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State/Territory: California 

 
AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED TO MEDICALLY NEEDY GROUPS  

 
  c. Prosthetic devices and hearing aids. 

 
 __X__ Provided  _____ No limitations    _X_ With limitations 
 

  d. Eye Glasses. 
 

__X__ Provided  _____ No limitations    _X_ With limitations 
 

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

 
a. Diagnostics services 

 
 _____ Provided  _____ No limitations    _  _ With limitations 
 

 b. Screening services 
 

_____ Provided  _____ No limitations    _  _ With limitations 
 

c.  Preventive services. 
 
 __X___ Provided  _____ No limitations    _X _ With limitations 
 

d. Rehabilitative services; including rehabilitative mental health services and rehabilitative  alcohol 
and drug treatment services for individuals diagnosed by physician as having a substance-
related disorder.  (See Supplements 1, 2, and 3 to Attachment 3.1-B) 

 
 __X__ Provided  _____ No limitations        _ With limitations 
 
 
14. Services for individuals age 65 or older in institutions for mental diseases. 
 

a. Inpatient hospital services 
 
 __X___ Provided  _____ No limitations    _X_ With limitations 
 

 b. Skilled nursing facility services  
 

__X___ Provided  _____ No limitations    _X_  With limitations 
 

*Description provided on attachment. 
 
TN No. 13-014              
Supersedes TN No. 11-012           Approval Date:         Effective Date: 1/1/2013 
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State/Territory: California 

 
AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED TO MEDICALLY NEEDY GROUPS  

 
  c. Prosthetic devices and hearing aids. 

 
 __X__ Provided  _____ No limitations    _X_ With limitations 
 

  d. Eye Glasses. 
 

__X__ Provided  _____ No limitations    _X_ With limitations 
 

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

 
a. Diagnostics services 

 
 _____ Provided  _____ No limitations    _  _ With limitations 
 

 b. Screening services 
 

_____ Provided  _____ No limitations    _  _ With limitations 
 

c.  Preventive services. 
 
 __X___ Provided  _____ No limitations    _X _ With limitations 
 

d. Rehabilitative services; including rehabilitative mental health services and rehabilitative  alcohol 
and drug treatment services for individuals diagnosed by physician as having a substance-
related disorder.  (See Supplements 1, 2, and 3 to Attachment 3.1-B) 

 
 __X__ Provided  _____ No limitations        _ With limitations 
 
 
14. Services for individuals age 65 or older in institutions for mental diseases. 
 

a. Inpatient hospital services 
 
 __X___ Provided  _____ No limitations    _X_ With limitations 
 

 b. Skilled nursing facility services  
 

__X___ Provided  _____ No limitations    _X_  With limitations 
 

*Description provided on attachment. 
 
TN No. 11-01213-014              
Supersedes TN No. 97-00511-012   Approval Date: September 12, 2011  Effective Date: November 1, 
20111/1/2013 



TN No. 85-18 13-014    
Supersedes     Approval Date: Feb 18 1986  Effective Date: Oct 1 1985 1/1/2013 
TN No. 85-4 85-18         HCFA ID: 0053C/0061E 

Revision: HCFA-PM-85-14 (BERC)           Attachment 4.18-A  
SEPTEMBER 1985          Page 1  
          OMB NO.: 0938-0193 

 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: California 
 

A. The following charges are imposed on the categorically needy for services other than those provided 
under Section 1905(a)(1) through (5) and (7) of the Act: 
 

Service  
Type of Charge  
Deduct. Coins. Copay.  

Amount of Basis for Determination  

Clinic X $1 per visit 

Surgical center X $1 per visit 

Optometric X $1 per outpatient visit 

Chiropractic X $1 per outpatient visit 

Psychology X $1 per outpatient visit 

Podiatric  X $1 per outpatient visit 

Occupational therapy X $1 per outpatient visit 

Physical therapy X $1 per outpatient visit 

Speech therapy X $1 per outpatient visit 

Audiology X $1 per outpatient visit 

Acupuncture X $1 per outpatient visit 

Drug Prescriptions X $1 per outpatient drug prescription 

Dental X $1 per outpatient dental visit 

Nonemergency services in an 
emergency room 

X $5 per visit (average payment for 
nonemergency services in an emergency 
room is greater than $50) 
All other amounts besides nonemergency 
services in an emergency room that meet 
the definition of nominal. 
 

