
Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Acupuncture 
Services 

Other 
Practitioners' 
Services and 
Acupuncture 
Services  

Acupuncture services shall be limited to 
treatment performed to prevent, modify or 
alleviate the perception of severe, persistent 
chronic pain resulting from a generally 
recognized medical condition. 

  X1    

Acute 
Administrative 
Days 

Intermediate 
Care Facility 
Services   

Acute administrative days are covered, when 
authorized by a Medi-Cal consultant subject to 
the acute inpatient facility has made appropriate 
and timely discharge planning, all other 
coverage has been utilized and the acute 
inpatient facility meets the requirements 
contained in the Manual of Criteria for Medi-
Cal Authorization. 

X5,9 X5,9 X X5 X5 X5 

Blood and 
Blood 
Derivatives 

Blood and 
Blood 
Derivatives 

A facility that collects, stores, and distributes 
human blood and blood derivatives. Covers 
certification of blood ordered by a physician or 
facility where transfusion is given. 

X X X X X X 

California 
Children 
Services (CCS) 

Service is not 
covered under 
the State Plan 

California Children Services (CCS) means those 
services authorized by the CCS program for the 
diagnosis and treatment of the CCS eligible 
conditions of a specific Member. 

  X6    

Certified 
Family nurse 
practitioner 

Certified 
Family Nurse 
Practitioners' 
Services 

A certified family nurse practitioners who 
provide services within the scope of their 
practice. 

X X X X X X 

Certified 
Pediatric Nurse 
Practitioner 
Services 

Certified 
Pediatric Nurse 
Practitioner 
Services 

Covers the care of mothers and newborns 
through the maternity cycle of pregnancy, labor, 
birth, and the immediate postpartum period, not 
to exceed six weeks; can also include primary 
care services. 

X X X X X X 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Child Health 
and Disability 
Prevention 
(CHDP) 
Program 

 

A preventive program that delivers periodic 
health assessments and provides care 
coordination to assist with medical appointment 
scheduling, transportation, and access to 
diagnostic and treatment services. 

X X X4 X X X 

Childhood Lead 
Poisoning Case 
Management 
(Provided by 
the Local  
County Health 
Departments) 

 

A case of childhood lead poisoning (for 
purposes of initiating case management) as a 
child from birth up to 21 years of age with one 
venous blood lead level (BLL) equal to or 
greater than 20 µg/dL, or two BLLs equal to or 
greater than 15 µg/dL that must be at least 30 
and no more than 600 calendar days apart, the 
first specimen is not required to be venous, but 
the second must be venous. 

      

Chiropractic 
Services 

Chiropractors' 
Services 

Services provided by chiropractors, acting 
within the scope of their practice as authorized 
by California law, are covered, except that such 
services shall be limited to treatment of the 
spine by means of manual manipulation. 

0  X    

Chronic 
Hemodialysis 

Chronic 
Hemodialysis 

Procedure used to treat kidney failure - covered 
only as an outpatient service. Blood is removed 
from the body through a vein and circulated 
through a machine that filters the waste 
products and excess fluids from the blood. The 
“cleaned” blood is then returned to the body. 
Chronic means this procedure is performed on a 
regular basis. Prior authorization required when 
provided by renal dialysis centers or community 
hemodialysis units. 

X X X X X X 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Community 
Based Adult 
Services 
(CBAS) 

 

CBAS Bundled services: An outpatient, facility 
based service program that delivers skilled 
nursing care, social services, therapies, personal 
care, family/caregiver training and support, 
meals and transportation to eligible Medi-Cal 
beneficiaries. 
 
 
CBAS Unbundled Services: Component parts of 
CBAS center services delivered outside of 
centers, under certain conditions, as specified in 
paragraph 95. 
 

