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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
JFK Federal Building, Government Center 
Room 2275 
Boston, Massachusetts 02203 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

Division of Medicaid and Children's Health Operations I Boston Regional Office 

Roderick Bremby, Commissioner 
Department of Social Services 
55 Farmington Avenue 
Hartford, CT 061 05 

Dear Mr. Bremby: 

April 15, 2015 

We are pleased to enclose a copy of approved Connecticut State Plan Amendment (SPA) No. 14-0040-
ABP (MMDL SPAs actually do have the extra zero) (MMDL CT 0627.ROO.OI), submitted to my office 
on December 29, 2014 and approved on March 10, 2015. Thi s SPA rev ises Connecticut's approved 
Alternative Benefit Plan (ABP) for the lowest income populations to add coverage of licensed behavioral 
health clinicians to Medicaid beneficiaries over 21 to the ABP. 

This will maintain alignment between the ABP and the State plan . This SPA has been approved effective 
July 1, 2014. 

All requirements pertaining to ABPs must be met including, but not limited to: benefits, payment rates, 
reimbursement methodologies, cost-sharing state plan pages, and (if applicable) managed care service 
delivery systems (waivers and contracts). Amendments to the state's approved Medicaid program (SPAs, 
waivers, contracts) may require corresponding amendments to the ABP if the change to the benefit in the 
approved state plan will be mirrored in the ABP. 

Enclosed are copies of the following approved State plan pages to be incorporated into the State plan : 
• Attachment 3.1-L, ABP5 pages 1-40. 

If you have any questions regarding this matter you may contact Marie DiMartino (617) 565-9157 or by 
e-mail at Marie.DiMartino@cms.hhs.gov 

Sincerely, 

/s/ 

Richard R. McGreal 
Associate Regional Administrator 

cc: Kate McEvoy, Director of Medical Administration - Health Services and Supports 
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Medicaid Alternative Benefit Plan: Summary Page (CMS 179)

State/Territory
name:
Connecticut
Transmittal Number:

Please enter the Transmittal Number (TN) in the format ST-YY-0000 where ST= the state abbreviation, YY = the last two digits
of the submission year, and 0000 = a four digit number with leading zeros. The dashes must also be entered.

Proposed Effective Date
(mm/dd/yyyy)

Federal Statute/Regulation Citation

Federal Budget Impact
Federal Fiscal Year Amount

First Year $

Second Year $

Subject of Amendment

Governor's Office Review
Governor's office reported no comment
Comments of Governor's office received
Describe:

No reply received within 45 days of submittal
Other, as specified
Describe:

Signature of State Agency Official
Submitted By:
Patricia McCooey
Last Revision Date:
Feb 18, 2015
Submit Date:
Dec 29, 2014

14-0040

07/01/2014

Social Security Act Sections 1902(a)(10)(A)(i)(VIII); 1902(k)(1) and 1937

0.00

0.00

This State Plan Amendment establishes Connecticut's Alternative Benefit Plan for the adult coverage group established under Section 1902(a)(10)(A)(i)(VIII) of the Social Security Act. The ABP 1937 coverage option selected is Secretary-approved coverage. The base benchmark plan is the FEHBP plan - BC BC Service Benefit
Plan - Basic Option. Connecticut proposes to fully align its 1937 plan with its existing state plan services.

TN 14-0040 will amend the ABP to add coverage of certain independent behavioral health practitioners.



Alternative Benefit Plan 

Attachment3.1- L 0 
Benefits Description 

The state/territory proposes a ··Benchmark-Equivalent"" benelit package.~ 
Benefits Included in Alternative Benefit Plan 

Enter the specific name of the base benchmark plan selected: 

Blue Cross and Blue Shield Service Benefit Plan - Basic Option (FEHBP) 

OFFICIAL 

OMB Control Number: 0938-1 148 

OMB Expiration date: 10/)1 /2014 

ABPS 

Enter the specific name of the section 1937 coverage option selected, if other than Secretary-Approved. Otherwise, enter 
··secreta ry-Approved.·· 

ISwct"Y· Appmwd 
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OFFICIAL 

Alternative Benefit Plan 

Essential Health Benefit l: Ambulatory patient services Collapse All 0 
Benefit Provided: Source: 

!clinic Services: Ambulatory Surgery Center llstate Plan 1 905(a) 
I I Remove I 

Authorization: Provider Qualifications: 

I None 
I 

I Medicaid State Plan 
I 

Amount Limit: Duration Limit: 

I None 
I I None I 

Scope Limit: 

I None I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I J 
Benefit Provided : Source: 

!outpatient Hospital Services 
I 

!state Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

I None IIMedicaid State Plan 
I 

Amount Limit: Duration Limit: 

I None II None 
I 

Scope Limit: 

!None ] 
Other information rcoarding th · · t , ·ft · ·1 d. h · ·· 
b I k "' IS Jene I , Inc u mg l e specific name of the source plan if it is nollhe b·lse cnc 1mar , plan: ' 

l 
Benefit Provided: 

/Physician Services 
Source: 

]/stale Plan 1905(a) 
Authorization: 

0ther 
Provider Qualifications: 

/ ~edicaid State Plan 
Amount Limit: 

~ee "Other information " 
Duration Limit: 

] ~ee "Other information" 
Scope Limit: 

Surgical services for morbid b . 
o esity, except as described in "Othe .. £ . 

