
From: Tate, Larry
To: HFS.BPPC
Cc: Pignon, Brad
Subject: [External] proposed changes to Medicaid reimbursement
Date: Thursday, December 28, 2023 3:13:50 PM

In reference to the percent of Medicare approved amount, what year of Medicare allowed amounts
is HFS using for this calculation (copied section below):

Practitioner rates are being adjusted from generally reimbursing at 60% of Medicare to 72% of
Medicare for most services, including office visits, with a reimbursement ceiling set at 80% of
Medicare

Larry Tate
Billing Compliance Manager/Compliance Officer

Patient Accounting, Adloff Facility (3rd floor)
Direct phone (217) 391-0761
Extension 77107
ltate@springfieldclinic.com

Disclaimer

This electronic message contains information from Springfield Clinic, LLP that may be confidential, privileged,
and/or sensitive. This information is intended for the use of the individual(s) or entity(ies) named above. If
you are not the intended recipient, be aware that disclosure, copying, distribution, or action taken on the
contents of this information is strictly prohibited. If you have received this electronic message in error,
please notify the sender immediately, by electronic mail, so that arrangements may be made for the
retrieval of this electronic message. Thank you.



From: Brian Morse
To: HFS.BPPC
Subject: [External] Proposed rate increases for doctors
Date: Wednesday, December 6, 2023 2:28:56 PM

Hi,

As a pediatrician who has taken public aid for 21 years, this could be good news.

How can I see the details of the proposed fee schedule?

Thank you very much.

Dr. Morse.



From: Kevin Daley
To: HFS.BPPC
Subject: [External] HFS Public Notice Comment Submission
Date: Wednesday, January 3, 2024 3:25:44 PM
Attachments: FINAL IL Medicaid Fee Schedule Proposed Changes Joint Comment Letter.pdf

Hello –
 
Attached are comments from the emergency physician community in response to the public notice
titled, Practitioner and Durable Medical Equipment Rates. A hard copy of the comments have also
been mailed to the address outlined in the public notice.
 
Best,
 
Kevin Daley
VP, State Government Affairs
Hart Health Strategies Inc.
C:779-970-8568
www.hhs.com

 



January 2, 2024 

Bureau of Program and Policy Coordination 
Division of Medical Programs 
Healthcare and Family Services 
201 South Grand Avenue East 
Springfield, IL 62763-0001 

Submitted electronically via www.hfs.illinois.gov 

RE: Proposed Changes in Methods and Standards for Establishing Medical Assistance Payment Rates 

Department of Healthcare and Family Services: 

On behalf of the undersigned organizations, we write to express our strong desire to see emergency 
physician (EP) services included in the proposed methods and standards $97.7M and $5M bonus rate 
increases for the Illinois Medicaid Practitioner Fee Schedule.  

Based on the methodology provided in the proposed changes, the current Medicaid reimbursement rate 
for emergency procedure codes in Illinois falls well below the 72% of Medicare rate that would be the 
new minimum threshold set for most procedural codes in the fee schedule.  

Illinois EP’s Medicaid reimbursement rates are among the 
lowest in the nation and fall in the lowest quartile of all state 
Medicaid Fee-For-Service (FFS) rates.  The severity of this 
reality is only exacerbated when compared to some of our 
neighboring states, as the national average for 99285 is 
$138.28. 

This problem is compounded by the fact that EPs and hospital emergency departments (EDs) are 
mandated by federal law to stabilize and treat anyone coming to an ED, regardless of their insurance 
status or ability to pay. Since EPs provide care to all patients who walk through their doors, they are the 
only universal health care providers in the system. It is a mission we are proud of, but it has complex 
implications. 

Emergency services have continued to provide a safety net for Illinois residents who are without a 
primary care provider. ED visits between 1997 and 2007 nearly doubled the projected rate, which was 
attributed to an increase in visits by Medicaid adult and pediatric populations.1 

Adding to the evolving role of EPs, there has also been a dramatic rise in the proportion of patients 
referred to the ED by primary care providers, creating significant difficulties in completing a complex 
work-up in the outpatient setting. This trend has led to a dramatic increase in hospital admissions from 
the ED. In the interval from 2003 to 2009, the proportion of emergent hospital admissions from the ED 

1 Tang N, Stein J, Hsia RY, Maselli JH, Gonzales R. Trends and characteristics of US emergency department visits, 
1997-2007. JAMA. 2010;304:664–670. 

