
STATE PLAN CHART 

 

(Note: This chart is an overview only)          Limitations on Attachment 3.1-B 

 

 TYPE OF SERVICE     PROGRAM COVERAGE**   PRIOR AUTHORIZATION OR 

              OTHER REQUIREMENTS* 

 
1. Inpatient hospital Inpatient services are covered as Prior authorization is required for all 

services medically necessary except that nonemergency hospitalization except for 

 services in an institution for the first two days of obstetrical 

 mental disease are covered only delivery or subsequent newborn care 

 for persons under 21 years of age services. Certain procedures will only 

 or for persons 65 years of age and be authorized in an outpatient setting 

 over. unless medically contraindicated.  

   

 It includes Administrative Day  

 Level 1 and Administrative Day  

 Level 2 Services.  

   

 Administrative Day Level 1 and  

 Level 2 Services are inpatient  

 hospital services provided to a  

 beneficiary who has been admitted  

 to the hospital for general acute  

 care inpatient services, and the  

 beneficiary’s stay at the hospital  

 must be continued beyond the  

 beneficiary’s need for general  

 acute care inpatient services due  

 to a temporary lack of placement  

 options to a nursing home,  

 subacute, or post acute care that  

 is not yet available that meets  

 the needs of the beneficiary.  The  

 beneficiary must meet a nursing  

 home level A or nursing home level  

 B level of care to be eligible for  

 Administrative Day Level 1  

 Services and subacute care to be   

*Prior authorization is not required for emergency services.  

**Coverage is limited to medically necessary services.  

 

  

 

TN No. 13-004 

Supersedes  

TN No. 10-016 

 

Page -1-  

 

Approval Date: May 31, 2013 Effective Date: July 1, 2013  

 

 

 



STATE PLAN CHART 

 

(Note: This chart is an overview only)          Limitations on Attachment 3.1-B 

Page -1a-  

 

 TYPE OF SERVICE     PROGRAM COVERAGE**   PRIOR AUTHORIZATION OR 

              OTHER REQUIREMENTS* 

 
1. Inpatient hospital eligible for Administrative Day  

services (Continued) Level 2 Services.  

   

 Services in the psychiatric unit  Emergency admissions are exempt from 

 of a general hospital are covered prior authorization, but the 

 for all age groups. continuation of the hospital stay beyond 

  the admission is subject to prior 

  authorization by the Medi-Cal 

  Consultant. 

   

 It includes Psychiatric Inpatient Beneficiaries must meet medical 

 Hospital Services.  necessity criteria. 

   

 Psychiatric Inpatient Hospital  

 Services are both acute  

 psychiatric inpatient hospital  

 services and administrative day  

 services provided in a hospital.   

   

 Acute psychiatric inpatient  

 hospital services are those  

 services provided by a hospital to  

 beneficiaries for whom the  

 facilities, services, and  

 equipment are medically necessary  

 for diagnosis or treatment of a  

 mental disorder.    

   

 Administrative day services are  

 psychiatric inpatient hospital  

 services provided to a beneficiary  

 who has been admitted to the  

*Prior authorization is not required for emergency services.  

**Coverage is limited to medically necessary services.  
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 TYPE OF SERVICE     PROGRAM COVERAGE**   PRIOR AUTHORIZATION OR 

              OTHER REQUIREMENTS* 

 
1. Inpatient hospital hospital for acute psychiatric  

services (Continued) inpatient hospital services, and  

 the beneficiary’s stay at the  

 hospital must be continued beyond  

 the beneficiary’s need for acute  

 psychiatric inpatient hospital  

 services due to a temporary lack  

 of residential placement options  

 and non-acute residential  

 treatment facilities that meet the  

 needs of the beneficiary.   

   

 Psychiatric Inpatient Hospital  

 Services are provided in  

 accordance with  

 1902(a)(20)(A),(B), (C) and  

 1902(a)(21) of the Social Security  

 Act (the Act) for beneficiaries  

 ages 65 and over and with  

 1905(a)(16) and (h) of the Act for  

 beneficiaries under age 21.   
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*Prior authorization is not required for emergency services.  

**Coverage is limited to medically necessary services.  
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TYPE OF SERVICE PROGRAM COVERAGE " 
~ - - -  

PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS' 

1.1 Transitional Inpatient Care (TC) 
(Inpatlent Hospital Services) 

TC Is covered for persons 18 years of age or older who are 
not recelvlng care In a small and rural hospital. 

Medical necessity Includes, but Is not llmited to, one or 
more of the following: 

1. Intravenous therapy, including but not limlted to: 
single or muitlple medications 
blood or blood products 
total parenteral nutrition 
pain management 
hydration 

Nole: The clinlcal record must document failure of other 
preventive measures, failure or inappropriateness of non- 
lntravenous medications or the patient's Inadequate 
response to oral hydralion. 

Prior authorization Is requlred for TC level of cafe. 

The mendlng physlclan must determine that the 
patient has been clinically stable for the 24 hours 
preceding admission to TC level of care. 

A deflnltke and tlme-llmited course of treatment 
must be developed prior to admission by the 
physician assuming TC treatment management. 

The anendlng physlclan must perform the Initial 
medical visit within 24 hours of the patient's 
admission to TC level of care. For palients 
admHted from acute care hospllals, tf the 
physlclan assumlng the responsibility for lreatmer 
management In TC was also the attending 
physlclan in the acute care hospital, the lnlllal 
physician visit must occur withln 72 hours. 

Prior authorization is not requlred for emergency s ~ W I C ~ S .  

' *  Coverage is limited to medically necessaly seWiC0S. - 
I i. - C'OL( 
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TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATIOPJ OR 
OTHER REQUIREMENTS* 

1 1 Transitional Inpatient Care (TC) 
(Inpatient Hospital Services) 
(continued) 

2. Rehabllitative services, Including physical therapy, 
occupational therapy, and speech therapy 
rendered to: 

A. The translllonal rehabllitatlon patlent, who, 
prlor to admission to TC, meets all the 
following crileria: 

. Has been assessed by a physlatrlst or 
physician olllewise skilled in 
rehabilitation mediclne, who has provided 
an explicit, lime-limited plan of treatment; 

. Has sufficient endurance lo panlcipate In 
a minimum of one hour a day, 5 days per 
week, of a single or combined 
rehabilitative therapy, as ordered by a 
physiatrist or physiclan otherwise skilled 
in rehabilitation medicine, provided by, or 
under the direct supervision of, a licensed 
or registered theraplst; and 

The attending physlclan must vlsl the TC paiient 
at least twlce weekly or more often as the palrent': 
condtllon werrentb whlle the patlent la receblng TC 
level of care. A cennled nurse practlloner, In 
collaboration w lh  the anendlng physlcian. or 
physlclan's assistant, under the su pervision of a 
physician, may provide non-duplicative services Ic 
TC patients. 

Leave of absence Is covered for TC Rehabilitation 
patients only. 

TC patlents requlre care by registered nurses on 
every shm. 

Prior aulhorization is not required for emergency services. 
* *  Coverage is limited lo medically necessary services. 