I Ill ormatwn" 

TN 14-0040 
Connecticut ABP 5 
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OFFICIAL 

Alternative Benefit Plan 

Other information regarding this benefit, includ ing the specific name of the source plan if it is not the base 
benchmark plan: I Remove I 
-Surgical services to treat morbid obesity (defined by lCD) arc limited to instances in which another 
medical illness is caused by, or aggravated by, the obesity, including illnesses o f the endocrine system or 
cardio-pulmonary system, or physical trauma associated with the orthopedic system 
-Genetic testing requires prior authorizat ion 
-Physician services related to the non-covered surgical procedures listed in EHB 3: Hospitalization under 
Inpatient Hospital Services are not covered 

Benefit Provided: Source: 

!certified Pediatric or Fami ly Nurse Pract itioner !I state Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

None i l!viedicaid State Plan I 
Amount Limit : Duration Limit: 

I None I I None I 

Scope Limit: 

None 

Other information regarding this benefit, includi ng the specific name of the source plan if it is not the base 
benchmark plan: 

Benefit Provided: Source: 

!Other Practitioner: Nurse Practitioner ilstate Plan 1905(a) I I' Remove I 
Authorization: Provider Qualifications: 

I None !!Medicaid Stale Plan 

Amount Limit: Duration Limit: 

I None IINone I 
Scope Limit: 

I None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Benefit Provided: Source: 

!Other Practitioner: Physician Assistant ! I state Plan 1905(a) I 

TN 14-0040 
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OFFICIAL 

Alternative Benefit Plan 

Authorization: Provider Qualifications: 

I None I I Medicaid State Plan I I Remove I 
Amount Limii: Duration Limii: 

I None 
I [None I 

Scope Limit: 

I None I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I J 
Benefit Provided: Source: 

[Clinic Services: Medical Clinics l[state Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

I None IIMedicaid State Plan I 

/\mount Limit: Duration Limit: 

[None I I None I 

Scope Limit: 

I None I 
Other information regarding this benefit. including the specific name of the source plan if it is not the base 
benchmark plan: 

I I 
Benefit Provided: Source: 

[clinic Services: Dialysis Clinics I [state Plan 1905(a) I I Remove I 
Authorization: Provider Qua lifications: 

I None I [Medicaid State Plan I 

Amount Limit: Duration Limit : 

[None I [None I 

Scope Limit: 

I None I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 

I 
benchmark plan: 

TN 14-0040 
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Alternative Benefit Plan 

Benefit Provided: Source: 

[clinic Services: Family Planning Clinics i lstate Plan l905(a) I I Remove I 
Authorization: Provider Qualifications: 

I None I 
!Medicaid State Plan 

I 

Amount Limit: Duration Limit: 

I None IINone I 

Scope Limit: 

I None I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I J 
Benefit Provided: Source: 

!Family Planning Services and Supplies !!state Plan 1905(a) I I 
Remove 

I 

Authorization: Provider Qualifications: 

!Authorization required in excess of limitation IIMedicaid State Plan I 

Amount Limit: Duration Limit: 

!see "Other information" 
I I None I 

Scope Limit: 

[None I 
Othe r information regarding this benefit , including the specific name of the source plan if it is not the base 
benchmark plan: 

~~onthl y quantity limits for male condoms (36), female condoms (30) and spermicide (one)- may be 
exceeded with authorization 

Benefit Provided: 

[Medical and Surgica l Services by a Dentist 

Authorization: 

I None 

Amount Limit: 

I None 

Scope Limit: 

I None 

TN 14-0040 
Connecticut 

Source: 

II state Plan !90S( a) 

Provider Qualifications: 

II Medicaid State Plan 

Duration Limit: 

I I None 

ABP 5 

I 
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OFFICIAL 

Alternative Benefit Plan 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I Remove I 

Benefit Provided: Source: 

I Home Health Services- Nursing Svs llstate Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

jother I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!see "Other information" I !None I 
Scope Limit: 

Not covered: Services for well child care or for prenatal or postpartu m care that is not high risk 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

-The cost of services provided by the home hea lth agency may not exceed the cost if the client were in the 
appropriate institution 
-Authorization required for services more than two visits per day and more than two clays per week 

Benefit Provided: Source: 

I Podiatrist Services II state Plan 1 90S( a) I I Remove I 
Authorization: Provider Qualifications: 

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

I None I I None I 
Scope Limit: 

lNone I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Benefit Provided: Source: 

joental Services (for Adults) llstate Plan 1905(a) I 
Authorization: Provider Qualifications: 

jother I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

I see "Other information" I jsee "Other information" I 

TN 14-0040 
Connecticut 
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OFFICIAL 

Alternative Benefit Plan 

Scope Limit : 

jsee "Other info rmation" I I Remove I 
Other informa tion regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Prior authorizat ion required for non-emergency denta l services; however, prior authorization not required 
for the following dental services: diagnostic, prevention, bas ic restoration procedures, nonsurgical 
extractio ns 
- One set of bitewing films per year and one oral exam and prophylaxis per year (unless ev idence that 
dental disease is an aggravating factor in person's overall health) 
- Fluoride treaunent limited to adults w ho have xerostomia or have undergone head or neck radiation 
therapy 
-Not covered: Fixed bridges, periodontics (exceptions for gingivoplasty and gingivectomy with prior 
authorizatio n), implants, transplants, cosmetic dentistry, vestibuloplasty, unil atera l removable appliances, 
partial de ntures w here there are at least eight teeth in occlusion and no missing anterior teeth, restorative 
procedures to deciduous teeth nearing exfo liation , res in based composite restorations to the molar teeth and 
orthodo nti a 

Benefit Provided: Source: 

I Hospice Care Services l lstate Plan 1905(a) I I Re~10vc I 
Authorization: Provider Qualifications: 

~uth~.':!_~~~~equ ire~_:xcess of limi_~-~5:~ __ __j ~aid State Plan _] 
A mount Limi t: Duration Limit: 

jsce "Other information" I I None I 
Scope Limit: 

I None 

Other information regarding this benefit , including the specific name of the source plan if it is not the base 
benchmark plan: 

Authorization required for inpatient hospice care after fi ve days 

I Add I 
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OFFICIAL 

Alternative Benefit Plan 

Essential Health Benefit 2: Emergency services Collapse All 0 

Benefit Provided: Source: 

