Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-A

AUGUST 19891 Page 1
OMB No.: 0938-
State: Hawaii

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY
1. Inpatient hospital services other than those provided in an institution for mental diseases.
Provided: [0  No limitation X with limitations*
2. a.  Outpatient hospital services.
Provided: [0 Nolimitation X  Wwith limitations*

b.  Rural health clinic services and other ambulatory services furnished by a rural health
clinic. {which otherwise included in the State Plan)

M Provided: [0 Nolimitations Bd  With limitations*
" [O Not provided.
c. Federally qualified health center (FQHC) services and other ambulatory services that
are covered under the plan and furnished by an FQHC in accordance with section 4231
of the State Medicaid Manual (HCFA-Pub. 45-4).
Provided: [0 No limitations X  with limitations*

3.  Other laboratory and x-ray services.

Provided: [0 No limitation B  with limitations*
TN No. 11-007
Supersedes Approval Date: 02/17/2012 Effective Date: 07/01/2012

TN No. 92-05



Revision: HCFA-PM-92-3 (MB) ATTACHMENT 3.1-A
APRIL 1992 Page 2

[State: |[HAWAN |

AMOUNT, DURATION, AND SCOPE OF MEDICAL .
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

4.a. Nursing facility services (other than services in an institution for mental diseases)
for individuals 21 years of age or older.

Provided: ___ No limitations _x_ With limitations*

4b. Early and periodic screening, diagnostic and treatment services for individuals
under 21 years of age, and treatment of conditions found.*

4.c. Family planning services and supplies for individuals of child-bearing age.
Provided: ___ No limitations _X_ With limitations*

5.a. Physicians’ services whether furnished in the office, the patient’s home, a
hospital, a skilled nursing facility or elsewhere.

Provided: @ No limitations _X _ With limitations*

b. Medical and surgical services furnished by a dentist (in accordance with section
1905(a)(5)(B) of the Act).
Provided: __ No limitations X __ With limitations*

6. Medical care and any other type of remedial care recognized under State law,
furnished by licensed practitioners within the scope of their practice as defined by
State law. -
a. Podiatry services

Provided: ___ No limitations X __ With limitations*

Not provided.

B

* Description provided on attachment.

TN No. 05-002 :
Supersedes Approval Date: JUN 0 3 zunslﬂ'ective Date: 07/01/05

TN No. 92-17
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Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-A
AUGUST 1991 Page 3
OMB No.: 0938-

State/Territory: _Hawaii

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

b. Optometrists' services.~-
[ X/ Provided: [/ No limitations  /X/With limitations+
. /__7 Not provided.
c. Chiropractors' services.
L::7 Provided: L:7 No limitations L:7w1th limitations+
/ X/ Not provided.
d. Other practitioners' services.

/ X/ Provided: Identified on attached sheet .with description of
limitations, 1if any.

/___/ Not provided.

7. Home health services. - .

a. Intermittent or part-time nursing services provided by a home health
agency or by a registered nurse when no home health agency exists in the

area.

Provided: / /No limitations [A/With limitations+
b. Home health aide services provided by a home health agency.
Provided: / /No limitations [X/With limitations+

c. Medical supplies, equipment, and appliances suitable for use in the
home.

Provided: L:?No limitations Li?ﬂlth limitations®

*Description provided on attachment.

TN No. 91-23 '
.  Supersedes Approval Date 12/31/9] Effective Date _10/01/91
- TN No. 85-12 ° % ‘

HCFA ID: 7986E



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-A

AUGUST' 1991 Page 3la
OMB No.: 0938~

State/Territory: Hawaii

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

d. Physical therapy, occupational therapy, or speech pathology and
audiology services provided by a home health agency or medical

rehabilitation facility.
/%X 7/ Provided: /_/ No limitations A /With limitations+*

/__/ Not provided.

8. Private duty nursing services.

/7 Provided: /_/ No limitations [/ /With limitations+

/ X/ Not provided.

*Description provided on attachment.

‘TN No. _J1-Z3
des A 12/31/91 Effective Date _ 10/01/91

Supersedes Approval Date
TN No. 85-12
. HCFA ID: 7986E



Revision: HCFA-PM-85-3 (BERC)
() WAY 1985

10.

11.

ATTACHMENT 3.1-A
Page 4
OMB NO.: 0938-0193

AMOUNT, DURATION AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NERDY

Clinic services.
/X7 Provided: /7 No limitations

L-_—I Not provided.

Dental services.’
[_x__l' Provided: [:7 No limitations
L__I- Not provided.

Physical therapy and related services. -

. Physical therapy.

ét_—l- Provided: L_/ No limitations

/__/ HNot provided.

S

Occupational therspy. -
_/_}7 Provided: L_/ No limitations

L-__—; Not provided. .

J With limitations*

/¥ wuith limitations*

[:_f With limitationsx

/¥ with limitstions*

Services for individuals with speech, hearing, and language disorders
(provided by or under the supervision of a speech pathologist or "

audiologist).
{X/ Provided: / / WNo limitations

1:__/ Hot provided.

*pescription provided on attachment.

/¥ uith limitations*

X . Bra =)
‘ ::p::sodu Approval Date (] 3 1 WS Bffective Date JUL 1 1585
™ No. $3-3

HCFA ID: 0069P/0002P



Revision: HCFA-PM-85-3 (BERC) ATTACHMENT 3.1-A

(- ) MWAY 1985

» 12.

13.

*Description provided on attachment.

Page S
OMB NO.: 0938-0193

AMOUNT, DURATION AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Prescribed drugs, dentures, and prosthetic devices; and eyeglasses.
prescribed by a physician skilled in diseases of the eye or by an
optometrist.

. Prescribed drugs. -

(X/ Provided: / / Wo limitations (%7 with limitations*

[_'_—I- Not provided.

. Dentures..

Y

{X/ Provided: / / No limitations With limitations*

_4____7 Not provided.

