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  With 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 B4  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*

4)b. 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 znoslﬁ'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.
/__J] Provided: /_/ No limitations /_7wWith 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. - y

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: L:7No limitations £E7W1th 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: / /No limitations /X/With 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-% (BPD) ATTACHMENT 3.1-A

AUGUST' 1991 Page la
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 ] Provided: /_/ No limitations A /With limitations+

/__/ Not provided.

8. Private duty nursing services.

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

/ X/ Not provided.

*Description provided on attachment.

"TN No. _J1-Z3
12/31/91 Effective Date 10/01/91

Supersedes Approval Date
TN No. _85-12
. HCFA ID: 798B6E



Revision: HCFA-PM-85-3 (BERC)
(, MAY 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 BHNo limitations

L-_—/ Not provided.

Dental services.’
E Provided: [_7 No limitations
L:I- Not provided.

Physical therapy and related services. -

Physical therspy.
L?(_—_'I- Provided: L_/ No limitations

/__/ HNot provided.

e

Occupational therapy.
LT_S_? Provided: L_/ No limitations

L_—__I- Not provided. .

3

1%

27

With limitationsx

With limitationsx

With limitations®

With limitations*

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

audiologist).
1X/ Provided: / / No limitations

/_/ Bot provided.

*pescription provided on attachment.

¥

With limitations®

-' W (I =)
‘ ::p::sedu Approval Date (4} g 1 1S
™ No. 3§33

Bffective Date JUL 1 e

HCFA ID: 0069P/0002P



Revision: HCFA-PM-85-3 (BERC) ATTACHMENT 3.1-A
( ) WAY 1985 : Page 5

» 12.

13.

*Description provided on attachment.

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*

L:___I- Not provided.

. Dentures..

3

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

/_7 Not provided.

Prosthetic devices.
LX—.-; Provided: L'__i No limitations EI_ With limitations*

L—/_ Not provided.

Eyeglasses.

12_7 Provided: [_7 No limitations &/ With limitations*

_I_:_-I— Not provided.

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

Dlagnosilc urvicos .

/X 7 Provided:- / / No limitstions /¥ with limitations*

) [:_7 Not provided.

4

" W & -
3"1":!“’” approval pate 96T 21 1585  pecoceive pate L1 RE
T§ No. 337 —

HCFA ID: 0069P/0002P
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Revision: HCFA-PM-85-3 ' (BERC) ATTACHMENT 3.1-A

MAY 1985 Page 6
OMB NO.: 0938-0193

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

b. Screening services.

&7 Provided: /¥ Wo limitations L_—l With limitations®

L:j Not provided.

c. Preventive services.

tX/ Provided: (X No limitstions [/ With limitstions*

ﬁ Not provided.

d. Rehabilitative services.
/X/ Provided: / / No limitations /% with limitationst

E Not provided. .
14. Services for individuals age 65 or older in institutions for mental
diseases.
a. Inpatient hospital urﬂcn.
Lj Provided: L__I No limitations £/ With limitations*

/X / Bot provided.

b. 8killed nursing facility services.
/_/ Provided: / / Wo limitstions /7 With limitations®

) [;;7 Not provided.

c. Intermediate care facility services.

(7 Provided: /7 Wo limitstions /7 With limitstions*

zx-?l- Not provided.

%Description provided on sttachment. v

zp::;edu- = Approval Date 9_01_21_1935 Effective pate YUL 1 19§
T8 Fo. ﬁi “a..

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 1902(a)(31)(A) of the
Act, to be in need of such care.

Provided: [0 Nolimitations 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(o) of the Act).

X
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



Revision: HCFA-PM-94-7 (MB) g ATTACHMENT 3.1-A
SEPTEMBER 1994 Page 8

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

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

19. Case management servicee and Tuberculosis related services

a. 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).

X Provided: _X With limitations

Not provided.

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

Provided: —_ With limitations*
X  Not provided.

20. Extended services for pregnant women

a. 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

falle.
Additional coverage ++

b. 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.

*Description provided on attachment.

TR No. 94-0Ul2Z
Supo:loau Approval Date | 7*-/ ‘3/ 94 Effective Date 1 /l / W
TN No. 94-011 LA LI




Revision: HCFA-PM-91- 4 (BPD) ATTACHMENT 3.1-A
AUGUST 1991 Page 8a
OMB No.: (938~

State/Terr{tory: Hawaii

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

Nﬁbulatory prenatal care for pregnant women furnished during a
presumptive eligibility period by a quakikkked provider (in accordance
with section 1920 of the Act). eligible -
- [~ 7 Provided: /7 No limitations L7 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;d1atr1c or family nurse practitioners' services.
Provided: / /' No limitations /X/With limitations+

*Description provided on attachment.

