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DICAL ASSISTANCE PRO(JRAM Item 26, Page 3 
TE OF LOJ1LSJ!\1'-JA 

OlINT, DURATION AND SCOPE 01· MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
-- - -------	 ----- ._-_._--_.- .... _--------_._--­

ITATIONS OF TIlL AMOllNL DURATION. AND SCOPE OF CERTAIN ITEMS 01 PROVIDED 
m 'AL AND REMEDIAl, ('ARE AND SERVICI·:S ARE DESCRIBED AS I'OLLOWS: 

Persona I care sen ices arc med ica lIy necessary if (he rec ipient. 

1)	 Meets the medical standards for admission to a nurslllg 
facility, and requires assistance with at least onc or more 
activities of daily living; 

2)	 Is ablc, either indepclllkntly or through a responsib
reprcscntat ive, to partiCipate in his/her care and sel food irec
serviccs provided by the personal care services worker; and 

3)	 races a substantial possibility of deterioration in mental o
physical condition or functioning if either home and communit
based services or nursing facility services are not provided. Thi
criterion will be considered met if the recipient is in a nursin
facility and could be discharged if community-based servIce
werc availabk; or requires nursing facility admission. 

Personal care services for eligible children arc described in Attachment 3.I-A
tcm 4.b. EPSDT Services. 

Place of Service 

Personal carc services may be provided in the recipient's horne and in anothe
location outsidc of the rccipient's home if the provision of these services allow
thc recipient to participate in normal life activities pertaining to thc IADLs cite
in the plan of care. Place(s) of service must be documented in the plan of car
and the service logs. 

The recipient's home is defined as the recipient's place of residence includin
his/her own home or apartment, a boarding house, or the house or apartment of 
family member or unpaid primary caregiver. A hospital. an institution for mcntal
disease, a nursing facility or an intcrmcdiatc care facility for persons with
development disabilities are not considered to be the recipient's home. 

Service Limitations 

Effectivc March 1,2009, personal care services shall be limited to up to 42 hours
per week. Authorization of service hours shall be considered on a case by cas
basis as substantiated by the recipient's plan of care and supportin
doc ul1lentat ion. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19-13 
MEDICAL ASSISTANCE PROCiRAM Item 26, Page I 
STATE OF LOUISIANA 

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICLS 
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MITIIODS AND 
~--

STANDARDS FOR ESTABLlSllINCi PAYMENT RATFS -- OTIIFR TYPLS Of· CARl OR 
SFRVICES LISTED IN SECTION 1905(A) OF TIIF ACT TIIAT IS INCLUDED IN TilE PROCiRAM {INDER 1'111 
PLAN ARE DESCRIBED AS IULLOWS: 

('llAlION Medical and Remedial Personal Care Services 
42 eFR 447 Care and Services 
Subpart B Item 26 Reimbursement Methodology 

Reimbursement for personal care services is a prospective nat rate 
for each approved unit of service that is provided to the recipient. 
One quarter hour is the standard unit of service. Reimbursement 
shall not be authorized for the provision of less than one quarter of 
an hour of service. Effective March I, 2009, personal care services 
cannot exceed 42 hours per week. Except as otherwise noted in 
the plan, state developed fee schedule rates are the same for both 
governmental and private providers and the fee schedule and any 
annual/periodic adj ustments to the fee schedule are published on 
the Medicaid Provider Website www.lamedicaid.com. 

Ellective lor dates of service on or after February L 2009. the 
reimbursement rate shall be reduced by 3.5 percent of the rate on 
file as of January 31,2009. 

Standards for Payment 

Providers shall comply with standards for participation established 
by the Bureau of Health Services Financing (BHSF). 

Note: Prior authorization is required for personal care 
services. 
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