Prosthetic devices.
LK—.-; Provided: Lj No limitations 5 With limitations*

L—/— Not provided.

Eyeglasses.

_1_2_7 Provided: J No limitations X/ With limitations*

_l:j Not provided.

Other diagnostic, screening, preventive, and rehabilitative services,
i.e., other than those provided elsewhere in the plan.

Dlagnosilc services.

/X 7 Provided:- / /7 No limitstions . ¥ wWith limitations*

. [:_7 Not provided.

7

" ¥ B .
Supe:qadu Approval Date 6CT 21 w5 BEfective Date JL1 Ag
T§ No. 3370 —_— P

HCFA ID: 0069P/0002P



Revision: HCPA-PM-85-3 ' (BERC) ATTACHMENT 3.1-A

MAY 1985 Page 6
OMB NO.: 0938-0193

(o
E AMOUNT, DURATION AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY
b. Screening services.
. £[X7 Provided: /¥ o limitations {7 With limitations*

L:_-; Not provided.

c. Preventive services.
(X7 Provided: (¥ Wo limitations [/ With limitations*

/_7 ¥Not provided.

d. Rehabilitative services.
Lx? Provided: EI- No limitations I_Rl- With limitations®

E Not provided. .
14. Services for individuals age 65 or older in institutions for mental
{ diseases.
a. Inpatient hospital uivicn.

Lj Provided: L__I No limitations £/ With limitations®

/X / Dot provided.

b. 8killed nursing facility services.
/_/ Provided: / / BNo limitations /7 with limitations®

) &7 Not provided.

c. Intermediate care facility services.

(7 Provided: /7 ¥o limitstions /_/ With limitationst

zx-?l- Not provided.

*pescription provided on attachment. )

( :p::;odu- = Approval Date Q?Lu_mas Bffective Date JUL1
™ No. §4-I =

HCFA ID: 0069P/0002P



Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-A
SEPTEMBER 1986 Page 7

OMB No.: 0938-0193
State: Hawaii

AMOUNT, DURATION, AND SCOPE OF MEDICAL

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

16. a

O
X

Intermediate care facility services (other than such services in an institution for mental
diseases) for persons determined, in accordance with section 1802(a)(31)(A) of the
Act, to be in need of such care.

Provided: [0 Nolimitations X With limitations*

Not provided.

Including such services in a public institution (or distinct part thereof) for the mentally
retarded or persons with related conditions.

Provided: [0 No limitations {0 With limitations*
Not provided.

16. Inpatient psychiatric facility services for individuals under 22 years of age.

X
a

Provided: O No limitations B4 with limitations*

Not provided.

17. Nurse-midwife services.

X
O

Provided: 0 No limitations With limitations*

Not provided.

18. Hospice care (in accordance with section 1905(0) of the Act).

D¢
O
O

Provided in accordance with section 2302 of the Affordable Care Act:
No limitations [X]  With limitations*

Not provided.

*Description provided on attachment

TN No. 11-007
Supersedes Approval Date: 02/17/2012 Effective Date: 07/01/2012
TN No. 88-32

HCFA ID: 0069P/0002P



Revisions HCFA-PM-94-7 (MB) i ATTACHMENT 3.1-A
SEPTEMBER 1994 Page 8

State/Territory:

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

AMOUNT, DURATION, AND SCOPE OF MEDICAL

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

19. cCase management servicee and Tuberculosis related services

X

b.

X

Case management services as defined in, and to the group specified in,
Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19)

or section 1915(g) of the Act).

Provided: _X With limitations

Not provided.

Special tuberculosis (TB) related services under section 1902(z)(2)(F) of
the Act.

Provided: —__ With limitations*
Not provided.

20. Extended services for pregnant women

b.

++

Pregnancy-related and postpartum services for a 60-day period after the
pregnancy ends and any remaining daye in the month in which the 60th day

falls.
Additional coverage ++

Services for any other medical conditions that may complicate
pregnancy.

Additional coverage ++

Attached is a description of increases in covered services beyond
limitations for all groups deacribed in this attachment and/or any
additional services provided to pregnant women only.

sDescription provided on attachment.

TN No. =
o .ag_ul_z——n:pzoval Date '7:/ '3! ¢ Effective Date QM%{—

Supersedes

TN No. 94-011




Revision: HCFA-PM-91- 4 {BPD) ATTACHMENT 3.1-A
AUGUST 1991 Page 8a
OMB No.: (0938~

State/Territory: Hawaii

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

@Aﬁ\bulacory prenatal care for pregnant women furnished during a
presumptive eligibility period by a quakkkked provider (in accordance
with section 1920 of the Act). eligible -
- /__7 Provided: [/ / No limitations [/ With limitations*
/X7 Not provided.
22. Respiratory care services (in accordance with section 1902(e)(9)(A)
through (C) of the Act).
/X7 Provided: /_/ No limitations /X/With limitations*
[__7 Not provided.

Certified
23./P-ediatr1c or family nurse practitioners' services.

Provided: / /7 No limitations /X/With limitations+

*Description provided on attachment.

.

TN Wo. —94=010_ '
Supersedes Approval Date cfl 2"71/ ?'f Effective Date _ . / 7{

o HCFA ID: 7986E



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-A
Aucyust 1991 Page 9
OMB No.: 0938-

State/Territory: _Hawaii

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

24. Any other medical care and any other type of remedial care recognized
under State law, specified by the Secretary.
a. Transportation.

/% / Provided: / / No limitations /X/With limitations+

.[::7 Not provided.

b. Services of Christian Science nurses.
[/ Provided: [/ / No limitations / _/with limitations+
1357 Not provided.

c. Care and services provided in Christian Science sanitoria.
/__7 Provided: / / No limitations / /With limitations+
/ X/ Not provided. .

d. Nursing facility services for patients under 21 years of age.

/ X/ Provided: L:7 No limitations Lz7w1th limitations*

/__/ Not provided.
e. Emergency hospital services.