TN "O. - 2 7
Supersedes Approval Date Cf/ 2"7'/ 7% Effective Date _ . / 7%
TN No. 92-05 v L

HCFA ID: 7986E



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

.L::7 Not provided.

b. Services of Christian Science nurses.

[/ Provided: [/ / No limitations / _/with limitations+
L§E7 Not provided.

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

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

/ X/ Provided: 1:7 No limitations LE7W1th limitations*

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

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

B

/ / 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 pProvided: / / 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: HCPA-PH-94-9 (uB) ATTACHMENT J.1-A
DECEXBEIR 1994 Page 10

State: - HAWAIIL

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

‘2S. Home and Coamunity Care for Functionally Disabled Blderly Individuals,
as defined, described 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 i{s net 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, (8) provided by an individual who
is qualified to provide such services and who is not a member of the
individual'se 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.

35008 ' : -
::p;: o9 Approval Date OGT 10 198 Bffective Date SO 01 185




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.

TN No _ 90-15 Approved® 1 " Effective _3/1/9]
Supersedes
TN No



C.

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.

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).

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.

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.
Supersedes
TN No.

01-005

Approval Date: JUL 13 2001 Effective Date: 5/ ‘ / 0‘

90-15
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SUPPLEMENT 1 to ATTACHMENT 3.1-A
Page 3

2, Service Coordination -~ Arranging for community
residential, (i.e., care home, foster homne,
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.

uvalification of Providers:

Case management services will be provided under this
amendment by individuals employed by the Developmental
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 pn e PR SO e

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

TN No _ 90-15 Approvéﬁﬁ? P . 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. g

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:
1 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 1living,
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.

e i [o] 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).

C. Comparabiljty 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.

D. Definition 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.

2. 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.
3. 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 No. —_—



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;

-3 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. Immediate 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 l1low- 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. :

: 8 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. cComparability 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:

s 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.):

7 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.

Qualjification 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. i



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 L]

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. _—




Rev. 10-15-01 SUPPLEMENT | 10 ATTACHMENT 3.1-A
Page 12

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 home and does not need to be cared for in 8
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 Neo. 01-009 .
Supersedes approval Date: 0CT 18 00 porociive pare: _July 1,200
TN No.



SUPPLEMENT 1 to ATTACHMENT 3.1-A
Page 13

C Comparability of Services:

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

) 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.

L 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:

I 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.

5. 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 2001Effective Date: m | onnt

TN No.



SUPPLEMENT 1 to ATTACHMENT 3.1-A
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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.

- 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. LI/ FEB 17 1987
Supersedes q Approval Date Bffective Date

T¥ No. @2,"
HCFA ID: 0140P/0102A



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-B
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 X  With limitations*

2. a. Outpatient hospital services.

X Provided: [J Nolimitations B  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 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. 45-4).
X Provided: [0 Nolimitations X With limitations*
3.  Other laboratory and x-ray services.
B 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: [J 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  Wwith 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., ‘
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 limitationss

t Description provided on attachment.

TN No. =17 '
Superseaégiz—ls__—ipptoval pate 10/13/22 Effective Date _ ]10/01/92
-92-05



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

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

[ 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: _____ Nolimitations _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

y 2 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. V

TN No. 05-002
Supersedes Approval Date:JUN 09 2006 Efrective Date: 07/01/05

TNNo. 8611



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

. e —— e et e h aa &

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.

J Provided: J Bo limitations

Clinic services.

[2-9- Provided: L:i No limitations

Dental services.

/X/ Provided: [/ Wo limitstions

4/ With limitations*

With limitations®

&

With limitationsx

R

Physical therapy and related services.

Physical therspy.

3-57 Provided: L_; No limitations
Occupational therapy.

/X7 Provided: [/ WNo limitations

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

[X7 Provided: [/ 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.
X7 Provided: [/ o limitstions

Dentures.
&/ Provided: [/ Wo limitations

%Degcription provided on sttachment.

X7/ with limitations*

X/ with limitstions*

TH ¥o.
Supers
TH No.

Approval DttoF_E_B__Z_"__@m Effective Date / C\ZE /&/)

'355’—*/

HCFA ID: 0140P/0102A



Revision: HCPA-PM-86-20 (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 Page S
OMB Bo. 0938-0193

State/Territory: Hawaii

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

¢. Prosthetic devices.
&7 Provided: [:7 No limitations [_._;i With limitations®

d. Eyeglasses.
é(_-l- Provided: J No limitations 5 With limitationsx

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

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

b. Screening nrvicy #7
ksl ,
/X Provided: Fo limitations /7 with limitations*

¢. Preventive services. 7
! "';.a
/%7 Provided: o limitations £/ with limitations*

d. Rehabilitative services.