. . 
ilr. -. oC3~( 
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TYPE OF SERVICE PROGRAM COVERAGECC PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTSC 

I 1 Transitional Inpatient Care (TC) 
(Inpatient Hospital Services) 
(conllnued) 

Prior authorization Is not requlred for emergency services. 
* *  Coverage is limited to medically necessary services. 

Has potential to make significant 
functional gain in a reasonable period of 
tlme or has a caregker available to 
particlpate In short-term trainlng that will 
enable the palient to return salely to a 
residentlal erlvironment with the 
caregiver's assistance. 

8. The transfflonal medlcal patient, who has 
a need for rehabilitation therapy as 
ordered by the physician. 

Not covered by TC: 

Obetetrlcal patlenta 
Patlents recelvlng entlcancer Imrevenous 
cytotoxlc drugs 
Patients with highly complex mutliple 
rehabllkation needs that Include Intensive 
social and/or psychological lnterventlons 
in order to adjust to their disabilny or in 
order to be discharged safely to a 
residential setting 
Patients with a prlmary psychllric 
diagnosis, or any disorder resulting in 
behaviors that require an Intensbe, hlghly 
structured behavior managemmt andlor 
cognPive retralnlng program 

- ( L  ~ ) C (  
I N  NO. , %%ST 
SUPERSEDES 
TN tlC APPROVED DATE 

J A H  3 1 1997 
EFFECTIVE DATE JAN 0 1 1936 



STATE f'LArl CHART 
:.role. Th~s rhan is an wervlew onty.) 

Limitations on Attachment 3-1 -8 
page/// 

TYPE OF SERVICE PROGRAM COVERAGE" PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS' 

1 1 Transitional Inpatient Care (TC) 
(Inpatient Hospital Services) 
(conllnued) 

3. Wound care, Including but not limited to, skln 
ulcers, pressure sores, open surgical sites, 
tlslulas, tube sltes end tumor eroslon shes 
requiring the Implementation of a wound care plan 
every eigM hours. Wounds that pre-exlsted at 
nursing facilw-level I3 shall not qualify tor TC level 
of care. Wound care management requires 
physiclan prescribed Intervention by the licensed 
nurse and/or physical therapist beyond rouline 
cieanslng and dressing. 

4. Resplratory treatments requlrlng medication 
administration by a licensed nurse or respiratory 
therapist a! least every six hours. 

5.  Traction, requiring the assessment and 
intervention of a licensed nurse or licensed 
physical therapist at least every elght hours. 

' Prior aulhorization is not requlred for emergency services. - -  Coverage IS limited lo medically necessary services. -. 

JAN 5 i d d l  
APPROVED DATE EFFECTIVE DATE 

JAN 0 1 1996 
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Approval Date: ___ _ Effective Date: 7/1/13 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

2a Hospital outpatient department All services, including physician's services, are 
services and community subject to the same requirements as when 
hospital outpatient clinic. provided in a non-facility setting. 

Mental health services are identified in the SO/MC 
agreement, along with the appropriate utilization 
controls for that delivery system. Beneficiaries 
may elect to receive service through either the 
regular Medi-Cal program of the SD/MC system. 

2b Rural Health Clinic services The following Rural Health Clinic (RHC) services are Rural health clinics do not require Treatment 
and other ambulatory services covered under this state plan: Authorization Request (TAR) before rendering 
covered under the state plan. services; however, RHCs must provide 

1. Physician services documentation in the medical record that the 
For RHC purposes, physicians are defined as service was medically necessary. 
follows: 
a. A doctor of medicine or osteopathy authorized to 

practice medicine and surgery by the State and 
who is acting within the scope of hislher license 

b. A doctor of podiatry authorized to practice 
podiatric medicine by the State who is acting 
within the scope of his/her license 

c. A doctor of optometry authorized to practice 
optometry by the State and who is acting within 
the scope of his/her license 

d. A doctor of chiropractics authorized to practice 
chiropractics by the State and who is acting 
within the scope of his/her license 

* Prior authorization is not required for emergency services. 
** Coverage is limited to medically necessary services. 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 3 
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Approval Date: - .:nEe 1 9 20i3 Effective Date: 7/1/13 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

2b. Rural Health Clinic services and Acupuncture, audiology, chiropractic, dental, podiatry, 
other ambulatory services covered and speech therapy are covered optional benefits only for 
under the state plan. the following beneficiaries: 

1. Pregnant women, if the optional benefit is part of 
their pregnancy-related services or for services to 
treat a condition that might complicate their 
pregnancy. 

2. Individuals who are eligible for the Early and 
Periodic Screening, Diagnosis and Treatment 
Program. 

Psychology services are covered in RHCs for all Medi­
Cal beneficiaries. 

The following services are limited to a maximum of two 
services in anyone calendar month or any combination of 
two services per month from the following services: 
acupuncture, audiology, chiropractic, occupational 
therapy, podiatry, psychology, and speech therapy. 

Effective January 1, 2014, the two-visit limit does not 
apply to psychology services. See Item 6d.1 regarding 
psychology services. 

Federally required adult dental services are covered in 
RHCs for all Medi-Cal beneficiaries. 

Rural Health Center home nursing services are provided Refer to home health services section for 
only to established patients of the center to ensure additional requirements. 
continuity of care. PhysiCian services and home nursing 
services in those areas having a shortage of home health 
agencies are covered. 

* Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 38 
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Approval Date __ _ Effective Date: 7/1/13 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

2c and 2d Federally Qualified The following FQHC services are covered under this state FQHC do not require Treatment Authorization 
Health Center (FQHC) services and plan: Request (TAR) before rendering services; 
other ambulatory services covered however, FQHC must provide documentation 
under the state plan. 1. Physician services in the medical record that the service was 

For FQHC purposes, physicians are defined as follows: medically necessary. 
a. A doctor of medicine or osteopathy authorized to 
practice medicine and surgery by the State and who is 
acting within the scope of his/her license. 

b. A doctor of podiatry authorized to practice podiatric 
medicine by the State and who is acting within the 
scope of his/her license. 

c. A doctor of optometry authorized to practice 
optometry by the State and who is acting within the 
scope of his/her license. 

d. A doctor of chiropractics authorized to practice 
chiropractics by the State and who is acting within the 
scope of his/her license. 

e. A doctor of dental surgery (dentist) authorized to 
practice dentistry by the State and who is acting within 
the scope of his/her license. 

2. Physician Assistant (PA) who is authorized to 
practice PA services by the State and who is acting 
within the scope of his/her license. 

3. Nurse Practitioner (NP) who is authorized to practice NP 
services by the State and who is acting within the scope of 
his/her license. 

*Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 

Limitations on Attachment 3.1-8 
Page 3C 
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TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

2c and 2d Federally Qualified 2. Individuals who are eligible for the Early and 
Health Center (FQHC) services and Periodic Screening, Diagnosis and Treatment 
other ambulatory services covered Program. 
under the state plan (continued). 

Psychology services are covered in FQHCs for all Medi­
Cal beneficiaries. 

The following services are subject to a two-services limit 
in anyone calendar month or any combination of two 
services per month from the following services, although 
additional services can be provided based on medical 
necessity: acupuncture, audiology, chiropractic, 
occupational therapy, podiatry, psychology, and speech 
therapy. 