/ %X/ Provided: /¥ No limitations / /With limitations+

/_/ Not provided.

f. Personal care services in recipient's home, prescribed in accordance
with a plan of treatment and provided by a qualified person under
supervision of a registered nurse.

/7 Provided: / / No limitations / /With limitations*

/ X/ Not provided.

*Description provided on attachment.

TN No. 91-23 10/01/51

Supersedes Approval Date __ 12/31/91 Effective Date

TN No. 88-23
HCFA ID: 7986E



Revision: HCFA-PH-94-9 (uB) ATTACHMENT J.1-A
DECEXBEIR 1994 Page 10

States - HAWAIIL

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THRE CATEGORICALLY NEEDY

'2S. Home and Community Care for Functionally Disabled Blderly Individuals,
as defined, descridbed and limited in Supplement 2 to Attachment 3.1-),
and Appendices A-G to Supplement 2 to Attachment 3.1-A.

provided X not provided

26. Personal care services furnished to an individual who is not an
inpatient or resident of a hospital, nursing facility, intermediate
care facility for the mentally retarded, or institution for mental
disease that are (A) authorized for the individual by a physician in
accordance with a plan of treatment, (B) provided by an individual who
is qualified to provide such services and who is not a member of the
individual's family, and (C) furnished in a home.

Provided: __ 8{::0 Approved (Not Phyeician) Service Plan
Allowed
Services Outside the Home Also Allowed

Limitations Described on Attachment

X Not Provided.

W No. 95-006 p .
Supersedes Approval Date 6T 10 198 Bffective Date JUL 01 185

™ Ro.




ATTACHMENT 3.1-A

Page 11

OMB No.: 0938-
State: Hawaii

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in Supplement 3
to Attachment 3.1-A.

[0 Election of PACE: By virtue of this submittal, the State elects PACE as an optional
State Plan services.

X No election of PACE: By virtue of this submittal, the State elects to not add PACE as
an optional State Plan service.

TN No. 11-007
Supersedes Approval Date: 02/17/2012 Effective Date: 07/01/2012

TN No. 08-010



28. (1)

ATTACHMENT 3.1-A
Page 12
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: HAWAII
AMOUNT, DURATION, AND SCOPE OF MEDICAL AND
REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY
Licensed or Otherwise State-Approved Freestanding Birth Centers
Provided: [J No limitations [0 with limitations [X None licensed or approved

Please describe any limitations: N/A

28. (i1i) Licensed or Otherwise State-Recognized covered professionals providing services in the

Freestanding Birth Center
Provided: [] No limitations [0 with limitations (please describe below)
[X Not Applicable (there are no licensed or State approved Freestanding Birth Centers)

Please describe any limitations: N/A

Please check all that apply:

[0 (a) Practitioners furnishing mandatory services described in another benefit category
and otherwise covered under the State plan (i.e., physicians and certified nurse
midwives) .

[0 (b) Other licensed practitioners furnishing prenatal, labor and delivery, or postpartum
care in a freestanding birth center within the scope of practice under State law
whose services are otherwise covered under 42 CFR 440.60 (e.g., lay midwives,
certified professional midwives (CPMs), and any other type of licensed midwife). *

O (c) Other health care professionals licensed or otherwise recognized by the State to

provide these birth attendant services (e.g., doulas, lactation consultant, etc.).*

*For (b) and (c) above, please list and identify below each type of professional who will
be providing birth center services: N/A

TN No. 16-0003
Supersedes Approval Date: June 23, 2016 Effective Date: April 1, 2016
TN No. NEW




SUPPLEMENT 1 to ATTACHMENT 3.1-A
Page 1

CASE MANAGEMENT SERVICES

Target Group:

Targeted case management services are provided to
eligible Medicaid recipients (categorically and
medically needy) who have a developmental disability
or are mentally retarded. "Developmental disabilities"
means a severe, chronic disability of a person which:

1. Is attributable to a mental or physical impairment
or combination of mental and physical impairments;

2. Is manifested before the person attains the age
22;

3 Is likely to continue indefinitely;

4. Results in substantial functional limitations in -
three or more of the following areas of major life
activity; self care, receptive and expressive
language, learning, mobility, self-direction,
capacity for independent living, and economic
sufficiency; and

L Reflects the person’s need for a combination and
sequence of special, interdisciplinary, or generic
care, treatment, or other services which are of
lifelong or extended duration and are individually
planned and coordinated.

"Mental retardation" means significantly subaverage
general intellectual functicning resulting in or
associated with concurrent moderate, severe, or
profound impairments in adaptive behavior and
manifested during the development period.

e

TN No _ 90-15 Approved®’ I

Effective _3/1791

Supersedes
TN No



SUPPLEMENT 1 to ATTACHMENT 3.1-A
Page 2

Recipients receiving services under the Home & Community Based Waiver
Services Program shall be eligible to receive non-duplicative case management
services.

B. Areas of State in which services will be provided:
(X) Entire State.
( ) Onlyin the following geographic areas (authority of
Section 1915 (g) (1) of the Act is invoked to provide services less than
statewide).
C. Comparability of Services:
( ) Services are provided in accordance with section
1902 (a) (10) (B) of the Act.
(X) Services are not comparable in amount, duration, and
scope. Authority of section 1915 (g) of the Act is invoked to provide
services without regard to the requirements of section 1902 (a) (10) (B) of
the Act.
D.  Definition of Services:
The purpose of case management is to support, coordinate, link, monitor, and
review services and resources for individuals with DD/MR. Case management
will assist eligible individuals under the plan in gaining access to needed medical,
social, education and other services. Case management services include:
L Service Plan Development — The development and
ongoing updating and monitoring of the Individual Service Plan based
upon assessment/reassessment of clients’ needs with the participation of
the client, Parents, and legally appointed guardian, service providers, and
other pertinent parties.
TN No. 01-005 5
Supersedes Approval Date: JUL 13 2001 Effective Date: 3/ ‘ / % ‘
TN No. 90-15
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E.

