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'FOR SPECIAL CHILDREN U%mﬂg of Health & Human Services
OFFICE OF THE DIRECTOR

September 25, 2007 g 7\/
Mr. Robert M. Kerr, Director . e
S.C. Department of Health and Human Services Q\@vﬁ . Q‘\%(\

Medical Services
P.O. Box 8206
Columbia, SC 29202-8206

Dear Mr. Kerr:

Our Transportation Provider's Request for Payment Invoice for the month of July 2007 totaled
$22,295.49. However, the payment received was only. $19,110.42, which represents a difference of
$3,185.07. Investigation revealed that this invoice was paid at the old 2006 reimbursement rate of $1.74
per passenger mile. Please note that our contract dated July 2007 indicates that our reimbursement rate
is $2.03 per passenger mile. During a telephone conversation with Mr. Paul Barber on August 28, 2007,
he explained that the rate most likely needed to be changed on the computer and indicated that an
adjustment would be made and included with the reimbursement for August 2007.

Our Transportation Provider's Request for Payment Invoice for the month of August 2007 totaled
$18,316.69. However, the payment received was only $15,700.02, which represents a difference of
$2,616.67. As you can see, the invoice for August was again paid at the old 2006 reimbursement rate of
$1.74 per passenger mile, and it did not include the $3,185.07 adjustment for July.

Upon receipt of this letter, please remit the balance due of $5,801.74 for the months of July and August
2007.

Thank you in advance for your time and prompt consideration of this matter. If you have any questions,
please call me at (864) 250-0005, extension 204.

Sincerely,

Lelise S. Anthony
xecutive Director

Enclosures: Remittance Advice for July 2007
Remittance Advice for August 2007
Page 4 of July 2007 Contract
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amended). MCSC shall submit a reimbrusement request to SCDHHS for service
provided the previous month in accordance with the Schedule of Reimbursement,
which is published by SCDHHS.

See Appendix A, Schedule of Reimbursement and Appendix B, Transportation
Provider's mmacmmﬁ for Payment.
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B.  Non-Federal Share of Costs LT

The non-federal share of costs to receive FFP for provision of services under this
contract is Ninety-eight Thousand, One Hundred Fifty-nine Dollars ($98,159).

As required by 45 CFR Part 201.5 and 42 CFR Part 433.45 (2004, as.amended)..
any _‘J_._%ﬁom_wﬂm funds made available by MCSC must be in compliance with Public
Law 102-

C. Method of Reimbursement

A passenger mile constitutes all allocated cost of transporting one (1) Medicaid
eligible recipient one (1) mile. For reimbursement purposes, computations of
passenger mileage begins at the pick-up and ends at the delivery point (i.e. from the
recipient's home to the doctor’s office).
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State of South Caroling
Blepartmerd of Health and Hinmen Serbices

Mark Sanford Emma Forkner
Governor Director

October 8, 2007

Ms. Louise S. Anthony

Executive Director

Meyer Center for Special Children
1132 Rutherford Road

Greenville, South Carolina 29609

Dear Ms. Anthony:

Thank you for your letter dated September 25, 2007, concerning the Meyer Center’s
State Fiscal Year (SFY) 2007-2008 Medicaid Transportation contract with the
Department of Health and Human Services and the balance due the Meyer Center for
the months of July and August 2007.

An adjustment, dated October 2, 2007, crediting the Meyer Center for $5,801.74 for
the contract rate increase for the months of July and August 2007 has been submitted
for payment. Occasionally, a rate increase will not be included in an invoice payment
until one or two months after the beginning of the new contract year due to a delay in
the signing process and the computer system rate change process that must follow
the contract signing. Both of these processes are now complete for your
transportation contract and your rate increase will be included in future SFY 07-08
contract payments.

We appreciate your continued support to the South Carolina Medicaid program. If you
have any questions please call Mr. Paul Barber, Program Coordinator at (803) 898-

2655.
Sincerely,
Emma Forkner
Director
EF/mhw

Office of the Director
P. O. Box 8206 Columbia South Carolina 29202-8206
(803) 898-2504 Fax (803) 255-8235



