

Response: Without citing specific sections in the regolation that are inconsistent, 
the depatiment is unable to correct or explain a perceived inconistency with 
federal laws and regolations. TI1e Depatiment has thoroughly researched the 
federal laws and regolations and is confident that the proposed regulation is 
consistent with federal law and regolations. To the extent that there were 
inconsistencies pointed out hy other comnienters, the Depattment has revised the 
regoaltion as noted above to cotTect any such inconsistencies. 
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He~llh Ruourcu and SarvlctsAdmlnlslraUon 

POLICY INFORMATION NOTICE 

DATE ISSUED: December 31,2007 
DATE REVISED: January 13, 2009 

TO: Health Center Program Grantees 
Primru.y Care Associations 
National Cooperative Agreements 

DOCUMENT NUMBER: 2008-01 · 

. DOCUMENT NAME: Defining Scope of 
Project and Policy for Requesting Changes 

The purpose of this Policy fufotmation Notice (PIN) is to define what constitutes the scope of 
project for health centers funded under section 330 of the Public Health Service (PHS) Act, to 
specify which types of changes in scope of project require prior approval and to desctibe the 
process for health centers seeking to make changes in the approved scope of project. This PIN 
supersedes PINs 2000-04 and 2002-07, "Scope of Project Policy." 

Scope of project defmes the activities that the total approved section 330 grant-related project 
budget supports, the pru.·ameters for using these grant funds, the basis for Medicare and Medicaid 
Federally Qualified Health Center reimbursements, Federal Tort Claims Act coverage, 340B Drug 
Pricing eligibility and other essential benefits. Therefore, proper recording of scope of project is 
ctitical in the oversight and management of programs funded under section330 of the PHS Act. 

In this PIN, the Health Resources and Services Administration (HRSA) has updated several 
policies related to scope of project to clarify and improve the recording of cdtical information for 
health centers supported under the Health Center Program. Among the clarifications, HRSA has 
updated the definition of a service site and established site category types to assist health centers 
in repmting sites suppmted under the B:ealth Center Progra111. HRSA also has included additional 
guidance to clarify the requirements for recording the setvice delivery method for required and 
additional services which will assist grantees to better represent the manner in which services 
under a health center's approved scope of project ru.·e available to the target population. 

In implementing these policy clarifications, HRSA will provide all grantees with an opp01tunity 
to update their scope of project infmmation. HRSA will work with grantees to resolve a11y 
potential issues. 

This PIN also establishes expectations for the timely inlplementation of any request for prior 
approval to add m· delete a setvice or add, delete or Tel ocate a new service site. 'l;he effective 
date of an approved change in scope will be no earlier than the date of receipt of a complete 
application or, in cases where a grantee is not able to dete1mine the exact date by which the 



change in scope will be fully accomplished, grantees will be allowed up to 120 days following 
the date of the NGAindicating approval for the change in scope to implement the change (e.g., 
open the site or begin providing a new service). Therefore, a grantee should carefully consider 
its ability to accomplish the requested change within this anticipated timeframe prior to 
submitting a request. 

HRSA will continue to utilize an electronic process, through the HRSA Electronic Handbooks 
(EHBs), for processing requests for prior approval of changes in scope of project. This electronic 
system provides for efficient pi;ocessing, review and decision-making on the requested changes. 
However, because of the imp01tance of the scope of project, it is cmcial that grantees submit 
change in scope requests, to the extent practicable, 60 days in advance of the desired 
implementation date. It is HRSA's goal to communicate decisions on these requests within 60 days 
of receipt of a complete request. 1 

All grantees considering a change in scope are encouraged to carefully review this PlN prior to 
initiating a request. In considering a change in scope, all grantees should review the proposal with 
their Board of Directors and consult with their Project Officer. 

If you have any questions or require further guidance on the policies detailed in this PlN, please 
contact the Office of Policy and Program Development on 301-594-4300. If you have any 
questions or require fmther guidance on the process for submitting requests for prior approval for 
changes in scope of project, please contact your Project Officer. 

· Attaclunent 

James Macrae 
Associate Administrator 

1 Please see PIN 2009-03 available at.http://bphc.hrsa.gov/po\icy/pin0903 .htm. 
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Policy Information Notice 2008-01 

I. PURPOSE 

The pmpose of this Policy Infmmation Notice (PIN) is to descdbe the Health Resources and 
Services Administration's (HRSA) policy for an approved scope of project for health centers 
funded under section 330 of the Public Health Service (PHS) Act, 2 the five components of an 
approved scope of project, and the policy and process for health centers seeking ptior approval 
to make changes in the approved scope of project, This PIN supersedes PINs 2000-04 and 
2002-07, "Scope of Project Policy.'' 

II. APPLICABILITY 

This PIN applies to all HRSA health service delivery grants awarded under section 330 of the 
PHS Act, including the Community Health Center, Migrant Health Center, Health Care for the 
Homeless, and Public Housing Prinlary Care Programs collectively refel1'ed to as "grantees" or 
"grantee health centers." The grantee named on the Notice of Grant Award (NGA) is the entity 
legally accountable to HRSA for petfmmance of the health center activities as detailed and 
documented in the application for section 330 funding. Please note that only the grantee of 
record (the organization named on the NGA) can request a change in the approved scope of 
project. Changes in scope involving subrecipients or subconti·actors must be the submitted by 
the grantee of record. 3 

III. DEFINING SCOPE OF PROJECT 

The scope of project defines the activities that the total approved section 330 grant-related project 
budget suppmk 4 Specifically, the scope of project defines the approved service sites, services, 
providers, service area(s) and target population(s) which are suppmted (wholly or in patt) under 
the total section 330 grant-related project budget. A grantee's scope of project mnst be consistent 
with applicable statutory and regulatory requirements, Health Center Program Requirements, and 
the mission of the health center.' 

2 Organizations that are designated under the FQHC Look-Alike Program that are seeking a change to their approved 
scope of project should follow the process outlined in PINs for FQHC Look-Alikes on http://bphc.hrsa.gov/policy/. 
'J A subrecipient is an organization that "(il)(I) is receiving funding from such a grant Under a contract with the recipient 
of such a grant, and (ll) meets the requirements to receive a grant under section 330 of such Act ... " (§186J(aa)(4) and 
§l905(1)(2)(B) of the Social Security Act). Subrecipients must be compliant with all ofthe requirements of section 330 
to be eligible to receive FQHC reimbursement from both Medicare and Medicaid, The subrecipient atmngement must 
be documented through a formal written contract/agreement (Section 330(a)(J) of the PHS Act). 
4 Note: a 11change in scope ofproject11 under section 330 is not the same as 11 change in the scope ofservicesu in 
Medicaid as defined in the Benefits Improvement and Pmtection Act (BIPA) of2000, Sectiou702. The Centers for 
Medicare and Medicaid Services (CMS) and State Medicaid Agencies define the tetm "change in the scope ofseivices" 
as a mechanism for adjusting the Medicaid reimbursement rate of a FQHC du~ to "a cbange in the type, intensity, 
duration and /or amount of services,'' A State approved "change in the scope of service" can result in an increase or 
Qecrease in FQHC Medicaid reimbursement.. 11Change in the scope ofservices11 is defined differently in each State's 
Medicaid Plan. The State Medicaid Agency must be contacted directly if a change in scope of services is being 
requested by a health center. Please see Section VI.B. (page 27) of this PIN for additional informatim1. 
5 For more infonnation regarding the operation .ofhealfh centers1 please refer to the Health Center Program 
Requirements found at http://bphc.hrsa.gov/about/requirements/index.hlml, 
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A health center's scope of project is impmtant because it: 

Stipulates the total approved section 330 grant-related project budget, specifically 
defining the services, sites, providers, target population, and service area for which grant 
funds have been approved. This total project budget includes program income and other 
non-section 330 funds. · 

Determines the maximum potential scope of coverage (subject to certain exceptions) of 
the Federal Tort Claims Act (FTC A) program that provides medical malpractice coverage 
for deemed health centers and most individual employees (see page 26 of this PJN for · 
more information onFTCA coverage). 

Provides the necessary site infol'Jlliltion which enables covered entities to purchase 
discounted dmgs for their patients under the section 340B Dmg Pricing Program (see 
page 28 of this PJN for more information on the 340B Drug Pricing Program). 