Effective January 1, 2014, the two-visit limit does not 
apply to psychology services. See Item 6d.1 regarding 
psychology services. 

Federally required adult dental services are covered in 
FQHCs for all Medi-Cal beneficiaries. 

FQHC home nursing services are provided only to 
established patients of the center to ensure 
continuity of care. Physician services and home 
nursing services in those areas having a shortage of 
home health agencies are covered. 

* Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 

Refer to home health services section for 
additional requirements. 

_STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 3E 
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ST T PLAN CIIART 

(Note:  T h i s  c l l a r t  is a n  overview o n l y . )  

PRI OH AUTIIOR I ZAT 1 ON OH 
TYPE OF SERVICE PROCRNl CI)VEHACE*fc OTHER REQULREMNTS* 

. - 

f l i r ~ i m a l  s t a n d a r d s  o f  med ica l  n e c e s s i t y  
f o r  t h e  s u b a c u t e  l e v e l  o f  c a r e  i n c l u d e :  

A .  P h y s i c i a n  v i s i t s  m e d i c a l l y  
r e q u i r e d  a t  l e a s t  t w i c e  
weekly d u r i n g  t h e  f i r s t  
month and a  minimum o f  a t  
l e a s t  once  e v e r y  week 
t h e r e a f t e r .  

B. Twenty-four h o u r  a c c e s s  t o  
s e r v i c e s  a v a i l a b l e  i n  a  
g e n e r a l  a c u t e  c a r e  h o s p i t a l .  

C .  S p e c i a l  equipment and s u p p l i e s  
s u c h  a s  v e n t i l a t o r s .  

D. Twenty-four hour  n u r s i n g  c a r e  
by a  r e g i s t e r e d  n u r s e  o r  
l i c e n s e d  v o c a t i o n a l  n u r s e .  

* P r i o r  a u t h o r i z a t i o n  i s  n o t  r e q u i r e d  f o r  emergency s e r v i c e .  

Coverage i s  l i m i t e d  t o  m e d i c a l l y  n e c e s s a r y  s e r v i c e s .  



PLAN CllART 

(Note:  T h i s  c h a r t  i s  a n  overview o n l y . )  
- - -  - . 

PR 1 OH AUTIIOR I ZA'T I ON OH 
TYPE OF SEHVlCE I'HOCHAH COVEItA(;E'c;k OTllER HEQUIKEMNTS* 

--- --- 

E.  A d m i n i s t r a t i o n  o f  t h r e e  o r  more 
o f  t h e  f o l l o w i n g  t r e a t m e n t  
p r o c e d u r e s  : 

1. T r a c t i o n  and p i n  c a r e  f o r  
f r a c t u r e s  ( t h i s  does  n o t  
i n c l u d e  Bucks T r a c t i o n ) .  

2.  T o t a l  p a r e n t e r n a l  n u t r i t i o n .  

3. I n p a t i e n t  p h y s i c a l ,  occupa- 
t i o n a l ,  a u d / o r  speech  t h e r a p y ,  
a t  l e a s t  two hours  p e r  day ,  
f i v e  days  p e r  week. 

4. Tube f e e d i n g  (NC o r  
g a s t r o s t o m y ) .  

5. Tracheostomy c a r e  w i t h  
s u c t i o n i n g .  

6. Oxygen t h e r a p y  a n d / o r  
i n h a l a t i o n  t l lerapy 
t r e a t m e n t s  d u r i n g  e v e r y  
s h i f t  and a  minimum o f  
f o u r  t imes  p e r  24-hour 
p e r i o d .  

* P r i o r  a u t h o r i z a t i o n  i s  n o t  r e t lu i red  f o r  emergency s e r v i c e .  

*k Coverage is l i m i t e d  t o  medice 1 l y  n e c e s s a r y  s e r v i c e s .  

-7- 



I 

? (Note:  T h i s  c h a r t  i s  an overview o n l y . )  
I 

--.-- - -- 

I PR I OH AU'TIIOR I ZAT I ON OH 
TYPE OF SEHVlCE PROCHAfl COVEKAGEkfi OTllEH UQUIRLtlENTS* 

Cont inuous  IV t h e r a p y  
i n v o l v i n g  a d m i n i s t r a t i o n  o f  
t h e r a p e u t i c  a g e n t s  o r  1V 
t h e r a p y  n e c e s s a r y  f o r  
h y d r a t i o n  o r  f r e q u e n t  1V d r u g  
a d m i n i s t r a t i o n  v i a  a  p e r i p h e r a l  
and /o r  c e n t r a l  l i n e  w i t h o u t  
con t inuous  i n f u s i o n  s u c h  a s  
v i a  Hepar in  l o c k .  

8. H e d i c a l l y  n e c e s s a r y  i s o l a t i o n  
p r e c a u t i o n s  a s  recommended by 
t h e  C e n t e r s  f o r  D i s e a s e  C o n t r o l .  
( I n f e c t i o n  c o n t r o l  measures  f o r  
t h e  c a r e  o f  d c c u b i t u s  u l c e r s  do 
n o t  a p p l y  i n  t h i s  c a t e g o r y ) .  

9 .  Debridement,  p a c k i n g ,  and 
medicated i r r i g a t i o n  w i t h  o r  
w i t h o u t  wl i i r lpoo l  t r e a t m e n t .  

10. Cont inuous  mechan ica l  v e n t i -  
l a t i o n  f o r  a t  l e a s t  50 p e r c e n t  
of each  day.  

P r i o r  a u t h o r i z a t i o n  i s  n o t  r e q u i r e d  f o r  emergency s e r v i c e .  

-;rk Coverage i s  l i m i t e d  t o  m e d i c a l l y  n e c e s s a r y  s e r v i c e s .  
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(Note: This chart is an overview only.) 
STATE PIAN CHART Limitations on Attachment 3-1-B 

Page 8.3 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS* 

D. Dependence on tube feeding, 
naso-gastric or gastrostomp 
tube; 

B Dependence on other medical 
technologies required 
continuously, which in the 
opinion of the attending 
physician and the Medi-Cal 
consultant require the 
services of a professional 
nurse. 

3. Dependence on total parenteral 
nutrition or other intravenous 
nutritional support, and 
dependence on one of the five 
treatment procedures listed in 
(b)(2)(A) through (E) above; 

* Prior authorization is not required for emergency services. t 

* *  Coverage is limited to medically necessary services. 