Procedure Code Illinois Indiana Missouri

99285 $69.25 $166.70 $146.64

99284 $44.00 $114.79 $100.99

99283 $32.20 $67.92 $59.80

99282 $24.20 $39.61 $35.15

99281 $14.85 $10.97 $18.83



increased from 60% to 69%, while the proportion of direct admissions from a primary care clinic 
decreased from 32% to 23%.2 
 
The significant changes in the role of EPs have created challenges that we work to overcome every day 
to maintain the safety net for patients. We are the frontline for patient care and strongly believe that 
our increased responsibilities should be reflected in the methodology for both the $97.7M and $5M 
bonuses being used to increase reimbursement rates in the Medicaid Practitioner Fee Schedule.  
 
As such, we urge the Department of Healthcare and Family Services (HFS) to consider these comments 
as the proposed changes are finalized.  
 
Sincerely, 
 
American College of Emergency Physicians 
Emergency Department Practice Management Association 
Illinois College of Emergency Physicians 
 
 
 
 
 
 

 
2 Gonzalez Morganti K, Bauhoff S, Blanchard JC, Abir M, Iyer N, Smith AC, et al. The evolving role of emergency 
departments in the United States. USA: The RAND Corporation; 2013. 



 

 

January 2, 2024 

Bureau of Program and Policy Coordina on 

Division of Medical Programs 

Healthcare and Family Services 

201 South Grand Avenue East 

Springfield, IL 62763-0001 

 

Re:   Public No ce on December 3, 2023: PROPOSED CHANGES IN METHODS 

AND STANDARDS FOR ESTABLISHING MEDICAL ASSISTANCE PAYMENT 

RATES  

 

The Illinois Chapter of the American Academy of Pediatrics (ICAAP) seeks to 

improve the health and well-being of children and families in Illinois through 

educa on, advocacy, and support of pediatric healthcare providers across the 

state. On behalf of ICAAP and its 2100 members consis ng of pediatricians, 

pediatric sub-specialists, nurse prac oners, and physicians in training, we are 

reaching out today to express our concern regarding the public no ce posted on 

December 3, 2023, announcing Illinois’ proposed changes to Medicaid physician 

payment rates.     

Medicaid, administered by the Illinois Department of Healthcare and Family 

Services (HFS), has a significant impact on the overall health of children in our 

state.  Children are dispropor onally affected by low Medicaid reimbursement as 

they comprise 41% of all Illinois Medicaid enrollees1.  Most severely affected is 

the health of Black and Brown children as nearly 62% of all Medicaid enrollees 

are non-white.2   Because nearly 38% of Illinois youth are insured under 

Medicaid3, every pediatrician and pediatric healthcare professional in the state 

has provided care for children enrolled in the program – either in their training or 

as one of the many currently enrolled healthcare providers across Illinois.  

 
1 https://www.kff.org/medicaid/state-indicator/total-medicaid-and-chip-child-
enrollment  
2 https://www.kff.org/medicaid/state-indicator/medicaid-distribution-nonelderly-by-
raceethnicity/ 
3 https://files.kff.org/attachment/fact-sheet-medicaid-state-IL 
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Medicaid reimbursement rates directly affect physician par cipa on in the Medicaid program 

and are a key factor in ensuring access to care for Medicaid enrollees. Low Medicaid payments 

force many providers in Illinois to make the difficult decision to limit or stop the treatment of 

Medicaid pa ents, as current reimbursements do not cover the costs of providing care. 