Defines the approved service sites and services ·necessary for State Medicaid Agencies to 
calculate payment rates under the Pmspective Payment System (PPS) or other State
approved altemative payment methodology (seeP AL 2001-09 posted on 
http://www:bphc.hrsa.gov/policv/ and section 1902(bb) of the Social Security Act). 6 

Defmes the approved service sites necessary for the Centers for Medicare and Medicaid 
Services (CMS) to determine a health center's eligibility for Federally Qualified Health 
Center (FQHC) Medicare all-inclusive rate. · 

It is impmtant to note that ce1tain benefits, i.e., utilization of section 330 funds and related 
pmgram income, FQHC Medicaid reimbursement, Medicare FQHC reimbursement, FTCA 
coverage, and 340B Drug Pricing benefits, require that activities be part ofthe section 330 
approved scope of project and do not apply to activities that are not pmt of the approved 
scope of project. A section· 330 grantee's appmved scope ofprojectmay be pa1t of a larger 
health care delivery system and, as such, must be distinctly defined within that context. 
Section 330 funded health centers may carry out other activities (i.e., other lines of business) 
that are not pati of their scope of project and, thus, are not subject to section 330 
requirements and expectations. For example, a grantee cmporation may tun a day care center 
that is not within the scope of the Federal project and does not use section 330 funds or 
Telated pmgrmn income for suppmt; therefore, it would not be eligible for the benefits that 
extend to activities within the grantee's scope of project such as FTCA coverage or Medicare 
or Medicaid reimbursement. In addition, the revenue generated from other activities (in the 
example above, the day care cente1) should be sufficient to support direct costs of the activity 
plus a reasonable shm·e of overhead to ensure that section 330 funds and other grant-related 
income are not used inappropriately to support costs outside the approved scope of project. 

6 All Program Information Notices (PINs) and Program Assistance Letters (PALs) are available on the HRSA web site 
at http://\\"VW .bphc.hrsa.gov/policvl. 
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NOTE: While identification as a service site within ·a scope of project is required for 
patticipation in the FTCA, 340B Drug Pricing, and FQHC programs, it is not a guarantee that 
these benefits will be realized. Each of these programs has a specific application process and 
a comprehensive set of requirements, of which scope .of project is only one. In other words, 
identification as a service site within a scope of project is necessary, but not sufficient, to 
ensure pruticipation in the.otherprograms. To pruticipate, all of the requitements of the other 
programs must also be met. For additional infmmation, see Section VI of this PIN. 

A. ROLE OF THE BOARD TN SCOPE OF PROJECT 

The governing board of a health center provides leadership and guidance in suppott of the 
health center's mission and is legally responsible for ensuring that the health center is 
operating in accordance with applicable Federal, State and local laws and regulations. 
The health center goveming board is responsible for establishing and approving the 
health center's scope of project. The annual application for section 330 funds details the 
scope of project suppotted by the grant and, per section 330(lc)(3)(H) of the PHS Act ( 42 
U.S.C. 254b), the health center governing board must approve the health center's 
application. It is the responsibility of the goveming board to approve the overall plan and 
budget for the health center, the hom·s of operation for the health center sites, as well as 
the selection of the services provided by the health center. In fulfilling these 
responsibilities to accurately and completely delineate the health center's scope of 
project, the health center goveming board is assuring that the health center will 
effectively utilize its available resources in pursuing its mission. As the board is 
responsible for the oversight ofthe health center operations, all requests for change in 
scope of project must be approved by the health center's governing board with approval 
documented in the board minutes. 

B. FIVE CORE ELEMENTS OF SCOPEOFPROJECT 

Five core elements constitute scope.ofproject and address these fundamental questions: 

Where will services be provided (service sites)? 
What services will be provided (setvices)? 
Who will provide the services (providers)? 
What geographic area will the project setve (setvice ai'ea)? 

, Who will the project setve (target population)? 

I. Service Sites 

A se1vice site is any location where a grantee, either directly or through a sub
recipient or established al1'angement, 7 provides primaty health care setvices to a 
defined setvice area or tru·getpopulation (discussed respectively in Sections III.B.4. 
and ll.B.5. of this PIN). Sites may be permanent, seasonal, mobile van, migrant 
voucher or intmmittent as defmed further below based on many factors and as 

7 Here and throughout this doc~tm~nt "est(!blished arrangements" are intended to mean an arrangement where a service 
is provided through a formal written contract or cooperative arTangements (Section 330(a)(l) of the PHS Act). 
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appropriate for providing health care services to the target population. A service site 
may provide comprehensive primary care services or may provide a single service 
such as oral or mental health setvices, based on the identified needs in the 
community/population. Only those setvice sites listed on Form 5-Part B: Setvice 
Sites from the most recent approved application for Federal suppolt or approved 
change in scope request are a palt of a grantee's approved scope of project. 

a) Definition of a Service Site 

Service sites ai·e defined as locations where all of the following conditions 
are met: 

health center encounters are generated by documentillg in the patients' 
records face-to-face contacts between patients and providers; 
providers exercise independent judgment in the provision of setvices to 
the patient; 
smvices are provided directly by or on behalf of the grantee, whose 
goveming board l'Ctains control and authoritY over the provision of the 
smvices at the location; and 
setvices are provided on a regularly scheduled basis (e.g., daily, weeldy, 
first Thursday of every month). 8 However, there is no minimwn number 
of hours per week that setvices must be available at an individual site. 

b) Permanent Service Sites 

Petmanent sites meet the definition of a service site above at a fixed address specified 
onFmm 5- Part B: Service Sites. These sites are open year· round and may be 
operated on a full-ti.t:ne or part-time basis as appropriate to meet the needs of the 
tar·get population. Setvices at a pennanent site may be offered either directly or 
through an established arrangement. The name a11d address of each pennanent 
se!Yice site at which the grantee provides care must be listed on Fmm 5- Part B: 
Service Sites. 

c) Seasonal Service Sites 

Due to the seasonality of employment, shelter, or the !nobility of patients setved, 
gra11tees may opemte some setvice sites on a seasonal basis or for onlypatt of the 
year·. Seasonal. sites meet the definition of a service site above but operate at a fixed 
location for less than 12 months during the year. When open, seasonal sites may be 
operated on a full-ti.t:ne or part-time basis as appropriate to meet the needs of the 
target population. Gra11tees should list the name and address of each seasonal site 
on Form 5 - Part B: Se~vice Sites and indicate the approximate number of months 
that the site is open during the year·. 

8 Note the statutmy requirement in section 330(k)(3) ofthe PHS Act that "primmyhealth services of the center will be 
available and accessible in the catchment area of the centel' promptly) as appropriate, and in a mamier which assures 
continuity." In addition, note the regulatory requirement in 42 CPR 51c.303(m) that community health centers "must 
be operated in a manner calculated ... to maximize accep_tability and effective utilization of services.'' 
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d) Special Instructions for Recording Mobile Van Sites 

A fully-equipped mobile van that is staffed by health center clinicians providing 
direct primary care services (e.g., pdmary medical m· oral health services) at vatious 
locations on behalf of the grantee is considered a service site. Mobile vans must 
meet the definition of a service site above, except that setvices do not need to be 
provided on a regulady scheduled basis, although this is encomaged to provide 
continuity and access to care for the target population A grantee should separately 
list each mobile van (i.e., Mobile Van#!, Mobile Van #2, etc.) as a site on Fonn 5-
Pmt B: Service Sites. The specific locations where the van provides direct health 
care services do not need to be listed. 

Vans that are not equipped or utilized for direct patient care are not service sites. 
These vans may be used by a grantee to transpmt patients or staff or to supp01t and 
facilitate ouh·each or other enabling services. These vans should be listed on Fmm 
5- Patt C: Other Activities (discussed in detail below), in the application for 
Federal suppott with a brief description ofhow the van is used. 

e) Intermittent Sites 

Grantees may utilize intennittent sites to provide direct primary health care 
services to the target population. Intermittent sites meet the definition of a setvice 
site above but operate on a. regular scheduled basis for a shmt period of time (two 
months or less) at locations that change frequently as necessary to continue 
services to the target population. Generally, these sites are established to assure 
access to care for more mobile populations, such as homeless persons or migrant 
or seasonal fatmworkers and their families, who may not be in one area for an 
extended period of time and, therefore, may not access services at a grantee's 
petmanent or seasonal sites. Often, intennittent sites are established at migrant 
camps or homeless shelters that are open for only a shmt time to bring health care 
setvices directly to the target population and will be Closed and re-opened at a 
new location as the population moves oi' the availability of space changes. The 
following are examples of potential locations for intermittent sites: 1) Shelters -
Family, Adult, Homeless, Runaway Youth; 2) Day Shelters, Soup Kitchens, or 
Homeless Setvice Centers; 3) Outdoor Encan1pments; 4) Migrant Camps. 

Grantees should list intermittent sites as a category onFotm 5- Patt B: Setvice 
Sites. The specific locations where the grantee establishes an intennittent site to 
provide the setvices do not need to be listed; however, the number of such 
locations should be indicated on Form 5- Patt B: Service Sites and should be 
updated at least annually in the grantee's application for Federal suppott. 

f) Migrant Voucher Screening Sites 

Migrant Voucher Programs are established when there is insufficient sustained. 
demand in an area for health care setvices from migmnt and seasonal farm workers 
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to wan·ant establishing a permanent or seasonal service site. Often migrant voucher 
gmntees do not provide direct health care services; rather, the grantee may establish 
a screening site(s) where the clinical needs of a patient are assessed and then a 
referral for care is made to a local providei· through an established contractual 
an·angement. The local provider will provide the primary care s'ervices to those 
individuals who are refen·ed by the voucher program. Under these arrangements, 
services are provided on behalf of the health center tln·ough a contractual 
anangement; howevet', services under the contracts are generally not provided on a 
regular scheduled basis but instead on an as-needed basis. 