!L'N - 94-024 
SUPERSEDES TN 94-003 APPROVED DATE s/s-/@? EFFECTIVE DATE 1 0 ,  /h 



(Note; This chart is an overview only.) 
STATE PLAN CHART Limitations on Attachment 3-1-B 

Page 8.4 

TYPE OF SERVICE PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS* 

Dependence on skilled nursing care 
in the administration of any three 
of the five treatment procedures 
listed in (b)(2)(A) through (E) 
above ; 

Medical necessity shall be further 
substantiated by all of the following 
conditions; 

The intensity of medical/skilled 
nursing care required by the 
patient shall be such that the 
continuous availability of a 
registered nurse in the pediatric 
subacute unit is medically 
necessary to meet the patient's 
health care needs, and not be any 
less that the nursing staff ratios 
specified in Section 51215.8 (g) 
and (i); 

* Prior authorization is not required for emergency services. t 

** Coverage is limited to medically necessary services. 

APPROVED DATE &YL-~W' EFFECTIVE DATE Id I?# 



( N o t e :  T h i s  c h a r t  i s  a n  overv iew o n l y . )  
STATE PLRN CHART L i m i t a t i o n s  o n  Attachment 3-1-B 

Page 8.5 

TYPE OF SERVICE PRIOR AUTHORIZATION OR 
OTHER REQUI REHENTS * 

2 .  The p a t i e n t ' s  medical  c o n d i t i o n  
h a s  s t a b i l i z e d  such t h a t  t h e  
immediate a v a i l a b i l i t y  o f  t h e  
s e r v i c e s  o f  an  a c u t e  c a r e  
h o s p i t a l ,  i n c l u d i n g  d a i l y  
p h y s i c i a n  v i s i t s ,  a re  n o t  
m e d i c a l l y  necessa ry ;  

3. The i n t e n s i t y  o f  m e d i c a l / s k i l l e d  
n u r s i n g  c a r e  r e q u i r e d  by t h e  
p a t i e n t  i s  such t h a t ,  i n  t h e  
a b s e n c e  o f  a  f a c i l i t y  p r o v i d i n g  
p e d i a t r i c  subacu te  c a r e  s e r v i c e s ,  
t h e  o n l y  o t h e r  med ica l ly  n e c e s s a r y  
i n p a t i e n t  c a r e  a p p r o p r i a t e  t o  m e e t  
t h e  p a t i e n t ' s  h e a l t h  c a r e  needs  
under  t h e  Medi-Cal program i s  i n  
a n  a c u t e  c a r e  l i c e n s e d  h o s p i t a l  
bed.  

P a t i e n t s  s h a l l  b e  v i s i t e d  by t h e i r  
p h y s i c i a n  a t  l e a s t  t w i c e  weekly d u r i n g  
t h e  f i r s t  month o f  s t a y ,  and a  minimum 
o f  o n c e  each  week t h e r e a f t e r .  

P r i o r  a u t h o r i z a t i o n  i s  n o t  r e q u i r e d  f o r  emergency s e r v i c e s .  
' *  Coverage  i s  l i m i t e d  t o  m e d i c a l l y  n e c e s s a r y  services. I 

APPROVED DATE c /~ - / f  g 
I 

EFFECTIVE DATE 



(Note: This chart is an overview only.) 
STATE PLAN CHART Limitations on Attachment 3-1-8 

Page 8 .6  

TYPE OF SERVICE PROGRAM COVERAGE*" PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS" 

4a.3 Transitional Inpatient Care (TC) 
(Nursing Facility) 

TC is covered when provided in qualified SNFs that have a Prior authorization is required for TC level of care. 
TC contract with the Department of Healh Setvices. 

The physician must conduct a comprehensive 
See 1.1. medical assessment and determine the patient has 

been clinicaity stable for the 24 hours preceding 
admission to the TC level of care in a SNF. 

Preadmission screening must be conducted for all 
patients admitted to TC level of care in a SNF by 
an appropriate facility clinician. 

Bed hold is covered for nursing facility level A or 
level B patients who are authorized for TC lejel of 
care. 

See 1.1. 

* Prior authorization is not required for emergency services. 
** Coverage is limited to medically necessary services. 

TN NO. 96-001 
SUPERSEDES 
TN NO. APPROVED DATE b 11 7 

I 













STATE PL, ,1\1 CHART 
(Note: This chart is an overview only.) Limitations on Attachment 3.1 -B 

Page 10 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS* 

Procedures generally considered to be elective Outpatient medical procedures such as 
must meet criteria established by the Director. hyperbaric O2 therapy, psoriasis day 

care, apheresis, cardiac catheterization, 
Orthoptics and pleoptics (eye exercises for the and selected surgical procedures 
purpose of treating focusing problems using both (generally considered to be elective) are 
eyes) are not covered. (Orthoptics relate to subject to prior authorization. Prior 
problems with the muscles that move the eyes, authorization is required for the 
while pleoptics relate to problems with the correction of cosmetic defects. 
retina.) Inhalation therapy when not personally 

rendered by a physician requires prior 
authorization. All sterilizations require 
informed consent. 

Psychology, physical therapy, occupational Prior authorization is required for 
therapy, speech therapy, audiology, optometry, psychiatric services in excess of 8 
and podiatry when performed by a physician are services in each 120-day period and 
considered to be physician services for purposes injections for allergy desensitization, 
of program coverage. hyposensitization, or immunotherapy by 

injection of an antigen to stimulate 
production of protective antibodies in 
excess of 8 in any 120-day period. 

* Prior authorization is not required for emergency service. 
** Coverage is limited to medically necessary services. Services are available equally to the categorically needy and medically needy. 

TN No. 00-026 Approval Date: AUG 2 7 2001 Effective Date: 
OCT - 1 2000 

Supercedes TN No. 93-014 









TN No. 13-008 
Supersedes 
TN No. 09-001 

DEC fg"20i3 
Approval Date: ___ _ Effective Date: 7/1/13 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

Medical care and any other type of 
remedial care recognized under State 
law. 

6a. Podiatrists' services Podiatry service is a covered optional benefit only for the All services provided in SNFs and ICFs are 
following beneficiaries: subject to prior authorization. 

1. Pregnant women, if the podiatry services are part of 
their pregnancy-related services or for services to 
treat a condition that might complicate their 
pregnancy. 

2. Individuals who are eligible for the Early and 
Periodic Screening, Diagnosis and Treatment 
Program. 

Podiatry services are covered in hospital outpatient 
departments and organized outpatient clinics for all Medi­
Cal beneficiaries. 

Outpatient podiatry services are subject to a two-services Routine office visits do not require a TAR A 
limit in anyone calendar month or any combination of two TAR is required for a" podiatry services that 
services per month from the following services, although exceed the two-visit limit, except emergencies. 
additional services can be provided based on medical 
necessity through the TAR process: acupuncture, 
audiology, chiropractic, occupational therapy, psychology, 
and speech therapy. 

Effective January 1, 20M, the two-visit limit does not apply 
to psychology services. See Item 6d.1 regarding 
psychology services. 

* Prior authorization is not required for emergency services. 
** Coverage is limited to medically necessary services. 

STATE PLb.N CHART Limitations on Attachment 3.1-8 
Page 10b 





TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REMENTS* 

6c Chiropractic services Chiropractic services are covered under this state 
plan when provided by a chiropractic practitioner 
licensed by the state. Chiropractic services are limited 
to manual manipulation of the spine. This is a covered 
'optional benefit under this plan only for the following 
beneficiaries: 

1. Pregnant women, if chiropractic services are 
part of their pregnancy-related services or for 
services to treat a condition that might 
complicate their pregnancy. 

2. Individuals who are eligible for the Early and 
Periodic Screening, Diagnosis and Treatment 
Program. 

Outpatient chiropractic services are subject to a two­ TAR is required for a chiropractic service visit 
services limit in anyone calendar month or any that exceeds the two-visit limit. 
combination of two services per month from the 
following services, although additional services can 
be provided based on medical necessity through the 
TAR process: acupuncture, audiology, occupational 
therapy, podiatry, psychology, and speech therapy. 