X X X X X X 

Comprehensive 
Perinatal 
Services 

Extended 
Services for 
Pregnant 
Women-
Pregnancy 
Related and 
Postpartum 
Services 

Comprehensive perinatal services means 
obstetrical, psychosocial, nutrition, and health 
education services, and related case 
coordination provided by or under the personal 
supervision of a physician during pregnancy and 
60 days following delivery. 

X X X X X X 

Dental Services 
(Covered under 
Denti-Cal) 

 

Professional services performed or provided by 
dentists including diagnosis and treatment of 
malposed human teeth, of disease or defects of 
the alveolar process, gums, jaws and associated 
structures; the use of drugs, anesthetics and 
physical evaluation; consultations; home, office 
and institutional calls. 

       

Drug Medi-Cal 
Substance 
Abuse Services 

Substance 
Abuse 
Treatment 
Services 

Medically necessary substance abuse treatment 
to eligible beneficiaries.        

Durable 
Medical 
Equipment 

DME 
Assistive medical devices and supplies. Covered 
with a prescription; prior authorization is 
required. 

X X X X X X 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Early and 
Periodic 
Screening, 
Diagnosis, and 
Treatment 
(EPSDT) 
Services and 
EPSDT 
Supplemental 
Services 

EPSDT Preliminary evaluation to help identify potential 
health issues. X X X X X X 

Enhanced Case 
Management 
(ECM), as 
defined in 
paragraph 96 

 
 
 
 
 

A service consisting of those “Complex Case 
Management” and “Person-Centered Planning” 
services including the coordination of 
beneficiaries’ individual needs for needed long-
term care services and supports. 
 

X X X X X X 

Erectile 
Dysfunction 
Drugs 

 

FDA-approved drugs that may be prescribed if a 
male patient experiences an inability or 
difficulty getting or keeping an erection as a 
result of a physical problem. 

       

Expanded 
Alpha-
Fetoprotein 
Testing 
(Administered 
by the Genetic 
Disease Branch 
of DHCS)  

 

A simple blood test recommended for all 
pregnant women to detect if they are carrying a 
fetus with certain genetic abnormalities such as 
open neural tube defects, Down Syndrome, 
chromosomal abnormalities, and defects in the 
abdominal wall of the fetus. 

       

Eyeglasses, 
Contact Lenses, 
Low Vision 
Aids, Prosthetic 
Eyes and Other 
Eye Appliances 

Eyeglasses, 
Contact Lenses, 
Low Vision 
Aids, Prosthetic 
Eyes, and Other 
Eye Appliances 

Eye appliances are covered on the written 
prescription of a physician or optometrist.  X1,3 X1,3 X1,3 X1,3 X1,3 X1,3 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Federally 
Qualified 
Health Centers 
(FQHC) (Medi-
Cal covered 
services only) 

FQHC 
An entity defined in Section 1905 of the Social 
Security Act (42 United States Code Section 
1396d(l)(2)(B)). 

X X X X X X 

Hearing Aids Hearing Aids 

Hearing aids are covered only when supplied by 
a hearing aid dispenser on prescription of an 
otolaryngologist, or the attending physician 
where there is no otolaryngologist available in 
the community, plus an audiological evaluation 
including a hearing aid evaluation which must 
be performed by or under the supervision of the 
above physician or by a licensed audiologist. 

X X X X X X 

Home and 
Community-
Based Waiver 
Services (Does 
not include 
EPSDT 
Services)  

 

Home and community-based waiver services 
shall be provided and reimbursed as Medi-Cal 
covered benefits only: (1) For the duration of 
the applicable federally approved waiver, (2) To 
the extent the services are set forth in the 
applicable waiver approved by the HHS; and (3) 
To the extent the Department can claim and be 
reimbursed federal funds for these services. 

       

Home Health 
Agency 
Services 

Home Health 
Services-Home 
Health Agency 

Home health agency services are covered as 
specified below when prescribed by a physician 
and provided at the home of the beneficiary in 
accordance with a written treatment plan which 
the physician reviews every 60 days. 