!Outpatient Hospital Services- Emergency Care ilstate Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

I other II Medicaid State Plan I 

Amount Limit: Duration Limit: 

I None IINone I 

Scope Limit: 

I None l 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

!Authorization required within two days of admission I 
Benefit Provided: Source: 

!Other: Transportation -Ambulance i lstate Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

I None I 
!Medicaid State Plan I 

Amount Limit: Duration Limit: 

I None I I None I 

Scope Limit: 

I None l 
Other information regarding this benefit , including the specific name of the source plan if it is not the base 

I 
benchmark plan: 

TN 14-0040 
Connecticut 

ABP 5 
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OFFICIAL 

Alternative Benefit Plan 

Essential Health Benefit 3: Hospitalization Collapse All 0 
Benefit Provided: Source: 

I inpatient Hospital Services I I state Plan 1 90S( a) I I Remove I 
Authorization: Provider Qualifications: 

I other II Medicaid State Plan I 
Amount Limit: Duration Limit: 

I None I I None I 
Scope Limit: 

lsee "Other information" I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Prior authorization required before admission for elective stays (i.e., all admissions that are neither 
emergencies nor maternity). 

Surgical services to treat morbid obesity (defined by lCD) are limited to instances in which another medical 
illness is caused by. or aggravated by, the obesity, including illnesses of the endocrine system or cardio-
pu lmonary system, or physical trauma associated with the orthopedic system. 

Inpatient hospital stay is not covered when one of the following services or procedures are performed: 
- Tuboplasty and sterilization reversal 
- Inpatient charges related to autopsy 
-Transsexual surgica l procedures for gender change or reassignment or procedures as part of the 

process or preparing for transsexual surgery 
-All services/procedures of a plastic or cosmetic nature performed for reconstructive purposes 

See also EHB 2: Emergency services and EHB 4: Maternity and newborn care 

I Add I 
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OFFICIAL 

Alternative Benefit Plan 

Essential Health Benefit 4: Maternity and newborn care Collapse All 0 

Benefit Provided: Source: 

!Freestanding Birth Center Svs II state Plan J 90S( a) I I Remove I 

Authorization: Provider Qualifications: 

I None II Medicaid State Plan I 

Amount Limit: Duration Limit: 

I None IINone I 

Scope Limit: 

I None I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I I 

Benefit Provided: Source: 

!Nurse Midwife Services l lstatc Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

I None 
I 

!Medicaid State Pl an I 

Amount Limit: Duration Limit: 

I None I I None I 

Scope Limit: 

I None I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 
Benefit Provided: 

llnpaticnt Hospital -~crvices- Maternity 

Authorizat ion: 

I None 

Amount Limit: 

I None 

Scope Limit: 

I None 

TN 14-0040 
Connecticut 

Source: 

J !state Plan J 90S( a) 

Provider Qualifications: 

II Medicaid State Plan 

Duration Limi t: 

I I None 

ABP 5 
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I 
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OFFICIAL 

Alternative Benefit Plan 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

II Remove I I Prior authorization not required for matern ity (labor and delivery) stays 

Benefit Provided: Source: 

!Physician Services- Maternity llstate Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

I None I !Medicaid State Plan I 
Amount Limit: Durat ion Limi t: 

I None I I None I 
Scope Limit: 

I None _I 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

~The prior authorization requirements in Connecticut's Medica id state plan for Physician Services do not 
apply to maternity care I 

TN 14-0040 
Connecticut 

ABP 5 
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Alternative Benefit Plan 

Essential Health Benefit 5: Mental health and substance use disorder services including Collapse All 0 
behavioral health treatment 

Benefit Provided: Source: 

llnpatienl Hospital Services- MI-l/SUD [[stale Plan 1905(a) I I Remove I 
Authorization: Provider QuaLifications: 

[other I [Medicaid State Plan I 
Amount Limit: Duration Limit: 

[None I I None I 
Scope Limit: 

None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

-All admissions require prior authorization and continued stays require additional concurrent review 
authorizations. 
-Substance detox admissions are triaged to be sure they cannot be provided at a less restrictive setting such 
as a residential cletox facility 
-This benefit includes hospital, PRTFs and residential detox services 
-This benefit does not include services in an !MD 

Benefit Provided: Source: 

[outpatient Hospital Services- MI-l/SUD [ [state Plan 1905(a) I I Rc.move I 
Authorization: Provider Qual ifications: 

jother I [Medicaid State Plan I 
Amount Limit: Duration Limit: 

jsee "Other information" I [None I 
Scope Limit: 

[None I 
Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

- Routine services require registration (but not authorization) 
- No more than one psychiatric/psychological reevaluation per year per hospital (may be exceeded based on 
medical necessity) 
-Authorization required for partial hospitalization, intensive outpatient, observation, psychological testing, 
and electroconvulsant shock therapy . 

Benefit Provided: Source: 

[Physician Services- MH/SUD j[state Plan 1905(a) I 

TN 14-0040 
Connecticut 
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Alternative Benefit Plan 

Authorization: Provider Qualifications: 

I other II Medicaid State Plan I I Remove I 
Amount Limit: Duration Limit: 

jsee "Other information" I !None I 
Scope Limit: 

None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

- Services to inpatients, observation care services and emergency department services do not require 
authorization or registration 
- Routine outpatient services require registration (but not authorization) 
- Psychological testing and electroconvulsive therapy and interpretation of test results require authorization 
(as do consultations and case management beyond threshold amounts) 
- No more than one psychiatric evaluation in any 12 month period per provider for the same client (may be 
exceeded based on a determination of medical necessity) 
-No more than one psychiatric therapy visit of the same type per day , per provider, per client 

Benefit Provided: Source: 

!Clinic Services: MH & SA Clinics llstate Plan 1905(a) I I Remov;l 

Authorization: Provider Qualifications: 

I other I !Medicaid State Plan I 
Amount Limit: Duration Limit: 

jsee "Other information" I !None I 
Scope Limit: 

I None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

- Routine services require registration (but not authorization) 
- No more than one therapy session of the same type per day per cl in ic for the same client 
- No more than one psychiatric evaluat ion per performing provider per episode of care for the same client 
(may be exceeded based on medical necessity) 
- Services include routine outpatient, intensive outpatient. day treatment and partial hospitalization 
-Authorization required for intensive outpatient, partia l hospital ization, and psychological testing. 

