NORTH DAKOTA MEDICAID DME Rental Fee Schedule

Effective 7/1/2010

Description

CMN
Required?

Quantity
Allowed

Prior Auth
Required?

Minimum
Age

Medicaid Fee

ENTERAL NUTRITION INFUSION PUMP - WITHOUT ALARM

CRUTCHES, FOREARM, INCLUDES CRUTCHES OF VARIOUS MATERIALS, ADJUSTABLE OR FIXED, PAIR, COMPLETE WITH TIPS AND
HANDGRIPS

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack therof.

1 Per Month.

7 days Per
Lifetime.

$132.24
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HOSPITAL BED, HEAVY DUTY, EXTRA WIDE, WITH WEIGHT CAPACITY GREATER THAN 350 POUNDS, BUT LESS THAN OR EQUAL TO 600
POUNDS, WITH ANY TYPE SIDE RAILS, WITH MATTRESS

STATIONARY COMPRESSED GASEOUS OXYGEN SYSTEM, RENTAL; INCLUDES CONTAINER, CONTENTS, REGULATOR, FLOWMETER,
(HUMIDIFIER, NEBULIZER, CANNULA OR MASK, AND TUBING ________________ o ________________
PORTABLE GASEOUS OXYGEN SYSTEM, RENTAL; INCLUDES PORTABLE CONTAINER, REGULATOR, FLOWMETER, HUMIDIFIER, CANNULA
R MASK, AN T BING oo oooom oo
PORTABLE LIGUID OXYGEN SYSTEM, RENTAL; HOME LIFUEFIER USED TO FILL PORTABLE LIFUID OXYGEN CONTAINERS, INCLUDES
PORTABLE CONTAINERS, REGULATOR, FLOWMETER, HUMIDIFIER, CANNULA OR MASK AND TUBING, WITH OR WITHOUT SUPPLY
[RESERVOIR AND CONTENTS GAUGE _ ___ oo oo
PORTABLE LIQUID OXYGEN SYSTEM, RENTAL; INCLUDES PORTABLE CONTAINER, SUPPLY RESERVOIR, HUMIDIFIER, FLOWMETER,
[REFILL ADAPTOR, CONTENTS GAUGE, CANNULA OR MASK, ANDTUBING _______________ . ___________________________
PORTABLE LIQUID OXYGEN SYSTEM, PURCHASE; INCLUDES PORTABLE CONTAINER, SUPPLY RESERVOIR, FLOWMETER, HUMIDIFIER,
JCONTENTS GAUGE, CANNULA OR MASK, TUBING AND REFILL ADAPTOR__________________________________________________

STATIONARY LIQUID OXYGEN SYSTEM, RENTAL; INCLUDES CONTAINER, CONTENTS, REGULATOR, FLOWMETER, HUMIDIFIER,
NEBULIZER, CANNULA OR MASK, & TUBING

RESPIRATORY ASSIST DEVICE, BI-LEVEL PRESSURE CAPABILITY, WITHOUT BACKUP RATE FEATURE, USED WITH NONINVASIVE
INTERFACE, E.G., NASAL OR FACIAL MASK (INTERMITTENT ASSIST DEVICE WITH CONTINUOUS POSITIVE AIRWAY PRESSURE DEVICE)

RESPIRATORY ASSIST DEVICE, BI-LEVEL PRESSURE CAPABILITY, WITH BACK-UP RATE FEATURE, USED WITH NONINVASIVE INTERFACE,
E.G., NASAL OR FACIAL MASK (INTERMITTENT ASSIST DEVICE WITH CONTINUOUS POSITIVE AIRWAY PRESSURE DEVICE)

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack therof.
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PACEMAKER MONITOR, SELF CONTAINED, CHECKS BATTERY DEPLETION AND OTHER PACEMAKER COMPONENTS, INCLUDES
DIGITAL/VISIBLE CHECK SYSTEMS

AMBULATORY INFUSION PUMP, SINGLE OR MULTIPLE CHANNELS, ELECTRIC OR BATTERY OPERATED, WITH ADMINISTRATIVE
EQUIPMENT, WORN BY PATIENT