X X X X X X 

Home Health 
Aide Services 

Home Health 
Services-Home 
Health Aide 

Covers skilled nursing or other professional 
services in the residence including part-time and 
intermittent skilled nursing services, home 
health aid services, physical therapy, 
occupational therapy, or speech therapy and 
audiology services, and medical social services 
by a social worker. 

X X X X X X 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Hospice Care Hospice Care 

Covers services limited to individuals who have 
been certified as terminally ill in accordance 
with Title 42, CFR Part 418, Subpart B, and 
who directly or through their representative 
volunteer to receive such benefits in lieu of 
other care as specified. 

X X X X X X 

Hospital 
Outpatient 
Department 
Services and 
Organized 
Outpatient 
Clinic Services 

Clinic Services 
and Hospital 
Outpatient 
Department 
Services and 
Organized 
Outpatient 
Clinic Services 

A scheduled administrative arrangement 
enabling outpatients to receive the attention of a 
healthcare provider. Provides the opportunity 
for consultation, investigation and minor 
treatment. 

X X X X X X 

Human 
Immunodeficie
ncy Virus and 
AIDS drugs  

 
Human Immunodeficiency Virus and AIDS 
drugs that are listed in the Medi-Cal Provider 
Manual 

  X7    
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Hysterectomy 

Inpatient 
Hospital 
Services 

Except for previously sterile women, a 
nonemergency hysterectomy may be covered 
only if: (1) The person who secures the 
authorization to perform the hysterectomy has 
informed the individual and the individual's 
representatives, if any, orally and in writing, 
that the hysterectomy will render the 
individual permanently sterile, (2) The 
individual and the individual's representative, 
if any, has signed a written acknowledgment 
of the receipt of the information in and (3) 
The individual has been informed of the rights 
to consultation by a second physician. An 
emergency hysterectomy may be covered only 
if the physician certifies on the claim form or 
an attachment that the hysterectomy was 
performed because of a life-threatening 
emergency situation in which the physician 
determined that prior acknowledgement was 
not possible and includes a description of the 
nature of the emergency. 

  X    

Indian Health 
Services (Medi-
Cal covered 
services only) 

 

Indian means any person who is eligible under 
federal law and regulations (25 U.S.C. Sections 
1603c, 1679b, and 1680c) and covers health 
services provided directly by the United States 
Department of Health and Human Services, 
Indian Health Service, or by a tribal or an urban 
Indian health program funded by the Indian 
Health Service to provide health services to 
eligible individuals either directly or by 
contract. 

X X X X X X 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

In-Home 
Medical Care 
Waiver 
Services and 
Nursing 
Facility Waiver 
Services 

. 

In-home medical care waiver services and 
nursing facility waiver services are covered 
when prescribed by a physician and provided at 
the beneficiary's place of residence in 
accordance with a written treatment plan 
indicating the need for in-home medical care 
waiver services or nursing facility waiver 
services and in accordance with a written 
agreement between the Department and the 
provider of service. 

X X X X X X 

Inpatient 
Hospital 
Services 

Inpatient 
Hospital 
Services 

Covers delivery services and hospitalization for 
newborns; emergency services without prior 
authorization; and any hospitalization deemed 
medically necessary with prior authorization. 

X X X X X X 

Intermediate 
Care Facility 
Services for the 
Developmentall
y Disabled 

Intermediate 
Care Facility 
Services for the 
Developmentall
y Disabled 

Intermediate care facility services for the 
developmentally disabled are covered subject to 
prior authorization by the Department. 
Authorizations may be granted for up to six 
months. The authorization request shall be 
initiated by the facility. The attending physician 
shall sign the authorization request and shall 
certify to the Department that the beneficiary 
requires this level of care 

X5 X5 X X5 X5 X5 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Intermediate 
Care Facility 
Services for the 
Developmentall
y Disabled 
Habilitative 