Effective January 1,2014, the two-visit limit does not 
apply to psychology services. See Item 6d.1 
regarding psychology services. 

*Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 11 

TN No. 13-008 
Supersedes 
TN No. 11-017 

Approval Date OEC 1 9 2013 Effective Date: 7/1/13 



TN No. 13-008 
Supersedes 
TN No. 09-001 

DEC 1 9 20;3 
Approval Date ____ _ Effective Date: 7/1113 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

6d.1 Psychology Psychology services are covered as an optional 
benefit under this plan when provided by a 
psychologist or clinical social worker licensed by the 
state only for the following beneficiaries: 

1. Pregnant women if psychology services are 
part of their pregnancy-related services or for 
services to treat a condition that might 
complicate their pregnancy. 

2. Individuals who are eligible for the Early and 
Periodic Screening, Diagnosis and Treatment 
Program. 

Psychology services are covered in FQHCs/RHCs, 
hospital outpatient departments, and organized 
outpatient clinics for all Medi-Cal beneficiaries. 

Outpatient psychology services are subject to a two­
services limit in anyone calendar month or any 
combination of two services per month from the 
following services, although additional services can 
be provided based on medical necessity through the 
TAR process: acupuncture, audiology, chiropractic, 
occupational therapy, podiatry, and speech therapy. 

Effective January 1, 2014, psychology services are 
available to all Medi-Cal beneficiaries and the two­
visit limit does not apply. 

*Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 

TAR is required for a psychology visit that 
exceeds the two-visit limit. Effective January 1, 
2014, TAR approval is no longer required for 
psychology services. 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 11a 



TN No. 13-008 
Supersedes 
TN No. 09-001 

t .' -

'DEC 1 9 20;3 
Approval Date __ Effective Date: 711/13 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

6d.2 Nurse anesthetist services Nurse anesthetists as licensed by the state may 
administer all types of anesthesia within their scope of 
licensure. 

*Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 11b 



TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

6d3 Acupuncture services Covered to prevent, modify, or alleviate the perception of 
severe, persistent chronic pain resulting from a generally 
recognized medical condition . 

. Acupuncture services are covered under this state plan only 
for the following beneficiaries: 

1. Pregnant women, if acupuncture services are part of 
their pregnancy-related services or for services to 
treat a condition that might complicate their 
pregnancy. 

2. Individuals who are eligible for the Early and Periodic 
Screening, Diagnosis and Treatment Program. 

Acupuncture services are available in hospital outpatient 
departments and organized outpatient clinics for all Medi­
Cal beneficiaries. 

Outpatient acupuncture services are subject to a two­
services limit in anyone calendar month or any combination 
of two services per month from the following services, TAR is required for an acupuncture service 
although additional services can be provided based upon visit that exceeds the two*visit limit. 
medical necessity through the TAR process: audiology, 
chiropractic, occupational therapy, podiatry, psychology, 
and speech therapy. 

Effective January 1, 2014, the two-visit limit does not apply 
to psychology services. See Item 6d.1 for psychology 
services. 

• Prior authorization is not required for emergency services. 
··Coverage is limited to medically necessary services. 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 12 

TN No. 13-008 DEC 1 9 20i3 
Supersedes Approval Date: __ _ Effective Date: 7/1/13 
TN No. 09-001 







_ !  (Note: This c h a r t  is aa  overview on ly . )  

Sn ; PLAN CHART 

-- - - -. 
PR I OR AUTllOR I ZAT I ON OH 

TYPE OF SERVICE PKOCHAH COVBRI\CE** OTIIER REQU I REMNTE" 

I 

. .  . 
7 c . l  Hedical s u p p l i e s  A s  p rescr ibed  by a  l i c e r ~ s e d  p r a c t i t i o n e r  P r i o r  a u t h o r i z a t i o n  i r  requi red  f o r  suppllc 

with in  t h e  scope of h i s  o r  he r  p r a c l i c c .  l i s t e d  i n  the  Hedical  Supp l i e r  Formulary. 
Ce r t a in  i t e m s  r e q u i r e  a u t h o r i z a t i o n  unless 

Common household i tems,  supp l i e s  noL f o r  t h e  cond i t ions  s p e c i f i e d  i n  t h e  Hedicrl 
pr imar i ly  medical i n  n a t u r e ,  and Suppl ie r  Formulary. 
a r t i c l e s  of c l o t h i n g  a r e  not  covered. 

Hedical supp l i e s  provided i n  r ena l  
d i a l y s i s  c e n t e r s  a r e  included i n  the  
a l l - i n c l u s i v e  r a t e  and a r e  no t  
s e p a r a t e l y  b i l l a b l e .  ' 

Hedical s u p p l i e s  commonly used i n  
providing SNF and ICF l e v e l  of c a r e  a r e  
no t  s e p a r a t e l y  b i l l a b l e .  

Blood and blood d e r i v a t i v e s  a r e  covered P r i o r  a u t h o r i z a t i o n  i r  no t  r e q u i r e d .  ' 
when ordered by a  phys ic ian  o r  d e n t i s t .  

C e r t i f i c a t i o n  t h a t  voluntary  blood donation1 
cannot be obtained i r  requi red  from blood br 
supplying t h e  blood o r  f a c i l i t y  where ) t r a a r l  
i s  given.  

I - ,  * P r i o r  au thor i za t ion  is no t  recluired f o r  emergency s e r v i c e .  

1 fi Coverage i r  l imi t ed  t o  medical ly necessary s e r v i c e s .  





TN No. 13-008 OEC 19 20i3 
Supersedes: Approval Date: Effective Date: 7/1/2013 
TN No. 11-037b 

Limitations on Attachment 3.1-A 
Page 15 

STATE PLAN CHART 

TYPE OF SERVICE . PROGRAM COVERAGE** 
PRIOR AUTHORIZATION OR OTHER 

REQUIREMENTS* 

7d Physical and occupational therapy, See 11. The monthly two-visit combination limit 
speech therapy and audiology described in Item 11 does not apply to therapies 
services provided by a home health provided in the home health setting. 
agency. 

8 Special duty nursing services. Not covered 

9 Clinic services Clinic services are covered under this state plan. 
Clinic services means preventive, diagnostic, 
therapeutic, rehabilitative, or palliative services that 
are furnished by a facility that is not part of a hospital 
but is organized and operated to provide medical care 
to outpatients. Clinic services include outpatient 
heroin or other opioid detoxification services. Services 
shall be furnished at the clinic by or under the direction 
of a physician or dentist. 

Acupuncture, audiology, chiropractic, dental, 
incontinence creams and washes, optometry, podiatry, 
psychology, and speech therapy are covered optional 
benefits only for the following beneficiaries: 

• Pregnant women, if the optional benefit is part 
of their pregnancy-related services or for 
services to treat a condition that might 
complicate their pregnancy. 

• Individuals who are eligible for the Early and 
Periodic Screening, Diagnosis and Treatment 
Program. 

*Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 

See 11. 