Research has demonstrated that physicians are far less likely to accept new Medicaid-enrolled 

pa ents than they are pa ents with other insurance types.4 All Illinois children—including the 

more than 1,574,000 enrolled in Medicaid/CHIP5—deserve access to a high-quality medical 

home. Current low Medicaid reimbursement rates limit access to local consistent pediatric care, 

especially for Black and Brown children. Youth without a stable medical home are less likely to 

see a physician than those who do,6 and several studies have demonstrated that children who 

have a consistent primary care provider have lower total healthcare expenses.7 When children 

are shut out of mainstream healthcare in a physician's office, parents are forced to seek 

expensive, episodic treatment in Urgent Care Clinics and Emergency Rooms, o en when their 

children are sicker, or they do not access care at all.  The establishment of appropriate Medicaid 

rates will increase access, create more medical homes, and prevent families from accessing care 

in high-cost se ngs. 

Medicaid in Illinois pays only 59% of what Medicare pays for all services and only 44% of what 

Medicare pays for primary care.8 Medicaid payment rates for pediatric services have not been 

updated in Illinois since 2002 under the Memisoviski Consent Decree.  

In 2013-2014, the federal government addressed the historic problem of low Medicaid 

physician payment by raising Medicaid payment rates for Evalua on and Management codes 

(preven ve care) and immuniza on administra on services to Medicare-equivalent levels. This 

was a historic investment in the care provided through the Medicaid program. Research has 

shown the posi ve effect of the 2013-2014 federal Medicaid payment increase. A 2018 study in 

Pediatrics shows that office-based primary care pediatricians broadened their Medicaid 

par cipa on during the 2013-2014 federal payment increase in large part by boos ng their 

Medicaid panels.9  Another 10-state study in the New England Journal of Medicine showed the 

availability of physicians trea ng Medicaid pa ents jumped by 8 percentage points during the 

 
4 https://www.ajmc.com/view/physicians-far-less-likely-to-take-new-medicaid-patients-cdc-
finds 
5 https://www.medicaid.gov/medicaid/program-information/medicaid-and-chip-enrollment-
data/report-highlights/index.html 
6 https://ccf.georgetown.edu/2021/10/15/kids-with-gaps-in-coverage-have-less-access-to-care/ 
7 https://www.milbank.org/wp-content/uploads/2016/02/PCPCC 2016 Report.pdf 
8 https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.00611  
9 https://publications.aap.org/pediatrics/article/141/1/e20172570/37705/Increased-Medicaid-
Payment-and-Participation-by?autologincheck=redirected  



 

 

federal Medicaid payment increase. States with larger increases in payment saw availability 

increase by over 10 percentage points.10   

Payment levels have a direct impact on access to care. A 2019 study by the Na onal Bureau of 

Economic Research found that "Among children covered by Medicaid, a $10 increase in 

Medicaid payments leads to a 25 percent decrease in parents repor ng trouble finding a doctor 

for their children." The authors found that taking the further step of closing the gap between 

Medicaid payment and that of private payers would close over 2/3 of the dispari es in access 

for adults and eliminate such dispari es for children.11 

Physicians across Illinois reported the 2013-2014 federal payment increase made a real 

difference for children and prac ces—from large medical centers to small private prac ces. 

However, since that  me, payment in Illinois has lagged and now sits at 56% less than Medicare 

levels for primary care services (source: Health Affairs cita on). A recent study has shown that 

over 96% of Illinois physicians are willing to accept pa ents with private insurance, while only 

73.6% of Illinois physicians accept pa ents covered by Medicaid12. Lower Medicaid payment 

creates a 2- ered system in which those with private insurance have access to medical care and 

those enrolled in Medicaid increasingly do not. This is especially true for Black and Brown 

children who are more likely to be part of the Medicaid program.    

Greater payment leads to greater u liza on and improved health. A $10 increase in payment 

"leads to a 1.4 percent increase in the probability that beneficiaries visited a doctor in the past 

two weeks and a 1.1 percent increase in the probability that beneficiaries report being in very 

good or excellent health. Using self-reported data on school absences from the NHIS and 

administra ve data on school a endance from the restricted-access Na onal Assessment of 

Educa onal Progress (NAEP) files, we further find that a $10 increase in Medicaid payments 

leads to a 14 percent decrease in chronic absenteeism due to illness or injury and a 2.6 percent 

decrease in chronic absenteeism overall."13  This confirms what we know—Medicaid payment 

levels directly impact the ability of physicians to accept Medicaid pa ents, the ability of pa ents 

to access care, and therefore the health and well-being of children and families. 