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

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

s. Inpatient hospital services.
/7 Provided: / / Mo limitations /_/ With limitationst
b. Skilled nursing facility services.

[_-__/' Provided: L-l- No limitations [_-I- wWith ualtut.len"
*pescription provided on attachment.

™ No. d¢-//
Supers Approvsl Date FEB 17 1387 gffective Date / Ol [Z “'p

ede
™ Bo. K9/
HCFA ID: 0140P/0102A




Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 P?ﬁe 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: (O Nolimitations O  with limitations*
15. 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: [0 No limitations X  Wwith 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(o0) of the Act).

‘B0 Provided in accordance with section 2302 of the Affordable Care Act:

[C] Nolimitations [  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

a. 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 XEtS.

_X Provided: X With limitations®*
Not provided.

b. 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.

a. 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

X Provided: __ Ahdditional coverage

b. Services for any other medical conditions that may

complicate pregnancy.
++

+
_X Provided: — Additional coverage __ Not provided. *
21. Certified pediatric or family nurse practitioners' services.

X Provided: —_ No limitations X With limitations*

e

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 ie a 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.
Sup-:u l— P01 Approval Date __ | [ (2 t 9 gtrective Date 3 /l I { "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%

1_7 Not provided.

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

a. Transportation.

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

b. Services of Christian Science nurses.

/7 Provided: /7 Wo limitations /_/ With limitations*

c. Care and services provided in Christian Science sanitoria.

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

d. Skilled nursing facility services provided for patients under 21 yen.n
of age.

E Provided: !;7 No limitations @ With limitationsx

e. Emergency hospital services.
/X7 Provided: /X/ No 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*

™™ No. 90-5 APR t 1990
Supersedes Approval Date 'u 8 1890 Bffective Date
T™ No. 88-23

HCFA ID: 1042P/0016P



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

-

a4.

as.

DECEMBER 1994 Page 9

State/Territory: HAWAII

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

Home and Community Care for Functionally 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_ Not 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
treatment, (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.

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

Limitations Described on Attachment

X_ WNot provided.

W Wo.

Superseden Approvel Date OeY 1y e

=006 Bffective Date B g1 135




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.

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

I 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 plan (i.e., physicians and certified nurse
midwives) .

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). *

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 TO ATTACHMENT 3.1-A AND 3.1-B

1. The utilization control committee of an acute hospital facility shall determine
the medical necessity for admission and continued stay for all recipients.
Extension of hospital stay shall be requested when a patient is awaiting
placement in a long-term facility.

2a. Outpatient psychiatric services for substance abuse treatment (SAT) services that
are medically necessary shall be provided with no limits on the number of visits.
The providers for SAT services are psychiatrists, psychologists, licensed social
workers in behavioral health, and advance practice registered nurses (APRN) in
behavioral health. Setting where services will be delivered are in outpatient
hospital/clinic including methadone clinics, and physician/provider offices.
Only professional fees are paid when services are provided in an outpatient
clinic setting and are paid at or below the Medicare fee schedule rate. SAT
services that are medically necessary shall be reimbursed with the existing
approved Medicaid Fee Schedule located in Attachment 4.19-B, Section 1., Hawaii
Medicaid Fee Schedule, item (a) and (d) and Section 2., Medicaid Payment for
Other Non-Institutional Items and Services are determined as Follows, item (i).,
or PPS methodology.
26, FQHC and RHC services are congruent with the general scope and limitations to
services of Hawaii'’'s Medicaid program.
FQHC and RHC services shall be delivered exclusively by the following health care
professionals who are licensed by, and a resident of, the State of Hawaii:
i. Physician (Doctor of Medicine, Doctor of Osteopathy, Doctor of Dentistry,
Doctor of Optometry, and Doctor of Podiatry);
ii. Physician Assistant;
iii. Nurse Practitioner;
iv. Nurse Midwife;
v. Visiting Nurse;
vi. Clinical Social Worker;
vii. Clinical Psychologist; or
viii. Licensed dietitians
3. Prior authorization is required for the following services:
Radiology:
e MRI (magnetic resonance imaging)
e MRA (magnetic resonance angiography)
e PET (positron emission tomography)
Laboratory:
e Reference lab tests that cannot be done in Hawaii and not specifically
billable by clinical labs in Hawaii
e Disease specific new technology lab tests
e Chromosomal analysis
Payment for laboratory services made only for tests performed by standard
procedures and techniques commonly accepted by the medical community.
4a. Authorization by the Department’s medical consultant is required for level of
care and admission to a NF.
4b. All services listed under 1905(a) of the Social Security Act are available to
EPSDT eligible individuals when medically necessary, even though the services are
not covered in this plan. Services limitation may be exceeded when determined by
the State to be medically necessary.

