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VACCINE PURCHASE
1. How will novel HIN1 vaccine be purchased?

Planners should assume novel H1IN1 vaccine willrbeyred and purchased by the federal government and
made available for vaccinators at no cost.

VACCINE DISTRIBUTION

2. (REVISED October 26, 2009)

How long will it take for vaccine orders to be proessed?

Oregon H1N1 Vaccine and Ancillary Supply - from Orcer to Arrival Timeline

Order submitted | Order submitted to Order Received by Vaccine/Supplies | Vaccine/Supplies
prior to 11:00am | CDC McKesson Shipped out arrive

to OIP

Saturday, Sunday,| Monday Tuesday Tuesday Wednesday
Monday

Tuesday Tuesday Wednesday Wednesday Thursday
Wednesday Wednesday Thursday Thursday Friday

Thursday Thursday Friday Sunday Monday

Friday Friday Monday Monday Tuesday

3. How many manufacturers are producing vaccine?
Five manufacturers are producing vaccine for th&.15anofi Pasteur, Novartis, GSK, Medimmune, and
CSL.

4. (REVISED Sept. 10, 2009)

In what dose increments will HIN1 vaccine be shipp
Vaccine shipments will be in increments of 100 dgser formulation.

5. (REVISED Sept. 10, 2009)

What is the minimum H1N1 vaccine shipment size?
H1N1 vaccine shipments will be a minimum of 100etoper formulation.

6. (ADDED August 10, 2009)
How will vaccine be shipped to projects areas?
H1N1 vaccine will be distributed using a centradiziistribution model. The vaccine will be shipgktbugh
McKesson Specialty, the federal contractor for t@gpublicly-funded vaccine distribution.

7.  Where will vaccine be shipped?
Vaccine will be shipped to locations designateddoal health departments, tribes and state agencies

8.  Will project areas be able to limit the amount of \accine they receive?
Yes, states will be able to state what proportibtheir initial and weekly allocations they wishrieceive.

9. (REVISED Sept. 25, 2009)

Can the number of ship-to sites currently designatk by project areas in their pandemic plans be
changed?

Yes, but only if it does not exceed the maximum hanof ship-to sites for Oregon as determined ey th
CDC.

10. (REVISED Oct. 20, 2009)

Will vaccine be in multi-dose vials?

Page 2 of 13



This version supersedes previous versions. Plealiscard previous versions.
The majority of vaccine will be in multi-dose viathe remainder in single dose vials or nasal spry

11. Will LHDs need to work with local retail pharmacies individually to administer HIN1 vaccine, or can
this be done at the corporate or regional level?
OIP contacted the larger pharmacy chains’ regioffales to request which of their locations (by oty
could be available to administer HIN1 vaccine.isTihformation was shared with affected LHDs.

12. (REVISED Oct. 20, 2009)

Can partner providers select the type of vaccine #y prefer?
This determination will be made by each agencyb@lfiLHD, State Agency).

13. (REVISED Oct. 20, 2009)
Will LHDs need to partner with hospitals in order to supply them with HIN1 vaccine for their staff?
Partnering with the hospital (see Option 2 in Oreguomunization Program — H1N1 Vaccine Distribution
Options) will be an excellent opportunity to enstivat healthcare workers are vaccinated, but utéipahis
determination will be made by the LHD.

14. (REVISED Sept. 25, 2009)
Can the OIP estimate the amount of HLN1 vaccine elad HD will initially receive?
Revised estimates for target populations by trihef)s, and state agencies were distributed on 2dpt.
2009

V ACCINE ALLOCATION

15. How will vaccine be allocated among states?
Vaccine will be allocated to each state in projortio its population (pro rata). Estimated allooasi under
the different planning scenarios have been sesath project area.

16. (REVISED Oct. 20, 2009)
Will there be a separate allocation for active dutyDepartment of Defense (DoD)?
Yes, there will be a separate allocation at thenat level for active duty DoD. It is not includédthe
project area allocations. Civilian employees aciilva duty dependents will receive their vaccintigh
public and private providers.