Grantees should list each migrant voucher assessment/screening site as a category 
on Fonn 5 ~Part B: Service Sites. As the functions of migrant voucher screening 
sites are predominantly administrative, where little clinical setvices are provided, 
the assessment/screening sites should be listed as administrative sites. Those 
voucher locationS which meet .the requirements of a setvice site should be listed 
as ailministrative/setvice site. The specific locations where the grantee maintains 
contracts for direct setvices do not need to be listed; however, the number of such 
locations should be indicated on Fmm 5- Part B: Smvice Sites and should be 
updated at least annually in the grantee's application for Federal suppmt. 

g) Other Activities 

Grantees often provide activities that are included in the scope of project at 
·locations that: (1) do not meet the definition of a smvice site, (2) are conducted on 
an irregular timefi·ame/schedule and (3) offer a limited activity from within the full 
complement ofhealth center activities included within the scope of project. These 
activities and locations, where clinicians mid project staff go from time-to-time to 
seek out, engage and setve persons eligible fm· the project's services, are covered 
under the scope of the project; however, compiling an exhaustive list of such 
activities and locations is impractical and, therefore, should be included as general 
categories of activities at vm·ious locations as patt of the approved scope of project. 

"Other activities" may also include (1) locations for off-site activities required by 
the health center and documented as part of the employment agreement or contract 
between the health center and a provider (e.g., 'health center physicians providing 
coverage at the hospital emergency mom or patticipating in hospital call coverage 
for unassigned patients in order to maintain their hospital admitting plivileges) 
and/or (2) locations where the only services delivered do not generate enco~mters 
(i.e., ftlling prescriptions, taldng X-rays, conducting street outreach or providing 
health education, etc.). 

Some examples of other activities include: 

Immunizations. Providing immunizations at 15 different senior centers. 
Grantees should list the activity as "immunizations," the location as "senior 
centers" and the fi·equency as approptiate (e.g., foUl' times per year). 
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Admitting. Following the health center's patients to the hospital (admitting 
privileges). Grantees should list the activity as "admitting," the location as 
"hospital" and the fi·equency as appropriate (e.g., as required for on call 
arrangement, three times per week) and indicate in the description the 
specific hospital(s) with which the health center has such at1'angem{mts and 
whether health center providers see non-health center patients as pa1t of 
his/her admitting privileges. 

Medical Rounds. Grantees should list the activity as "medical rounds," 
the location as "hospital" and the frequency as appropriate (e.g., as 
required for patient care, twice per week) and indicate in the description 
the specific hospital(s) with which the health center has such arrangements 
and whether the health center providers see non-health center patients as 
pa1t of his/her admitting privileges. · 

Home Visits. If it is the policy of the grantee that providers occasionally 
make home visits to health center patients, the grantee should list the 
activity as "home visits," the location as "patients' homes" and the 
frequency as appropriate (e.g., as required for patient cru·e, five times per 
month). 

Health Fail·s. If it is the policy of the grantee to occasionally patticipate in 
health fairs, the grantee should list the activity as "health fairs," the 
location as appropriate (e.g., various schools, community service centers) 
and the frequency as approp1iate (e.g., three times per year). 

Non-Clinical Outreach. If it is the policy of the grantee that staff conduct 
outreach where no clinical services are offered, the grantee should list the 
activity as "non-clinical outreach," the location as appropriate (e.g., 
co=unityneighborhoods, schools, community service centers) and the 
frequency as appropriate (e.g., weeldy). 

Pmtable Clinical Care. If it is the policy of the grantee that providers 
conduct clinical.care as pati of a mobile team (for example, as patt of a 
prinlary care street outreach team to serve a homeless individuals or 
utilizing portable dental equipment to provide oral health services at 
schools), the grantee should list the activity as "portable clinical care," the 
types oflocations as approptiate (e.g., street, temporary shelters, schools, 
soup ldtchens, labor camps) and the :frequency as appropriate (e.g., weeldy). 

Health Education. Grantees should list the activity as "health education," 
the location as appropriate (e.g., co=unity setvice centers, schools) and 
the :frequency as appropriate (e.g., six tinles per year). 
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All "other activities," their locations, estimated fi·equency and a brief descliption 
of the activity should be identified and briefly described on Form 5-Part C: 
Other Activities in the annual application for Federal suppmt. In addition, these 
activities should be described in the grant application, as they contribute to the 
provision of comprehensive primary care services. For items listed on Fmm 5-
Part C, grantees should ensure that adequate and appropriate documentation has 
been secured to support aiid enable performance of these activities. 

2. Services 

a) Requirements and Discussion of Services 

Section 330 funded health centers are required to provide, either directly or 
through an establialred arrangement, a set ofprimmy health care services. These 
are defined in section 330 of the PHS Act as health services related to family 
medicine, internal medicine, pediatrics, obstetrics and gynecology, diagnostic 
laboratory and radiological services, pharmaceutical services as appropriate, and 
defined preventive health services. (For the complete list of required services see 
section 330(b)(l)(A) ofthe PHS Act). The specific amount and level of these 
services will vary by grantee based on a number of factors including, atnong 
others, the population served, demonstrated umnet need in the community, 
provider staffing, collaborative arTangements and/or licensing requirements. 

Services provided by the grantee are defined for the organization/entity, not by 
individual site. Not all services must be available at every grantee service site; rather, 
the patients must have reasonable access to the full complement of services offered 
by the center as a whole, either directly or through formal established arrangements. 

Because health centers provide service to. diverse populations, health centers 
should assure services are provided in culturally and linguistically appropriate 
manner based on the target population(s). 

Health centers may also provide "additional health services" defined in the section 
330 statute as "services that are not included as required primary health services and 
that are appropriate to meet the needs of the population smved by the health 
center ... "' Grantees are nominded that once a service is included in the approved 
scope of project, it must be available equally to all patients regardless of ability to pay 
and available t]u·ough a sliding fee scale. 10 Grantees, therefore; should thoroughly 
investigate the costs, benefits, and risks to the grantee before providing these smvices. 
In general, a gr·antee should demonstrate that all required prinlmy health services are 
available to all patients before proposing to add additional health setvices. 

9 Section330(b)(2)ofthePHS Act. 
10 Section 330(k)(3)(G) of the PHS Act., 42 C.P.R. Patt 5lc.303(f). 
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Health centers often provide both clinical and non-clinical services. Generally, 
clinical services are those services related to the provision of direct care and include 
medical, dental, mental health, substance abuse, diagnostic laboratory and Xcray, 
and pharmacy services. Non-clinical services are those services that suppmt and 
assist in the delivery of medical car·e and facilitate patient access to care, often 
described as enabling services. These include case management, outreach, 
transportation, translation and interpretation, health education and eligibility 
assistance. 

The specific range of services that are available at a health center may vary based 
on provider qualifications and licensing requirements. Many professional, State 
and/or local cettifying/licensing boards require and/or smction levels or types of 
service based on a provider's qualifications. · Similar·ly, State and/or local certifying 
bodies may require different accrediting oi' licensing standards for facilities. If a . 
grantee determines that all professional, State, and local qualifications necessar·y for 
a grantee provider to provide a specific service have been met, and State and local 
standar·ds/accreditation requirements of the facility have also been fully met, the 
procedures or levels of service sanctioned by the certifying board are included in 
the grantee's scope of project. For example, if the grantee employs an obstettician 
who petforms colposcopy, that service would be appropriate to be included in the 
scope ofthe center's project because that procedUl'e is a nonnal patt of the practice 
of obstetrics and is recogoized as such under State cettifying boards. 

As a reminder, all providers of medical, dental, and mental health services (whether 
mquired or additional services) must be properly credentialed and privileged (i.e., 
appropriately trained and licensed) to perfmm the activities and procedUl'es expected 
of them liythe grantee. It is the responsibility of the grantee to ensure that all 
necessary credentialing of providers and licensing of the faciliiy(ies) to provide a 
setvice, are completed before requesting that a setvice be included in the scope of 
project. (See PIN 2002-22 for additional guidance on the credentialing of providers.) 

b) Delivery Method and Scope of Project 

In order to ensure the availability of comprehensive services for. their patients, 
health centers may utilize one or more of the following delivery methods to provide 
a setvice: 

(I) Direct by Grantee and/or Formal Written Agreement 
When a service is provided directly by the grantee (Form 5-Patt A, 
Coll!mn I) or through a formal written contract/agreement (Form 5-Part A, 
Column II), the grantee is accountable for providing and/or paying/billing 
for the direct care. Services provided by the grantee may include, but are 
not linllted to, those rendered by salm·ied employees, certain contract9rs, 
National Health Setvice Cmps staff, and sub-recipients. In most cases, 
setvices delivered by the grantee are provided on-site at a service delivery 
location listed onFmm 5- Part B: Setvice Sites. If the setvice is provided 
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by fmmal written agreement, the agreement must describe how the service , 
will be documented in the patient record and if applicable, how the grantee 
will pay and/or bill for the service. 