TN No. 12-004

Supersedes Approval Date: 09/20/2012 Effective Date: 07/01/2012

TN No. 11-007




SUPPLEMENT TO ATTACHMENT 3.1-A and 3.1-B

School-based health-related services (SBHRS) are services that are medically necessary and otherwise reimbursable
hereunder and are provided by or through the Hawaii Department of Education (DOE) to public school and charter school
students who are eligible for medical assistance and have special needs pursuant fo IDEA and are included in each child's
Individualized Education Pian (IEP).

SBHRS are defined below:

Direct care providers of SBHRS employed by or contracted by the Department of Education (DOE) must mest all Medicaid
provider qualifications in order for the SBHRS that is claimed to be determined Medicaid reimbursable.

If any service is provided under the supervision of a qualified provider, the following specifications must also be met

There must be a supervising professional who meets all the service specific professional standards under Federal and state
law and is affiliated with the entity providing the services (e.g., the school). The supervising professional must see the
student initially, prescribe the type of care provided, periodically review the need for the continued services, and
subsequently see the student at least once annually (twelve-month interval). The supervising professional must assume
responsibility for the services provided and assure that such services are medically necessary. The supervising professional
should co-sign the progress notes used for Medicaid billing.

For the qualified professional to be affiliated with a school district, there must be a contractual agreement or some type of
formal arrangement between the supervising professional and the school district by which the supervising professional is
tegally bound to supervise the school's district patients.

Physical Therapy: Therapy services are provided by:

° A physical therapist (PT) licensed to practice in the state of Hawaii. All physical therapists providing services
or supervising the provision of physical therapy services will, at a minimum, meet the Federal requirements of

42 C.F.R. §440.110(a)(2);

o Physical therapy assistant (PTA) with an associate degree in a two-year, American physical therapy
assocliation approved, college program for physical therapist and working under the supervision of a licensed
and Federally qualified physical therapist;

TN No. 11-00

Supersedes Approval Date: 02/17/2012 Effective Date:  01/01/2012
TN No. 05-002
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SUPPLEMENT TO ATTACHMENT 3.1-A and 3.1-B

Occupational Therapy: Therapy services are provided by:

. Occupational therapist registered (OTR) who is registered and licensed to practice in the
State of Hawaii. Occupational therapist will meet the Federal requirements at 42 C.F.R.

§440.110(b)(2);

. Certified occupational therapy assistant (COTA) who is a graduate of an accredited
occupational therapy assistance program recognized by the American Medical Association
and American Occupational Therapy Association with an Associate.

Degree of Science in Occupational therapy, successfully completed supervised fieldwork,
has certification from the National Board for Certification in Occupational Therapy
(NBCOT), and works under the supervision of a licensed and Federally qualified OTR;

Auditory therapy: Therapy services are provided by:

. Audiologist licensed to practice in the State of Hawaii and meets the Federal provider requirements at
42 C.F.R. §440.110(c)(3)

Speech Language Therapy: Therapy services are provided by:

° Speech pathologist licensed to practice in the State of Hawaii and meets the Federal
provider requirements at 42 C.F.R. §440.110(c). Providers or speech language therapy
services will meet the Federal provider requirements at 42 C.F.R §440.110(c)(2);

° Communication aide to meet the specific needs of an eligible student. Communication aides
are paraprofessional equivalents of speech pathologists. The communication aide must have
a high school degree and general and special experience recognized by the DOE. All-or part
of general experience may be substituted for by education in programs of Associate of Science
in Teacher's Aid or possession of an Associate of Science degree in Teacher's Aid from an
accredited community college or possession of a bachelor's degree in education or equivalent
from an accredited college or university or possession of a bachelor's degree in spesch
pathology as specified by the DOE and working under the supervision of a licensed and
Federally qualified speech pathologist that meets the requirements of 42 C.F.R. §440.110.
Communication aides do therapy under the supervision of the speech pathologist. They are
not hired to do audiology services. They do not teach Braille or sign language. The qualified
speech pathologist must see the student initially, prescribe the type of care provided, review
the need for continued services throughout treatment, and see the student at least annually.
The speech pathologist must assume professional responsibility for the services provided and
ensure that the services are medically necessary. The qualified speech pathologist must

spend as much time as
TN No. 11-007
Supersedes Approval Date:  02/17/2012 Effective Date:  07/01/2012
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Rev. 07/14/03 SUPPLEMENT to ATTACHMENT 3.1-A and 3.1-B

necessary directly supervising services to ensure the student is
receiving services in a safe and efficient manner in accordance
with accepted standards of medical practice. Documentation
must be kept supporting the speech pathologist's supervision of
services and ongoing involvement in the treatment.