Exceptions: 
1. Any service for which the State payment is $10 or less. 
2. Any family planning service. 
3. Any service provided to a person age 18 or under age 19. 
4. Any woman receiving perinatal careAny service furnished to a pregnant women, if the service 

relates to the pregnancy or to any other medical condition which may complicate the pregnancy, 
including counseling and pharmacotherapy for cessation of tobacco use.. 

5. Any person who is an inpatient in a health facility. Any service provided to an individual who is an 
inpatient in a hospital, long-term care facility or other medical institution who is required to spend 
all but a minimal amount of his income required for personal needs towards the cost of care. 

6. Any children under 21 living in boarding homes or institutions for foster care. 
7. Any  individual who is currently or has previously used services provided by an Indian Health 

Service, an Indian Tribe, Tribal Organization, or Urban Indian Organization (I/T/U) in any state 
and any American Indian/Alaskan Native that have received services through referral under 
contract health services..  

7. 8. Any preventive services and vaccines in accordance with the Affordable Care Act Section 
4106.  

 



TN No. 13-014    
Supersedes     Approval Date:      Effective Date: 1/1/2013 
TN No. 85-18          

         Attachment 4.18-A  
         Page 1  

          OMB NO.: 0938-0193 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: California 

 
A. The following charges are imposed on the categorically needy for services other than those provided 

under Section 1905(a)(1) through (5) and (7) of the Act: 
 

Service  
Type of Charge  
Deduct. Coins. Copay.  

Amount of Basis for Determination  

Clinic X $1 per visit 

Surgical center X $1 per visit 

Optometric X $1 per outpatient visit 

Chiropractic X $1 per outpatient visit 

Psychology X $1 per outpatient visit 

Podiatric  X $1 per outpatient visit 

Occupational therapy X $1 per outpatient visit 

Physical therapy X $1 per outpatient visit 

Speech therapy X $1 per outpatient visit 

Audiology X $1 per outpatient visit 

Acupuncture X $1 per outpatient visit 

Drug Prescriptions X $1 per outpatient drug prescription 

Dental X $1 per outpatient dental visit 

Nonemergency services in an 
emergency room 

X $5 per visit (average payment for 
nonemergency services in an emergency 
room is greater than $50) 
All other amounts besides nonemergency 
services in an emergency room that meet 
the definition of nominal. 
 

Exceptions: 
1. Any service for which the State payment is $10 or less. 
2. Any family planning service. 
3. Any service provided to a person under age 19. 
4. Any service furnished to a pregnant women, if the service relates to the pregnancy or to any other 

medical condition which may complicate the pregnancy, including counseling and 
pharmacotherapy for cessation of tobacco use. 

5. Any service provided to an individual who is an inpatient in a hospital, long-term care facility or 
other medical institution who is required to spend all but a minimal amount of his income required 
for personal needs towards the cost of care. 

6. Any children under 21 living in boarding homes or institutions for foster care. 
7. Any  individual who is currently or has previously used services provided by an Indian Health 

Service, an Indian Tribe, Tribal Organization, or Urban Indian Organization (I/T/U) in any state 
and any American Indian/Alaskan Native that have received services through referral under 
contract health services.  

8.    Any preventive services and vaccines in accordance with the Affordable Care Act Section 4106.  



TN No. 85-18 13-014    
Supersedes     Approval Date: Feb 18 1986  Effective Date: Oct 1 1985 1/1/2013 
TN No. 85-4 85-18         HCFA ID: 0053C/0061E 

Revision: HCFA-PM-85-14 (BERC)           Attachment 4.18-C  
SEPTEMBER 1985          Page 1  
          OMB NO.: 0938-0193 
 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: California 

 
A. The following charges are imposed on the medically needy for services: 

 

Service  
Type of Charge  
Deduct. Coins. Copay.  

