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Alternative Benefit Plan

Authorization:

Provider Qualifications:

Prior Authorization

Medicaid State Plan

Amount Limit;

Duration Limit:

1 routine eye exam in 24 months

None

Scope Limit:

Orthoptics, pleoptics and glasses are not covered.

Other:

Glasses and contact lenses are covered for EPSDT and pregnant women.

Other 1937 Benefit Provided: Source: Remove
Local Education Agency Services Section 1937 Coverage Option Benchmark Benefit
Package
Authorization: Provider Qualifications:
Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
Medi-Cal eligible public school children up to age 22 or end of school year beneficiary turns 22.
Other:
Services provided by Individualized Education Plan, Individualized Family Service Plan, California
Children Services, Short-Doyle, or prepaid health plan. Services include health and mental health
evaluation and education, individualized education plan, individualized family service plan, physician
services, physical therapy, occupational therapy, speech therapy, audiology services, comprehensive vision
services, psychology and counseling, nursing services, school health aid services, medical transportation/
mileage and targeted care management services.
Other 1937 Benefit Provided: Source: Remove

TCM: Children at Risk of Medical Compromise

Authorization:

Section 1937 Coverage Option Benchmark Benefit
Package

Provider Qualifications:

Other Medicaid State Plan
Amount Limit: Duration Limit:
None None

Scope Limit:

Children up to age 21.

Other:

1915(g) State Plan. Services to assist eligible individuals access medical, social and educational services.
Includes children who need assistance to access medical, social and education services when
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