Physical therapy, Occupational therapy, and Speech language therapy
services include evaluations, re-evaluations, assessments, or
re-assessments that result in the provision of IEP services.

Physical therapy, Occupational therapy, and Speech language therapy
services are provided to facilitate a child's achievement of the goals and
objectives delineated in the IEP. Intervention may be delivered through
individual and/or group therapy.

Other services included under Physical Therapy, Occupational Therapy,
and Speech Language Therapy Services are:

1. Assistive Technology Device Services: Only supplies and

equipment necessary for the provision of physical therapy,
occupational therapy and speech and language services will be
covered.

Assessments, evaluations or re-evaluations, re-assessments are
included when they result in the provision of IEP services.

2, Assistive Technology Device Therapy: Assistive technology

device therapy Services are services provided in connection with
the physical therapy, occupational therapy, and speech therapy as
required by 42 C.F.R. §440.110. Assistive technology device
therapy includes:

¢ The evaluation of the needs of a student with a disability,
including a functional evaluation of the student in the student's
customary environment;

¢ Assessments, evaluations or re-evaluations, re-assessments
are included and results in the provisions of IEP services.

+ Coordinating and using other therapies, interventions, or
services with assistive technology devices such as those
associated with existing education and rehabilitation plans and
programs; and

TN No. 02-006
Supersedes Approval Date: \J|]] 25 7npjEffective Date: 10/01/02
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Rev. 07/14/03 SUPPLEMENT to ATTACHMENT 3.1-A and 3.1-B

¢ Training or technical assistance for a student with a disability or
as appropriate, that student’s family.

Services must be provided by or under the direction of: speech
therapist or audiologist licensed to practice in the State of Hawaii
who meet the Federal requirements at 42 CFR 440.110(c);
physical therapists licensed to practice in the State of Hawaii who
meet the Federal provider requirements at 42 C.F.R. 440.110(a);
and occupational therapists licensed in the State who meet the
Federal requirements of 42 C.F.R. §440.110(b).

Hearing, Audiology, and Language Services: Includes both articulation

and language therapy in either individual or group settings. Audiologist or
speech pathologist must be licensed to practice in the State of Hawaii and
meet the Federal provider requirements at 42 C.F.R. §440.110(c)..
Assessments, evaluations or re-evaluations, re-assessments are included
and results in the provisions of IEP services.

Nursing Services: Direct service interventions that are medically based
and within the scope of professional practice of a registered nurse or
licensed practical nurse, who are licensed to practice in the State of
Hawaii, such as catheterization, suctioning, medication management,
equipment associated with nursing services, and DME'’s such as oxygen
concentrator suctioning machines. Direct nursing services are provided
face-to-face and are generally provided on a one-to-one basis. These
services are being provided in accordance with the requirements in 42
C.F.R. § 440.130(d).

Behavioral Health Services: A behavioral health service includes the
provision of counseling for children. All services must be for the direct
benefit of the child and includes individual, group, and family therapy.
Assessments, evaluations or re-evaluations, re-assessments are included -
and results in the provisions of IEP services. These services are covered
in accordance with the requirements in 42C.F.R § 440.130. Behavioral
health services are provided by licensed social workers, psychologist, and
psychiatrist licensed to practice in the State of Hawaii.

TN No. 02-006
Supersedes Approval Date: JU| 25 7)MEffective Date: 10/01/02
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Ms. Linda Minamoto
May 13, 2003
Page 2

Response: The paragraph was amended to state that the supervising professional must see
the student initially, prescribe the type of care, review the need for the continued services,
and subsequently see the student at least once annually (twelve-month interval). We have the
same interpretation of the term “under the direction” and the language in the State plan has
been revised to reflect that interpretation.

3. Medical evaluations and reevaluations performed by qualified providers to determine the
need, or continuing need, for medical services can be covered as part of the coverage
category that permits reimbursement of the provider. For example, a physical therapy
evaluation performed by a qualified physical therapist would be covered and reimbursed as a
physical therapy service. Evaluations and re-assessments cannot be covered as a separate
service. Therefore, each of the service descriptions must be revised to indicate that the
service includes evaluations and reevaluations that result in the provision of IEP services.