Intermediate 
Care Facility 
Services for the 
Developmentall
y Disabled 
Habilitative 

Intermediate care facility services for the 
developmentally disabled habilitative (ICF-
DDH) are covered subject to prior authorization 
by the Department of Health Services for the 
ICF-DDH level of care. Authorizations may be 
granted for up to six months. Requests for prior 
authorization of admission to an ICF-DDH or 
for continuation of services shall be initiated by 
the facility on forms designated by the 
Department. Certification documentation 
required by the Department of Developmental 
Services must be completed by regional center 
personnel and submitted with the Treatment 
Authorization Request form. The attending 
physician shall sign the Treatment 
Authorization Request form and shall certify to 
the Department that the beneficiary requires this 
level of care. 

X5 X5 X X5 X5 X5 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Intermediate 
Care Facility 
Services for the 
Developmentall
y Disabled-
Nursing. 

  

Intermediate care facility services for the 
developmentally disabled-nursing (ICF/ID-N) 
are covered subject to prior authorization by the 
Department for the ICF/ ID-N level of care. 
Authorizations may be granted for up to six 
months. Requests for prior authorization of 
admission to an ICF/ID-N or for continuation of 
services shall be initiated by the facility on 
Certification for Special Treatment Program 
Services forms (HS 231). Certification 
documentation required by the Department of 
Developmental Services shall be completed by 
regional center personnel and submitted with 
the Treatment Authorization Request form. The 
attending physician shall sign the Treatment 
Authorization Request form and shall certify to 
the Department that the beneficiary requires this 
level of care. 

X5 X5 X X5 X5 X5 

Intermediate 
Care Services 

Intermediate 
Care Facility 
Services 

Intermediate care services are covered only after 
prior authorization has been obtained from the 
designated Medi-Cal consultant for the district 
where the facility is located. The authorization 
request shall be initiated by the facility. The 
attending physician shall sign the authorization 
request and shall certify to the Department that 
the beneficiary requires this level of care. 

X5,9 X5,9 X X5 X5 X5 

Laboratory, 
Radiological 
and 
Radioisotope 
Services 

Laboratory, X-
Ray and 
Laboratory, 
Radiological 
and 
Radioisotope 
Services  

Covers exams, tests, and therapeutic services 
ordered by a licensed practitioner X X X X X X 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Licensed 
Midwife 
Services 

Other 
Practitioners' 
Services and 
Licensed 
Midwife 
Services 

The following services shall be covered as 
licensed midwife services under the Medi-Cal 
Program when provided by a licensed midwife 
supervised by a licensed physician and surgeon: 
(1) Attendance at cases of normal childbirth and 
(2) The provision of prenatal, intrapartum, and 
postpartum care, including family planning 
care, for the mother, and immediate care for the 
newborn. 

X X X X X X 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Local 
Educational 
Agency (LEA) 
Services 

Local 
Education 
Agency Medi-
Cal Billing 
Option Program 
Services 

LEA health and mental health evaluation and 
health and mental health education services, 
which include any or all of the following: (A) 
Nutritional assessment and nutrition education, 
consisting of assessments and non-classroom 
nutrition education delivered to the LEA 
eligible beneficiary based on the outcome of the 
nutritional health assessment (diet, feeding, 
laboratory values, and growth), (B) Vision 
assessment, consisting of examination of visual 
acuity at the far point conducted by means of 
the Snellen Test, (C) Hearing assessment, 
consisting of testing for auditory impairment 
using at-risk criteria and appropriate screening 
techniques as defined in Title 17, California 
Code of Regulations, Sections 2951(c), (D) 
Developmental assessment, consisting of 
examination of the developmental level by 
review of developmental achievement in 
comparison with expected norms for age and 
background, (E) Assessment of psychosocial 
status, consisting of appraisal of cognitive, 
emotional, social, and behavioral functioning 
and self-concept through tests, interviews, and 
behavioral evaluations and (F) Health education 
and anticipatory guidance appropriate to age 
and health status, consisting of non-classroom 
health education and anticipatory guidance 
based on age and developmentally appropriate 
health education.  