Amount of Basis for Determination  

Physician  
Clinic/Outpatient                            

X 
X 

$1 per visit 
$1 per visit 

Surgical center X $1 per visit 

Optometric X $1 per outpatient visit 

Chiropractic X $1 per outpatient visit 

Psychology X $1 per outpatient visit 

Podiatric  X $1 per outpatient visit 

Occupational therapy X $1 per outpatient visit 

Physical therapy X $1 per outpatient visit 

Speech therapy X $1 per outpatient visit 

Audiology X $1 per outpatient visit 

Acupuncture X $1 per outpatient visit 

Drug Prescriptions X $1 per outpatient drug prescription 

Dental X $1 per outpatient dental visit 

Nonemergency services in an 
emergency room 

X $5 per visit (average payment for 
nonemergency services in an emergency 
room is greater than $50) 
All other amounts besides nonemergency 
services in an emergency room that meet 
the definition of nominal. 
 

Exceptions: 
1. Any service for which the State payment is $10 or less. 
2. Any family planning service. 
3. Any service provided to a person age 18 or under age 19. 
4. Any woman receiving perinatal care.Any service furnished to a pregnant women, if the service 

relates to the pregnancy or to any other medical condition which may complicate the pregnancy, 
including counseling and pharmacotherapy for cessation of tobacco use. 

5. Any person who is an inpatient in a health facility.  Any service provided to an individual who is an 
inpatient in a hospital, long-term care facility or other medical institution who is required to spend 
all but a minimal amount of his income required for personal needs towards the cost of care. .  

6. Any children under 21 living in boarding homes or institutions for foster care. 
7. Any individual who is currently or has previously used services provided by an Indian Health 

Service, an Indian Tribe, Tribal Organization, or Urban Indian Organization (I/T/U) in any state 
and any American Indian/Alaskan Native that have received services through referral under 
contract health services.  

8. Any preventive services and vaccines in accordance with the Affordable Care Act Section 4106.  



TN No. 13-014    
Supersedes     Approval Date:    Effective Date: 1/1/2013 
TN No. 85-18          

         Attachment 4.18-C  
          Page 1  

          OMB NO.: 0938-0193 
 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: California 

 
A. The following charges are imposed on the medically needy for services: 

Service  
Type of Charge  
Deduct. Coins. Copay.  

Amount of Basis for Determination  

Physician  
Clinic/Outpatient                            

X 
X 

$1 per visit 
$1 per visit 

Surgical center X $1 per visit 

Optometric X $1 per outpatient visit 

Chiropractic X $1 per outpatient visit 

Psychology X $1 per outpatient visit 

Podiatric  X $1 per outpatient visit 

Occupational therapy X $1 per outpatient visit 

Physical therapy X $1 per outpatient visit 

Speech therapy X $1 per outpatient visit 

Audiology X $1 per outpatient visit 

Acupuncture X $1 per outpatient visit 

Drug Prescriptions X $1 per outpatient drug prescription 

Dental X $1 per outpatient dental visit 

Nonemergency services in an 
emergency room 

X $5 per visit (average payment for 
nonemergency services in an emergency 
room is greater than $50) 
All other amounts besides nonemergency 
services in an emergency room that meet 
the definition of nominal. 
 

Exceptions: 
1. Any service for which the State payment is $10 or less. 
2. Any family planning service. 
3. Any service provided to a person under age 19. 
4. Any service furnished to a pregnant women, if the service relates to the pregnancy or to any other 

medical condition which may complicate the pregnancy, including counseling and 
pharmacotherapy for cessation of tobacco use. 

5. Any service provided to an individual who is an inpatient in a hospital, long-term care facility or 
other medical institution who is required to spend all but a minimal amount of his income required 
for personal needs towards the cost of care. 

6. Any children under 21 living in boarding homes or institutions for foster care. 
7. Any  individual who is currently or has previously used services provided by an Indian Health 

Service, an Indian Tribe, Tribal Organization, or Urban Indian Organization (I/T/U) in any state 
and any American Indian/Alaskan Native that have received services through referral under 
contract health services.  

8.    Any preventive services and vaccines in accordance with the Affordable Care Act Section 4106.  
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* Prior authorization is not required for emergency service. 
**Coverage is limited to medically necessary services 
TN No. 11-012 13-014   
Supersedes TN No. 09-001 11-012                                 Approval Date:         Effective Date:   1/12013  
  

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

 
12d.     Eyeglasses and other eye 

appliances 
 
 
 
 
 
 
 
13a    Diagnostic services 

 
13b     Screening services  
 
13c     Preventive services 
 
 

 
Covered as medically necessary on the written prescription of a 
physician or an optometrist under this state plan only for the 
following beneficiaries: 

1. 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. 