Refer to appropriate service section for prior 
authorization requirements 

Narcotic Treatment Programs pursuant to federal 
and state regulations are the only facilities that 
may administer methadone for heroin or other 
opioid detoxification services. Other narcotic 
drugs permitted by federal law may be used for 
outpatient heroin or other opioid detoxification 
services at any outpatient clinic or physician 
office setting where the medical staff has 
appropriate state and federal certifications for 
treatment of opioid dependence outside of 
Narcotic Treatment Programs. Refer to type of 
service "Sa Physician Services" for prior 
authorization and other requirements for 
outpatient heroin or other opioid detoxification 
services. 



TN No. 13-008 
Supersedes 
TN No. 09-001 

riEC 19 2013 
ApprovaIOate: ____ _ Effective Date: 7/1/13 

STATE PLAN CHART Limitations on Attachment 3.1-A 
Page 15a 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS 

9 Clinic Services (continued) 

10 Dental services 

The following services are subject to a two-services limit in 
anyone calendar month or any combination of two services 
per month from the following services. although additional 
services can be provided based on medical necessity 
through the TAR process: acupuncture. audiology. 
chiropractic, occupational therapy. podiatry. psychology, and 
speech therapy. 

Effective January 1. 2014, psychology services are available 
to all Medi-Cal beneficiaries and the two-visit limit does not 
apply. See Item 6d.1 regarding psychology services. 

Pursuant to 42 U.S.C. Section 1396d (a)(10), dental services 
are covered as described under this plan only for the 
following beneficiaries: 

1. Pregnant women: emergency dental services and 
pregnancy related-services or services to treat a 
condition that may complicate the pregnancy. 

2. Individuals who are eligible for the EPSDT program: 
emergency dental services and all other medically 
necessary dental services. 

Cosmetic procedures, experimental procedures, and 
orthodontic services for beneficiaries 21 years of age and 
older are not benefits. 

For eligible beneficiaries 21 years of age and older (non­
EPSDT), an $1,800 annual benefit maximum applies, with 
the following exceptions: 

• Emergency dental services 
• Services including pregnancy-related services and for 

other conditions that might complicate the pregnancy. 
• Dentures 
• Dental implants and implant-retained prostheses. 

Dental services are administered through a 
contract with the Medi-Cal Dental Fiscal 
Intermediary (Dental FI). The Dental FI 
approves and provides payment for covered 
dental services performed by an enrolled 
dental provider. Prior authorization is required 
in general for crowns (except stainless steel 
crowns). root canal treatments, treatment of 
periodontal disease, dentures, implants, 
some complex oral surgical procedures, and 
orthodontic treatment. Prior authorization 
requirements are the same for EPSDT­
eligible and other beneficiaries. 

* Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 



TN No. 13-042 
Supersedes 

TN No. 13-008 

DEC 3 12013 
Approval Date: __ _ Effective Date: 10/1/13 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 16 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS· 

11a. Physical Therapy Physical therapy is covered for the restoration, All physical therapy services are subject to prior 
maintenance and acquisition of skills only when authorization. 
prescribed by a physician, dentist, or podiatrist. 
Prescriptions for treatment plans are limited to six Services must be performed by providers who meet the 
months and may be renewed for medical applicable qualification requirements as defined for 
necessity. physical therapy in 42 CFR Section 440.11 O(a), 

licensed and within their scope of practice under state 
Outpatient physical therapy provided in a certified law. 
rehabilitation center is covered only when billed by 
the rehabilitation center. More than one evaluation visit in a six-month period 

requires authorization. 
In a certified rehabilitation center, one visit in a 
six-month period to evaluate the patient and 
prepare an extended treatment plan may be 
provided without authorization. 

*Prior Authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 



TN No. 13-042 
Supersedes 
TN No. 13-008 

OEC 8 1 2013 
Approval Date: ___ _ Effective Date: 10/1/13 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 16a 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS* 

11 b. Occupational Therapy Occupational therapy is covered for the restoration, Services must be performed by providers who 
maintenance and acquisition of skills only when meet the applicable qualification requirements 
prescribed by a physician, dentist, or podiatrist. as defined for occupational therapy in 42 CFR 
Prescriptions for treatment plans are limited to six Section 440.110(b), licensed and within their 
months and may be renewed for medical necessity. scope of practice under state law. 

Outpatient occupational therapy provided in a certified 
rehabilitation center is covered only when billed by the 
rehabilitation center. 

In a certified rehabilitation center, one visit in a six-month 
period to evaluate the patient and prepare an extended 

More than one evaluation visit in a six-month 
period requires authorization. 

treatment plan may be provided without authorization. 

Occupational therapy services are covered in hospital 
outpatient departments and organized outpatient clinics for 
all Medi-Cal beneficiaries. 

Outpatient occupational therapy services are limited to a TAR is required for an occupational therapy 
maximum of two services in anyone calendar month or 
any combination of two services per month from the 

visit that exceeds the two-visit limit. 

following services: audiology, acupuncture, chiropractic, 
psychology, podiatry, and speech therapy. 

Effective January 1,2014, the two-visit limit does not apply 
to psychology services. See Item 6d.1 regarding 
psychology services. 

*Prior Authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 



TN No. 13-042 
Supersedes 
TN No. 13-008 

Approval Date: _O_E_C_8 1 2013 Effective Date: 10/1/13 

Limitations on Attachment 3.1-B 
Page 16b 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

11c. Speech Speech therapy for the restoration, maintenance and Services must be performed by providers who 
Therapy/Audiology acquisition of skills and audiology may be provided only meet the applicable qualification requirements as 

upon the written prescription of a physician or dentist. defined for speech therapy and audiology services 
Prescriptions for treatment plans are limited to six months in 42 CFR Section 440.110(c), licensed and within 
and may be renewed for medical necessity. their scope of practice under state law. 

Speech therapy and audiology provided in a certified 
rehabilitation center is covered only when billed by the 
rehabilitation center. 

In a certified rehabilitation center, one visit in a six-month More than one evaluation visit in a six-month 
period to evaluate the patient and prepare an extended period requires authorization. 
treatment plan may be provided without authorization. 

Speech therapy and audiology services are covered in 
hospital outpatient departments and organized outpatient 
clinics for all Medi-Cal beneficiaries. 

Speech therapy and audiology services are covered under 
this state plan only for the following beneficiaries: 

1. Pregnant women, if the speech therapy and 
audiology services are part of their pregnancy­
related services or for services to treat a condition 
that might complicate their pregnancy. 

2. Individuals who are eligible for the Early and 
Periodic Screening, Diagnosis and Treatment 
Program. 

*Prior Authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 



TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS* 

11 c. Speech Therapy/Audiology Outpatient speech therapy and audiology services are TAR is required for a speech therapy or 
(Cont) subject to a two-services limit in anyone calendar audiology visit that exceeds the two-visit limit. 

month or any combination of two services per month 
from among the following services, although additional 
services can be provided based on medical necessity 
through the TAR process: acupuncture, chiropractic, 
occupational therapy. podiatry. and psychology. 

Effective January 1,2014, the two-visit limit does not 
apply to psychology services. See Item 6d.1 regarding 
psychology services. 

*Prior authorization is not required for emergency services. 
**Coverage is limited to medically necessary services. 