17. Will there be a separate allocation for DoD dependds, retirees, and civilian employees?
There is no separate allocation for these groujlgaky facilities may be willing to vaccinate thegroups,
but will need to be allocated vaccine for theseytatons by the project areas.

18. (REVISED July 31, 2009)
Will there be a separate vaccine allocation for Inthn Health Service (IHS)-served populations and
other tribal communities?
There will be no separate allocation attiagionallevel. Oregon will provide separate allocatioostfibal
provider sites.

19. (ADDED August 5, 2009)
How will tribal sites receive their vaccine allocaibns, directly or through the LHD?
Tribal provider sites will have their own vaccinaations. OIP urges tribal sites to work closeiyh their

LHDs to coordinate vaccination efforts

20. (Revised Sept. 10, 2009)
There are a number of complicated issues regardingibal members who live off-reservation and non-
tribal people living on reservation and how they shuld be accounted for in target group prioritization.
How will this be addressed?
Tribal clinic priority group estimates have beefcatated by the Northwest Portland Area Indian Heal
Board (NWPAIHB). We urge LHDs and tribal sitesnork closely to coordinate regarding these issues.

21. (ADDED August 5, 2009)
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What is the distinction between partnering and subentracting?

In a contract scenario (ex.: mass vaccinators) Hie pays the contractor to conduct vaccination e
With a partner scenario the LHD shares its vacallozation and authorizes the partner agency receiv
vaccine and administer it directly, but no paynisréxchanged between an LHD and partner.

(REVISED Oct. 20, 2009)

What is the process for LHDs gathering informationon provider sites in their jurisdictions and
providers’ registration?

LHDs placed the contact and locating informationdach site that will provide HLN1 vaccine in their
jurisdiction in an Excel spreadsheet and senttihéoOIP. Once OIP had this information, the sekbc
providers could register online. Agencies canagld providers throughout the season.

(REVISED Oct. 20, 2009)

How should LHDs work with multi-county chain pharmacy and health system sites that can provide
H1N1 vaccine in their jurisdictions?

The OIP gathered a list of the sites from the catfeooffice for each company and health system from
primary HIN1 contact at each company. Site angarate primary contact information was sent to the
appropriate LHDs. The LHDs determined which sitesild administer vaccine and communicated this to
the corporate primary contact. Once this was dortkthe LHD has submitted their provider spreadshee
each site registered online.

(REVISED Oct. 20, 2009)

Under Option 2 of the Oregon H1N1 Vaccine Distribuibn Plan, if LHD projections for vaccine
allocation between participating clinics prove incorect, can LHDs redistribute vaccine between
participating clinics?

LHDs may redistribute vaccine without prior OIP apyal in their jurisdiction.Each LHD could choose
whether to give OIP a maximum dose percentagenoeider, or each LHD could grant pre-approval aftea
provider order.

(ADDED August 5, 2009)

If individuals seek medications out-of-county, willthe LHD then relinquish vaccine back to the statéo
give another county with increased demand? Will ta OIP serve as vaccine broker?

There is no residency requirement to receive Hlakkine, as with other vaccines. The OIP will broke
vaccine should the need arise.

ANCILLARY SUPPLIES

26.

27.

(REVISED Sept. 23, 2009)

Will syringes and needles be provided with vaccine?
HHS will provide needles, syringes, sharps contaiaed alcohol swabs. All syringes will have safetedles. Please
see the appendix for more information.

(REVISED August 26, 2009)

How will ancillary supplies be distributed?
Ancillary supplies will be distributed to the sasites to which vaccine is shipped. Supplies wallshipped
separately from vaccine.

VACCINE ADMINISTRATION

28.

(REVISED Sept. 25, 2009)

Will two doses of vaccine be required?
For children aged 9 years and under, yes. Thossmd®ver will receive one dose.
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35.

36.
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(REVISED Oct. 20, 2009)

What will be the recommended interval between theifst and second dose?
Approximately 28 days, but providers should conthdtvaccine package insert.

(REVISED August 13, 2009)

Will it be necessary for the first and second dos be the same product?

Ideally, first and second doses would be from #raes product. However, practical considerations nthise
difficult to implement. Planners should assume tvélybe interchangeable.