Response: “Assessments, Evaluations, or Re-evaluations/re-assessments” previously listed
as a stand-alone service has been deleted. The statement “Assessments, evaluations or re-
evaluations, re-assessments are included and results in the provisions of IEP services” has
been added under each service description that may require an assessment, evaluation, re-
assessment, or re-evaluation.

4. Please clarify the TN number on page 5.7. This should be 02-006, not 1-010.
Response: The TN number has been changed to 02-006. (genrine chansge - Te o) one Shelor

5. Please provide the appropriate citation in block six of the HCFA 179: 1905(r) and 42 C.F.R.
440.130.

Response: After discussion with your staff, pen and ink changes were made to indicate the
appropriate citation in block six of the HCFA 179.

6. Please provide the FFY 04 Federal budget impact in block 7b of the HCFA 179.

Response: After discussion with your staff, pen and ink changes were made to input the
FFY 04 of $5,000,000 to $6,000,000.

Under Provider Qualification:

1. Pagel.l indicates that physical therapy, occupational therapy and speech language
therapy services are covered in accordance with the requirements in 42 C.F.R. 440.110.
However, none of the qualifications listed in this section actually meet the Federal
requirements found in the regulations. This section must be revised to specifically indicate
that all physical therapists providing services or supervising the provision of physical therapy

AN EQUAL OPPORTUNITY AGENCY



4c.

5a.

5b.

SUPPLEMENT TO ATTACHMENT 3.1-A AND 3.1-B

The limitation on family planning are:

(¢&H) Hysterectomies are not covered when performed solely to render the person
incapable of reproducing.

The individual undergoing a hysterectomy must be informed by the physician,
prior to the procedure that the hysterectomy will render the individual
incapable of reproducing. A signed acknowledgement is required.

) Sterilizations are not authorized for any person under age 21 years;
institutionalized; or mentally incompetent. Informed consent shall be obtained
prior to a sterilization procedure.

Following the consent, the procedure may not be performed before 30 days and no
later than 180 days. Some exceptions to this time limitation are allowed,
i.e., premature delivery, and abdominal surgery.

Physicians” services are limited to two (2) visits a month for patients in NF except
for acute episodes. Limits may be exceeded based on medical necessity. Physician
services do not extend to procedures or services considered to be experimental or
unproven as determined by Medicare.

Medical and surgical services that will be covered when furnished by either a dentist
or a physician must be related to the treatment of a medical condition such as acute
pain, infection, or fracture of the jaw and include examination of the oral cavity,
required radiographs, and complex oral surgical procedures. Routine post-operative
visits shall be considered part of the total surgical procedure and shall not be
separately compensable.

Additional non-covered services may be covered as determined by the department.

TN No.

16-0004

Supersedes Approval Date: 0371572017 Effective Date: 0170172017
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6a.

6b.

6d.

SUPPLEMENT TO ATTACHMENT 3.1-A AND 3.1-B

Podiatry services are provided with the following limitations:
1) . Hospital inpatient services and appliances costing more than $100.00 require
prior approval by the department.

Routine eye exams provided by qualified optometrists are authorized once in a
one-year period for individuals under the twenty-yvears and once in a two-year
period for adults age twenty-one years and older. Visit done more frequently may
be prior authorized and covered when medically necessary. Emergency eye care
shall be covered without prior authorization. The following limitations apply:

1) Approval required for contact lenses, subnormal visual aids costing more
than $50.00 and to replace glasses or contacts within one year for
individuals under age twenty-one years and within two years for adults age
twenty-one and older. Medical justification required for bifocal lenses.

2) Trifocal lenses are covered only for those currently wearing these lenses
satisfactorily and for specific job requirements.

3) Bilateral plano glasses covered as safety glasses for persons with one
remaining eye.

4) Individuals with presbyopia who require no or minimal distance correction
shall be fitted with ready made half glasses instead of bifocals.

Services of a Psychologist are provided with the following limitations:

1) Testing is limited to a maximum of 4 hours once every 12 months or to 6
hours, if a comprehensive test is justified.

2) Prior authorization is required for all psychological testing except for
tests that are requested by the department's professional staff.