         

Long Term 
Care (LTC) 
 

 

Care in a facility for longer than the month of 
admission plus one month. Medically necessary 
care in a facility covered under managed care 
health plan contracts 

X5,9 X5,9 X X5 X5 X5 
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Attachment N – Capitated Benefits Provided in Managed Care 
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Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Medical 
Supplies 

Medical 
Supplies 

Medically necessary supplies when prescribed 
by a licensed practitioner. Does not include 
incontinence creams and washes 

X X X X X X 

Medical 
Transportation 
Services 

Transportation-
Medical 
Transportation 
Services 

Covers ambulance, litter van and wheelchair 
van medical transportation services are covered 
when the beneficiary's medical and physical 
condition is such that transport by ordinary 
means of public or private conveyance is 
medically contraindicated, and transportation is 
required for the purpose of obtaining needed 
medical care. 

X X X X X X 

Multipurpose 
Senior Services 
Program 
(MSSP) 

 

MSSP sites provide social and health care 
management for frail elderly clients who are 
certifiable for placement in a nursing facility but 
who wish to remain in the community. 

X9 X9 X9    

Nurse 
Anesthetist 
Services 

Other 
Practitioners' 
Services and 
Nurse 
Anesthetist 
Services 

Covers anesthesiology services performed by a 
nurse anesthetist within the scope of his or her 
licensure. 

X X X X X X 

Nurse Midwife 
Services 

Nurse-Midwife 
Services 

An advanced practice registered nurse who has 
specialized education and training in both 
Nursing and Midwifery, is trained in obstetrics, 
works under the supervision of an obstetrician, 
and provides care for mothers and newborns 
through the maternity cycle of pregnancy, labor, 
birth, and the immediate postpartum period, not 
to exceed six weeks. 

X X X X X X 

Optometry 
Services 

Optometrists' 
Services 

Covers eye examinations and prescriptions for 
corrective lenses. Further services are not 
covered. 

X X X X X X 
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Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Outpatient 
Mental Health 

Outpatient 
Mental Health 

Services provided by licensed health care 
professionals acting within the scope of their license 
for adults and children diagnosed with a mental 
condition as defined by the Diagnostic and Statistical 
Manual of Mental Disorders (DSM) resulting in mild 
to moderate distress or impairment of mental, 
emotional, or behavioral functioning.  Services 
include: 
• Individual and group mental health evaluation 

and treatment (psychotherapy) 
• Psychological testing when clinically indicated 

to evaluate a mental health condition 
• Outpatient Services for the purpose of 

monitoring drug therapy 
• Outpatient laboratory, drugs, supplies and 

supplements 
• Screening and Brief Intervention (SBI) 
• Psychiatric consultation for medication 

management 
 

X2 X2 X2 X2 X2 X2 

Organized 
Outpatient 
Clinic Services 

Clinic Services 
and Organized 
Outpatient 
Clinic Services 

In-home medical care waiver services and 
nursing facility waiver services are covered 
when prescribed by a physician and provided at 
the beneficiary's place of residence in 
accordance with a written treatment plan 
indicating the need for in-home medical care 
waiver services or nursing facility waiver 
services and in accordance with a written 
agreement between the Department and the 
provider of service. 

X X X X X X 
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Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Outpatient 
Heroin 
Detoxification 
Services 

Outpatient 
Heroin 
Detoxification 
Services 

Can cover of a number of medications and 
treatments, allowing for day to day functionality 
for a person choosing to not admit as an 
inpatient. Routine elective heroin detoxification 
services are covered, subject to prior 
authorization, only as an outpatient service. 
Outpatient services are limited to a maximum 
period of 21 days. Inpatient hospital services 
shall be limited to patients with serious medical 
complications of addiction or to patients with 
associated medical problems which require 
inpatient treatment. 