(2) Formal Written Refel'l'al All'angement 
Under a fonnal writtenrefenal a!1'angement (Fonn S-PartA, Column III), the 
grantee maintains responsibility for the patient's treatment plan and will be 
providing and/or paying/billing for appropriate follow-up care based on the 
outcome of the referral. These refetTal an·angements should be fonnally 
documented in a written agreement that at a minimum describes the manner 
by which the refell'al will be made and managed and the process for referring 
patients back to the grantee for appropriate follow-up caTe. 

Under these types of formalrefenalmnngements, if the actual service is 
provided and paid/billed for by another entity, then the SERVICE IS NOT 
included in the grantee's scope of project. However, establishment of the 
referral all'angement and any follow-up care provided by the grantee 
subsequent to the refell'al is considered to be pmt of the grantee's scope of 
project. For exa!llple, a grantee may have a refe1Tal arrangement for 
diagnostic X-ray with a hospital. As pmi of the refel1'al all'angement, the 
hospital perfmms the diagnostic X-ray, bills the patient for the services and 
provides feedback and/or results to the grantee for appropriate follow-up care. 
The diagnostic X-ray service would NOT be pari of the grantee's scope of 
project but the establishment of the refe!1'a1 and follow-up care provided by 
the grantee would be part of the grantee's scope of project. 

(3) Informal Referral Anangments or Agreements 
Under informalt·efe11'al arTangements or agreements (these a11'angements 
ar·e not captured on Form 5-Patt A and are not it part of the grantee's scope 
of project), a grantee refers a patient to another provider who is 
responsible for the treatment plan and billing for the services provided and 
no grant funds ate used to pay for the care provided. These infmmal 
arTangements/agreements are not required by HRSA to be documented in 
a written agreement and do not require the other provider to refer patients 
back to the grantee for appropriate follow-up care. For services provided 
by informal referml arTangements or agreements, the refe11'al and the 
service and any follow-up care provided by the other entity, are considered 
outside of the grantee's scope of project. 

Requirecl primary health services must be provided directly by the grantee or 
tl1rough an established arrangement" such as through a formal agreement or 
thmugh a formal referml arrangement. In addition, required services 
provided directly by the grantee or by formal agreements or formal referral 
arrangements must be offered on a sliding fee scale and available equally to all 

11 Section 330 (a)(!) ofthePHS Act. 
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patients regardless of ability to pay. Therefore, informal referral 
arrangements are not acceptable for the provision of a required service. 

Grantees should ensW'e that all agreements/contracts/anangements with other 
providers and organizations comply with section 330 requirements and 
administrative regulations for the Department of Health and Human Services. 12 

Grantees should also ensure that providers for any fotmal arrangements/agreements 
are properly credentialed and licensed to pe1form the activities and procedures 
expected of them by the grantee. 

Note: FTCA and 340B Drug Pricing coverage does not extend to all types of 
contractual and referral arrangements. Health centers should refer to FTCA
relatedguidances, listed on page 26 of this PIN, and to Federal Register, Vol. 61, 
No. 207, page 55 I 56-8, "Patient and Entity Eligibility" for clarification of the 340B 
Drug Pricing benefit for referrals. Remember, FTCA and 340(B) each has its own 
independent requirements that must be met for participation. 

c) Recording Services and Delivery Method 

The setvices provided by a grantee under the section 330 grant and the method in 
which they are provided must be documented on Form 5 ~Part A: Se1vices 
Provided. Services are reported on Fo11n 5-Pmt A: Services Provided in aggregate 
for the grantee, not on a site-by-site basis. Since more than one delivery method 
may apply for a given service, more than one type of service delive1y method may 
be indicated on the Form. Grantees must indicate at least one delivery method for 
each required service listed on Form 5-Part A. Only those se1vices listed on this 
F01m from the most recent annual application for Federal supp01t or approved 
change in scope request are considered to be pmt of a grantee's scope of project. 

SeJvice delivery methods should be updated at least annually in the grantee's 
application for Federal supp01t. If setvices are provided, regardless of method, at 
a location that meets the definition.of service site, the location should be listed on 
Form 5 ~ Patt B: Service Sites. 

3. Providers 

a) Requirements and Discussion of Providers 

Providers m·e individual health care professionals who deliver seJvices to health 
center patients on behalf ofj:he health center. They assume printmy responsibility 
for assessing the patient and documenting setvices in the patient's record. Providers 
include only those individuals who exercise independent judgment as to the setvices 
rendered to the patient during an encounter. 

12 45 C.F.R. Part 74. 
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Grantees utilize a variety of mechanisms for provider staffing in order to maximize 
access to comprehensive, efficient, cost-effective, and quality health care." For 
instance, grantees may directly employ or contract with individual providers, may 
have atnngements with othet organizations or may utilize volunteers. Grantees are 
encouraged to carefully consider the benefits and risks associated with each type of 
staffing arrangement because of the impact it may have on n:i.anagement and 
operations. It is preferable that grantees directly employ providers; however, there 
can be cmtain situations under which it may be necessary and appropriate for 
grantees to engage in altemative arrangements. Grantees must ensure that for all 
contracted clinical staff or volunteers, there is a separate, written agreement. 

As a reminder, all providers of medical, dental and mental health services must be 
approptiately trained and properly credentialed and licensed to pe1fmm the 
activities and procedures expected of them by the grantee. It is the responsibility of 
the health centm· to ensure that all necessmy credentialing of providers has been 
completed. (See PIN 2002-22 for additional guidance on the credentialing o~ 
providers.) 

b) Instructions for Recording Providers 

The type and number of clinical providers including volunteers and other staff must 
be listed on Fmm 2: Staffmg Profile. Providers and other staff are repmted in 
aggregate for the grantee, not on a site-by-site basis. Providers should be updated at 
least annuallyin the grantee's application for Federal suppmt. 

c) FTCA Considerations 

Please note that the definition of"provider" under the scope of project may not be 
consistent with the definition of provider under FTCA. Individuals covered by 
FTCA may include others, such as lab and radiology technicians, as described in 
section 224 of the PHS Act. Lilcewise, not all provider mangements in the scope 
of project are covered by FTCA. For example, volunteer providers, physicians 
contracted under a professional co1poration or mnployed by another cmporation, 
as well as intems/residents/medical students not employed by the health center 
may be included as part of scope of project, but are not qovered under FTCA. If 
pmviders are employees of another company, the health center would still need to 
have a separate wlitten agreement with the providers. 

Also of note, moonlighting, defined as engaging in professional activities outside 
of the provider's employment responsibilities to the primary employer (in this 
case the health center), is not a patt of the grantee's approved scope of project. 
Therefore, neither the grantee no!' the moonlighting provider may receive FTCA 
coverage for moonlighting activities. 

13 For health centers funded under section 330(e) and/or section 330(g), please see PIN 98:24, Amendment to PIN 97-
27, Regarding Affiliation Agreements of Commu11ity and Migrant Health Centers, for fmther discussion of affiliation 
arrangements. 
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4. Service Area 

a) Requirements and Discussion of Service Ai'ea 

The concept of a service or "catchment'' area has been patt of the Health Center 
Program since its beginning. Although in general, the service area is the area in 
which the majority of the health center's patients reside, health centers may use 
other geographic or demographic characteristics to describe their service area. 
The Health Center Program's authorizing statute requires that each grantee 
periodically review its catchment area to: 

(i) ensure that the size of such area is such that the services tq be provided ihrough the center 
(including any satellite) are available and accessible to the residents of the area promptly 
and as appropriate; 14 

(ii) ensure that the boundaries of such area conform, to the extent practicable, to relevant 
boundaries of political subdivisjons, school distticts, and Federal and State health and 
social service programs; and 

(iii) ensure that the boundaries of such area eliminate, to the extent _possjble, barriers to access to 
the services of the center, including barriers resulting from tbe area's physical 
characteristics, its residential patterns, its economic and social grouping, and available 
transportation. 

Public Health SerpiceAct sec. 330(/r){3)(J) 

This periodic assessment of setvice area should be incmporated into a grantee's 
annual application for Federal support. Routine patient migin studies/analyses 
will help to ensure that the reported setvice area is accurate. 