(ADDED August 13, 2009)

How much Thimerosal-free vaccine will be available?

It is anticipated that enough thimerosal-free vaedn pre-loaded syringes will be available for ygu
children and pregnant women.

(ADDED August 13, 2009)

Will there be federal requirements to recall persos for their second dose, if a second dose is needed
There will be no federal requirement to send ocallenotices. Providing information on second datthe
time of the first dose, as well as using the méglidisseminate this message will be the primarynaed
educating persons about who needs a second doseistdned.

(REVISED October 20, 2009)

Will vaccine be adjuvanted?

No. However, adjuvant needles/syringe mixing uwigse included in the ancillary supply kas a

precaution when the kit planning occurred (10 units per kil00 needles / syringes). Steps are being taken
to no longer include adjuvant needles/syringe ngxinits in future packaged ancillary supply kitsveoer;
providers are receiving, and will continue to rgedihese units in the kits until the initial invent is

depleted. These items were included as a preca@tia their use is not anticipated.

(REVISED Sept. 25, 2009)

Will the vaccine be administered under EUA (Emergeay Use Authorization), and if so, what are the
implications?

Now that the HIN1 vaccines are FDA-approved, EUA nat apply.

(REVISED Oct. 20, 2009)

Will vaccination cards be designed and distributedt the state and local level or will they come from
CDC?

Cards go out with ancillary supply shipments.

(REVISED Oct. 20, 2009)

How will providers get HIN1 Vaccine Information Staements (VIS)?

For public clinics, the OIP will provide them. Harivate providers, the provider kit at
http://www.oregon.gov/DHS/ph/acd/flu/h1niflu-subawittee.shtmicontains a camera-ready
electronic version. Translated versions are abklatthe following websites:

'Inactivated' 2009 H1N1 Influenza Vaccine VIBttp://www.immunize.org/vis/vis_hlnlinactive.asp
‘LAIV' 2009 H1N1 Influenza Vaccine VIShttp://www.immunize.org/vis/vis_hlnllive.asp

(REVISED October 26, 2009)
What are the CPT codes for HIN1?
Diagnosis code: 488.1 (Diagnosis of HIN1)
V code: v04.81 good for seasonal or other flu ireec
CPT:
° 90663 H1N1 vaccine (all types)
° 90470 H1N1 administration (IM, intranasal), inclodicounseling when performed. (Use for
Medicaid)
° (9142 Influenza A (H1N1) immunization administratigncludes physician counseling the
patient/family) ("G" codes are used for Medicare)
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° (9141 Influenza A (H1N1) vaccine, any route of anistration (code for vaccine itself)--would be
$0 billed, since this is federally supplied
° (9142 for Medicare/Medicaid dual eligibles whedihi Oregon Health Plan.
CVX codes, by vaccine type:
125 Novel Influenza-H1N1-09, nasal Novel InfluerizaN1-09, live virus for nasal
administration

126 Novel influenza-H1N1-09, Novel influenza-H1N1-09, preservative-free,
preservative-free injectible

127 Novel influenza-H1IN1-09 Novel influenza-H1N1:@gectible

128 Novel influenza-H1N1-09, all Novel influenza-H1N1-09, all formulations

formulations

®This code is used whenever the actual formulasarot determined or when aggregating all Novel HimNtlenza-09
immunizations for reporting to CRA. It should nat bsed for seasonal influenza vaccine that is thareise specified.

(ADDED September 8, 2009)
Will we be able to administer both the seasonal and1N1 influenza vaccines at the same visit?
You can in most cases. See the points below:

* You can administer both the inactivated seasorditlaminactivated HIN1 influenza vaccines at
the same visit (using separate syringes and sites) any time before or after each other.

* You can administer the inactivated seasonal ardHi¥N1 influenza vaccines together or at any
time before or after each other.

* You can administer the live seasonal and inactiveteN1 influenza vaccines together or at any
time before or after each other.

¢ Administering both the live attenuated seasonalthadive attenuated H1IN1 influenza vaccines
at the same visit is NOT recommended because afecns about competition between the two
vaccine viruses. If you have only live vaccinesboth seasonal and H1N1 influenza available,
you should separate the doses of the two live nasdby at least 4 weeks.