2. 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.   
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* Prior authorization is not required for emergency service. 
**Coverage is limited to medically necessary services 
TN No. 11-012 13-014   
Supersedes TN No. 09-001 11-012                                 Approval Date: September 12, 2011       Effective Date:  November 1,  2011 1/12013  
  

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

12c     Prosthetic and orthotic 
appliances, and hearing aids 
(continued). 

 
 
 
 
 
 
12d.     Eyeglasses and other eye 

appliances 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
13a    Diagnostic services 

 
13b     Screening services  
 
13c     Preventive services 
 
 

Beneficiaries who are receiving long-term care in a licensed skilled 
nursing facility or intermediate care facility (NF-A and NF-B). 
 Beneficiaries who are receiving long-term care in a licensed 

intermediate care facility for the developmentally disabled 
(ICF/DD), including ICF/DD Habilitative and ICF/DD Nursing. 

 Beneficiaries in the Program for All-Inclusive Care for the 
Elderly (PACE). 

 Beneficiaries receiving contracted managed care with Senior 
Care Action Network (SCAN) and AIDS Healthcare Foundation. 

Covered as medically necessary on the written prescription of a 
physician or an optometrist under this state plan only for the 
following beneficiaries: 

1. 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. 

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

3. Individual who is receiving long term care in a licensed 
skilled or intermediate care facility (NF-A and NF-B).  
Services would be provided in an FQHC or RHC if an NF-A 
or NF-B resident is a patient of the clinic. 

4. Individual who is receiving long term care in a licensed 
intermediate care facility for the developmentally disabled 
(ICF-DD) including ICF-DD Habilitative and ICF-DD 
Nursing. 

 
 

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 

 
 
 
 
 
 
 
 
 
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. 



 

 

his/her practice under State law and are reimbursed according to 
the methodologies for those services in that portion of the state 
plan.  
under this state plan only for EPSDT program and for 
pregnant/postpartum Medi-Cal recipient 

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

 

* 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:         Effective Date:   1/1/2013  
  

12d.     Eyeglasses and other eye 
appliances 

 
 
 
 
 
 
 
 
13a    Diagnostic services 

 
 
13b     Screening services  
 
 
13c     Preventive services 
 
 

Covered as medically necessary on the written prescription of a 
physician or an optometrist under this state plan only for the 
following beneficiaries: 

1. 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. 

2. 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.   

 



STATE PLAN CHART 
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* Prior authorization is not required for emergency service. 
**Coverage is limited to medically necessary services 
TN No. 11-012 13-014   
Supersedes TN No. 09-001 11-012                                 Approval Date: September 12, 2011       Effective Date:  November 1,  2011 1/1/ 2013  
  

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

12c     Prosthetic and orthotic 
appliances, and hearing aids 
(continued). 

 
 
 
 
 
 
12d.     Eyeglasses and other eye 

appliances 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
13a    Diagnostic services 

 
13b     Screening services  
 
13c     Preventive services 
 
 

Beneficiaries who are receiving long-term care in a licensed skilled 
nursing facility or intermediate care facility (NF-A and NF-B). 
 Beneficiaries who are receiving long-term care in a licensed 

intermediate care facility for the developmentally disabled 
(ICF/DD), including ICF/DD Habilitative and ICF/DD Nursing. 

 Beneficiaries in the Program for All-Inclusive Care for the 
Elderly (PACE). 

 Beneficiaries receiving contracted managed care with Senior 
Care Action Network (SCAN) and AIDS Healthcare Foundation. 

Covered as medically necessary on the written prescription of a 
physician or an optometrist under this state plan only for the 
following beneficiaries: 

1. 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. 

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

3. Individual who is receiving long term care in a licensed 
skilled or intermediate care facility (NF-A and NF-B).  
Services would be provided in an FQHC or RHC if an NF-A 
or NF-B resident is a patient of the clinic. 

4. Individual who is receiving long term care in a licensed 
intermediate care facility for the developmentally disabled 
(ICF-DD) including ICF-DD Habilitative and ICF-DD 
Nursing. 

 
 

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 

 
 
 
 
 
 
 
 
 
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. 



 

 

his/her practice under State law and are reimbursed according to 
the methodologies for those services in that portion of the state 
plan.  
under this state plan only for EPSDT program and for 
pregnant/postpartum Medi-Cal recipient 

 
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.   
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