While we are grateful that HFS is working to increase Medicaid payment across the state, we 

have iden fied some specific concerns regarding the proposed changes to codes and rates 

provided to ICAAP on December 20, 2023.  

Method of Determina on of Benchmark Rate 

HFS is seeking to set a Medicaid benchmark as outlined in the public no ce between 72% and 

80% of Medicare rates. As such, they created a spreadsheet shared with ICAAP on December 

 
10 https://www.nejm.org/doi/full/10.1056/NEJMsa1413299?query=featured home  
11 h ps://www.nber.org/system/files/working papers/w26095/w26095.pdf  

12 https://www.shadac.org/news/14-17-physician-Mcaid-SHC 
13 Ibid 











 

 

 Determine the valua ons for all pediatric codes and include these codes in all rate 

increases. 

 Raise preven ve pediatric primary care codes (Evalua on and management) to 100% of 

calculated Medicare rates. 

 Specifically analyze codes 99391-99395 and those associated with par cipa on in the 

Vaccinee for Children (VFC) program 

Reduc on of Codes in Pediatric Primary Care 

ICAAP is strongly opposed to the proposed reduc on of Medicaid payment for pediatric codes. 

There is ample research showing a direct connec on between payment for services and access 

to care as highlighted above.  We are gravely concerned that these code reduc ons are 

proposed to take effect on January 1, 2024, while the fee schedules are not projected to be 

posted un l April 1, 2024.  In the current proposal, healthcare providers will deliver care, submit 

for reimbursement, be paid on the 2023 fee schedule, and then – if services provided are 

connected to a fee reduc on – will have the difference in those rates recouped months later 

when the 2024 fee schedule is posted. Healthcare providers and ins tu ons, unaware of 

proposed code reduc ons in the coming year, will be unable to adjust prac ces to account for 

these losses.  

In addi on, mul ple codes that will decrease under the proposed changes will likely affect 

pediatricians’ ability to deliver care in pediatric offices.  Many tests – such as lead and 

hemoglobin – are targeted for reduc ons and are cri cal tests of infants and toddlers that are 

rou nely provided in offices. Other codes, such as those pertaining to asthma management and 

tes ng for strep and Influenza in the office are also targeted for reduc ons. Because HFS used 

only facility pricing on these codes, pediatric offices are going to be forced to either provide 

these services at a loss or refer families to hospitals for care.  

We call on HFS to adjust the proposal in the following ways: 

 Rate reduc ons should only go into effect 60 days a er publica on of the new rate 

schedule and not retroac vely to January 1. 

 Analyze the reduc on in codes to determine the impact on access to care for pediatric 

pa ents and the ability to provide care in pediatric offices with a specific focus on codes 

used for well-child visits. 

 Adjust codes to account for services provided in pediatric offices rather than hospital-

based se ngs. 

Incen ve Pool 

HFS highlights in its no ce a “$5M incen ve bonus pool for prac oners that provide certain 

services within local areas of the state with high concentra ons of Medicaid eligible residents.” 

HFS has provided no informa on regarding the alloca on of this bonus pool.  ICAAP urges the 



 

 

department to be more transparent in the alloca on of the pool and to ensure that pediatric 

healthcare providers are included in this funding.  

Now is the  me for Illinois to raise Medicaid payments to appropriate levels.  The state must 

develop a benchmark that is fair and appropriate for each service in the region of the state in 

which it is provided. State funds used to increase rates will be matched by federal Medicaid 

dollars, thus serving as a force mul plier in strengthening our healthcare infrastructure in 

Illinois. Under current rules, for every $1 the state spends to increase Medicaid payment rates, 

the state will bring in an addi onal $1.04 in federal matching dollars.14 Raising Medicaid 

payments not only benefits the children and families of Illinois but also brings addi onal federal 

dollars to our state. This is an investment in the children of Illinois and in our state’s future that 

we cannot afford to miss.  