This graphic may provide a more simple guide:

Administering live attenuated seasonal and live a¢nuated
H1N1 influenza vaccines together

Inactivated HIN1 Live HIN1
Inactivated Yes Yes
Seasonal
Live Yes NO
Seasonal

(ADDED September 8, 2009)

In anticipation of HLN1 monovalent vaccine arrivinglater this fall, CDC recommends that we begin
vaccinating with seasonal influenza vaccine now. [@s protection from seasonal influenza vaccine
decline or wane within 3 or 4 months of vaccinatiod Should | wait until October or November to
vaccinate my elderly or medically frail patients?

CDC recommends that seasonal influenza vaccinéiménéstered to all age groups as soon as it becomes
available. Antibody to seasonal inactivated infleeevaccine declines in the months following vactaora
However, antibody level at a point several monfiar aaccination does not necessarily correlaté wit
clinical vaccine effectiveness. There are no stuthat compare vaccine effectiveness accordinigetartonth
when the vaccination was given. The authors otamnereview on antibody declines among the eldstisr
vaccination reported, "In conclusion, we found empelling evidence for more rapid decline of the
influenza vaccine-induced antibody response iretterly, compared with young adults, or evidencd th
seroprotection is lost at 4 months if it has bestieilly achieved after immunization.” (see Skowskinet al.,
Rapid Decline of Influenza Vaccine-Induced Antibadyhe Elderly: Is It Real, or Is It Relevant? doal of
Infectious Diseases 2008; 197:490-502). In additibere is a lack of evidence for late season eatts
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among vaccinated persons that can be attributecming immunity.

VACCINE STORAGE AND HANDLING

40. (ADDED August 6, 2009)
What are the storage and handling requirements foH1N1 vaccine?
From Oregon’s H1N1 Vaccine Provider Agreement:

¢ Store and handle the vaccine in accordance witpdlekage insert provided with the vaccine.
Refrigerators used for HIN1 vaccine must be staefbllows:

PrioriTy GrROUPS

= Units must not be used for anything except pharmiczs,

= Units must be equipped with a commercial gradentibeneter.

= Units must not be dormitory style refrigerators.

= Temperatures must be read and logged at leastdailgefor each refrigerator unit.

41. (REVISED Oct. 20, 2009)
When will a decision be made about priority groupgor H1IN1 vaccine?
The Advisory Committee on Immunization Practice€(R) July 29 recommendations for groups to receive
H1N1 vaccine are:

* Pregnant womenbecause they are at higher risk of complicatiors@an potentially provide protection to
infants who cannot be vaccinated,

* Household contacts and caregivers for children youger than 6 months of agdecause younger infants are
at higher risk of influenza-related complicatiomsl&annot be vaccinated. Vaccination of thosedsekontact
with infants less than 6 months old might help pcbinfants by “cocooning” them from the virus;

* Healthcare and emergency medical services personr®cause infections among healthcare workers have
been reported and this can be a potential souritéeattion for vulnerable patients. Also, increasdédenteeism
in this population could reduce healthcare systapacity;

(0]

Expanded information from ACIP’s recommendations piblished on August 21 “Health-care
personnel (HCP) include all paid and unpaid persamking in health-care settings who
have the potential for exposure to patients wifluenza, infectious materials, including
body substances, contaminated medical supplieggumgment, or contaminated
environmental surfaces. HCP might include (butrextelimited to) physicians, nurses,
nursing assistants, therapists, technicians, emeygeedical service personnel, dental
personnel, pharmacists, laboratory personnel, aytpprsonnel, students and trainees,
contractual staff not employed by the health-caodlify, and persons (e.qg., clerical, dietary,
housekeeping, maintenance, and volunteers) natthjiravolved in patient care but
potentially exposed to infectious agents that aatrénsmitted to and from HCP. The
recommendations in this report apply to HCP in @@atre hospitals, nursing homes, skilled
nursing facilities, physicians' offices, urgenteaenters, and outpatient clinics, and to
persons who provide home health care and emergeadical services. Emergency
medical services personnel might include persomsioccupation (e.g., emergency
medical technicians and fire fighters) who proviaieergency medical care as part of their
normal job duties.”