The se1vice area should, to the extent practicable, be identifiable by cotmty and by 
census tracts within a county. Desctibing setvice areas by census tracts enables 
analysis of se1vice area demographics. Se1vice areas may also be described by 
other political or geographic subdivisions (e.g., county, township, zip codes as 
approp1iate). Stmting with calendar year (CY) 2005 Unifmm Data System (UDS) 
data, grantees annually report infonnation on the aggregate geographic area in 
which its patients reside. This enables grantees and HRSA to better identify 
se1vice areas. The setvice aJ'ea must be federally designated as a Medically 
Undersetved Area in full or in pmt or contain a federally designated Medically 
Underse1vedPopulation (MUP). 11 

b) Recording Service Area 

The smvice area for the grantee must be listed by census tracts and zip codes on 
Form 5- Patt B: Smvice Sites. Census tracts and zip codes for the setvice area are 
reported on a site-by-site basis. In general, those census tracts and/or zip codes 

14 -Primary health services of the center must al~o be provided ''in a manner which assures continuity." (PHS Act, 
section 330(k)(3)(A).) 
15 Tbis requirement is not applicable to health centers requesting or receiving funding only under section 330(g), (h), 
and/or (i) of the PHS Act, since those centers are applying to serve populations already recognized as underserved. 
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listed on this Fmm fi·om the most recent aminal application for Federal suppott 
and/or approved change in scope request fmm the basis for dete1mining service 
areafot a grantee's scope of project. The service area for each service site should 
be updated at least annually in the grantee's application for Federal suppott. 

5. Target Population 

a) Requirements and Discussion of Target Population 

Health centers are required to serve a "medically unde!'served, or special medically 
unde!'se1ved population.''16 Each health center must define an underse1ved 
population fi·om within the established smvice area to which it will direct its 
smvices. The underse1ved populations often face barriers in accessing health care 
se1vices and dispatities in theil' health status which are addressed thl'ough the health 
center operation. 

This target population is usual! y a subset of the entire smvice area population, but in 
some cases, may include all residents of the se1vice area if it is dete1mined that the 
entire population of the service area is undersmved, and lacldng access to adequate 
comprehensive, culturally competent quality prhnaty health care se!Yices. Although 
a grantee may se1ve diverse populations at several sites, the target population is 
repotted in aggregate at the grantee level not on a site-by-site basis. 

Section 330(e) grantees are required to make se1vices available to all residents of 
the health center's service area, regardless of the individual's ability to pay. 17 

Health centers may also extend services to those residing outside the se1vice area. 
However, HRSA recognizes that health centers must operate in a manner. 
consistent with sound business practices. Nonetheless, health centers should 
address the acute care needs of all who present fol' se1vice, regardless of residence. 

Some health centers receive funding to target a special population within a 
community. There are iln·ee such special populations: migrant and seasonal 
agricultural workers and their fatnilies, persons who are homeless, and/or residents 
of public housing. Grantees mceiving special populations funding (i.e., grants under 
only section 330(g), (h), and/or (i) of the PHS Act) are not subject to the requirement 
to make se1vices available to all residents of the service area." However, these 
grantees are expected to address the acute care needs of anyone who presents for 
se1vice. Individuals who are not members of the special population(s) se1ved by a 
special populations-only grantee may then be refen·ed to more appropriate settings 
for their non-acute health care needs. 

16 Section 330(a)(l) of the PHS Act. 
17 Section 330(a)(l)(B) of the PHS Act. 

"Section 330(a)(2) oftl1ePHS Act. 
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b) Recording Target Population 

Jnfmmation on the grantee's targetpopulation must be listed on Fmm 4: Community 
and Target Population Characteristics. Demographic, income, insurance status and 
other information on the service area and target population should be recorded on· 
this Fmm in aggregate for the grantee as a whole, not on a site-by-site basis, 8lld 
should be updated at least annually in the grantee's application for Federal suppmt. 

IV. CHANGE IN SCOPE REQUESTS 

Some changes in the approved scope of project require prior approval fl:om HRSA before 
being initiated; others may be implemented by the grantee without prior approval. In all cases, 
any changes proposed and/or implemented by a grantee must assure continued compliance 
with the applicable statutory, regulatmy and policy requirements. In reviewing a request to 
change the approved scope of project, HRSA will consider whether the request furthers the 
mission of the health center by increasing or maintaining access, and improving or maintaining 
the quality of care for the target population. Requests must not result in the diminution of the 
grantee's total level or quality of health services currently provided to the target population. 
Additionally, grantees are reminded that a request to change the appmved scope of project 
must not shift resources away :fi'Om providing approved services for tbe target population, and 
must be accomplished without additional Health Center Program funding. As appropriate, 
changes in the approved scope of project also must assme continued service to a Medically 
Underserved Area (MUA) or a Medically Undersetved Population (MUP). (Please note, a 
service site does not have to be located in an MUA in order to setve people living in the area.) 

A. CHANGE TN SCOPE REQUESTS THAT REQUIRE PRIOR APPROVAL 

1. Types of Change in Scope Requests that Require Prior Approval 

Based on applicable section 330 programt·egulations, 42 CFR Pati 5lc.l07(c), 45 CFR 
Pmis 74 and 92, and HHS Grants Policy Statement, prior approval is required for 
significant changes in the approved budget ol' program plan including scope of 
project. 19 The following five types of changes are considered significant and, therefore, 
require prior approval from HRSA: 

Adding a service site not included on Fonn 5- Pmt B: Service Sites, of the 
grantee's most recent application for Federal supp01t or approved change in 
scope request. 
Adding a service not included on Fmm 5- Pati A: Services Provided, of the 
grantee's most recent application for Federal support or approved change in 
scope r·equest. 
Relocating a service site that was included onFmm 5 -Pmt B: Se1vice Sites, 
of the grantee's most recent application for Federal suppmt or approved 
change in scope request. 

19 Any activity that results in significant re-budgeting also requires prior approval. See DHHS Grants Policy Statement 
(HHS GPS): pagell-55. ftp://ftp.hrsa.gov/grants/hhsgrantspolicystatement.pdf. 
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Deleting a service site that was included on Fotm 5-Patt B: Service Sites, of 
the grantee's most recent application for Federal supp01t or approved change 
in scope request. 
Deleting a service that was included on Fotm 5 - Patt A: Services Provided, 
of the grantee's most recent application for Federal suppott or approved 
change in scope request. 

Grantees should include in their change in scope request a detailed discussion of any 
potential impact on the total approved section 330 project budget, services provided, 
number of patients setved, and number and type of providers. Any unique 
circumstances that are expected to iinpact the ability of the grantee to meet the 
expectations for change in scope requests must be fully explained and doc\ffilented. 

Note: Any request for change in scope of project must be accomplished without 
additional section 330 funds. Requests for change in scope of project must be 
approved by the Board of'Directors of the grantee with approval documented in 
the Board minutes prior to submission to HRSA. 

Because of the intportance of the scope of project, it is expected that gmntees will 
submit any change in scope request requiring prior approval at least 60 days in 
advance of their desired implementation date, to the .extent practicable, following 
the process desctibed in Section V ofthis PIN (see page 24). 

2. Special Instructions for Adding a Service Site20 

a) Adding Sites in the Same Building, Complex or Campus 

Health centers may identify an opportunity to add a new location that meets the 
definition of a setYice delivery site (see p~ge 5) within the same building or 
complex/campus where they are already have an established setvice delivery site 
providing setvices to the target population. In such au instance, a health center 
must complete a change in scope for prior approval to add the new site if the site 
would have a separate physical address inclucling a different suite/office/building 
nUlllber. For example, a change in scope of project is required if a grantee operates 
a site at 345 Mai\1 Street, Suite #4 and will be adding a new site at 345 Main 
Street, Suite #12. If the location does not create a separate physical address, no 
change ill scope is required. 

b) Adding Migrant Voucher Screening Sites 

If a grantee needs to add a new tnigrant voucher screening site, the grantee must 
submit a change ill scope requestforplior approval to add the new screening 

20 All approved change it1 scope requests to add a new service site must be reported to the State Medicaid Agency and 
the Medicare Fiscal Intermediary within 90 days of approval. See Section VI of this PIN for further information 
regarding notification to the State Medicaid Agencies and the Medicare Fiscal Intermediary. 
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location. No change in scope request is necessary to add/delete the specific 
locations where the grantee maintains contracts for direct services. 

c) Changing from Intermittent to Permanent or Seasonal Sites 

Grantees may detetmine that demand for priniary care services from the target 
population at an intermittent site exceeds their expectation to provide services at 
that location fDl' only a shottperiod oftinie. If a grantee detetmines thatthe 
intermittent site should be operated for mot·e than the expected period of time for 
an intennittent site (two months or less), and the site meets the definition of a 
service site (see page 5), the grantee must complete a change in scope 1·equest to 
add the location as a permanent or seasonal service site. 

d) Sites Offering a Single Service 

Although grantees are not required to provide all services at all service sites, 
patients must have reasonable access to the full complement of comprehensive 
services offered by the health center as a whole. The establislnnent of a single 
setvice or limited setvice site must be in a location that allows reasonable access to 
the full complement of services from the health center or access to the required 
setvices on a sliding fee scale basis throug!I fonnalmTangements with other 
providers in the community. 