SUPPLEMENT 1 to ATTACHMENT 3.1-A
Page 3

2. Service Coordination - Arranging for community
residential, (i.e., care home, foster home,
domiciliary home), habilitation, support, (i.e.,
respite, transportation, personal care), and
protective services, (i.e., adult and child
abuse), and coordination of services with other
agencies who are involved with the individual,
(i.e., Adult Residential Care Homes, Eastcr Seals
Society, Association for Retarded Citizens of
Hawaii, United Cerebral Palsy Association, Medical
Personnel Pool for respite and personal care,
Department of Human Services, Adult and Family
Services Division for adult and child protective
services, Vocational Rehabilitation Division,
Community Long Term Care Branch, Social Security
Administration, Department of Education, Family
Court, Mental Health Services Systems, Office of
the Public Guardian, and other public and private

agencies. :

3. Advocacy - Activities with the client/family and
providers for the purpose of facilitating access
to needed services, providing information and
referral, arranging emergency services, and
modifying service systems to increase
accessibility and appropriateness for people with
developmental disabilities.

ualification of Providers:

Case management services will be provided under this
amendment by individuals employed by the Developmental

QQ H\f!—
D h"\'W\ e-\.‘\'
o*‘ \,“\' eo. L "—"\ )

Disabilities Divisionjor working under a personal
services contract with Developmental Disabilities
Division,who meet the qualifications and entrance
requirements established by the Department of Personnel
Administration for the title Social Worker III and IV
or Registered Professional Nurse IIXI and IV, or meet
the definition of a Qualified Mental Retardation
Professional as defined at 42 C.F.R. §483.430. i

i pn e PR ST e

x Section
4118(i) of the Omnibus Budget Reconciliation Act of _1 3/9/
1987 was amended to allow states to limit the case S
managers available for eligible individuals with

TN No _ 90-15 ApprovelAi 1., . Effective _3/1/91
Supersedes :
TN No



SUPPLEMENT 1 to ATTACHMENT 3.1-A
Page 4

developmental disabilities to ensure that the case
managers are capable of ensuring that the individuals
receive the full range of services they need. The
individuals identified above as providers of case
management services will be aware of the services that
are available for people with developmental
disabilities and how to access these services.

F. Freedom of Choice;

The State assures that the provision of case management
services will not restrict an individual’s free choice
of providers in violation of section 1902(a) (23) of the
Act. '

1. Eligible recipients will have free choice of the
providers of case management services.

2, Eligible recipients will have free choice of the .
providers of other medical care under the plan.

G. Payment for case management services under the plan
does not duplicate payments made to public agencies or
private entities under other program authorities for
this same purpose.

TN No __ 90-15 Approved ~—_ ~ __  Effective _3/1/9]
Supersedes "
TN No



SUPPLEMENT 1 TO ATTACHMENT 3.1-A
Page 5

Targeted case management services are provided to
eligible Medicaid recipients regardless of where they
are residing, which may be in community residential
settings, with families, in independent apartments, or,
in the case of the homeless person, with no fixed place
of residence. This group would also include Medicaid
recipients who have dual diagnosis of severe, disabling
mental illness and substance abuse or severe, disabling
mental illness and developmental disabilities.

"Severe, Disabled Mentally Ill" means a person who, as
a result of a mental disorder exhibits emotional or
behavioral functioning which is so impaired as to
interfere substantially with the person's capacity to
remain in the community without verified supported
treatment or services of a long-term or indefinite
duration. This mental disability must be severe and
persistent, resulting in a long-term limitation of the
person's functional capacities for primary activities
of daily living such as interpersonal relationships,
homemaking, self-care, employment and recreation.

Target group is defined along three dimensions:
le Diagnosis;

2 Level of disability which is likely to continue
indefinitely;

3. Impaired role functioning which results in
substantial functional limitations in three or
more of the following areas of major life
activity; self care, learning, mobility,
self-direction, capacity for independent living,
and economic sufficiency; and

Reflects the person's need for a combination and
sequence of special, interdisciplinary, or generic
care, treatment, or other services which are of
lifelong or of extended duration and are
individually planned and coordinated.

B. [ i c ervice b ed:

[X] Entire State

TN No. 91-02 Approved _ 10/06/91 Effective __10/01/9]

Supercedes
TN No. —



SUPPLEMENT 1 TO ATTACHMENT 3.1-A
Page 6

[ ] Only in the following geographic areas (authority
of section 1915(g) (1) of the Act is invoked to
provide services less than statewide).

Comparability of Services:

[ ] Services are provided in accordance with section
1902 (a) (10) (B) of the Act.

[X]) sServices are not comparable in amount, duration,
and scope. Authority of section 1915(g) (1) of the
Act is invoked to provide services without regard
to thetrequirements of section 1902(a) (10) (B) of
the Act.

Definitjon of Services:

The purpose of case management is to support,
coordinate, link, monitor, and review services and
resources for individuals with severe, disabling )
mental illness. Case Management will assist eligible
individuals under the plan in gaining access to needed
medical, social, education and other services. Case
management services include:

1. e
The development and ongoing updating, evaluation,
and monitoring of the comprehensive individualized
service plan based on a timely accurate
assessment/reassessment of clients individualized
needs. Service planning shall include active
participation by client, parent(s) and/or legal
appointed guardian, service providers, and other
pertinent parties incorporating client's
expectations and choices and agreed-upon goals.

Individual service plans shall be
evaluated/reviewed for appropriateness and
effectiveness of outcomes minimally once every
quarter or as clinically required.