Further description:

All paid and unpaid persons working in health csttings which have the potential for
exposure to patients with influenza, infectiousenats, including body substances,
contaminated medical supplies and equipment, ciactoinated environmental surfaces.
Including caregivers in foster homes with medic&iggile children and caregivers in
residential treatment facilities such as adultdosbmes, in home personal care providers
and outpatient treatment facilities. Settingstdel acute-care hospitals, nursing homes,
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skilled nursing facilities, physician's officesgent care centers, home health care and
outpatient clinics. Does not include Child Welfaesidential facilities or foster homes for

non-medically fragile children

e All people from 6 months through 24 years of age

0 Children from 6 months through 18 years of agdecause we have seen many cases of novel HIN1

influenza in children and they are in close conteithh each other in school and day care settings,
which increases the likelihood of disease spread, a

0 Young adults 19 through 24 years of agbecause we have seen many cases of novel
H1N1 influenza in these healthy young adults ary thften live, work, and study in close
proximity, and they are a frequently mobile popiolat and,

0 Persons aged 25 through 64 years who have healtmditions associated with higher
risk of medical complications from influenza

O Expanded information from ACIP’s recommendations piblished on August 21 — Chronic
medical conditions that confer a higher risk fdtuanza-related complications include
chronic pulmonary (including asthma), cardiovasc(#xcept hypertension), renal,
hepatic, cognitive, neurologic/neuromuscular, hehogic, or metabolic disorders
(including diabetes mellitus) or immunosuppresgionluding immunosuppression caused
by medications or by human immunodeficiency virus)”

Specific to Oregon
« National Guard, front-line law enforcement and eotions officers- State and local law
enforcement with reoccurring contact with publiddhe Oregon State Public Health
Laboratory.

(REVISED Oct. 20, 2009)

Will there be requirements regarding documentationof priority group membership?

There are no requirements for documenting prigigup membership. OIP has drafted an optised}
declaration form.

(REVISED August 10, 2009)

How do providers address the possibility of individials wanting vaccine and fraudulently representing
themselves as having a high-risk condition?

Self-declaration of a high-risk condition is acedpé. LHDs and other providers have the optiohading
people sign self-declaration forms. The OIP hagkbped a draft form for provider use.

(ADDED August 5, 2009)

How should LHDs address changes in focus on diffemepriority groups as the HLN1 vaccination
campaign continues?

Each LHD will be responsible for working with logaédrtners to plan H1IN1 vaccine distribution and
administration. The Oregon Immunization ProgramR)Qleveloped two distribution optio(®regon
Immunization Program — H1N1 Vaccine Distributiont®ps)which are available to LHDs to use as
guidance.

(ADDED August 5, 2009)

Will LHDs need another set of assumptions/prioritis for immunization during increased
disease/demand in the community?

We will follow the Advisory Committee for Immunizah Practices (ACIP) recommendations regarding
target populations. Should the recommendationagdyave will share that information as soon as iptess

(REVISED Oct. 20, 2009)

Can you give an H1N1 shot to someone ill with theigbase or would it be better to give a shot 21-28
days later (following initial illness)?
Please consult the vaccine package insert.
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(ADDED August 5, 2009)

How do we protect students with chronic medical caditions prior to the availability of HLN1 vaccine?
These children’s’ families and schools should alsactice non-medical countermeasures such as hand-
washing, covering coughs, and staying home wherTiiese children will need to receive seasonéléniza
vaccine as soon as it's available.

(REVISED Sept. 25, 2009)

Besides health care workers, are there other key seurce/critical infrastructure personnel that shoutl
receive H1IN1 vaccine?

National guard, front-line law enforcement and eotions officers should receive HIN1 vaccine

(REVISED Sept. 25, 2009)

How will LHDs determine how to expand a priority group?

Oregon providers are expected to follow ACIP recandations and Oregon Division of Public Health
regarding priority groups

DOSESADMINISTERED M ONITORING

50.