The providers for SAT services are psychologists, licensed clinical social
workers in behavioral health, advance practice registered nurses (APRN), marriage
and family therapists (MFT), and licensed mental health counselors (MHC), in
behavioral health. Settings where services will be delivered are in outpatient
hospitals/clinics including methadone clinics, and physician/provider offices.
Only professional fees are paid when services are provided in an outpatient or
clinic setting and are paid at or below the Medicare fee schedule rate.

SAT services that are medically necessary shall be provided with no limits on the
number of visits in accordance with the parity law. SAT services that are
medically necessary shall be reimbursed with the existing approved Medicaid fee
Schedule or PPS methodology.

TN No. 12-004
Supersedes Approval Date: 09/20/2012 Effective Date: 07/01/2012

TN No. 11-007




7a to d.

SUPPLEMENT TO ATTACHMENT 3.1-A AND 3.1-B

Smoking cessation counseling and pharmacotherapy recommended in the most current
Public Health Service guideline shall be limited to two quit attempts per year.
A minimum of four in person counseling sessions provided by trained and licensed
providers practicing within their scope of practice shall constitute each quit
attempt. Two effective components of counseling, practical counseling and social
support delivered as part of the treatments is emphasized. Settings where
services will be delivered are in outpatient hospital/clinics and
physician/provider offices. Limits may be exceeded based on medical necessity.

Smoking cessation counseling services can be provided by the following
licensed providers: psychologists, licensed clinical social workers in
behavioral health, advance practice registered nurses (APRN), marriage and
family therapists (MFT), and licensed mental health counselors (MHC) in
behavioral health.

Home health services mean the following items and services, provided to a
recipient at his/her place of residence on physician's order as part of a written
plan of care:

1) Nursing services (as defined in the State Nurse Practice Act and
subject to the limitations set forth in 42 CFR 440.70(b) (1)) ;

2) Home health aide service provided by a home health agency;

3) Medical supplies, equipment, and appliances suitable for use in the
home (subject to an annual review by a physician of need for the
service); and

4) Physical therapy, occupational therapy, or speech pathology and audiology
services, provided by a home health agency or by a facility licensed by the
State to provide medical rehabilitation services.

Home health services shall be reimbursed on the basis of "per visit®; Daily home
visits permitted for home health aide and nursing services in the first two weeks
of patient care if part of the written plan of care; No more than three visits
per week for each service for the third week to the seventh week of care; No more
than one visit a week for each service from the eighth week to the fifteenth week
of care; No more than one visit every other month for each service from the
sixteenth week of care. Services exceeding these parameters shall be prior
authorized by the medical consultant or it's authorized representative. Medical
social services not covered.

Medical supplies, equipment and appliances require prior authorization by the
department when the cost exceeds $50.00 per item.

Physical and occupational therapy and services for speech, hearing and language
disorders are subject to the limitations set forth in #11.

Initial physical therapy and occupational therapy evaluations do not require
prior approval. However, physical and occupational therapy and reevaluations
require approval of the medical consultant providing diagnosis, recommended
therapy including frequency and duration, and for chronic cases, long term goals
and a plan of care.

All speech, hearing, and language evaluations and therapy require
authorization by the medical consultant including rental or purchase of
hearing aids.

Limitations on the amount, duration or scope of clinic services are the same as
the limitations included for state plan outpatient services listed in Attachment
3.1-A and 3.1-B of the state plan, not to include inpatient services (hospital,
nursing facility, psychiatric facility services for individuals under 22 years of
age, emergency hospital services.) Physicians that provide direction/supervision
of others in the clinic assume professional responsibility for the care of the
patients.

TN No. 12-004
Supersedes Approval Date: 09/20/2012 Effective Date: 07/01/2012
TN No. 11-007
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Rev. 8/14/06

SUPPLEMENT TO ATTACHMENT 3.1-A and 3.1-B

10. DENTAL SERVICES:

(A) Dental services for individuals under twenty-one years of age:
1) Exclusions to dental services are:

(a). Orthodontic services, except following repair of cleft palate
or other developmental defect or injury resulting in
malalignment or malocclusion of the teeth in a child or
when recommended by DOH’s, crippled children branch.

(b)  Fixed bridgework.

(c)  Plaque control.

(d) Gold crowns and gold inlays.

(e) Procedures, appliances, or restoration solely for cosmetic
purposes. Composite resin or acrylic restoration in
posterior teeth and all primary teeth shall be considered
purely cosmetic.

63) Overdentures.

(g Tooth preparation, temporary restdraﬁons, cement bases,
impressions, or local anesthesia.

(2) Limitations to dental services provided are:

(a) X-rays.

(b) Dental work done under intravenous, inhalation or general
anesthesia shall be allowed only once per treatment plan
and limited to cases of medical necessity.