      

Part D Drugs  

Drug benefits for full-benefit dual eligible 
beneficiaries who are eligible for drug benefits 
under Part D of Title XVIII of the Social 
Security Act.  

         

Pediatric 
Subacute Care 
Services 

Nursing 
Facility 
Services and 
Pediatric 
Subacute 
Services (NF) 

Pediatric Subacute care services are a type of 
skilled nursing facility service which is 
provided by a subacute care unit.  

X5 X5 X X5 X5 X5 

Personal Care 
Services 

Personal Care 
Services 

Covers services which may be provided only to 
a categorically needy beneficiary who has a 
chronic, disabling condition that causes 
functional impairment that is expected to last at 
least 12 consecutive months or that is expected 
to result in death within 12 months and who is 
unable to remain safely at home without the 
services. 

X9 X9 X9    

Pharmaceutical 
Services and 
Prescribed 
Drugs 

Pharmaceutical 
Services and 
Prescribed 
Drugs 

Covers medications including prescription and 
nonprescription and total parental nutrition 
supplied by licensed physician. 

X X X X X X 
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Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Physician 
Services 

Physician 
Services 

Covers primary care, outpatient services, and 
services rendered during a stay in a hospital or 
nursing facility for medically necessary 
services. Can cover limited mental health 
services when rendered by a physician, and 
limited allergy treatments. 

X X X X X X 

Podiatry 
Services 

Other 
Practioners' 
Services and 
Podiatrists' 
Services 

Office visits are covered if medically necessary. 
All other outpatient services are subject to prior 
authorization and are limited to medical and 
surgical services necessary to treat disorders of 
the feet, ankles, or tendons that insert into the 
foot, secondary to or complicating chronic 
medical diseases, or which significantly impair 
the ability to walk. Services rendered on an 
emergency basis are exempt from prior 
authorization. 

X1 X1 X1 X1 X1 X1 

Prosthetic and 
Orthotic 
Appliances 

Prosthetic and 
Orthodic 
Appliances 

All prosthetic and orthotic appliances necessary 
for the restoration of function or replacement of 
body parts as prescribed by a licensed 
physician, podiatrist or dentist, within the scope 
of their license, are covered when provided by a 
prosthetist, orthotist or the licensed practitioner, 
respectively 

X X X X X X 
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Formatted Table

   
Demonstration Approval Period: November 1, 2010 through October 31, 2015 unless otherwise specified  
Amended February 28, 2013  Page 16 of 21 
 



Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Psychology, 
Physical 
Therapy, 
Occupational 
Therapy, 
Speech 
Pathology and 
Audiological 
Services 

Psychology 
Listed as Other 
Practitioners' 
Services and 
Psychology, 
Physical 
Therapy, 
Occupational 
Therapy, 
Speech 
Pathology, and 
Audiology 
Services 

Psychology, physical therapy, occupational 
therapy, speech pathology and audiological 
services are covered when provided by persons 
who meet the appropriate requirements  

X1,2* X1,2 X1,2* X1,2 X1,2 X1,2 

Psychotherapeu
tic drugs  

Services not 
covered under 
the State Plan 

S. Psychotherapeutic drugs that are listed in the 
Medi-Cal Provider Manual     X8    

Rehabilitation 
Center 
Outpatient 
Services 

Rehabilitative 
Services 

A facility providing therapy and training for 
rehabilitation. The center may offer 
occupational therapy, physical therapy, 
vocational training, and special training 

X X X X X X 

Rehabilitation 
Center Services 

Rehabilitative 
Services 

A facility which provides an integrated 
multidisciplinary program of restorative 
services designed to upgrade or maintain the 
physical functioning of patients. 