3. Special Instructions for Adding a Service 

While grantees may deliver a service by several different methods, a service will only 
be included in the gr3lltee' s scope of project if it is delivered directly by the grantee or 
through a formal written agreement such as a contract, purchase agreement, and/or 
written arrangement as recorded Fotm 5- Pmt A, Services, Columns I and II. Although 
the arrangement with another provider under .a formal referral arrangement 
(recorded under Column III on Form 5- Part A) is within a grantee's scope of 
project, the actual service provided by the other provider under the arrangement 
is not included in a grantee's scope of project; therefore, if a gt'3lltee has been 
providing a setvice only through a fmmal or informal refe11'al mTangement and wishes 
to begin providing this setvice directly or through fonnal agr·eement as part of their 
scope of project (e.g., the setvice is ONLY recorded in Colmnn III and is being moved 
to Columns I and/or II onFonn 5- Part A), the gr·antee MUST submit a change in scope 
request to add the setvice to the scope of project and begin providing this setvice. 

Cases where a grantee moves a service(s) from one site to another site in the approved 
scope of project do not require prior approval. However, in doing so, grantees should 
assure that the population accessing the service at the original site will continue to 
have reasonable access to the service once it is relocated. 
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4. Special Instructions for Relocation of a Site 

. Health centers may engage in different types of relocations to maximize access to 
setvices for the target population. In some cases, this may involve complete relocation, 
and in others, only partial relocation. 

Grantees moving all cliriical setvices from an approved petmanent or seasonal setvice 
site to a new location must submit a request for prior approval to relocate the setvice 
site. Requests for relocation will be examined to assure continued access for the 
populations setved by the setvice site to be relocated. Such requests should · 
demonstrate that the relocation furthers the mission of the health center by increasing or 
maintaining access and improving or maintaining the quality of care for the target 
population cunently seJVed by the grantee. Requests for relocation must not result in 
the diminution of the grantee's total level or quality ofhealth seJVices currently 
provided to the tru·get population. 

Cases where a grantee is moving only a pmtion of its CUll'ent clinical services from an 
approved petmanent or seasonal setvice site to a new location that is not a pmt of the 
approved scope of project, m·e not considered a relocatimi of the setvice site but rather, 
the addition of a new setvice site. In this situation, the grantee must submit a change in 
scope req!lest to add a setvice site for the new location as the existing site will continue to 
operate as a smvice site, meeting the definition described above in III.B.l. (see page 5). 

Changes in locations for intennittent sites (when operated for two months or less) are 
not considered relocations and, therefore, do not require prior approval. However, if an 
intennittent site becomes a permanent or seasonal site (i.e., will be operated for more 
than two months), the grantee must submit a change in scope request to add the site as a 
petmanent or seasonal site. 

5. Special Instructions for Deleting a Site or Service 

There may be circumstances that require grantees to cease operation of a site or the 
provision of a patticular setvice. Because of the potential implication on access to care 
for the target population, any request to delete a service or service site from a grantee's 
scope of project will not be approved without a full examination of the issues 
surrounding the perceived need to delete the site or setvice. Grantees are reminded thst 
the deletion of a site or a service must not result in elintination or reduction in access to 
required setvices under section 330 of the PHS Act for populations cmrently served by 
the health center. Grantees must demonstrate that the requested deletion will not reduce 
access to setvices or the ability ofcm1·ent patients to receive the same level of care. As a 
reminder, grantees must provide all required setvices directly or through an established 
mrangement (i.e., a fonnal written contract/agreement or a fmmal written refenal 
atmngement); therefOre, a grantee may not 1·equest to delete a required setvice. 

Page 19 



Policy Information Notice 2008-01 

6. Special Considerations for Changes in Scope of Project 

a) Future Federal Funding to Support a Change in Scope Request 

A key requirement for every change in scope request is that the grantee must 
document that the requested change can be fully accomplished with no additional 
Federal support. In other words, in a request to add a site or setvice a grantee must 
demonstrate that adequate revenue will be generated to cover all expenses as well as 
an appropriate share of ovel'head costs inctmed by the health center in administering 
the new site or.setvice. If additional Federal funds will be necessary to fully 
inlplement the proposed change in scope, it will not be approved. Grantees that 
require additional Federal grant supp011 to implement the proposed change should 
consider competitive funding opportunities. Specific eligibility for additional 
Federal supp01t will be included in each announced funding opportunity. 

Grantees considering submitting a change in scope to add a setvice delivery site that 
will be the basis for later submission of a competitive grant application (i.e., for 
Expanded Medical Capacity) should proceed with care. As stated previously, a 
change in scope request must include only the level of setvices that can be 
maintained without additional Federal support. Grantees are str·ongly advised 
against establishing a new service or site that is dependent on new futrn·e grant 
suppmt, since such suppmt is not guaranteed. 

b) Financialimpact 

While many grantees have unde1taken changes to their scope of project to 
improve their financial viability, chariges in scope of project that are not carefully 
planned may pose high risks. A complete financial analysis of the impact of a 
change in scope is imperative to ensure long-tetm viability of the health center. 
In patt:icular, grantees should examine the overall costs of the activity and the 
potenti!ll for reimbursement as patt of this analysis. Approval of a change in. 
scope request is contingent on submission of a budget demonstrating bt·ealc
even (worst case scenario) or the potential fot• generating additional revenue. 
Grantees are strongly encolU'aged to thoroughly review any change in scope 
request that could result in a significant increase or decrease in the total budget of 
the health center. Because unforeseen events may occur making original 
projections inaccurate, grantees should continually monitor the progress of their 
requested change in scope and be prepared to take action should revenues fail to 
meet or exceed expenses. Additional revenue obtained thmugh the addition of a 
new service or site must be invested in activities that futther the objectives of the 
approved health center project, consistent with and not specifically pmhibited by · 
section330(e)(5)(D)(3). 

c) Impact on Neighboring Health Centers 

Health centers should coordinate and collaborate with other section 330 grantees, 
FQHC Look-Aiilces, State and local health services delivery projects, and programs 
in the same or adjacent se~vice areas setving underserved populations to create a 
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community-wide service delivery system. Section 330 of the PHS Act specifically 
requires that applicants for health center funding have made "and will continue to 
make evelY reasonable effort to establish and maintain collaborative relationships 
with other health care providei·s in the catchment area of the center. "21 The goal of 
collaboration is to utilize the strengths of all involved organizations to best meet the 
overall health care needs of the area's undersel'Ved population. ln addition, 
continued collaboration among providers will help to ensure that organizations are 
aware of and, where possible, maximize the benefits of, all organizations. 

When a change in scope of project (e.g., the addition m·relocation of a service 
site) is proposed, it is essential that a grantee considerthepopnlation(s) served by 
other existing providers of care, including other section 330 funded health centers, 
and the impact of the proposed change in scope on the viability of these 
neighboring health centers. Meeting the health care needs of the community and 
target population, ensuring that limited Federal grant dollars are used efficiently 
and effectively to provide access to as many underserved people as possible aJid 
the potential impact of a change in scope request on a neighbming health center(s) 
are key in decisions_related to smvice area overlap. 

The potential for setvice area overlap through a change in scope request will prompt 
futther review, analysis and resolution before HRSA will be able to make a final 
decision on a health center's request. ·When a proposed change in scope has the 
potential to create a service area overlap, documentation of support, and/or 
cooperation from a neighboring health center(s) in the form of a Board of Directors
endorsed letter is desirable. If the health center is not able to document the suppmt of 
other local providers for its request, it should provide an explanation for the lack of 
such documentation. In cases where there may be a service area overlap, additional 
infmmation such as patient origin studieshinalyses or an onsite visit may be necessary 
p1ior to a final HRSA decision. (See Setvice Area Overlap PIN, 2007-09 dated 
March 12, 2007 available at http://www.bphc.hrsa.gov/policy/pin0709.htm.) 

7. Criteria for Prior Approval of a Change in Scope Request 

All requests for change in scope of project requiting prior approval (see in Section 
N.A. of this PIN on page 16), will be reviewed to detennine if the request: 

I) will not require any additional section 3 3 0 funding to be accomplished; 
2) does not shift resources away from providing setvices for the current target 

population; 

3) finthers the mission of the health center by increasing or maintaining access and 
improving or maintaining quality of care for the target population; 

21 Section 330(k)(3)(B) of the PHS Act. 
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4) is fully consistent with section 330 of the PHS Act and Health Center Program 
Expectations including appropriate goveming board representation for changes in 
service sites and populations setved; 

5) provides for appropriate credentialing and privileging of providers; 

6) does not elinlinate or reduce access to a required se\'Vice; 

7) does not result in the dinlinution of the grantee's total level or quality of health 
setvices ctmently provided to the target population;· 

8) continues to setve a Medically Underserved Area (MUA) in whole or in pmt, or 
Medically Underserved Population (MUP)" [Please note that a setvice site do.es 
not have to be located in an MU A to smve it]; 

9) demonstrates approval from the health center's Board of Directors, with approval 
documented in the Board minutes; and 

I 0) does not significantly affect the cm1·ent operation of another health center located in 
the same or adjacent setvice area, preferably, but not necessarily, by documenting 
suppott to the extent possible fi:om any neighboring health centers. 