We look forward to working with HFS to develop proposals that increase access to care for the 

1.5 million children in their program. Addi onal ques ons can be directed to our Chief Execu ve 

Officer, Jennie Pinkwater at jpinkwater@illinoisaap.com 

Sincerely,  

 

 

Margaret Scotellaro, MD, FAAP 

President, Execu ve Commi ee 

Illinois Chapter, American Academy of Pediatrics 

 

 

Cc:  Lizzy Whitehorn, Director, Illinois Department of Healthcare and Family Services 

  Grace Hou, Deputy Governor, Health and Human Services 

  Representa ve Robyn Gabel, Majority Leader, House of Representa ves 

  Senator Ann Gillespie, Chair, Health and Human Services Appropria on Commi ee

 
14 Federal Medical Assistance Percentage (FMAP) for Medicaid and Multiplier | KFF 





From: Veton Hasku
To: Griffin, Jessica
Cc: HFS.BPPC
Subject: Re: [External] Fwd: 12/04/2023 - Public Notice - Practitioner and Durable Medical Equipment Rates
Date: Friday, December 8, 2023 12:27:19 PM

Jessica, 
I have one more question. Is this going to go through JCAR? The constituent wants to know if
there will be a public comment period for the new rates before they're approved. 

Please let me know. 

On Fri, Dec 8, 2023 at 9:04 AM Veton Hasku <veton@senatorram.com> wrote:
Thank you fo the update, Jessica. 

Please let me know when the new fee schedule is released. 
Have a nice weekend. 

On Fri, Dec 8, 2023 at 9:02 AM Griffin, Jessica <Jessica.Griffin@illinois.gov> wrote:

I do not know if an updated Fee schedule has been released yet, but I will reach
out and see if we can locate those fact if they are available.

 

From: Veton Hasku <veton@senatorram.com> 
Sent: Tuesday, December 5, 2023 2:25 PM
To: Griffin, Jessica <Jessica.Griffin@Illinois.gov>
Cc: HFS.BPPC <HFS.BPPC@Illinois.gov>
Subject: [External] Fwd: 12/04/2023 - Public Notice - Practitioner and Durable Medical
Equipment Rates

 

Jessica, 

Are you able to provide me with the exact details on these rate increases? A constituent 

---------- Forwarded message ---------
From: Brian Morse <nppsc@me.com>
Date: Tue, Dec 5, 2023 at 1:40 PM
Subject: Fwd: 12/04/2023 - Public Notice - Practitioner and Durable Medical Equipment
Rates
To: Veton Hasku <veton@senatorram.com>

 

Veton, 



 

This may be what I have been trying to get accomplished for umpteen years. 

Can you please get me the detailed numbers in this proposed increase? 

 

Thanks. 

 

Dr. Morse 

Begin forwarded message:

From: "HFS.Webmaster" <HFS.Webmaster@illinois.gov>
Date: December 4, 2023 at 12:05:15 PM CST
To: nppsc@me.com
Subject: 12/04/2023 - Public Notice - Practitioner and Durable Medical
Equipment Rates

The Illinois Department of Healthcare and Family Services has posted a new
Public Notice regarding Practitioner and Durable Medical Equipment
Rates. You may view the new Notice at the following link:

 

 

https://hfs.illinois.gov/info/legal/publicnotices.html

 

 

Thank You,

HFS Webmaster

 

 

 

 

 





www.twitter.com/senvillivalam

 

State of Illinois - CONFIDENTIALITY NOTICE: The information contained in this communication is
confidential, may be attorney-client privileged or attorney work product, may constitute inside
information or internal deliberative staff communication, and is intended only for the use of the
addressee. Unauthorized use, disclosure or copying of this communication or any part thereof is
strictly prohibited and may be unlawful. If you have received this communication in error, please
notify the sender immediately by return e-mail and destroy this communication and all copies thereof,
including all attachments. Receipt by an unintended recipient does not waive attorney-client privilege,
attorney work product privilege, or any other exemption from disclosure. 