TRACTION EQUIPMENT, CERVICAL, FREE-STANDING STAND/FRAME, PNEUMATIC, APPLYING TRACTION FORCE TO OTHER THAN
MANDIBLE

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack therof.
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WHEELCHAIR ACCESSORY, MANUAL SWINGAWAY, RETRACTABLE OR REMOVABLE MOUNTING HARDWARE FOR JOYSTICK, OTHER
CONTROL INTERFACE OR POSITIONING ACCESSORY

OXYGEN CONCENTRATOR, SINGLE DELIVERY PORT, CAPABLE OF DELIVERING 85 PERCENT OR GREATER OXYGEN CONCENTRATION AT
THE PRESCRIBED FLOW RATE

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack therof.
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E2201 |MANUAL WHEELCHAIR ACCESSORY, NONSTANDARD SEAT FRAME, WIDTH GREATER THAN OR EQUAL TO 20 INCHES AND LESS THAN 24 No 1 Per Month. Yes $38.85
INCHES
E2202 |MANUAL WHEELCHAIR ACCESSORY, NONSTANDARD SEAT FRAME WIDTH, 24-27 IN No 1 Per Month. Yes $31.00
E2203 |MANUAL WHEELCHAIR ACCESSORY, NONSTANDARD SEAT FRAME DEPTH, 20 TO LESS THAN 22 IN No 1 Per Month. Yes $46.21
E2208 [WHEELCHAIR ACCESSORY, CYLINDER TANK CARRIER, EACH No 1 Per Month. Yes MANUAL $6.34
WHEELCHA
IR
ACCESSOR
Y,
NONSTAND
ARD SEAT
FRAME
WIDTH, 24-
27 IN
E2231 |MANUAL WHEELCHAIR ACCESSORY, SOLID SEAT SUPPORT BASE (REPLACES SLING SEAT), INCLUDES ANY TYPE MOUNTING No 1 Per Month. Yes $15.12
HARDWARE
E2320 [POWER WHEELCHAIR ACCESSORY, HAND OR CHIN CONTROL INTERFACE, REMOTE JOYSTICK OR TOUCHPAD, PROPORTIONAL, No 1 Per Month. Yes $116.56
INCLUDING ALL RELATED ELECTRONICS, AND FIXED MOUNTING HARDWARE
E2321 [POWER WHEELCHAIR ACCESSORY, HAND CONTROL INTERFACE, REMOTE JOYSTICK, NONPROPORTIONAL, INCLUDING ALL RELATED No 1 Per Month. Yes $162.49
ELECTRONICS, MECHANICAL STOP SWITCH, AND FIXED MOUNTING HARDWARE
E2327 |POWER WHEELCHAIR ACCESSORY, HEAD CONTROL INTERFACE, MECHANICAL, PROPORTIONAL, INCLUDING ALL RELATED No 1 Per Month. Yes $256.00
ELECTRONICS, MECHANICAL DIRECTION CHANGE SWITCH, AND FIXED MOUNTING HARDWARE
E2331 |POWER WHEELCHAIR ACCESSORY, ATTENDANT CONTROL, PROPORTIONAL, INCLUDING ALL RELATED ELECTRONIC AND FIXED No 1 Per Month. Yes $15.12
MOUNTING HARDWARE
E2342 |POWER WHEELCHAIR ACCESSORY, NONSTANDARD SEAT FRAME DEPTH, 20 OR 21 INCHES No 1 Per Month. Yes $46.98
E2362 |POWER WHEELCHAIR ACCESSORY, GROUP 24 NON-SEALED LEAD ACID BATTERY, EACH No 1 Per Month. Yes $10.18
E2365 |POWER WHEELCHAIR ACCESSORY, U-1 SEALED LEAD ACID BATTERY, EACH (E.G. GEL CELL, ABSORBED GLASSMAT) No 1 Per Month. Yes $11.25
E2366 |POWER WHEELCHAIR ACCESSORY, BATTERY CHARGER, SINGLE MODE, FOR USE WITH ONLY ONE BATTERY TYPE, SEALED OR NON- No 1 Per Month. Yes $25.57
SEALED, EACH