Benefit Provided: Source: 

ICiinic Services: Methadone Maintenance Clinics !!state Plan J 905(a) I 
Authorization: Provider Qual ifications: 

jorher Jl Medica id State Plan I 

TN 14-0040 
Connecticut 

ABP 5 
Page 13 of 4C 

Approval Date: 3/10/15 
Effective Date: 7/1/14 



OFFICIAL 

Alternative Benefit Plan 

Amount Limit: Duration Limit: 

~~N_o_n_e ________________________________ ~\\ ~N_o_n_e ________________________________ ~\ J Remove 

Scope Limit: 

lone all -inclusive unit. per prov ider, per member, per week I 
Other information regardi ng this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I Requires registration 

TN 14-0040 
Connecticut 
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Alternative Benefit Plan 

Essential Health Benefit 6: Prescription drugs 

Benefit Provided: 

Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP) category and class or the 
same number of prescription drugs in each category and class as the base benchmark. 

Prescription Drug Limits (Check all that apply.): Authorization: Provider Qualifications: 

~ Limit on clays supply I Yes I ~tate licensed 

0 Limit on number of prescriptions 

0 Limit on brand drugs 

0 Other coverage limits 

~ Preferred drug list 

Coverage that exceeds the minimum requirements or other: 

The State of Connecticu t's ABP prescription drug benefit plan is the same as under the approved 
Medicaid state plan for prescribed drugs . 

TN 14-0040 
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OFFICIAL 

Alternative Benefit Plan 

Essential Health Benefit 7: Rehabilitative and habilitat.ive services and devices Collapse All 0 

Benefit Provided: Source: 

11-lomc Health Svs - Med Supplics. Equip & Appliances Jlstatc Plan J 905(a) I I Remove I 
Authorization: Provider Qualifications: 

Authorization required in excess of limitation II Medica id State Plan I 
Amount Limit: Duration Limit: 

I see "Other information" I I None I 
Scope Limit: 

None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Quantity limits on a number of supplies including wipes, test strips, lancets- may be exceeded based on 
medical necessity 

Benefit Provided: Source: 

jHomc Health Services- PT/OT/ST/Audiology Jlstate Plan J 905(a) I I Remove I 
Authorization: Provider Qualifications: 

Authorization required in excess of limitation Jl Medicaid State Plan I 
Amount Limit: Duration Limit: 

!see "Other information " I !None I 
Scope Limit: 

Not covered: Services for well child care or for prenatal or postpartum care that is not high risk 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

-Prior authorization (PA) requ ired for more than ni ne visits per prov ider per calendar vear for certain 
d1agnoses ' 

~P!!.S~: P~ r~quir~d for more than one in!tia! evaluation per year and more than two visits per week 
0 f. I A requm:d lor more than than one lflJtJal evaluation and more than one visit per week 

Benefit Provided: 
Source: 

/Orthopedic and Prosthetic Devices 
/lstate Plan 1905(a) l Authorization: 

Provider Qual ifications: I Prior Authorization 
/!Medicaid State Plan l Amount Limit: 

[')ee ''Other information" 
Duration Limit: 

/!None I 

TN 14-0040 
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Alternative Benefit Plan 

Scope Limit: 

Replacement of a device is covered only if the device is lost, destroyed or is no longer medically usable or I Remove I 
adequate due to a measurable change in the client's condition 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

-A number of orthotics and prosthetics require prior authorization as specified in the state plan 
-One hearing aid per ear every 3 years- may be exceeded based on medical necessity 
-Two pairs of shoes per year - may he exceeded based on medical necess ity 

Benefit Provided: Source: 

!Clinic Services: Rehabilitation Clinics ilstate Plan 1905(a) I I Remove I 
Author ization: Provider Qualifications: 

I other I !Medicaid State Plan I 
Amount Limit: Duration Limit: 

lsee ''Other information" I I see "Other information" I 
Scope Limit: 

None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

-Limit of one complete evaluation per year involving the sa me trea tment modality per provider for the same 
client 

-Limit of one full impedance battery , tympanometry test or e lectronystagmography per prov ider clinic for 
the same client per year 
-Limit of 86 treatments per month per clinic for the same client 

Each of these limit s may be exceeded based on a determ ination of med ical necessity 

Benefit Provided: Source: 

IPT/OT/ST/ - Habilitative I I state Plan J 905(a) I 
Authorization: Provider Qualifications: 

I other I !Medicaid State Plan I 
Amount Limit: Duration Limit: 

lsee "Other information" I I see "Other information" I 
Scope Limit: 

!None _ _j 
Other information regarding this benefi t, including the specific name of the source plan if it is not the base 
benchmark plan: 

- PT/OT/ST services that help a person keep, learn or improve skills and functio ni ng for dai ly living 
-These services are provided in a variety of inpatient and outpatient settings (outpatient hospital , home 

TN 14-0040 
Connecticut 
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Alternative Benefit Plan 

health agencies, and rehabilitation cliniCS) to people With disabil it ieS 
-The different limitations applicable to the serv ice setting or provider (outpat ient hospital , home health 
agencies, or re habilitation clinic) wou ld apply to the provision of the habi li tative service. 

