
AMENDMENT 

to 

HOSPITAL PROVIDER AGREEMENT 

between 

Baylor Scott & White Medical Center - Marble Falls 

and 

Burnet County 

May it be known that Baylor Scott & White Medical Center - Marble Falls, hereafter referred to as 
"Hospital", and Burnet County on behalf of the Burnet County Indigent Health Care Program 
hereafter referred to as "CIHCP", mutually agree to amend the 2018 Hospital Provider Agreement as 
follows: 

"This Agreement provides for health care services to low income individuals who are not 
entit led to benefits under Title XVIII of the Social Security Act or eligible for assistance under 
the State plan -under this title." 

This Amendment is effective immediately upon the date of last signature. 

Baylor Scott & White Medical Center - Marble Falls 

By:~~ 

Printed~~!!! 

Title: ~~fat 
Date of Signature: __ 6'-+-f~~'---+-'/2@=-"'--+<A=fr+-----
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Burnet County 

Title: ~LU'l'.\H (\Oll¥l:h/ Jud~e, 
Date of Signature: 3- i -- J-lf 



HOSPITAL PROViDER AGREEMENT 

Hospital: BAY~OR SCOTT & WH.ITE CLI.NtcS Phone# (830) 201-8000 

Billing Address: 810 W. HWY 71 

Location: Multiple 

MARBLE FALLS, TEXAS 78654 

Medicare ID# 670108 Medicaid ID#: 3537128-01 Traditional Services 

3.537128~02 ASC Services 
Contact person for accounts reteivable: Sharon Choate (830) 201-8647 

On betialf of Baylor Scott & White Hospital, I agree to be a Mandated Provider for Burnet County 
Indigent Health tare ~ragram (CIHCP). l understand that CHICPservice recipients are.eligible for 

medically necessary health care services a.s ot,1tlin.ed in Section 4 of the ti HCP Handbobk. Hospital care 
service~ are relmbursab l.e by·Burnet County as follows: 

A) Inpatient services according to. interim rate for qutpati:ent services multiplied .bv the billed amount 
as outlined in Section 4 of the CiH(:P Handbook 

B) Outpatierit services according to the interim rate for outpatient services multiplied by the billed 
amount as ou.tlined in Sedion 4 of the CIH[P Handbook, 

fnv,oices (sh:mdard L/B 04 Claim Forms) submitted to the !;lurnet County CIHCP w:HI be restricted to 

medi~ally necessary servk.es as ord.ered by a duly licensed physician. The billed cir:nount will be 

consistent with the. amounts .this hospital charges all other p;itients, Reimbursement will be. at the 

TDDHS estabiished amo\Jnt, anc;i wHI reflect any general and spec;ific excl.usi.on as outlined in the CIHCP 

Handbook. I acceptthe CIHCP reimbursementamouni for <::!HCP Mandatory 'services as payment.in foll; I 

understand that the recipient.cannot l:le. invoiced for ai:,y ren:ialn!ng !;>a lance, Invoices {standard LJB 04 

claim form)wi.11 be sent monthly to Burnet CquntyCIHCP, 220 S. Pierce St., Burnet, Texas 78611, and 

will include each CIHCP identification number, name and DOB. of each recipient, .and if applicable, the. 

patient identification numbe.r assigne,d by the clinic. Invoices (standard UB 04 claimforrni sho.uld 

include detailed nanativf! descriptions of each biiled proceciure and all shou.ld be signed.a)1d dated. All 

invoices received Will be processed for payment within a 30 day time fn;ime in which the biilis received 

unlessther.e are circumstances reframing bill payment (pending eligibility for CIHCP, 551 determination 

ek) Invoices (standard UB 04 daim form) received ninety-five (95) days after the date of service (or - . 

date of cer:tification if prior coverage. applies), will not be reimbursed . 

I understand that wither party may cancel this agreement with a thirty (30) day written notice, or sopner 

if both parties mutual agree. l und~rstand that ifl choose to cgncel my participqtion as a C,IHCP provider, 



that I should contact the CIHCP Director in writing of intent to cancel and that I will not refuse services 

for CICHP recipients until thirty (30) days from the date of written notification, or earlier if mutually 

agreeable. I further understand that the CIHCP office will be responsible for notifying recipients of 

changes and/or cancellation to this agreement. 