X X X X X X 

Renal 
Homotransplant
ation 

Organ 
Transplant 
Services 

Renal homotransplantation is covered only 
when performed in a hospital which meets the 
standards established by the Department for 
renal homotransplantation centers. 

X X X X X X 

Requirements 
Applicable to 
EPSDT 
Supplemental 
Services. 

EPSDT  

Early and Periodic Screening, Diagnosis and 
Treatment: for beneficiaries under 21 years of 
age; includes case management and 
supplemental nursing services; also covered by 
CCS for CCS services, and Mental Health 
services. 

X X X X X X 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Respiratory 
Care Services 

Respiratory 
Care Services 

A provider trained and licensed for respiratory 
care to provide therapy, management, 
rehabilitation, diagnostic evaluation, and care of 
patients with deficiencies and abnormalities 
affecting the pulmonary system and aspects of 
cardiopulmonary and other systems. 

X X X X X X 

Rural Health 
Clinic Services 

Rural Health 
Clinic Services  

Covers primary care services by a physician or a 
non-physician medical practitioner, as well as 
any supplies incident to these services; home 
nursing services; and any other outpatient 
services, supplies, supplies, equipment and 
drugs. 

X X X X X X 

Scope of Sign 
Language 
Interpreter 
Services 

Sign Language 
Interpreter 
Services 

Sign language interpreter services may be 
utilized for medically necessary health care 
services  

X X X X X X 

Services 
provided in a 
State or Federal 
Hospital 

 

California state hospitals provide inpatient 
treatment services for Californians with serious 
mental illnesses. Federal hospitals provide 
services for certain populations, such as the 
military, for which the federal government is 
responsible. 

      

Short-Doyle 
Mental Health 
Medi-Cal 
Program 
Services 

Short-Doyle 
Program 

Community mental health services provided by 
Short-Doyle Medi-Cal providers to Medi-Cal 
beneficiaries are covered by the Medi-Cal 
program. 

      

Skilled Nursing 
Facility 
Services,  
 

Nursing 
Facility 
Services and 
Skilled Nursing 
Facility 
Services 

A skilled nursing facility is any institution, 
place, building, or agency which is licensed as a 
SNF by DHCS or is a distinct part or unit of a 
hospital, (except that the distinct part of a 
hospital does not need to be licensed as a SNF) 
and has been certified by DHCS for 
participation as a SNF in the Medi-Cal program. 

X5,9 X5,9 X X5 X5 X5 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Special Duty 
Nursing 

Private Duty 
Nursing 
Services 

Private duty nursing is the planning of care and 
care of clients by nurses, whether an registered 
nurse or licensed practical nurse. 

X X X X X X 

Specialty 
Mental health 
services  

 

Rehabilitative services, which includes mental 
health services, medication support services, 
day treatment intensive, day rehabilitation, 
crisis intervention, crisis stabilization, adult 
residential treatment services, crisis residential 
services, and psychiatric health facility services. 

      

Specialized 
Rehabilitative 
Services in 
Skilled Nursing 
Facilities and 
Intermediate 
Care Facilities 

Special 
Rehabilitative 
Services  

Specialized rehabilitative services shall be 
covered. Such service shall include the 
medically necessary continuation of treatment 
services initiated in the hospital or short term 
intensive therapy expected to produce recovery 
of function leading to either (1) a sustained 
higher level of self care and discharge to home 
or (2) a lower level of care. Specialized 
rehabilitation service shall be covered.  

X5 X5 X X5 X5 X5 

State Supported 
Services  State funded abortion services that are provided 

through a secondary contract.   X X X X X X 

Subacute Care 
Services 
 

Nursing 
Facility 
Services and 
Skilled 
Subacute Care 
Services SNF 

Subacute care services are a type of skilled 
nursing facility service which is provided by a 
subacute care unit.  

X5,9 X5,9 X X5 X5 X5 

Swing Bed 
Services 

Inpatient 
Hospital 
Services 

Swing bed services is additional inpatient care 
services for those who qualify and need 
additional care before returning home.  