Service Coordination

Coordinating and arranging initial appointments
for clients with service providers. in order to
assure access to needed service/benefits, or
informing client/consumers of services, assistance
availability.

e [o) a
With or on behalf of the client to gain access to

TN No. 91-02 Approved _10/06/91 Effective _ 10/01/9]
Supercedes
TN Nol _—



SUPPLEMENT 1 TO ATTACHMENT 3.1-A
Page 7

needed services/benefits to effectively assure
clients subsistence in a community setting.
Activities to include but not be limited to:

a. Seeking and assisting the client in applying
for entitlement benefits, services, etc.;

b. Arranging appointments;

o Establishing and maintaining communications
with service providers; and

d. Accompanying/transporting of client to
scheduled appointment to assure access and
to minimize trauma to client.

e. Inmediate intervention by case managers to
refer clients who are decompensating (grossly
psychotic, suicidal/homicidal ideation) and
may be in need of psychiatric
hospitalization/evaluation. Immediate .
intervention by case managers who would also
include assisting the client by referral and
linkaging to resolve immediate crisis
situations that may jeopardize the client's
functioning in the community (e.g., eviction,
serious physical illness/injury, serious
inter-personal conflicts, substance abuse
episodes, medication problems, etc.).

Collateral Contacts
With family members and/or significant others in

order to gain assistance/support and to coordinate
or evaluate the implementation of service plan
objectives by increasing their understanding and
ability to cope with their loved one.

o llow- e
Contacting client/family or significant others,
either in person or by telephone to assure that
clients are following prescribed services/service
plan of action and monitoring the success of the
plans implementation. Activities include but are
not limited to:

a. Determining that satisfactory referral
connections have been established:

b. Contacts with service providers to assess the
level of client compliance;

TN No. 91-02 Approved _ 10/06/91 Effective 10/01/9]

Supercedes

TN No.

e



SUPPLEMENT 1 TO ATTACHMENT 3.1-A
Page 8

c. Assuring ongoing appropriateness and
effectiveness of service plan; and

d. Identify and determine if additional services
may be appropriate or required.

Qualification of Providers:

Case management services will be provided under this
amendment by individuals employed by the Adult Mental
Health Division and/or Child and Adolescent Mental
Health Division of the Department of Health, or working
under a personal services contract with the Adult
Mental Health Division and/or Child and Adolescent
Mental Health Division who meet the qualifications and
entrance requirements established by the Department of
Personnel Administration for the title Social Worker
III and IV or Registered Professional Nurse III and 1V,
Case Manager I, II, and III, IV and V, or meets the
definition of Qualified Mental Health Professional as
defined by the Department of Health. Section 4118({)
of the Omnibus Budget Reconciliation Act of 1987 was
amended to allow states to limit the case managers
available for eligible individuals with chronic mental
illness (severe, disabling mental illness) to ensure
that the case managers are capable of ensuring that the
individuals receive the full range of services they
need. The individuals identified above as providers of
case management services will be aware of the services
that are available for people with severe, disabling
mental illness and how to access these services.

Freedom of Choice:

The State assures that the provision of case management
services will not restrict an individual's free choice
of providers in violation of section 1902(a) (23) of the
Act. :

1. Eligible recipients will have free choice of the
providers of case management services.

2. Eligible recipients will have free choice of the
providers of other medical care under the plan.

Payment for case management services under the plan
does not duplicate payments made to public agencies or
private entities under other program authorities for
this same purpose.

TN No. 91-02 Approved _10/06/91 Effective _10/01/91
Supercedes
TN No. —




SUPPLEMENT 1 TO ATTACHMENT 3.1-A
Page 9

A. Target Group:

All Medicaid-eligible infants and toddlers (from birth
to the age of three) who are eligible for early
intervention services as defined by P.L. 99-457 and
Hawaii Statute 107-89. This will not include infants
and toddlers who reside in ICF/MRs and nursing
facilities.

Recipients receiving services under the Home & Community-
Based Services Waiver Program are excluded.

B. Areas of the State to be Covered:
[X] Entire State

[ ] Only in the following geographic areas (authority
of section 1915(g) (1) of the Act is invoked to
provide services less than statewide).

C. Comparability of Services:

[ ] Services are provided in accordance with section
1902 (a) (10) (B) of the Act.

[(X) Services are not comparable in amount, duration,
and scope. Authority of section 1915(g) (1) of the
Act is invoked to provide services without regard
to the requirements of section 1902 (a) (10) (B) of
the Act.

D. Definition of Services:

Case management is defined as an on-going service,
system and process of shared responsibility between
families and professionals, that identifies needs and
assists in obtaining coordinated, appropriate services
and resources. Specifically for this population, "case
management services"™ means services provided to
families of infants and toddlers with handicaps to
assist them in gaining access to early intervention
services identified in the individualized family support
plan (IFSP). This includes the following:

» 19 Initiating contact with the families shortly after
the referral through a home visit, orienting the
family with the purpose of early intervention -

TN No. 91-03 Approved _ 10/06/91 Effective _10/01/9]
Supercedes
TN No. _—
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SUPPLEMENT 1 TO ATTACHMENT 3.1-A
Page 10

services, and handling questions that the family
may have;

2. Coordinating the performance of evaluation and
other needed diagnostic services;

3. Facilitates and participates in the development of
the IFSP;

4. Assisting families in identifying available
service providers and formal and informal
resources;

5. Coordinating and monitoring the delivery of
services, including the provision of early
intervention services with other services that the
child or family needs or is being provided,
including medical services, respite care, and the
purchase of prosthetic devices;

6. Facilitating the development and coordination of a
transition plan for infants and toddlers with
continuing special needs (e.g., from hospital to
home; home to program; program to program; early
intervention to preschool, etc.):

y £ Providing family support services, which may
include counseling, co-facilitating support groups
for family members; and

8. Advocating on behalf of infants and toddlers with
special needs and their families.

Qualification of Providers:

Case management services will be provided under this
amendment by individuals employed by the Family Health

Services Division]or working under a personal services

contract with Family Health Services Division who meet
the qualifications and entrance requirements
established by the Department of Personnel
Administration for the title Social Worker III and IV
or Registered Professional Nurse III and IV, or meets
the definition of a Qualified Mental Retardation
Professional as defined at 42 C.F.R. §483.430. Section
4118(i) of the Omnibus Budget Reconciliation Act of
1987 was amended to allow states to limit the case
managers available for eligible individuals with
developmental disabilities to ensure that the case
managers who are capable of ensuring that the

., TN No. 91-03 Approved _10/06/91 Effective _ j0/01/9]

Supercedes
TN No. =



SUPPLEMENT 1 TO ATTACHMENT 3.1-A
Page 11

individuals receive the full range of services they
need. The individuals identified above as providers of
case management services will be aware of the services
that are available for children with developmental
disabilities and how to access these services.