E2367 |POWER WHEELCHAIR ACCESSORY, BATTERY CHARGER, DUAL MODE, FOR USE WITH EITHER BATTERY TYPE, SEALED OR NON- No 1 Per Month. Yes $44.09
SEALED, EACH
E2402 |NEGATIVE PRESSURE WOUND THERAPY ELECTRICAL PUMP, STATIONARY OR PORTABLE Yes 1 Per Month. Yes $2,161.29
E2601 |GENERAL USE WHEELCHAIR SEAT CUSHION, WIDTH LESS THAN 22 INCHES, ANY DEPTH No 1 Per Month. Yes $9.09
E2602 |GENERAL USE WHEELCHAIR SEAT CUSHION, WIDTH 22 INCHES OR GREATER, ANY DEPTH No 1 Per Month. Yes $10.74
E2604 [SKIN PROTECTION WHEELCHAIR SEAT CUSHION, WIDTH 22 INCHES OR GREATER, ANY DEPTH No 1 Per Month. Yes $16.88
E2607 |SKIN PROTECTION AND POSITIONING WHEELCHAIR SEAT CUSHION, WIDTH LESS THAN 22 INCHES, ANY DEPTH No 1 Per Month. Yes $30.22
E2608 [SKIN PROTECTION AND POSITIONING WHEELCHAIR SEAT CUSHION, WIDTH 22 INCHES OR GREATER, ANY DEPTH No 1 Per Month. Yes $31.29
E2620 [POSITIONING WHEELCHAIR BACK CUSHION, PLANAR BACK WITH LATERAL SUPPORTS, WIDTH LESS THAN 22 INCHES, ANY HEIGHT, No 1 Per Month. Yes $60.24
INCLUDING ANY TYPE_MOUNTING HARDWARE
E2622 [SKIN PROTECTION WHEELCHAIR SEAT CHUSHION, ADJUSTABLE, WIDTH LESS THAN 22 INCHES, ANY DEPTH No No $30.06
E2623 [SKIN PROTECTION WHEELCHAIR SEAT CUSHION, ADJUSTABLE, WIDTH 22 INCHES OR GREATER, ANY DEPTH No No $37.83
E2624 [SKIN PROTECTION AND POSITIONING WHEELCHAIR SEAT CUSHION, ADJUSTABLE, WIDTH LESS THAN 22 INCHES, ANY DEPTH No No $2,993.00
E2625 [SKIN PROTECTION AND POSITIONING WHEELCHAIR SEAT CUSION, ADJUSTABLE, WIDTH 22 INCHES OR GREATER, ANY DEPTH No No $38.03
E8000 [GAIT TRAINER, PEDIATRIC SIZE, POSTERIOR SUPPORT, INCLUDES ALL ACCESSORIES AND COMPONENTS Yes 1 Per Month. Yes $80.97
K0001 |STANDARD WHEELCHAIR Yes 1 Per Month. Yes $50.90
K0002 |STANDARD HEMI (LOW SEAT) WHEELCHAIR Yes 1 Per Month. Yes $82.74
KO0003 |LIGHTWEIGHT WHEELCHAIR Yes 1 Per Month. Yes $88.03

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack therof.
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STANDARD - WEIGHT FRAME MOTORIZED/POWER WHEELCHAIR WITH PROGRAMMABLE CONTROL PARAMETERS FOR SPEED
ADJUSTMENT, TREMOR DAMPENING, ACCELERATION CONTROL AND BRAKING

SEAT HEIGHT LESS THAN 17 IN OR EQUAL TO OR GREATER THAN 21 IN FOR A HIGH-STRENGTH, LIGHTWEIGHT, OR ULTRALIGHTWEIGHT
WHEELCHAIR

PORTABLE GASEOUS OXYGEN SYSTEM, RENTAL; HOME COMPRESSOR USED TO FILL PORTABLE OXYGEN CYLINDERS; INCLUDES

PORTABLE CONTAINERS, REGULATOR, FLOWMETER, HUMIDIFIER, CANNUAL OR MASK, AND TUBING

Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack therof.
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Inclusion or exclusion of a procedure code, supply, product or service does not imply Medicaid coverage, reimbursement or lack therof.
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