(c) Restorative dentistry limited to use of certain materials.
Non-duplicated restorative procedures are allowed once per
tooth every two years as needed in the treatment of
fractured or carious teeth.

(d)  Dental prostheses:

TN No. __ 06-002 = _
Supersedes Approval Date: SEP 14 2006Effective Date: _July 1, 2006
TN No. ~02-002
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SUPPLEMENT to ATTACHMENT 3.1-A and 3.1-B

{i) Partial dentures are limited to fill the space due to the loss of cne or
more anterior teeth and to filt the space due to the loss of two or more
posterior teeth exclusive of third molars.

(i) Temporary dentures aliowed only when teeth have been extracted
recently with prior authorization and shall be subject to maximum
benefits for dentures.

(i)  Only one prosthetic appliance in any five-year period is allowed for a
maximum of one for each type, partial and full dentures, per arch per
recipient; lifetime. This is aliowed only when present and previous
dentures cannot be repaired or adjusted.

(iv)  Dentures relines are limited to once per denture every two years.
Topical application of fluoride is limited to individuals under age twenty-one.

Sealants for occlusal surface of caries free permanent molar teeth only for
children age six through fifteen.

Anterior, molars and premolar root canal shall be covered for a maximum of once’
per tooth, with authorization, except in cases of poor prognosis possibly due to
extensive root decay or bone loss or prior root canal therapy failure.

Acrylic jackets and acrylic veneer crowns, if authorized, shall be limited to
anterior teeth for a maximum of once per tooth.

Except for emergency treatments, prior authorization is required for certain
dental work.

(3) The above limitations will be exceeded based on a determination of medical
necessity under the EPSDT provisions at 1905(r)(5).

Individuals age 21 years and older — Dental Services:

(1) Emergency treatment shall inciude the following services:

(a)

Relief of dental pain;

(b) Elimination of infection; and
(c) Treatment of acute injuries to the teeth or supporting structures of the
orofacial complex.
TN No. 11-007
Supersedes Approval Date:  02/17/2012 Effective Date:  07/01/2012
TN No. 09-004

J.a.



SUPPLEMENT TO ATTACHMENT 3.1-A AND 3.1-B

1la to c. Medically necessary physical and occupational therapy and services for speech,

hearing and language disorders are limited to patients who are expected to improve
in a reasonable period of time with therapy. Prior authorization is required.
Provider qualifications are the same as those listed under 4b.
Duplicate services provided under 4b will not be authorized or approved.

TN No. 12-004
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SUPPLEMENT TO ATTACHMENT 3.1-A and 3.1-B

12a,  Effective January 1, 2006, the Medicaid agency will not cover any
, Part D drug for full-benefit dual eligible individuals who are
entitled to receive Medicare benefits under Part A and Part B.

Prescribed drugs must be listed in the Hawaii Medicaid
Drug Formulary. All other prescribed drugs requue prior
authorization.

(1)  Those drug products produced by manufacturers who have
entered into and comply with an agreement under Section
1927(a) of the Act may be considered for payment by being
listed in the Hawaii Medicaid Drug Formulary or may
require prior authorization approval. Pursuant to 42 US.C.
section 1396r-8 (d) (5), certain medications may require
prior authorization.

The Medicaid agency does not provide coverage for the
following excluded or otherwise restricted drugs or classes
of drugs or their medical uses, subject to restriction under
1927, to all Medicaid recipients, including full benefit dual
eligible beneficiaries under the Medicare Prescription Drug
Benefit - Part D.

The following excluded drugs are not covered:
(a) Used for cosmetic purposes or hair growth;

(b) With associated tests or monitoring purchased
exclusively from the manufacturer or designee as a
condition of sale;

©) Which are classed as “less than effective” as
described in Section 107(c)(3) of the Drug
Amendments of 1962 or are identical, similar or
related; and

@ Agents used to promote fertility.

(2)  The Medicaid agency provides coverage for the following
excluded or otherwise restricted drugs or classes of drugs, or
their medical uses to all Medicaid recipients, including full
benefit dual eligible beneficiaries under the Medicare
Prescription Drug Benefit — Part D.

TN No. 05-006
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SUPPLEMENT TO ATTACHMENT 3.1-A AND 3.1-B

The following drugs or classes of drugs, produced by manufacturers complying
with Section 1927(a) of the Act, or their medical uses will be selectively
covered as decided by the Advisory Medicaid Formulary Committee (the
responsibilities for which have been delegated to the State Drug Review Board
or the Pharmacy and Therapeutics Committee:

The following excluded drugs are covered:
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