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Revision HCFA PM 91 BPD ATTACHMENT 31A

1991 Page 3
OMB No 0938

State Territory Montana

AMOUNT DURATION AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

b Optometrists services

X Provided No limitations X With limitations

Z Not provided

C Chiropractors services

X Provided No limitations X With limitations

Not provided

d Other practitioners services

IX Provided Identified on attached sheet with description
of limitations if any

Z Not provided

e Nutrition services

X Provided No limitations X With limitations

Not provided

7 Home health services

a Intermittent or parttime nursing services provided by a home
health agency or by a registered nurse when no home health agency
exists in the area

Provided No limitatiQns X With limitations

b Home health aide services provided by a home health agency

Provided No limitations IXI With limitations

c Medical supplies equipment and appliances suitable for use in
the home

Provided No limitations X With Limitations

Description provided on attachment

TN 11026 Approval Late Effective Date 08012011

Supersedes
TN 11004 HCFA ID 7936E



Revision HCEA P149620 BERG ATTACHMENT 31D

SEPTEMBER 1986 Page 3
OMB No 09180193

State Territory Montana

AMOUNT DURATION AND SCOPE OF SERVICES PROVIDED

MEDICALLY NEED GAll Medicall Needy

6 Medical care and any ether type of remedial care recognized under State
law furnished by licensed practitioners within the scope of their practice as
defined by State law

a Podiatrists Services

X Provided No limitations IXI With limitations

b Optometrists Services

X Provided Nolimitatons IXI With1imitatiOtis

C Chiropractors Services

x Provided I No limitations Ix With limitations

d Other Practitioners Services

X Provided r No limitations X With limitations

e Nutrition services

X Provided No limitations X With limitations

Not provided

7 Home Health Services

a Intermittent or part time nursing service provided by a home
health agency or by a registered nurse when no home health agency exists
in the area

X Provided I No limitations X With limitations

b Home health aide services provided by a home health agency

X Provided I No limitations X With limitations

C Medical supplies equipment and appliances suitable for use an
the home

X Providers No limitations X With limitations

d Physical therapy occupational therapy or speech pathology and
audiology services provided by a home health agency or medical
rehabilitation facility

X Provided L No limitations X With Limitations

Description provided an attachment
TN 11026 Approval Date Effective Date 09101 2071

Supersedes
TN 11004 HCPA ID 0140P0102A
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Supplement to
Actachment TA

Selvice NO
Nukrif iontsts

Services

INNTANA

The iollowing limits appiy to WPition W SurviceNt

1 Nutritiun services for individulc 7ISCT

are available for all meJicai erv

2 Services considered experimenta are not a henetit of the
Montana Medical Prugran Empecimental services inQUW

a All procedures and iLeMS WC111 dlUgS

considereu experimental bithe US Department ul
Heath ant Human Services or any other appropriate
federal agency

ls All pioceduras anA Ltems including pies7ribed drugs
provided as part of arsnudy wryovad toy the
Department of Health and Human Lc rviras or any other
appuapriato federal agency to demons rate whether the
item prescribed diuq or proceiure isafe and
effective in cui innprenting correctinq or
alleviatiqthe ufferLr of certain medical
cunditions

C All procedures and itcos including prescribed drugs
which may be sonjeco to question but arc not covered
in 11 and 2 above will be evaluated by Lhe
Departments designated medica review rg nizwion

TN 11026 Approved Effective 081012011

Supersedes TN NEW OvA
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Supplement to
Attachment 31E

Service 6e
Nutrition

Services

MONTANA

The following limits apply to Nutrition Services

1 Nutrition services for individuals under age 21 EPSDT
are available for all medically necessary services

Services considered experimental are not a benefit of the
Montana Medicaid Program Experimental services include

a All procedures and items including prescribed bugs
considered experimental by the US Department of
Health and Human Services car any other appropriate
federal agency

b All procedures and items including prescribed drugs
provided as art of a control study approved by the
Department of Health and Human Services or any other
appropriate federal agency to demonstrate wheter the
item prescribed drug or procedure is safe and
effectwive in curingpaevenLinq correcting or
alleviating the effects of certain medical
conditions

C All procedures and items including prescribed drugs
which may be s3bject to question but are not covered
in 1 and 2 above will be evaluated by the

Departments designated medical review organization

TN 11 025 Approved eIIaI
Effective0012011

Supersedes TN NEW J
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Attachment 419E

Methods anc

Standards

for Establishing
Payment Rates
Service 60
Nutrition

Services

MONTANA

T Reimbursement for Nutrition Services shall be the lowest of the

following

A The provide s usual and customary charge for the sexvifwe

B The Departments fee schedule

II The Department fee schedule is deteimined using a Ilethodology
based on the current budget in combination with review of past
utilization

IV The agencysrates were set as of August 1 2011 and are effective
for services on or after that date All rates are published on the
agencyswebs te wwwmtmedic id orb Except aa otherwise noted in the
plan state developed fee schedule fates are the same for both

governmental and private providers

TN 11026 Approved Effective 080112011

Supersedes TN NEW