B. OTHER CHANGE IN SCOPE REQUESTS 

The following changes are not considered significant" and, therefore, do not require prior 
approval. Each grantee is expected to discuss any such changes and/or updates in the 
next application for Federal suppmt. 

Adding a service to a site where both the service and site are already within 
the approved scope of project. If a grantee cu11·ently provides a setvice within 
the scope of project, no prior approval is necessary to add the service to a setvice 
site already in the approved scope of project. For example, a gmntee provides 
mental health setvices at one setvice site and chooses to add that setvice to 
another se1vice site ah'eady within the approved scope of project; no request for 
prior approval of the change is necessary. The setvice and setvice site must be 
previously documented on Fmm 5- Part A: Se1vices Provided and Form 5-Part 
B: Seivice Sites, respectively, of the grantee's most recent application for Federal 
suppmt or approved change in scope request. · 

Change in the number of intermittent sites, previously documented onFmm 5-
Part B: Setvice Sites, of the graJltee's most recent application for Federal suppmt 

22 Required for health centers funded under section 330( e). 
23 Based on applicable section 330 program regulations, 42 CFRPati 51c.l07(c), 45 CFRPatis 74 and92, andHHS 
Grants Policy Statement. · 
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or approved change in scope request. The number of such sites should be updated 
at least annually in the application for Federal support. 

Change to providers listed on Form 2: Staffmg Profile ofthe grantee's most recent 
application for Federal suppmt or approved change in scope request. Only those 
requests affecting providers that are linked with changes in sites or services require 
prior approval. No change in scope request is required in cases where a grantee 
changes the type of provider used to provide a service under the approved scope of 
project. For example, if the grantee has been providing mental health services using 

· a social worker and decides to add a psychologist, and there is no change in the 
services provided (i.e., mental health), the grantee does not need to request prior 
approval to make this change. 

Change to the hours of operation of a service site previously approved on Fonn 5 
- Patt B: Service Sites, of the grantee's most recent application for Federal suppmt 
or approved change in scope request. The hours for each site should be updated at 
least annually in the application for Federal suppott. 

Note that any change in scope ofpt·oject must be accomplished \vithout additional 
section 330 funds. 

C. CHANGE IN SCOPE DURING EMERGENCIES FOR HEALTH CENTERS 

During an emergency, health centers are likely to play an important role in delivering 
cdtical services and assisting in the local community response. Health centers deemed 
under FTCA should refer to PIN 2007-16, "Federal Tort Claims Act (FTCA) 
Coverage for Consolidated Health Centet· Program Grantees Responding to 
Emergencies." (See http://wM1'.bphc/policy/pin0716/.) 

For the purposes of this section, an "emergency" or "disaster" is defined as an event 
affecting the overall target population and/or the community at large, which precipitates the 
declaration of a state of emergency at a local, State, regional, or national level by an 
authorized public official such as a govemor, the Secretaty of the U.S. Depattment of 
Health and Human Services, or the President of the United States. Examples include, but 
are not limited to: hunicanes, floods, emthquakes, tomadoes, wide-spread fires, and other 
natul'al/environmental disasters; civil disturbances; terrorist attacks; collapses of significant 
sbuctures within the cmrununity (e.g., buildings, bridges); and infectious disease outbreaks · 
and other public health tlu·eats. 

In situations where an emergency has not been officially declared, but the health center is 
unable to operate, HRSA will evaluate on a case-by-case basis whether exo·aordinary 
circumstances justifY a detetmination that the situation faced by the health center 
constitutes an "emergency." 

HRSA recognizes that dudng an emergency, health centers are likely to participate in an 
organized State or local response and provide pdmary care services at temporary 
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locations. Temporary locations include any place that provides shelter to evacuees and 
victims of an emergency. It also includes those locations where mass immunizations or 
medical care is provided as part of a coordinated effmt to provide temporary medical 
infrastmcture where is it most needed. These temporary locations will be considered patt 
of a health center's scope of project if all of the following conditions are met: 

1. Services provided are on a tempora1y basis; 

2. Temporary locations are within the health center's service area m· neighboring 
counties, parishes, or other political subdivisions adjacent to the health center's 
service area; 

3. Services provided by health center staff are within the approved scope of project; and 

4. All activities of health center staff are conducted on behalf of the health center. 

To assure that the emergency response at temporary locations is considered pa1t of the 
center's scope of project, the health center must provide the following information to its 
HRSA Project Officer by phone, e-mail, or fax: (l) health center name; (2) the name of a 
health center representative and this person's contact infmmation; and (3) a brief 
description of the emergency response activities. Health centers must submit this 
infonnation as soon as practicable but no later than 15 calendar days after initiating 
emergency response activities. HRSA will determine on a case by case basis whether 
extraordinary circumstances justify an exception to this 15-day requirement. If the 
HRSA Project Officer is not available, the health center should contact the BPHC's main 
phone line at 301-594-4110. 

If a health center needs to continue operating at a temporary location beyond 90 days 
fmm the onset of the emergency, the health center must subinit a fonnal change in scope 
request to add the site. Health centers are expected to submit the formal request with 
sufficient time for HRSA processing. 

V. PROCESS FOR CHANGE IN SCOPE OF PROJECT REQUESTS 

All grantees considering a change in scope are encouraged to carefully review this PIN prior 
to initiating a request. In considering a change in scope, all grantees should review the 
proposal with their Board of Directors and consult with their Project Officer. 

A. MECHANISM TO SUBMIT REQUESTS FOR PRIOR APPROVAL 

An electronic process through HRSA's Electronic Handbook (EHB) has been developed 
for obtaining prior approval for the five types of change in scope of project requests 
requiring prior approval (see page 16 of this PIN). The EHB is designed to streamline 
the grants administration pmcess and enable grantees to conununicate with HRSA and 
conduct activities electl'onically. The EHB can be accessed fi·om anywhere on the 
Intemet using a standard web browser https://grants.brsa.gov/webextemalf. When a 
grantee initiates a change in scope request, the EHB will assign a tracking number. 
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Grantees may create and submit a change in scope request in one session, or create and 
save part of a request, using the assigned tracking number to retum as many times as 
necessary to complete the request before submitting it for HRSA review. 

B. CHANGE IN SCOPE DETERMJNATIONS AND TIMELINE 

Because of the impmtance of scope of project, it is expected that grantees will request 
prior appmval at least 60 days in advance of their desired implementation date for. 
changes in scope for service delivery sites and services provided. There may be 
circumstances where submitting a change in scope request early may not be possible; 
however, the goal is to minimize these occurrences through careful planning. Timely 
submission of a change in scope request is impottant to ensure Medicaid and Medicare 
FQHC reimbursement, FTCA coverage, and 340B Dmg Pricing benefits for the specific 
site/service, as appropriate. 

If additional infonnation or clarification is needed, the Pmject Officer will notify the 
grantee of the deficiencies of the request through the EHB, and the grantee will be given 
60 days to provide the additional infmmation. If the requested infonnation is not 
provided by the grantee by the end of 60 days, the change in scope request will be denied 
and the grantee will be notified of this decision tln·ough the EHB. If a request is denied, 
the grantee will have to subn:tit a new request for prior approval in order to implement the 
change in scope. 

Due to the varying complexity of requests, in some cases it may be necessary to extend · 
the HRSA review period if additional analysis, such as an on-site consultation, is 
warranted. fu those cases, the grantee will be notified tlll'ough the EHB within the initial 
60 day review period of the potential delays in processing the request. 

HRSA will indicate the final decision within 6024 days of a complete change in scope 
request in one of the following two ways: 
I) Notice of Grant Award (NGA) indicating approval; or 
2) an email tln·ough EHB indicating disapproval. · 

C. EFFECTIVE DATE OF APPROVAL 

The effective date of an approved change in scope will be no earlier than the date of receipt 
of a complete request for prior approval. fu cases where a grantee is not able to detennine 
the exact date by which a change ht scope (i.e., adding a site or service) will be fully 
accomplished, grantees will be allowed up to 120 days following the date of\he NGA 
indicating approval for the change in scope to implement the change (e.g., open the site or · 
begin providing a new setvice ). Therefore, grantees should carefully consider their ability 
to accomplish the requested change within this anticipated timeframe prior to submitting a 
request. If a grantee does not or is unable to implement the requested change in scope 
within 120 days of approval, the grantee must inunediately notify the Project Officer in 

"Please see PIN 2009-03 available at http://bphc.hrsa.gov/policy/pin0903.htm on the revision made to PIN 2008-01. 
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writing with an appropriate justification for the unanticipated delay and a detailed plan for 
completing the requested scope change. The BPHC will consider, on a case by case basis, 
exceptions to the 120 implementation requirement only if the grantee provides sufficient 
and compelling justification of the unique and unavoidable circumstances that will prevent 
the grantee fi·om meeting this expectation. 