-- 
Best, 

Veton Hasku 
Chief of Staff
Senator Ram Villivalam-8th Senate District
Phone: (872) 208-5188
Text: (224) 592-5819
veton@senatorram.com

**Sign up for Senator Villivalam's newsletter for the latest updates and resources regarding
COVID-19: www.senatorram.com (sign up on the right side of the page)
If you have any policy proposals you'd like our office to work on, please fill out of Policy
Proposal form at http://senatorram.com/contact-us/legislative-policy-proposals

Follow Senator Villivalam on Social Media: 
www.facebook.com/senatorram
www.twitter.com/senvillivalam

-- 
Best, 

Veton Hasku 
Chief of Staff
Senator Ram Villivalam-8th Senate District
Phone: (872) 208-5188
Text: (224) 592-5819
veton@senatorram.com

**Sign up for Senator Villivalam's newsletter for the latest updates and resources regarding
COVID-19: www.senatorram.com (sign up on the right side of the page)



If you have any policy proposals you'd like our office to work on, please fill out of Policy
Proposal form at http://senatorram.com/contact-us/legislative-policy-proposals

Follow Senator Villivalam on Social Media: 
www.facebook.com/senatorram
www.twitter.com/senvillivalam
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December 26, 2023 
 
 
 
Ms. Theresa Eagleson, Director 
Illinois Department of Healthcare and Family Services 
2200 Churchill Road 
Springfield, IL 62702 
 
Dear Director Eagleson:  
 
On behalf of the physicians of the Illinois State Medical Society (ISMS), I am writing to share 
our comments and concerns regarding the Department of Healthcare and Family Services’ 
(DHFS) “proposed changes in methods and standards for establishing medical assistance 
payment rates,” issued December 5, 2023, with an effective date of January 1, 2024. 
 
We appreciate the Department’s efforts to update the Medicaid physician fee schedule, 
something that’s long overdue. As you know, ISMS supported the enacted FY24 state budget 
that contained a $25 million increase for physician reimbursements in Medicaid beginning 
on January 1, 2024. We have previously advocated that these rate changes should be used to 
increase rates for certain physician codes that have been historically underpaid. Further, in 
a letter dated November 22, 2023, we advocated for an across-the-board physician rate 
increase, to avoid increasing the reimbursements of one physician specialty at the expense 
of another. 
 
The notice provided by the Department, however, does not address any of those concerns. 
Rather, the proposal appears to be a reshaping of the fee schedule, expressed in the form of 
10,000+ CPT codes based solely on cost, and without consideration to the service being 
provided. The Department has provided no specific information about which types of 
procedures are getting higher reimbursements, and which types of procedures will be 
reduced. This seems rather arbitrary and in no way addresses long-standing concerns that 
medical specialists are disincentivized to accept Medicaid patients due to extremely low 
reimbursements. 
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Given the very short comment period, exacerbated by this occurring during the holiday 
season, it's extremely unlikely the affected healthcare professionals, including multiple 
medical specialists, will have an adequate opportunity to review the proposed changes to 
the 10,000+ CPT codes to determine how these changes impact their reimbursements for 
treating Medicaid patients. Most important to Medicaid beneficiaries is having a reliable 
primary care physician on a regular basis, but also access to specialty medical care when 
needed. We remain concerned that this proposal, as presented, does not clearly maintain 
Illinois Medicaid fees for specialists that will ensure continued patient access to 
comprehensive care.   
 
In the near term, we urge the Department to minimize any reimbursement reductions that 
may imperil patient access to necessary specialty medicine care, and we remain committed 
to working with you and the Department to advocate for the appropriation of sufficient funds 
by the General Assembly to create and maintain a stable Medicaid reimbursement model for 
physicians. 
 
We thank you for the opportunity to share our concerns. If you have any questions, please 
contact David Porter, Senior Vice President of Health Policy, at davidporter@isms.org. 
 
Sincerely, 
 
 
 
 
Thomas M. Anderson, M.D. 
Chair, Board of Trustees 
Illinois State Medical Society 
 
cc: Rodney S. Alford, M.D., M.B.A. 
 Piyush I. Vyas, M.D. 