TN 14-0040 
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Alternative Benefit Plan 

Essential Health Benefit 8: Labora tory services Collapse All 0 
Benefit Provided : Source: 

jother Lab and X-Ray Services I jstate Plan 1905(a) I I Remove I 
Authorization: Provider Qualifications: 

jot her I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

jNone jjNone I 
Scope Limit: 

None 

Other information regarding this be nefit, including the specific name of the source plan if it is not the base 
benchmark plan : 

-A number of advanced imaging services require prior authorization 
-Genetic tes ting requires prior authorization 
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[!] Essential Health Benefit 9: Preventive and well ness services and chronic disease management Coll apse All 0 
The state/territory must provide. at a minimum, a broad range of preventi ve services including: ··A·· and ··B" services recommended 
by the United States Preventive Services Task Force; Advisory Committee for Immuniza tion Practices (ACIP) recommended 
vaccines: preventive care and screening for infants, children and adults recommended by HRSA ·s Bright Futures program/project; 
and additional preventive services for women recommended by the Institute of Medicine (I OM). 

Benefit Prov ided: Source: 

I Physician Services- Preventive and Wellness l lstate Plan 1905(a) I I Remove l 
Authorization: Provider Qualifications: 

I None I !Medicaid State Plan I 
Amount Limit: Duration Limit: 

I None I I None I 
Scope Limit: 

None 

Other information regard ing this benefit, includ ing the speci fi c name of the source plan if it is not the base 
benchmark plan: 

Thi s includes a broad range of preventive services including: ··A· and .. B .. services recommended by the 
United States Preventive Servi~.:es Task Force; Advisory Committee for Immunizat ion Practices (ACIP) 
recommended vaccines; preventive care and screening for infants, children and adolescents recommended 
by HRSA· s Bright Futures program/project: and add itional preventive serv ices tor women recommended 
by the Institute of Medicine (I OM) and supported by HRSA 

Benefit Provided: Sou rce: 

I Preventive Services- Tobacco Counseling l lstate Plan 1905(a) I f Re1~~ve j 

Authorization: Provider Qualifications: 

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

I None II 
Scope Limit: 

I None 

Other information regarding th is benefit, incl uding the specific name of the source pl an if it is not the base 
benchmark plan: 

In accordance with Treating Tobacco Use and Dependence, a Public Hea lth Service-sponsored C linical 
Practice Guideline 
Group counseling only for LM HAs and FQHCs 
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Essential Hea lth Benefit JO: Pediatric services includ ing oral and vision care Collapse All 0 
Benefit Provided: Source: 
Medicaid State Plan EPSDT Benefits 

!state Plan 1905(a) I I I Remove 

Author iza tion : Prov ider Qual ifications: 

I other I I Medica id State Plan I 
Amount Limit: Duration Limit: 

I None I I None I 
Scope Limi t: 

None 

Other informat ion regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

-Prior a utho riza tion required for orthodontia 
-Prior authorization required fo r certain non-emergency denta l services; however, prior authoriza tion not 
required for the fo llowing dental services: diagnostic, prevention, bas ic restoration procedures, nonsurgical 
extractions and authorization is not required for some services for clients under 21 
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0 Other Covered Benefits from Base Benchmark 
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Base Benchmark Benefits Not Covered due to Substitution or Duplication Collapse All 0 

Base Benchmark Benefit that was Substituted: Source: 

joutpatient Hospi tal or Ambulatory Surgical Center J 
Base Benchmark 

I I Remove 

Exp lain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark bene fit(s) included above under Essentia l Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Outpatient Hospital Services (2.a), 
Clinic Services: Ambu latory Surgery Center (9.a) and Clinic Services: Dia lysis Clinics (9.b) in EHB 1: 
Ambulatory patient services 

The Connecticut Medicaid stale plan benefit is similar in amount, duration, and scope to the base 
benchmark benefit. 

Base Benchmark Benefit that was Substituted: Source: 

!Treatment Therapies I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Outpatient Hospital Services (2.a) in 
EHB l : Ambulatory patient services (Treatment Therapies include, for example, chcmo and radia tion 
therapy. rena l dialysis and outpatient cardiac rehab) 

Base Benchmark Benefit that was Substituted: Source: 

jniagnostic and Treatment Services l 
Base Benchmark 

I I Remove 

Explain the substitution or duplication , including indicating the substituted benefit(s) or the duplic3te 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Physician Services (5.a), Certified 
Ped iat ric or Fami ly Nurse Practitioner (23), Other Practitioner: Nurse Practit ioner (6.d). Other Practitioner: 
Physician Assistant (6.d), and Clinic Services: Medical Clinics (9.d) in EHB 1: Ambulatory patient services 

Base Benchmark Benefit that was Substituted: Source: 

!Allergy Care I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefi t(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medica id state plan as Phys ician Services (S.a) in EHB 1: 
Ambulatory patient services 

Base Benchmark Benefit that was Substituted: Source: 

I Anesthesia I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefi t(s) or the duplicate 
section ·1937 benchmark benefit(s) included above under Essentia l Health Benefits: 

Duplication: Covered under the Connecticut Med ica id slate plan as Physician Services (S.a) in EHB 1: 
Ambulatory patient services 
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Base Benchmark Benefit that was Substituted: Source: 

!surgical Procedures I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essentia l Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Physician Services (S.a) in EHB l: 
Ambulatory patient services 

Benefits tor surgery related to morbid obesity arc comparable because the prior authorization requirements 
associated with the base benchmark benefit are restrictive. Services excluded from the Medicaid state plan 
are similar to the exclusions in the base benchmark benefit. 