(REVISED Sept. 25, 2009)

For school vaccination clinics, will parents or guedians be asked to complete and sign the same vaeei
record form as used for regularly recommended vacaies for children < 15 years of age?

OIP recommends following regular procedure regardimccine administration record (VAR) use. OIP has
made an H1N1 VAR available to providers.

PNEUMOCOCCAL VACCINATION

51.

Are there any changes in recommendations for pneunsoccal vaccines?

The ACIP recommends that persons recommended &umpococcal vaccine receive it in light of the
potential for increased risk of pneumococcal disessociated with influenza. There are at present n
recommendations to give pneumococcal vaccine topgréor whom it is not currently recommended. ACIP
will revisit this question over the summer as epid#ogic data from the Southern hemisphere inflaenz
season and from the U.S. become available.

PRIVATE SECTOR ADMINISTRATION

52.

(REVISED Oct. 20, 2009)

Will insurance plans reimburse private providers fa administration?

Please see the Oregon Medical Association’s wefigit@formation on the larger health plans at
http://www.theoma.org/Page.asp?NaviD=791

INFECTION CONTROL

53.

(ADDED October 19, 2009)

What is the guidance for preventing transmission 02009 H1N1 influenza in healthcare facilities?
CDC'’s updated interim guidance that applies unigtelthe special circumstances of the current 20081
pandemic and will be updated as necessary as riemmation becomes available throughout the coufse o
this influenza season. It is postedhdtp://www.cdc.gov/hinlflu/guidelines_infection_¢am.htm.
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V ACCINE SAFETY/ADVERSE EVENTS

54.

55.

56.

(ADDED October 19, 2009)

How safe is the vaccine?

The 2009 H1N1 influenza vaccines have not beercéged with any unexpected adverse. In additioa, th
2009-2010 seasonal influenza vaccines also havieawst associated with any unexpected adverse dognts
possible side effects).

(ADDED October 19, 2009)

How should adverse events be reported?

Public providers may report through the OIP toVWaecine Adverse Event Reporting System (VAERS), as
they have done previously with other vaccine adversents. For H1Na&nly, public clinics have the option
of reporting directly to VAERS. Private providemay report directly to VAERS. CDC jointly operates
VAERS with the Food and Drug Administration (FDAA reporting form is available for download at
http://www.oregon.gov/DHS/ph/imm/docs/vaersformiraduress.pdf

(ADDED October 20, 2009)

Who can report to VAERS?

Providers, manufacturers, people who were vacanaiteheir caregivers. (Please note: VAERS cannot
determine cause-and-effect. The report of an adwarent to VAERS does not confirm that a vaccineed
the event. It only confirms that the event occuisethetime after vaccine receipt. No proof thatahent was
caused by the vaccine is required in order for VSER accept the report. )

V ACCINE BILLING

57.

58.

59.

(ADDED October 20, 2009)

What is the definition of a "public health clinic"?

For the purpose of this document, a "public hedlittic" is a clinic that is conducted by, or on b#tof, a
state or local health jurisdiction and that recsiPeiblic Health Emergency Response (PHER)
implementation funds to administer HIN1 influenz&esine. This may include a commercial community
vaccinator (CCV) or other private provider that baservice contract or similar agreement with thielip
health entity. Vaccine administration could ocauaivariety of settings such as hospitals, providiices,
schools, clinics, and any other setting where veccan be appropriately given.

The provider agreement that each H1N1 vaccine gepvinust sign in order to receive an allocatioridN1
vaccine does not constitute an agreement for txger to administer HIN1 vaccine on behalf of plodlic
health department. Providers must enter into sépagreements with state or local jurisdictionsriter to
provide vaccine on behalf of those jurisdictiorBublic health clinics" are only those clinics inialhsuch
agreements have been entered into and for whichdes are paid, in whole or in part, with PHERdan

(ADDED October 20, 2009)

Can Medicare cover the administration of the HLN1vacine given to Medicare beneficiaries, when non-
Medicare patients who demonstrate no ability to payeceive the vaccine free of charge?