X X X X X X 

Formatted Table

   
Demonstration Approval Period: November 1, 2010 through October 31, 2015 unless otherwise specified  
Amended February 28, 2013  Page 19 of 21 
 



Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 

Service 
State Plan 
Service 
Category 

Definition Covered in 
GMC 

Covered 
in 2-Plan COHS Regional Imperial San 

Benito 

Targeted Case 
Management 
Services 
Program 

Targeted Case 
Management 

Persons who are eligible to receive targeted case 
management services shall consist of the 
following Medi-Cal beneficiary groups: high 
risk, persons who have language or other 
comprehension barriers and persons who are 18 
years of age and older.  

      

Targeted Case 
Management 
Services. 

Targeted Case 
Management 

Targeted case management services shall 
include at least one of the following service 
components: A documented assessment 
identifying the beneficiary's needs, development 
of a comprehensive, written, individual service 
plan, implementation of the service plan 
includes linkage and consultation with and 
referral to providers of service, assistance with 
accessing the services identified in the service 
plan, crisis assistance planning to coordinate 
and arrange immediate service or treatment 
needed in those situations that appear to be 
emergent in nature or which require immediate 
attention or resolution in order to avoid, 
eliminate or reduce a crisis situation for a 
specific beneficiary, periodic review of the 
beneficiary's progress toward achieving the 
service outcomes identified in the service plan 
to determine whether current services should be 
continued, modified or discontinued. 

      

Transitional 
Inpatient Care 
Services 

Nursing 
Facility and 
Transitional 
Inpatient Care 
Services 

Focus on transition of care from outpatient to 
inpatient. Inpatient care coordinators, along 
with providers from varying settings along the 
care continuum, should provide a safe and 
quality transition. 

X X X X X X 

Tuberculosis 
(TB) Related 
Services 

TB Related 
Services 

Covers TB care and treatment in compliance 
with the guidelines recommended by American 
Thoracic Society and the Centers for Disease 
Control and Prevention. 
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Attachment N – Capitated Benefits Provided in Managed Care 
(X = covered by plan. If service is not covered, plan is contractually required to provide care coordination to members) 

 
 

 
 

1 Optional benefits coverage is limited to only beneficiaries in “Exempt Groups”: 1)  beneficiaries under 21 years of age for services 
rendered pursuant to EPSDT program; 2) beneficiaries residing in a SNF (Nursing Facilities Level A and Level B, including subacute 
care facilities; 3) beneficiaries who are pregnant; 4) CCS beneficiaries; and 5) beneficiaries enrolled in the PACE. Services include: 
Chiropractic Services, Acupuncturist, Audiologist and Audiology Services, Optician and Optical Fabricating Lab, Dental*, Speech 
Pathology, Dentures, Eye glasses. 

 
2 Services provided by primary care physicians; psychiatrists; psychologists; licensed clinical social workers; or other specialty mental 
health provider. Solano County for Partnership Health plan (COHS) covers specialty mental health, and Kaiser GMC covers inpatient, 
outpatient, and specialty mental health services. 
 
3 Fabrication of optical lenses only covered by CenCal Health.      
 
4 Not covered by CenCal       
 
5  Only covered for the month of admission and the following month 
 
6 Not Covered by CalOptima, Central California Alliance for Health, Partnership HealthPlan of California (Sonoma County Only) and 
CenCal (San Luis Obispo County Only) 
 
7 Only covered in Health Plan of San Mateo and CalOptima 
 
8 Only Only covered in Health Plan of San Mateo 
 
9 Services covered under managed care only in MLTSS Eligible Beneficiary Authorized Counties: Alameda, Los Angeles, Orange, San 
Bernadino, San Diego, San Mateo, Santa Clara, and Riverside 
 
10Services covered only when provided by provider in FQHC/RHC 
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