Base Benchmark Benefit that was Substituted: Source: 

!Family Planning I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication , including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essentia l Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Family Planning Services and Supplies 
( 4.c) and Clinic Services: Family Planning Clinics (9.c) in EHB 1: Ambulatory patient services 

While under the Connecticut Medicaid state plan authorization is required to obtain certain family planning 
supplies in excess of the specified limit, these supplies are not covered by the base benchmark plan. 

Base Benchmark Benefit that was Substituted: Source: 

lora! and Maxillofacial Surgery I 
Base Benchmark 

I Remove J 
Explain the substitution or duplication, including indicating the substitu ted benefit(s) or the duplicate 
section 1937 benchmark bencfit(s) included above under Essentiall-lealth Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Medical and Surgical Services by a 
Dentist (S .b) and Physician Services (S.a) in EI-IB 1: Ambulatory patient services 

Base Benchmark Benefit that was Substituted: Source: 

!Home Health Services I 
Base Benchmark 

1· Remove l 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark bcnefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid stale plan as Home Health Services- Nursing Svs 
(7 .a) in El-18 I: Ambulatory patient services 

The base benchmark benefit is more limited in amount, duration, and scope than the Connect.icut Medicaid 
state plan benefit. The base benchmark benefit is limited to 25 visits per year, up to two hours per visit. 

Base Benchmark Benefit that was Substituted: Source: 

I Foot Care I 
Base Benchmark 

Exp lain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section "1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under tbe Connecticut Medicaid state plan as Podiatrist Services (6.a) in EHB "I: 
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!Ambulatory pat1ent serv1ces. I 

I Remove I 
Base Benchmark Benefit that was Substitu ted: Source: 

!Education Classes and Programs I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: This benefit includes tobacco cessation and diabetic counseling. Tobacco cessation covered 
under the Connecticut Medicaid state plan as Preventive Services- Tobacco Counseling (13.c) in EHB 9: 
Preventive and wellness services and chronic disease management. Diabetic counseling covered under the 
Connecticut Medicaid state plan as Physician Services (5.a) in EHB 1: Ambulatory patient services. 

Base Benchmark Benefit that was Substituted: Source: 

I Alternative Treatments- Duplication I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section I 937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Since this benefit only includes acupuncture by a physician, it is covered under the 
Connecticut Medicaid state plan as Physician Services (5.a) in EHB ·1: Ambu latory patient services 

Base Benchmark Benefit that was Substituted: Source: 

!Chiropractic and Manipulative Treatment- Sub I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essentia l Health Benefits: 

Substitution: Chiropractic was mapped to EHB 1: Ambulatory patient services; Den tal Services (for 

I Adults) (1 0) from Connecticut 's Medicaid state plan was used for substitution purposes 

Base Benchmark Benefit that was Substituted: Source: 

!Infertility Services- Duplication & Substitution J 
Base Benchmark 

I Remove I 
Explain the substitution or dup lication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication & Substitution: Infertility Services was mapped to EHB 1: Ambulatory patient services; the 
diagnosis of infertility is covered by the Connecticut Medicaid state plan as Physician Serv ices (5.a) and 
Dental Services (for Adults) ( 1 0) from Connecticut 's Medicaid state plan was used as a substitute for 

treatment of infertility (which does not include ART procedures or drugs) 
-- - --

Base Benchmark Benefit that was Substituted: Source: 
Base Benchmark I I 

\Manipu lative Treatment - Physician J 
Remove 

Explain the substitution or duplication, including indicating the ~ubstituted bene~it\s) or the duplicate 

section 1937 benchmark benefit(s) included above under EssentJal Health Beneftts. . . 

J . . . . , ·'d d r the Connecticut MedJcaJd state plan 
\Duplication: Manipulative Treatment by a phys tct an ~ ~ covere . un e 
as Physician Services (5.a) in EHB 1: Ambulatory pallent servtces 
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Base Benchmark Benefit that was Substituted: Source: 

!Accidental injury I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Outpatient Hospital Services-
Emergency Care (2.a) in EHB 2: Emergency services;Outpatient Hospital Services (2.a) and Physician 
Services (5 .a) in EHB l: Ambulatory patient services, and Inpatient Hospital Services (1) in EHB 3: 
Hospitalization 

Base Benchmark Benefit that was Substituted: Source: 

!Medical Emergency I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the su bstituted benefit(s) or the duplicate 
section ·1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Outpatient Hospita l Services-
Emergency Care (2.a) in EHB 2: Emergency serv ices; Outpatient Hospital Services (2.a) and Physician 
Services (5 .a) in EHB 1: Ambulatory patient services, and Inpatient Hospital Services (1) in EHB 3: 
Hospitalization 

Base Benchmark Benefit that was Substituted: Source: 

I Ambulance I 
Base Benchmark 

I I Remove 

Exp lain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Other: Transportation- Ambulance 
(24.a:l) in EI-!B 2: Emergency services 

Base Benchmark Benefit that was Substituted: Source: 

I in patient Hospital I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Inpatient Hospital Services (1) in EHB 
3: Hospitalization 

The Connecticut Medicaid state plan benefit is similar in amount, duration, and scope to the base 
benchmark benefit. Benefits for surgery related to morbid obesity are comparable because the prior 
authorization requirements associated with the base benchmark benefit are restrictive. Services excluded 
from the Medicaid state plan are simi lar to the exclusions in the base benchmark benefit. 

Base Benchmark Benefit that was Substituted: Source: 

!organ/Tissue Transplants I 
Base Benchmark 

Exp lain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Inpatient Hospital Services (1) in EHB 
3: Hospitalization 
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The base benchmark benefit is more limited in amount, duration, and scope than the Medicaid state plan 
benefit as the base benchmark benefit only covers specific transplants. 