Yes. Although Medicare payment is generally prakibiwhen a service is paid for by another goverriaten
entity, in light of the H1N1 influenza pandemidds been determined that these administrationcesrvneet
one of the exceptions to the payment exclusion @ameg governmental entities. All other Medicarkesu
will still apply to any claim submitted for vaccia&ministration.

(ADDED October 20, 2009)

May providers bill private third-party payers or in surers for HIN1 vaccine administration if the level
of reimbursement provided by the private insurer isgreater than the regional Medicare vaccine
administration rate?

Yes. The HIN1 provider agreement states that theigher “may charge a fee for the administrationhaf
vaccine to the patient, their health insurance,mamther third party payer. The administratioa éannot
exceed the regional Medicare vaccine administrdgetri’ This means that the provider may not reqaast
of-pocket payment from a patient that is greatentthe amount that Medicare reimburses for inflaenz
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vaccine administration in that jurisdiction. “Chatgefers to collecting an out-of-pocket paymewifrthe
patient.

However, the provider agreement does not dictadetel of reimbursement for vaccine administratioat
is provided by an insurance plan or payer. Progidaould bill payers and insurance plans at tlegiular
agreed-upon rates, and may accept whatever levelmbursement is provided by a plan or payer foN#
vaccine administration.

Will Medicaid pay the administration fee for their covered clients?
Yes, in both clinics and pharmacies. A providenmoewith billing and coding instructions has been
distributed.

(REVISED October 26, 2009)

Medicaid’s long-standing policy requires that legdy liable third parties be billed for the servicesfor
which Medicaid is to be billed. For HIN1 vaccine @ministration, how will the free care policy be
applied?

Providers without systems capabilities to bill lljgéable third party private insurers may bill Mieaid for
services provided to Medicaid eligible individuals.

This is specific to HIN1 vaccinations and only agpto providers that vaccinate Medicaid-eligibdgignts.
This does not alleviate providers’ responsibiliiescollecting TPL during the normal course of iness.

(Agencies should be aware that if a future audiéaded the clinic had capacity to bill private iresce, did
not bill private insurance, but did bill Medicaidhe clinic would be in violation of the Centers fo
Medicaid/Medicare Services’ free services provigion

(ADDED October 20, 2009)

May providers charge patients a co-pay or other oubf-pocket charge in public health clinics or mass
vaccination sites/clinics conducted on behalf of public health entity?

Public health clinics and mass vaccination sitesfd conducted on behalf of a public health erghyguld
not charge patients a co-pay or other out-of-pockatge, even if the patient’s health plan includes-pay
for vaccine administration. Many public and privagalth plans will not require co-pays or othertsbaring
for HIN1 vaccine administration.

(ADDED October 20, 2009)

May providers bill third party payers or insurers i n public health clinics or mass vaccination
sites/clinics conducted by, or on behalf of, a puidl health jurisdiction?

Providers may bill third party payers or insurerpublic health clinics or mass vaccination sitiasits
conducted by, or on behalf of, a public healthtgnBublic health jurisdictions that do not curtgrtave a
billing system in place should not use PHER furmdddvelop billing systems.

(ADDED October 20, 2009)

If a provider receives PHER funds to conduct a pubit health clinic, can that provider charge any
patients for administration of HIN1 vaccine at anytime?

Providers should not charge any patient who vasitfinic conducted on behalf of public health tisgbaid
for entirely, or in part, by PHER funds. If the PREuNnds are only for one clinic on a single day ftinovider
may charge on any other day, or for patients tfabhat seen at the PHER-funded clinic. For exaniple,
there is a clinic at the provider site that is paidwith PHER funds, but patients are also beiegnsone-on-
one at that site, the provider may charge for thee@n-one visits as long as those visits are nioghgeaid for
with PHER monies, but may not charge anyone se#reipublic health clinic.

(ADDED October 20, 2009)

If PHER funds are used to pay the salary of a heditdepartment employee, may that employee assist
with vaccination clinics in which patients are chaged for administration of vaccine?
Yes. Employees hired with PHER dollars may assigt tW1N1 vaccination in any setting.

(ADDED October 20, 2009)

If a provider receives PHER funds to conduct a pubit health clinic, can patients with insurance
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67.