Freedom of Choice:

The State assures that the provision of case management
services will not restrict an individual's free choice
of providers in violation of section 1902(a) (23) of the
Act -

1. Eligible recipients will have free choice of the
providers of case management services.

2. Eligible recipients will have free choice of the
providers of other medical care under the plan.

Payment for case management services under the plan
does not duplicate payments made to public agencies or .
private entities under other program authorities for
this same purpose.

TN No. 91-03 Approved _ 10/06/91 Effective _10/01/9]

Supercedes
TN No. _—
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CASE MANAGEMENT SERVICES

A Target Group:

Targeted case management services are provided to eligible Medicaid recipients
(categorically and medically needy) who are medically-fragile.

“Medically-fragile” means an individual, who is ventilator-dependent, tracheostomy-
dependent, or otherwise requires intensive, continuous medical monitoring and
interventions performed by trained family/caregiver or professional nurses, because of
chronic serious medical conditions.

An individual in this target group shall meet the following conditions to qualify for
medically-fragile case management services:

(1) Eligible for medical assistance from the department and under 21 years of age;

(2) Determined medically-fragile and has a medical need for case management
due to the medical condition of the individual and the need for coordination of

multiple medical services/items;

(3) Able to safely reside in a home or foster hor;:e and does not need to be cared for in a
facility for medical reasons; but is unable to reside safely in the home without
receiving specialized medical services/items; and

(4) The provisions of such services will improve the care the family and service
providers furnish to the individual and enable the individual to remain in the home

safely.
An individual who is receiving case management services under the Medicaid Home and
Community Based Waiver Programs is excluded.
B. State j i ices will ided:
(x) Entire State.

( ) Only in the following geographic areas (authority of Section 1915(g)(1) of
the Act is invoked to provide services less than statewide).

TN No. 01-009 -
Supersedes Approval Date: 0CT 18 2001 Effective Date: Ju,lg \,200|

TN No.
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C Comparability of Services:

( ) Services are provided in accordance with section 1902(a)(10)(B) of the
Act.

x) Services are not comparable to amount, duration, and scope. Authority of section
1915 (g) of the Act is invoked to provide.services without regard to the
requirements of section 1902 (a)(10)(B) of the Act.

D. Definition of Services:

“Medically-fragile case management” means services which will assist a medically-
fragile individual eligible for medical assistance in gammg access to needed medical,
social, educational and other services.

1. The case management provider must keep written documentation of his/her case
management activities which includes assessment/reassessment, plan of care
development, implementation and changes, advocacy, liaison, coordination of
care and quality.

2. All records must be dated and signed.

3. All federal and state privacy and confidentiality requirements must be met.

E. Qualification of Providers:

1. The case management provider must be a Medicaid provider.

2. The case management provider must be an entity that employs licensed
professional nurses and/or licensed physicians. The nurse must work with a
physician. The physician may be an employer, a consultant to the nursing staff,
an employee, or the recipient’s physician.

3 In all cases, the primary case manager must be a licensed professional nurse ora
licensed physician.

4. Although case management services may be provided by the staff of the entity,
the licensed professional nurse and/or physician must supervise, consult, and/or
advise the staff providing the activities.

3. The assessment of the patient’s medical condition must be performed by a
licensed professional nurse or licensed physician.

TN No. 01-009
Supersedes Approval Date: 0CT 18 200lEfrective Date: m | onnt

TN No.
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Freedom of Choice:

1. Eligible recipient will have free choice of the providers of case management
services.

2, Eligible recipient will have free choice of the providers of other medical care
under the plan.

Payment for case management services under the plan does not duplicate payments made
to public agencies or private entities under other program authorities for this same

purpose.

TN No.

Supersedes Approval Date: Effective Date: JUL

TN No.

— 01009 0CT 18 2001 | 2001
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Revision: MHCPA-PN-86-20 (BERC) ‘ ATTACHMENT 3.1-B
SEPTEMBER 1986 Page 1

OMB No. 0938-0193

State/Territory: Hawaii

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(8):

The following ambulatory services are provided.

Ambulatory services are provided equally to categorically
and medically needy individuals as described in
Attachment 3.1-B, pages 2 through 12.

*Description provided on attachment. (

™ No. 3 -I/ FEB 17 1997
Supersedes Approval Daste _________ Bffective Date
™ No. gz_:_‘-f

HCFA ID: 0140P/0102A



Revision: HCFA-PM-914 (BPD) ATTACHMENT 3.1-8
AUGUST 1891 Page 2
OMB No.: 0938-
State: Hawaii

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

1.  Inpatient hospital services other than those provided in an institution for mental diseases.
X Provided: [0 No limitations B With limitations*

2. a. Outpatient hospital services.

X Provided: [J Nolimitations X With limitations*

b.  Rural health clinic services and other ambulatory services furnished by a rural health
clinic (which are otherwise covered under the Plan).

X Provided: [0 Nolimitations X with limitations*

c. Federally qualified health center (FQHC) services and other ambulatory services that
are covered under the Plan and fumished by an FQHC in accordance with section
4231 of the State Medicaid Manual (HCFA-Pub. 454).
X Provided: [0 Nolimitations X With limitations*
3.  Other laboratory and x-ray services.
X Provided: [0 Nolimitations With limitations*

4. a.  Nursing facility services (other than services in an institution for mental diseases) for
individuals 21 years of age or older.