Base Benchmark Benefit that was Substituted: Source: 

!Reconstructive Surgery I 
Base Benchmark 

Explain the substitution or duplication, includ ing .indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) incluclecl above under Essentia l Health Benefits: 

Duplication: Covered under the Connecticut M.ed icaid state plan as Inpatient Hospital Services (1) in EHB 
3: Hospitalization (neither base benchmark nor Medicaid covers cosmetic surgery) 

The base benchmark benefit is similar in amount, durat ion, and scope to the Medicaid state plan benefit. 
The Medicaid state plan benefit limits and prior authorization requ irements for reconstructive surgery are 
the same as the limits and prior authorization requirements under the benchmark plan benefit. 

Base Benchmark Benefit that was Substituted: Source: 

I Maternity Care I 
Base Benchmark 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essentia l Heall h Benefits: 

Duplication: Covered under the Connecticut Med ica id state plan through mul ti ple benefits including 
Inpatient Hospital Services- Maternity (1), Physician Services- Maternity (5.a), Freestanding Birth Center 
Svs (28) and Nurse Mid-Wife Services (J 7), all in EHB 4: Maternity and newborn care 

Base Benchmark Benefit that was Substituted: Source: 

jLab. X-Ray and Other Diagnostic Tests I 
Base Benchmark 

Ex~lain th: substitution or dup_Iication, includ ing indicating the substituted benefit(s) or the duplicate 
sectiOn I 9.,7 benchmark benef1t(s) included above under E~sen tia l Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Other Labora torv and X-Ray (3) ·n 
EHB 8: Laboratory services • 1 

Base Benchmark Benefit that was Substituted: Source: 
11-lospice Care I Base Benchmark 

Explain the · b c · 
-· . su s JtUtiOn or duplication, including indic·ttin th, . t . .. 

sectiOn 1937 benchmark ben ··ft( ) . I d , g e su lStlluted beneht(s) or the duplicate 
. . e I s lllC u eel above under Essentia l Health B r .. 

DupiJcatJOw c .. d . ene llS. 
. overc under the Connecticut Med· .d 

!\ nb 1 t . · · ICa J state plan as 1-fo · c . ' 1 u a my patient services Spice are Services (18) in EHB 1: 

Base Benchmark Benefit that was Substituted: 
Source: 

lDurablc Medical Equ ipment (DME) 

l Base Benchmark 

E~~Jain lh: substitution or duplication includin . . . 

D . ec d ove under Es . ' r I H up ICate ('"'0" 19J 7 "'"'hm.ck booof; t( ') ;oci,d • I . b g '"''"'' "g ~' '"b<t;'" ~d beocfi t( <) "' "" d I 
upl!cation: Covered u d I . sen Ia eaJth Benefits: s r n er t le ConnectiCUt M d" . 
upp Jes, Equipment and A r . , . . e ICaJd state plan as Home He· lth S .. 

PP 1ances (7.c.) 111 EHB 7. Reh b T . a , e1v1ces- Medical 
· a J Jtat1ve a c1 h·b T · 11 " 1 Itat1ve services and d · 
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Base Benchmark Benefit that was Substituted: Source: 

I Hearing Services (testing, trtmt and supplies) I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including ind icating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Outpatient Hospital Services (2.a) in 
EHB I: Ambu latory patient services and Rehabilitation Clinics (9.g.) in EHB 7: Rehabi li tative and 
habilitative services and devices; Physician Services (5.a) in EHB 1: Ambulatory patient services 

The base benchmark plan does not cover routine hearing tests for adults. 

Base Benchmark Benefit that was Substituted: Source: 

!Medical Supplies I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Home Health Services- Medical 
Supplies, Equipment and Appliances (7.c.) in EHB 7: Rehabilitative and habilitative services and devices 

Base Benchmark Benefit that was Substituted: Source: 

I Orthopedic and Prosthetic Devices I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essentia l Health Benefits: 

Duplication : Covered under the Connecticut Medicaid state plan as Orthopedic and Prosthetic Devices 
(1 2.c.) in EH13 7: Rehabilitative and habilitative services and devices 

The st ate believes that coverage of orthopedic and prosthetic devices, including hearing aids is comparable 
to the Connecticut Medicaid state plan although the coverage of specific items (e.g. , shoes and wigs) may 
vary. 

Base Benchmark Benefit that was Substituted: Source: 

IPT, OT, STand Cognitive Therapy I 
Base Benchmark 

~ --Remov~ 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticut Medicaid state plan as Outpatient Hospita l Services (2.a) in 
EHB l : Ambulatory patient services and Home Health Services- PT/OT/ST/Audiology (7.d .) and 
Rehabilitation Clinics (9.g.) in EHB 7: Rehabi litative and habi litativc services and devices 

The base benchmark benefit is more limited in amount, duration, and scope than the Medicaid state plan 
benefit. The base benchmark benefit only allows 50 PT/OT/ST visits combined per calendar year whereas 
the Medicaid state plan allows 86 treatments per month, which can be exceeded based on a determination 
of medical necess ity. 

Base Benchmark Benefit that was Substituted: Source: 

I Inpatient Hospital or Other Covered Facility I 
Base Benchmark 
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Explain the substitution or duplication, including indicating the su bstitu ted benefi t(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

I 
Duplication: Covered under the Connecticut Medicaid state plan as Inpatient Hospital Services- MI-l/SUD 

Remove I 
(I) in EHB 5: MH and SUD services 

Base Benchmark Benefit that was Substitu ted : Source: 

!outpatient Hospital or Other Covered Faci lity I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substi tuted benefit(s) or the duplicate 
section '1937 benchmark benefit(s) included above under Essenti al Health Benefits: 

Duplication: Covered under the Connecticut Med ica id state plan as Outpatient Hospita l Services- MI-l/ 
SUD (2.a), Clin ic Services: MH and SA Cl inics (9.e) and Clinic Services: Methadone Maintenance Clinics 
(9.1) in EHB 5: MH and SUD serv ices 

Certain Medicaid limi ts may be exceeded based on med ical necessity and other soft limit probably ex ists in 
the base benchmark plan through claims processing. 