As a reminder, all grantees should ensure that any application for Federal suppo1t 
documents the total scope of project and all activities added through an approved change 
in scope of project dUl'ing the preceding budget period. 

VI. ADDITIONAL SCOPE OF PROJECT POLICY ISSUES 

A. SCOPE OF PROJECT AND FTCA COVERAGE 

FTCA coverage is limited to staff and services that are documented as being within the 
approved scope of project and included in provider employment agreements or contracts. 
The requirements and other information regarding FTCA covei·age and the 
deeming process can be folllld in the following PINs and PALs: 

PIN 1999-08, "Health Centers and The Federal Tort Claims Act" 
PIN 2001-11, "Clarification of Policy for Health Centers Deemed Covered Under 
the Federal Tort Claims Act for Medical Malpractice" 
PIN 2001-16, "Credentialing and Plivileging of Health Center Practitioners" 
PIN 2002-22, "Clarification of Bureau ofP1imary Care Credentialing and 
Privileging Policy Outlined in Policy lnfmmation Notice 2001-16" 
PIN 2002-23, ''New Requirements for Deeming under the Federally Suppmted 
Health Centers Assistance Act" 
Program Assistance Letter (PAL) 99-15, "Questions and Answers on the Federal 
TmtClaims Act Coverage for Section 330, Deemed Grantees" 
PAL 2005cOl, "Federal Tmt Claims Act PoTicy Clarification on Coverage of 
Cmporations under Contract with Health Centers" 
PAL 2001-25, "ProcedUl'es for General Inquiries on Federal Tmt Claims Act 
Coverage" 
PIN 2005-19, "Federal Tmt Claims Act Coverage for Deemed Consolidated Health 
Center Program Grantees Responding to Hun·icane Katiina." 
PIN 2007-16, ''Federal Tmt Claims Act (FTCA) Coverage for Health Center 
Program Grantees Responding to Emergencies" 

These PINs and PALs can be found online at http://bphc.hrsa.gov/policy/. 

Questions conceming FTCA should be directed to: 
FTCA Program 
DHHS!HRSA/BPHC 
5600 Fishers Lane, Room 15C-26 
Rockville, MD 20857 
Phone: 301-594-2469 
Fax: 301-594-5224 
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Email: HealthCenterFTCA@lll'Sa.gov 

B. SCOPE OF PROJECT AND FQHC MEDICAID PPS OR ALTERNATIVE METHODOLOGY 
REIMBURSEMENT 

After a change in scope of project that may generate a FQHC Meclicaid reimbursement 
(e.g., PPS or APM) adjustment is approved, it is the responsibility of the grantee to notify 
its State Medicaid Agency of the change(s) within 90 days following HRSA approval. 

Most State Medicaid Agencies requh-e a HRSA approved change in scope project to 
process requests for changes inMeclicaid PPS or APM (e.g., rate fm'new statts on·ate 
increase/dec!'ease ). Please note that the change in scope of project for grantees 
discussed under this PIN is not the same as a change in the scope ofservices for 
increased/decreased reimbursement (PPS or APM) through Medicaid. The CMS 
and State Medicaid Agencies defme the tenn "change in the scope of services" to refer to 
a mechanism for adjusting the reimbursement rate of a FQHC due to "a change in the 
type, intensity, dmation, and/or amount of services." The HRSA approved change in 
scope modifies the services or sites in the grantee's scope of project for the section 330 
grant. It does not approve a "change in the scope of services" for State Meclicaid 
reimbursement purposes. Grantees should contact their State Medicaid Agency for 
ftuther infonnation about their "change in the scope of services" policy and procedures. 

C. SCOPE OF PROJECT AND MEDICARE FQHC COST-BASED REIMBURSEMENT 

After a change in scope of p1·oject is approved, it is the responsibility of each grantee 
to notify its Medicare Fiscal Intermediary in a timely manner following the HRSA 
approval for the purposes of receiving the Medicare FQHC reimbursement rate. 

In order for any new service delivery site(s) to be recognized by Medicare as a FQHC 
and be reimbursed the FQHC all-inclusive rate, a complete CMS 855A Form must be 
filed with the appropriate Medicare Fiscal Intermediary. (A copy of the CMS 855A 
Fonn is available at http://www.cms.hhs.gov/cmsfonns/clownloads/cms855a.pdf.) For 
each new site added to the approved scope of project, a health center must submit the CMS 
855A Form, a copy of the HRSA Notice of Grant award that includes the address for 
applicable site(s) being emolled, along with the necessary accompanying documents (see 
page 41 of CMS-855A) to the appropriate Fiscal Intetmeclimy. In adclition, the Medicare 
Fiscal lntetmediary should be notified within 30 days of all site address changes and 
changes in ownership. All other changes to enrollment should be repmted within 90 days: 

A unique National Provider Identifier (NPI) number is necessary for each site when 
completing the CMS 855A Form. The NPI is a standard unique health identifier for 
health care providers and is assigned by the National Plan and Provider Enumeration 
System (NPPES). The NPI is necessary for HIP AA standard transactions under Medicare. 
Those transactions include the electronic claim, eligibility inquiry and response, claim 
status inquiry and response, payment and remittance advice, prior authorization/referral, 
and coordination of benefits transactions. Grantees are required to obtain a NPI for 
each service site in order to bill Medicare, Medicaid and other payers. 

Page27 



Policy Information Notice 2008-01 

Complete instructions for completing the NPI application process is available at 
http://www.cms.bhs.gov/NationalPmvdentStand/03 aoply.asp#TopOfPage. Grantees can 
obtain a NPI number(s) in two ways: I) by going to the CMS website at 
https://nppes.cms.hhs.gov to fill out an application on-line; or 2) by completing a paper 
application form (CMS-1 0114) available from http://www.cms.hhs.gov/fonns or by calling 
the NPI Enumerator at 1-800-465-3203 to request a copy. 

D. SCOPE OF PROJECT AND THE SECTION 340B DRUG PRICING PROGRAM 

Health centers qualify as covered entities under the section 340B Drug Pricing Program. 
Please note, however, that while identification as a se1vice site within a scope of project 
is necessary for participation in 340B, the program has its own requirements that must be 
met. For information on pmticipating in the 340B Program, please call the Office of 
Phannacy Affairs at 1-800-628-6297 or 301-594-4353, or visit the following website 
http ://wwv·i .hrsa. gov/ opa. 

E. SCOPE OF PROJECT AND AcCREDITATION 

Grantees accredited by an extemal accrediting body, e.g., the Joint Cmmnissi6n, are 
responsible for notifying the accrediting body of organizational changes if required by the 
accrediting body, as these may result in a requirement for an extension survey. Please 
refer to the accrediting body's policies and procedures for futther guidance. 

VII. CONTACT INFORMATION 

If you have any questions or require further guida11ce on the scope of project policy 
detailed in this PIN, please contact the Office of Policy and Program Development at 
301-594-4300. If you have questions or require additional assistance regarding the 
process for requesting prior approval of cha11ges in scope, please contact your Project 
Officer. 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
JFK Federal Building, Government Center 
Room2275 
Boston, Massachusetts 02203 

CAll'S 
CENTEHS lorMEO/OIRE & /lf£0/CAI/J SERVICES 

Division of Medicaid and Children's Health Operations I Boston Regional Office 

Kathleen Brennan, Deputy Commissioner 
Department of Social Services 
25 Sigourney Street 
Hartford, Connecticut 06106 

Dear Deputy Commissioner Brennan: 

November 19, 2012 

I am responding to your September 6, 2012letter in which you requested guidance about 
whether the state should reimburse based on a prospective paynient system or the Medicaid fee 
schedule rate for inpatient rounding services delivered by physicians employed by federally 
qualified health centers (''FQHCs"). We understand this request for information was prompted 
by an inquiry from the Community Health Center Association of Connecticut (the Association). 

We wish to confirm that rounding services provided by FQHC-employed physicians should be 
reimbursed the Medicaid fee schedule amount and believe this position is consistent with the 
criteria in the September 10, 1995 letter to California cited by the Association. CMS agrees with 

. the state that rounding services are not "of the type commonly furnished in the clinic setting" 
precisely because they occur only when a patient is hospitalized. For this reason services 
provided in the inpatient setting do not qualizy for PPS, regardless of whether the service is an 
evaluation or management service or something else. 

CMS appreciates the opportunity to address this question and encourage you to co.ntinue working 
cooperatively with .PQHCs to help promote access to care for the communities served by these . 
clinics. 

We hope this infmmation is helpful to you and clarifies CMS' position. If you have any 
questions regarding this matter you may contact Marie Montemagno (617) 565-9157 or by 
e-mail at Marie.Montemagno@cms.hss.gov 

Sincerely, 

~~11/U_ 
Richard R. McGreal 
Associate Regional Administrator 