X Provided: ] Nolimitations X With limitations*

b. Early and periodic screening, diagnostic and treatment services for individuals under 21
years of age, and treatment of conditions found. +

X Provided .

c. Family planning services and supplies for individuals of childbearing age.

X Provided: [0 No limitations X  with limitations*

*Description provided on attachment.

TN No. 11-007
Supersedes Approval Date: 02/17/2012 Effective Date; 07/01/2012
TN No. 92-05 HCFA ID: 7986E
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Revision: HCFA-PM-92-3 (MB) ATTACHMENT 3.1-B
APRIL 1992 Page 2a

state/Territory: _HAWAII

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

5.a. Physicians®’ services, whether furnished in the office, the
patient's home, a hospital, a skilled nursing facility, or
elsewhere. i
Provideds _ _No limitations X With limitations*

b. Medical and surgical services furnished by a dentist (in
accordance with section 1905{a)(5)(B) of the Act).

Provided: ___ No limitations X With limitationse

t Description provided on attachment.

TN No. =17
Superseaégiz—l__—ipptoval pate 10/13/22 Bffective Date _ 10/01/92

TN No. 92-05



Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B

. SEPTEMBER 1986 Page 3
OMB No. 0938-0193
|

[ State/Territory: | HAWAII

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): .

6. Medical care and any other type of remedial care recognized under State law,
furnished by licensed practitioners within the scope of their practice as defined by

State law.

a. Podiatry Services

_x__ Provided: ____ No limitations _X_ With limitations
b. Optometirists’ Services

_x_ Provided: ____ No limitations _X__ With limitations
c.  Chiropractors’ Services

Provided: No limitations With limitations

——

d. Other Practitioners’ Services
x Provided: No limitations - x With limitations

7 Home Health Services
a. Intermittent or part-time nursing services provided by a home health agency or by
a registered nurse when no home health agency exists in the area.
- _x Provided: ____ No limitations _X _ With limitations
b. Home health aide services provided by a home health agency.
_x_ Provided: _____ Nolimitations _X _ VWith limitations
c. Medical supplies, equipment, and appliances suitable for use in the home.

x Provided: No limitations x With limitations

d. Physical therapy, occupational therapy, or speech pathology and audiology
services provided by a home health agency or medical rehabilitation facility.

x Provided: No limitations x  With limitations

*Description provided on attachment. -

TNNo. __ 05002 _
Supersedes Approval Date:JUN 0 9 2005Eﬂ'ective Date: 07/01/05

TNNo. __ 8611



Revision: HCFA-PN-86-20 (BERC)
SEPTEMBER 1986

. e w—— e v et e e aw &

ATTACHMENT 3.1-B
Page 4
OMB No. 0938-0193

State/Territory: Hawaii

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED

MEDICALLY NEEDY GROUP(S):

8.

10.

11.

12.

Privste duty nursing services.

£_7 Provided: J Ho limitations

Clinic services.

L:i’- Provided: Lj Fo limitations

Dental services.

L)y-'_ Provided: L_; ¥o limitstions

4/ With limitations*

With limitations®

&

With limitationsx

R

Physical therapy and related services.

Physical therspy.
dj Provided: L_I_ No limitations
Occupational therapy.
_/137 Provided: [/ / Wo limitations

Services for individuals with speech,
provided by or under supervision of a

&7 Provided: L_I_. Bo limitations

{X/ With limitations*

(X7 With limitstionst

hearing, and language disorders
speech pathologist or audiologist.

{x/ WVith limitations*

Prescribed drugs, dentures, and prosthetic devices; and eyeglasses
prescribed by a physician skilled in diseases of the eye or by an

optometrist.

Prescribed drugs.
&7 Provided: [/ BNo limitstions

Dentures.
&/ Provided: [ / Wo limitstions

%Degcription provided on sttachment.

X/ wWith limitations*

X/ with limitstions*

TH ¥o.
Supers
TH No.

Approval D‘toFE_B_j__:_JQm Effective Date / C\ZE /&/)

“1’5?—”{

HCFA ID: 0140P/01024



Revision: HCPA-PM-86-20 (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 Page S
OMB No. 0938-0193

State/Territory: Hawaii

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S8): .

¢. Prosthetic devices.

&,7 Provided: L-; No limitations J With limitations%

d. Eyeglasses.

ﬁ_l- Provided: L-__I- No limitations J With limitationsx

13, Other disgnostic, screening, preventive, and rehabilitative services,
i.e., other than those provided elsewhere in this plan.

a. Diagnostic services.
Ly Provided: [/ o limitations ZJF wWith limitations*

b. Screening nrvicu.&j -84’7
- 3
1X/ Provided: No limitations [7 With limitations%

c. Preventive services. 3 iy
Sp—— "
(X7 Provided: No limitations /7 with limitations*

d. Rehabilitative services.

£X7 Provided: / / Ho limitstions /y With limitstionst

14, Services for individuals age 65 or older in institutions for mental
disesses.

s. Inpatient hospital services.
LI_ Provided: L__I No limitations L:7 With limitationsx
b. Skilled nursing facility services.

1_-_7 Provided: [:l- No limitations [:I- wWith 1laltltlent*
*pescription provided on attachment.

™ NWo. d¢-//
Supers Approvsl DateFEB 17 1987 gffective Date /O l ZZ s {'p

ede
™ 0. K9]
HCFA ID: 0140P/0102A




Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 nge 6
OMB No. 0938-0193

State/Territory: Hawaii

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

c. Intermediate care facility services
[0 Provided: (0 No limitations O  With limitations*
16. a. Intermediate care facility services (other than such services in an institution for mental
diseases) for persons determined, in accordance with section 1902(a)(31)(a) of the
Act, to be in need of such care.
X Provided: [J  No limitations X with limitations*

b.  Including such services in a public institution (or distinct part thereof) for the mentally
retarded or persons with related conditions.