Alexander R. Lerner 
Medicaid Working Group 
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w/ 

MCH

Chgo IL-Rest Chgo IL-Rest Chgo IL-Rest Base + MCH Chgo IL-Rest Chgo IL-Rest Base + MCH Base + MCH Base + MCH Base  + MCH

99211 12.30 0.58 12.88 24.32 21.99 0.51 0.56 0.53 0.59 19.07 19.99 17.51 15.83 6.96 7.54 0.29 0.31 0.32 0.34 36 38

99212 24.25 1.40 25.65 60.09 54.76 0.40 0.44 0.43 0.47 37.58 39.81 43.26 39.43 25.41 26.81 0.43 0.45 0.46 0.49 68 67

99213 28.35 18.21 46.56 95.85 87.96 0.30 0.32 0.49 0.53 43.94 72.97 69.01 63.33 47.09 65.30 0.49 0.68 0.54 0.74 107 89

99214 42.50 30.47 72.97 135.44 124.61 0.31 0.34 0.54 0.59 65.88 113.26 97.51 89.72 69.47 99.94 0.51 0.74 0.56 0.80 105 88

99215 48.00 1.95 49.95 189.78 174.96 0.25 0.27 0.26 0.29 74.40 77.53 136.64 125.97 101.94 103.89 0.54 0.55 0.58 0.59
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99381 32.15 59.75 91.90 49.83 142.64 114.94 105.55 0.28 0.80 0.30 0.87

99382 32.15 66.50 98.65 49.83 153.12 119.96 110.18 0.27 0.82 0.29 0.90

99383 32.15 64.45 96.60 49.83 149.94 124.23 114.49 0.26 0.78 0.28 0.84

99384 32.15 72.81 105 49.83 162.91 140.00 129.23 0.23 0.75 0.25 0.81

99391 32.15 37.37 69.52 49.83 107.90 102.87 94.71 0.31 0.68 0.34 0.73

99392 32.15 45.72 77.87 49.83 120.86 110.39 101.53 0.29 0.71 0.32 0.77

99393 32.15 44.69 76.84 49.83 119.27 110.04 101.22 0.29 0.70 0.32 0.76

99394 32.15 52.47 84.62 49.83 131.34 119.68 110.47 0.27 0.71 0.29 0.77

Notes:  All Medicare rates are non-facility (office-based);  * result of 2004 consent decree after lawsuit settlement (Memisovski v Maram); unshaded eff 7/1/02, shaded 1/1/06; MCH is the maternal and child health add-on;  ^ 2006 Il-Rest 
Medicare rates for 99213-5 are $49.55, $77.99, & $114.32;  # 2006 rates adjusted for inflation (Per US Gov CPI, 55% inflation from 1/2006 to 11/2023);  ** see Pinkwater e-mail on 12/20/23 1126 (corrected in 1/1/24 e-mail);  ^^ state 
“proposal,” as best as understood from notice of 12/4/2023 (and from personal discussions with J. Pinkwater, IL chapter of American Academy of Pediatrics; ## taking into account inflation from 1/2006 to 9/2023
Colours: blue - most commonly-used codes; grey - MCH add-ons eff 1/2006 (last fee increase!!!); pink - total rates incl MCH 2006-current; green - 2006 rates adjusted for inflation (my fair proposal; also must include future cost-of-living 
or medicare-tied annual increases); orange - state’s suggested raise, correctly calculated based on non-facility Medicare rates for 2023; yellow - my understanding of the state proposal, to take effect 1/1/2024; red - % shortfall for state’s 
proposal vs mine (yellow vs green).  Note that 99215 was never increased and must be increased to the 72% rate, at least, now.2012 il Medicare rates, 99211-15, $18.65, $40.74, $68.07, $100.78, $135.73;  The KFF considered Primary 
care M/M to be 0.54 for IL. If I take the incr in Medicare rates into effect, our current M/M ratio for primary care (using 99212-99214 rates) would be 0.42!!!  

ILDPA FEE SCHEDULE COMPARISON (1/3/24b),  Brian Morse, MD, PhD
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