STATE PLAN CHART Limitations on Attachment 3.1-8 
Page 16c 

TN No. 13-008 
Supersedes 
TN No. None 

OEC 1 9 20i3 Approval Date: ___ _ Effective Date: 7/1/13 



(k, Thls chart Is an overvlew only.) 

TYPE OF SERVICE PROGRAM COVERAGE" PRIOR AUlHORIZATI0f.I OR OTHER 
REQUlflEMENTSb 

. . 
12a P h a r m r c e u t i c a l  Covered wl~en p r e s c r i b e d  by a  l i c e r i s c d  

serv!cer and  p r a c t l t 1 0 1 : e r .  
p r c a c r i b c d  d r u g s  

Druae f o r  t h e  t r e  t r n e ~ ~ t  of l ~ o s l ~ l t a l  i: i n p a t i c n t e  a r c  co e r e d  a s  encomprseed 
i n  t h e  f o r m u l a r y  o f  t h c  h o s p i t a l .  

D r u ~ s  administered f o r  c h r o n i c  
o u t p a t i e n t  l ~ e r n o d l a l y s l s  In  r c n a l  
d l a l y s i e  c e n t e r s  and conununity 
I ~ e m o d l a l y s i a  u n i t a  a r e '  c o v c r e d ,  bu t  

I p a y a b l e  o n l y  when i n c l u d e d  i n  t l ~ e  
a l l - i r ~ c l u e l v e  r a t e .  

A- P r i o r  a u t h o r i z a t i o n  i s  n o t  r e q u l r e d  f o r  emergency s e r v i c e .  

t* c o v e r a g e  i n  l i m i t e d  t o  m e d i c a l l y  n e c e s s a r y  s e r v i c e s .  

Prior authorization is not required for drugs 
listed in the Drug Formulary except ttiat cerlairl 
Formulary drugs are subject to prior authoriza- 
tion unless usecl as speciliecl It ~ercirl. 

Except for hospital inpatients, prescriptior~s 
shall not exceed a 100-calendar-day supply 

Hospilal inpatient drugs, as encompassed in 
the Formulary of the hospital, do  not require 
prior authorization. 

Hospital discharge medications rnay not exceccl 
a ten-day supply. 

Certain Formulary drugs are s ~ ~ b j e c t  l o  ~ I ~ I ~ I ~ I I I L I I  I I  

or maxirriurr~ quantities lo t-~e s~ lp /~ l i ed .  I '  

Drugs not on the Drug Forrnulary are subject to 
prior authorization, except that certain drugs 
are excluded from Medi-Cal program coverage. 

six- .prescription-per-month-limit. Additional 
prescriptions will be available through the 
"prior authorization" process. The limit 
shall not apply to patients receiving 
care i n  a nursing facility or to drugs 
for family planning. 

TN No. 94-0-28 AUG 0 7 1995 Elleclbe Dale 
you 0 1 'gg4 

Sunersedes Approval Dale - 



TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

12b. Dentures See 10. See 10. 

12c. Prosthetic and orthotic 
applicances, and hearing 

Prosthetic and orthotic appliances are covered when prescribed by a 
physician or podiatrist. Stock shoes (conventional or orthopedic) are 

Prior authorization is required when the purchase 
price is more than $100. Prior authorization is 

aids covered when at least one of the shoes is to be attached to a required for rental or repair when the total cost is 
prosthesis or brace. Orthopedic modifications to stock shoes are also more than $50. 
covered. 

Prosthetic eyes are covered when prescribed by a physician or other Prior authorization is required for prosthetic eyes 
licensed practitioner performing within his or her scope of practice. and most prosthetic eye services. 

Hearing aids are covered only when supplied by a hearing aid 
dispenser upon the prescription of an otolaryngologist, or the attending 
physician where there is no otolaryngologist available. 

Prior authorization is required for the purchase or 
trial period rental of hearing aids and for hearing 
aid repairs which exceed a cost of $25. Cords, 

Loaner aids, during repair periods covered under guarantee, are not 
covered. Replacement batteries are not covered. 

receivers, ear molds, and hearing aid garments are 
covered without prior authorization. 

Replacement of hearing aids that are lost, stolen, or irreparably 
damaged due to circumstances beyond the beneficiary's control is not 
included in the $1,510 maximum benefit cap. 

Hearing aid benefits are subject to a $1,510 maximum cap per 
beneficiary per fiscal year. Hearing aid benefits include hearing aids 
and hearing aid supplies and accessories. The following beneficiaries 
are exempted from the cap: 

• Pregnant women, if hearing aids are part of their pregnancy­
related services or for services to treat a condition that might 
complicate their pregnancy. 

• Individual who is an eligible beneficiary of the Early and Periodic 
Screening Diagnosis and Treatment Program. 

STATE PLAN CHART 

Limitations on Attachment 3.1-8 
Page 18 

* Prior authorization is not required for emergency service. 
**Coverage is limited to medically necessary services 

TN No. 13-014 
Supersedes 
TN No. 11-012 Approval Date: __________ _ 

NOV 0 , 7 2013 
Effective Date: __---!.!1/~1/:...::2:!::.0,. .!.;13==____ 
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TYPE OF SERVICES PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

 
12d.  

 
 
 
 
 
 
 
13a   
 
13b   
 
13c   
 

Eyeglasses and other 
appliances 

 Diagnostic services 

  Screening services 

  Preventive services 

 eye 

 

 
Covered as medically necessary on the written prescription of a 
physician or an optometrist under this state plan only for the 
following beneficiaries: 
Pregnant women, if eyeglasses or other eye appliances are part 
of their pregnancy-related services or for services to treat a 
condition that might complicate their pregnancy. 
Individual who is an eligible beneficiary of the Early and Periodic 
Screening Diagnosis and Treatment Program. 
 
Covered under this state plan only for EPSDT program  
 
Covered under this state plan only for EPSDT program  
 
Covered for all preventive services assigned a grade of A or B 
by the United States Preventive Services Task Force (USPSTF) 
and all approved vaccines and their administration, 
recommended by the Advisory Committee on Immunization 
Practices (ACIP).  Preventive services are provided and 
covered by a physician or other licensed practitioner of the 
healing arts within the scope of his/her practice under State law 
and are reimbursed according to the methodologies for those 
services in that portion of the state plan.  
 

 
Prior authorization is required for low vision 
devices when the billed amounts are over 
$100 and for contact lenses when medically 
indicated for conditions such as aphakia, 
keratoconus, anisometropia, or when facial 
pathology or deformity preclude the use of 
eyeglasses.  Prior authorization is required for 
ophthalmic lenses and frames that cannot be 
supplied by the fabricating optical laboratory. 
 
 
 
 
Prior authorization is not required and services 
are exempt from cost sharing in accordance 
with ACA Section 4106. 
 
The State assures the availability of 
documentation to support the claiming of 
federal reimbursement for these services. 
 
The State assures that the benefit package 
will be updated as changes are made to 
USPSTF and ACIP recommendations, and 
that the State will update the coverage and 
billing codes to comply with these revisions.   