68.

69.

This version supersedes previous versions. Plealiscard previous versions.
coverage for HIN1 vaccine administration be vaccirtad at that clinic?

Yes. PHER funds are intended to cover adminisinatmsts of vaccination regardless of insurancestat
Providers may bill third-party payers or insurap&ns in clinics conducted on behalf of public kel
desired. Providers who receive PHER funds and vdwlall insurance should ensure that duplicate
payments are not received for the same servicagedvo the same patient.

(ADDED October 20, 2009)

May providers bill health insurance plans that requre a charge of $0.01 for the vaccine in order to
process claims, even though it is not permissible tharge for HIN1 vaccine?

Yes. It is understood that billing software is cdexpand may require submission of a nominal fedtier
vaccine in order to process claims. Providers nhgplzcharge of $.01 with the vaccine code. However
providers may not bill patients any fee for theciae, and should inform patients about the $.0lafekthat
it may appear in their insurance statement.

(ADDED October 20, 2009)

Are federally qualified health centers (FQHCSs) or wral health clinics (RHCs) permitted to bill third
party payers or insurers for administration of HLN1 vaccine?

Yes. FQHCs and RHCs should follow the same rulesttzex providers. If the FQHC or RHC has received
PHER funds from a state or local health jurisdictithat clinic may bill third-party payers or insus for
H1N1 vaccine administration, but may not collegb@ygments or out of pocket charges from patientsnen
a sliding fee scale. If the FQHC or RHC has noeinsed PHER funds to support HIN1 vaccine
administration, it may bill or charge patients ¥accine administration costs (but not for the vaedgtself) as
it usually does, when permitted by the insureindtparty payer. Like other public and private\pders,
FQHCs and RHCs providing HIN1 flu vaccine must alig the terms of the HIN1 provider agreement.

(REVISED October 26, 2009)
May voluntary donations be collected from patientsn public health clinics or mass vaccination
sites/clinics conducted on behalf of a public heditentity?
Agencies may solicit fee donations from clientthé following guidelines are followed:
°  Client may not be solicited or informed until aftermunization services are rendered.
°  Advertisement and publicity may not include soétibns for donations.
°  Solicitation is to be by provision of a pre-addezbgnvelope for clients to mail check or money
order directly to the agency.
° Under no circumstance will agency or Contractoeiez donations directly from clients, only
donations mailed to agency may be accepted.
°  Solicitation must clearly state that it is an optibdonation. Fee, Administration Fee, Charge, or
similar verbiage are not to be used.
° A mass vaccination contracting with an agency tid lagoublic health vaccination clinic will not
accept or solicit donations from clients, but magvide the pre-printed envelopes for the agency
whose service area contains the clinic.

ADDITIONAL QUESTIONS

70.

71.

(ADDED August 5, 2009)

How should schools address absenteeism of studewith chronic health conditions (due to parental
concerns) prior to the availability of HIN1 vaccin®

Community mitigation is key at state and local lsve

If LHDs activate their volunteer management system$or PODS or clinics, will volunteers be covered
when there is no declaration of emergency? Or willHDs has to assume liability?

Under current law, emergency volunteers would meeHiability coverage unless there was a Governor
declared emergency. A Governor's declaration tiseguired if a volunteer is a retired physician ameets
the requirements in ORS 30.302, or a volunteerhisadth care provider working without compensatod

meets the requirements in ORS 677.340.

However, there is a current PREP Act declaratissyéd by the HHS Secretary on June 15, 2009, that

provides immunity from tort liability, as long asreeone is acting in accordance with the declarafibe

Page 12 of 13



This version supersedes previous versions. Plealiscard previous versions.
text of the amendment can be foundhtp://www.hhs.gov/disasters/discussion/planneepact/index.html
The declaration covers program planners and gedliersons. A qualified person is "a licensedviddial

who is authorized to prescribe, administer, or elige the countermeasure under the law of the i&tateich
such Covered Countermeasure was prescribed, adenedsor dispensed.”

Please note that Tribes, LHDs, and state agenkc@mddsseek their own legal advice in this matter.
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