TIM OLS 
HOSPITAL ADMINISTRATOR 

SIGNATURE: •w: 
DATE: i./4,<( 

CIHCP DIRECTOR 

SIGNATURE ________ _ 

DATE: _____ _ 

JAMES OAKLEY, COUNTY JUDGE 

SIGNATURE =i¼ ~ 
DATE: / / ~ ;;DI'? 



HOSPITAL PROViDER AGREEMENT. 

Hospital: BAY~OR SCOTT & WH.ITE CLINICS Phone# (830) 201-8000. 

Billing Address:810 W.HWY 71 

Location: Multiple 

MARBLE FALLS, TEXAS 78654 

Medicare ID# 670108 Medicaid ID.#: 3537128-01 Traditional Services 

3.~37128::02 ASC Services 
Contact person for accounts receivable : Sharon Choate {830) 201-8647 

On betfalf of Baylor Scott&, White Hospital, I agree to be a Mandated Provider for Burnet County 
Indigent Health tare Program (CIHCP). I understand that CHICPservic;e recipi~nts are_eligible for 

medically necessary health cqre s.etvkes as oljtlined in Section 4 qf the ti HCP Handbook. ·Hospital care 

services are reimbursabl.e by Burnet County as follows: 

A) Inpatient services accordingto. interim rate for qutpati.ent services multiplied by the billed amount 
as outlined in Section 4 of the CIH<;:P Handbook 

B) Outpatient services according to the interim rate for outpatient services multiplied by the billed 

.arnountas ou.tlined in Se.ction 4 of the (:IHCP Hc!ndbook, 

lnv,oices (sbmdard L.lB 04 Claim Forms) submitted to the l;lurnet CoLJnty C1HCP will be. restricted to 

medi(;ally necessary servic.es as ordered by a duly licensed physician. The billed ~mount will be 

consistent with the. amounts. this hosp ita I charges a II other p<Jti e nts, Rei rn bu rsement wi II be. atthe 

TDD HS estabiished amo1Jnt, anc;l wilt re.ffect any general cind specific exclusion as outlined in the Cl HCP 

Ha·ndbook. I c1cceptthe CIHCP reirnbursementamount for CiHCP Mandatory'services a.spaymentin full; I 

understand thatthe recipient .cannot be invoiced for any rema)ning !:>a lance, lnvqices {.standard· Us 04. 

da)m form}.will be.sent monthly to Burnet CountyCIHCP, 220 S. Pierce St., Burnet, Texas. 78611, and 

will indude each Cl.HCP identification number, name and DOB.of each retipient, .and if applicable; the. 

patientidentification number assigneo by the.clinic. Invoices (standard u B 04 claim formi should 

include detailed .narrative descriptions of each biiled procedure and ail shouJd be signed:and dated. All 

invoice·s received Will :be processed for paym.erit within a 30 day time fr;;ime in which the biil .i~ received 

unless th er~ are drcumstarices reframing bill payment (pending eligibility for CIHCP, S51 determination 

ek) Invoices ~standard UB 04 claim form) received ninety-five (95) days after the date of service (or 

date of certification if prior coverage app)ies), will not be reimbursed . 

I under~tand t ha.t wither party rriay cancel this agree.rnent with a thirty (30) day written nott.ce, or socrner 

if both parties mutual agree. I und~rstand that ifl choose to cancel my participc)tion as .a Cl HCP provider, 



that I should contact the CIHCP Director in writing of intent to cancel and that I will not refuse services 

for CICHP recipients until thirty (30) days from the date of written notification, or earlier if mutually 

agreeable. I further understand that the CIHCP office will be responsible for notifying recipients of 

changes and/or cancellation to this agreement. 

TIM OLS 
HOSPITAL ADMINISTRATOR 

SIGNATURE: ~w: 
DATE: 2-t4ti 

CIHCP DIRECTOR 

SIGNATURE _________ _ 

DATE: ______ _ 

JAMES OAKLEY, COUNTY JUDGE 