O Provided: 0 No limitations [J  With limitations*
16. Inpatient psychiatric facility services for individuals under 22 years of age.

X Provided: [J No limitations X With limitations*
17.  Nurse-midwife services.

X Provided: [0 No limitations X With limitations*
18. Hospice care (in accordance with section 1905(o) of the Act).

‘& Provided in accordance with section 2302 of the Affordable Care Act:

[] Nolimitations [X  With limitations*

*Description provided on attachment

TN No. 11-007
Supersedes Approval Date: 02/17/2012 Effective Date: 07/01/2012
TN No. 88-32 HCFA ID 0140P/0102A




Revision: HCFA-PM-94-7 (MB) ATTACHMENT 3.1-B
SEPTEMBER 1994 Page 7

State/Territory:

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

19. Case management services and Tuberculosis related services

Case management services as defined in, and to the group specified 1in,
Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19)
or section 1915(g) of the XEtS.

_X Provided: X With limitations*

b.

S

Not provided.

'Spccial tuberculosis (TB) related services under section 1902(z)(2)(F) of
the Act.

Provided: With limitations*

Not provided.

20. Extended services for pregnant women.

X

b.

X

Pregnancy-related and postpartum services for a 60-day period after the
pregnancy ends and for any remaining days in the month in which the 60th

day falls.
+ +4

Provided: __ Ahdditional coverage

Services for any other medical conditions that may

complicate pregnancy.
-+

+
Provided: — Additional coverage __ Not provided. .

21. Certified pediatric or family nurse practitioners' services.

X

P

+

+4

Provided: —. No limitations X With limitations*
Not provided.

Attached is a list of major categories of services (e.g., inpatient
hospital, physician, etc.) and limitations on them, if any, that are
available as pregnancy-related services or lezvicol for any other medical
condition that may complicate pregnancy.

Refer to Supplement to Attachment 3.1-A and 3.1-B

Attached is & description of increases in covered services beyond
limitations for all groups described in this attachment and/or any
additional services provided to pregnant women only.

*Description provided on attachment.

TN No.
Supc:u 1_ P01 Approval Date __ | l (2 t 9 A gerective Date 3 /l / { "f

TN No.



Revision: HCFA-PM-87-4  (BERC) ATTACHMENT 3.1-B

MARCH 1987 Page 8 :
OMB No. 0938-0193

State/Territory: _HAWAII

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

22. Respiratory care services (in accordance with section 1902(e)(9)(A)
through (C) of the Act).

é—; Provided: L__I No limitations _1117 With limitations%

L'i Not provided.

23. Any other medical care and any other type of remedial care recognized
under State law, specified by the Secretary.

a. Transportation.

[_)_(-_'_7 Provided: /_-_7 No limitations / With limitationsx

b. Services of Christian Science nurses.

_/_:l_ Provided: /_/ No limitations / / With limitations

c. Care and services provided in Christian Science sanitoria.

/ / Provided: /7 Mo limitations l_-_7 With limitationsx

d. Skilled nursing faclility services provided for patients under 21 yet.rs
of age.

5__7 Provided: !:/' No limitations @ With limitationsx

e. Emergency hospital services.
/X7 Provided: /X/ WMo limitations £ / With limitations*

f. Personal care services in recipient's home, prescribed in accordance
with a plan of treatment and furnished by a qualified person under

supervision of a registered nurse.

[_7 Provided: _1_7 No limitations / / With limitations*

™™ Bo. 90-5 MR t 1830
Supersedes Approval Date lu 9 1890 Bffective Date
T™ No. 88-23

HCFA ID: 1042P/0016P



Revieion: HCPA-PM-94-9 (MB) ATTACHMENT 3.1-8
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DECEMBER 1994 Page 9

State/Territory: HAWAIIL

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

Home and Community Care for FPunctionally Disabled Elderly Individuals, as
defined, described and limited in Supplement 2 to Attachment 3.1-A, and
Appendices A-G to Supplement 2 to Attachaent 3.1-A.

Provided X_ Mot Provided

Personal care services furanished to an individual who is not an inpatient
or resident of a hospital, nureing facility, intermediate care facility
for the mentally retarded, or institution for mental disease that are (A)
authorized for the individual by a phyeician in accordance with a plan of
treatoent, (B) provided by an individual who is qualified to provide such
services and who is not & member of the individual's family, and (C)
furnished in a home.

Provideds ___ State Approved (Not Phyeician) Service Plan Allowed
Services Outside the Home Also Allowed

Limitations Described on Attachment

X_ WMot provided.

W ¥We.

Supersedes Approve

e 1 pate €Tt ™ pegective Date R g1 165




ATTACHMENT 3.1-B
Page 10

State/Territory: Hawaii

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in Supplement 3 to
Attachment 3.1-A.

[0 Election of PACE: By virtue of this submittal, the State elects PACE as an optional State
Plan service.

X No election of PACE: By virtue of this submittal, the State elects to not add PACE as an
optional State Plan service.

TN No. 11-007
Supersedes Approval Date: 02/17/2012 Effective Date: 07/01/2012

TN No. 08-010



ATTACHMENT 3.1-B
Page 11
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: HAWAII

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND
REMEDIAL CARE AND SERVICES PROVIDED TO THE MEDICALLY NEEDY

28. (1) Licensed or Otherwise State-Approved Freestanding Birth Centers

Provided: [] No limitations O with limitations KX None licensed or approved

Please describe any limitations: N/A

28. (ii) Licensed or Otherwise State-Recognized covered professionals providing services in the
Freestanding Birth Center

Provi

K N

Pleas

ded: [] No limitations [0 with limitations (please describe below)
ot Applicable (there are no licensed or State approved Freestanding Birth Centers)

e describe any limitations: N/A

check all that apply:

Please
O <(a)
O (b
O (o

Practitioners furnishing mandatory services described in another benefit category
and otherwise covered under the State p<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>