* Prior authorization is not required for emergency service. 
**Coverage is limited to medically necessary services 
 

TN No. 13-014 
Supersedes  
TN No. 11-012                      
 

  

          Approval Date: Nov 07, 2013 Effective Date:   1/12013  











STATE PLAN CHART 
(Note: This chart is an overview only.) 

TYPE OF SERVICE PROGRAM COVERAGE** 

Limitations on Attachment 3.1 -8 

PRIOR AUTHORIZATION OR 

OTHER REQUIREMENTS* 

14.a. Services for individuals age 
65 or older in institutions for 
tuberculosis See 1,4a, 15 See I ,  4a, 15. 

14.b. Services for individual age 
65 or older in institutions for 
mental diseases See 1, 4a, 15. See 1, 4a, 15. 

Prior authorization is not required for emergency services. 
** Coverage is limited to medically necessary services. 

TN NO. 00-016 
Supercedes TN No. 45L883 

- > 

Approval Date: JlJL 1 7 2001 Effective Date: JAN - ? :':'GI 



STATE PLAN CHART 
(Note: This chart is an overview only) Limitations on Attachment 3.1-B 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR OTHER 
REQUIREMENTS* 

15 Nursing facility level A Covered when patient is under the care of a Prior authorization is required. The patient physician must 
physician who because of mental or physical recertify patient's need for continued care every 60 days. 
conditions or both (above the level of board 
and care) requires out-of-home protective and 
supportive care living arrangements with 24­
hour supervision and skilled nursing care on an 
ongoing intermittent basis. The patient must be 
visited by a physiCian at least every 60 days. 

15a ICF services for the Covered only for developmentally disabled Prior authorization is required . The patient physician must 
developmentally disabled (ICF­ persons who require 24-hour care in a recertify patient's need for continued care on the same 
DO), ICF-OO Habilitative (ICF protected setting and who require and will schedule as required for ICFs. 
DD-H), or ICF-DD Nursing (ICF benefit from the services provided. The 
DD-N) developmentally disabled nursing services are 

for those who are more medically fragile. 

16 Inpatient psychiatric facility Inpatient psychiatric services in an institution Prior authorization is required for all non-emergency 
services for individuals under 22 for mental diseases are covered under this hospitalizations. Emergency admissions are exempt from 
years of age state plan for persons under age 21 or in prior authorization, but the continuation of the hospital stay 

certain circumstances up to the 22 years of age beyond the admission is subject to prior authorization. 
when the inpatient treatment is initiated prior to 
reaching 21 years of age. Emergency admission requires a statement from a 

physician or practitioner performing within his or her scope 
See"1 Inpatient Hospital Services." of licensure to support the emergency admission. 

See"1 Inpatient Hospital Services." 

*Prior authorization is not required for emergency service 
**Coverage is limited to medically necessary services 

TN No. 11-023 
Supersedes 
TN No. 09-001 Approval Date 0EC 1 9 2011 Effective Date: 711111 

-21­
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(Note: This chart is an overview only.) 

Limitations on Attachmenl 3- 1-8 
Page 23 

TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS* 

19. Case Management Services 
(Pertains to Supplements 1 a-1 f 
to Attachment 3.1 -A) 

Prior authorization is not required for emergency services. 
" Coveraoe is limited to medicalh necessaw services. 

Services are limited to individuals who meet the target 
population criteria. 

Prior authorization is not required. 

Case Management services do not include: 
Program activities of the agency itself which do 
not meet the definition of targeted case 
management 
Administrative activities necessary for the 
operation of the agency providing case 
management services rather than the overhead 
costs directly attributable to targeted case 
management 
Diagnostic and/or treatment services 
Services which are an integral part of another 
service already reimbursed by Medicaid 
Restricting or limiting access to services, such as 
through prior authorization 
Activities that are an essential part of Medicaid 
administration such as outreach, intake 
processing, eligibility determination or claims 
processing 

TN NO. 96-001 
SUPERSEDES 
TN NO. 95-006 APPROVED DATE * 
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Page 23b 

PRIOR AUTHORIZATION OR 
TYPES O F  SERVICE PROGRAM COVERAGE** OTHER REQUIREMENTS 

19b Special Outpatient Services designed to encourage the completion Prior authorization is not required. 
Tuberculosis-Related of regimens of prescribed drugs by outpatients, 

including services to directly observe the intake of 
prescribed drugs (directly observed therapy (DOT)). 
Dot includes; delivery of prescribed medications; 
assisting with the means to ingest medications; 
monitoring for signs of nonadherence or adverse 
side effects; documenting that medications have 
been ingested; and reporting compliance and/or 
other problems. 

* Prior authorization is not required for emergency services 
**Coverage is limited to medically necessary services 

TN NO. 94-Ou 
Supersedes Approval Date Effective Date 
TN No. 
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TYPE OF SERVICE PROGRAM COVERAGE** PRIOR AUTHORIZATION OR 
OTHER REQUIREMENTS* 

23a. Medical transportation services 

23b. Christian Science practitioners 

23c. Christian Science 
sanitoria care and services 

23d. SNF services provided for patients 
under 21 years of age 

23d.l Transitional Inpatient Care (TC) 
(Nursing Facility) 

23e. Emergency hospital services 

23f. Personal care services 

Covered when transport by ordinary means is medically 
contraindicated and the transportation is required for 
covered medical care, subject to limitation. 

Only the lowest cost type of medical transportation 
adequate for the patient's needs is covered. 

Limited to the extent allowed under Tile XVlll of the Social 
Security Act. 

See 4a. 

See 4a. 

See 4a.3. 

See 1. 

Not covered. 

All nonemergency transportation requires prior 
authorization and a physician's, dentist's o r  
podiatrist's written prescription. 

Emergency claims must be accompanied by 
justification. 

Services are subject to the two services per month 
limitation. See 6c. 

See 4a. 

See 4a, 

See 4a.3. 

See 1. 

Prior authorization is not required for emergency services. 
" Coverage is limited to medically necessary services. 

TN NO. 96-001 
SUPERSEDES 
TN NO. 88-17 















STATE PLAN CHART 
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Page 30 

PRIOR AUTHORIZATION OR OTHER 
TYPE OF SERVICE PROGRAM COVERAGE** REQUIREMENTS* 

26. Program for All-Inclusive Care for the Elderly PACE programs provide social and medical services PACE services shall be available to eligible 
(PACE) primarily in an adult day health center, supplemented individuals who meet the age criteria of 55 years old 

by in-home and referral services in accordance with or older, reside in the service area of the PACE 
the participant's needs. The PACE services package program, are certified as eligible for nursing home 
includes all Medicare and Medicaid covered services, care by the California Department of Health Services, 
and other services determined necessary by the and meet other eligibility conditions as may be 
multidisciplinary team essential for the care of the imposed under the PACE program agreement. 
enrollee. The PACE program becomes the sole 
source of services for Medicare and Medicaid eligible 
enrollees and shall provide enrollees access to 
necessary and covered items and services 24 hours per 
day, every day of the year. 

**Prior authorization is not required for emergency 
services. 
** Coverage is limited to medically necessary 
services. 

TN NO. 02-003 
Supersedes TN NO. N/A Approval Date: SEP 1 8 2002 Effective Date: JUN - I 2002 
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