Base Benchmark Bencf"it that was Substituted: Source: 

I Professional Services I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indicating the substituted benerit(s) or the duplicate 
section 1937 benchmark benefil(s) included above under Essential Hea lth Benefi ts: 

Duplication: Covered under the Connecticut Medicaid state plan as Outpatient Hospi tal Services- MI-l/ 
SUD (2.a), Physician Services- MH/SUD (5.a) and Clin ic Services: MH and SA Clinics (9.e) in El-113 5: 
MH and SUD services 

Certain Medicaid limits may be exceeded based on med ical necessity, and the other soft limits probably 
exist in the base benchmark plan through claims processing. 

Bas~: Benchmark B~:ncfit that was Substit uted: Source: 

\Covered Medications and Suppl ies I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication, including indica ting the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connect icut Medica id state plan as Prescribed Drugs (12.a) in EHB 6: 
Prescription drugs 

Base Benchmark Benefit that was Substituted: Source: 

I Preventive Care, /\dult I 
Base Benchmark 

I I Remove 

Explain the substitution or duplication . including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

Duplication: Covered under the Connecticu t Medicaid state plan as Physician Services- Preventive and 
Wcllness (5 .a) in EHB 9: Preventive and well ness serv ices and chronic disease management 

TN 14-0040 
Connecticut 

ABP 5 
Page 29 of 40 

Approval Date: 3/10/15 
Effective Date: 7/1/14 



Alternative Benefit Plan 

Base Benchmark Benefit that was Substituted: Source: 

!Preventive Care, Children 
Base Benchmark 

Explai n the substitution or duplica tion, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essential Health Benefits: 

OFFICIAL 

Remove 

Duplication: Covered under the Connecticut Medicaid sta te plan as Physician Services- Preventive and 
Well ness (S.a) in EHB 9: Preventi ve and well ness services and chronic disease management and EPSDT 
(4.b) in EHB 10: Ped iatric services including ora l and vision ca re 
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Other Base Benchmark Benefits Not Covered 

Base Benchmark Benefit not Included in the Alternative Source: 
Benefit Plan: Base Benchmark 

[Vision Services (testing, treatment. and supplies) 
I 

Explain why the state/territory chose not to include this benefit: 

!Routine non-ped iatric eye exam services are an excepted benefit pursuant to 45 CFR l56.115(d) 

Base Benchmark Benefit not Included in the Alternat ive Source: 

Benefit Pl an: Base Benchmark 

!Dental Benefit 
I 

Explain why the slate/territory chose not to include this benefit: 

!Non-pediatric dental services are an excepted benefit pursuant to 45 CFR 156.115(d) 
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Other 1937 Covered Benefits that are not Essential Health Benefits Collapse All 0 

Other 1937 Benefit Provided: Source: 

!Optometrist Services (for Adults) I 
Section 1937 Coverage Option Benchmark Benefit 

I Remove I Package 

Authorization: Provider Qualifications: 

Jl Medicaid State Plan I 
Amount Limit: Duration Lim it: 

I None I I None I 
Scope Limit: 

None 

Other: 

Other 1937 Benefit Provided: Source: 

!Other Practitioner: Dental Hygienist I 
Section 1937 Coverage Option Benchmark Benefit 

I Remove I Package 

Authoriza tion: Provider Qualifications: 

I other 
I 

!Medicaid State Plan 
I 

Amount Limit: Duration Limit: 

Jsee "Other" IIsee "Other" I 
Scope Limit: 

See "Ot her" I 
Other: 

-Limits for Dental Services apply (see "Denta l Services (for Adults)" in EHB 1: Ambulatory patient 
services) 

Other 1937 Benefit Provided: Source: 

!Dentures I 
Section 1937 Coverage Option Benchmark Benefit 
Package 

Authorization: Provider Qual ificatio ns: 

!other IIMedica id State Plan 
I 

Amount Limit: Duration Limit: 

!sec "Other" IIsee "Other" I 
Scope Limit: 

-Replacement offull d t" 1 d · · 
an par 1a entures limited to once every seven years, except if medically necessary I 
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Other: 

I Remove I 

Other 1937 Benefit Provided: Source: 

!Other: Non-Emergency Transportation I 
Section 1937 Coverage Option Benchmark Benefit 

I Remove I Package 

Au thorizat inn: Provider Qualifications: 

I Prior Authorization II Medicaid State Plan I 

Amount Limit: Duration Limit: 

I None I I None J 
Scope Limit: 

None 

Other: 

I Bcokmd """'""'."';'" i 

Other 1937 Benefit Provided: Source: 

I Eyeglasses 
I 

Section 1937 Coverage Option Benchmark Benefit 
I Remove I Package 

Authorization: Provider Qualifications: 

l !!Medicaid State Plan I 

Amoum Limit: Du ration Limit: 

jsee "Other" 
I 

jsee "Other" I 
Scope Limit: 

[None 

Other: 

One pair per clients twenty-one years of age and older per two year period un less it is medically necessary 
because of a change in the client's medica l condition 

Other 1937 Benefit Provided: 

IFQHCs 

Authorization: 

jot her 

Amount Limit: 

Jsee "Other" re dental services 
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I 

I 
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Alternative Benefit Plan 

Scope Limit: 

I See "Other" re dental services I I Remove I 
Other: 

Limits for Dental Services apply to dental services provided by FQHCs (see "Dental Services (for Adults)" 
in EHB 1: Ambulatory patient services) 
Connect icut does not have any Rural Health Clin ics (RHCs) 

Other 1937 Benefit Provided: Source: 

ll·lome Health Services- Home Health Aide Svs 
I 

Section 1937 Coverage Option Benchmark Benefit 
I Remove I Package 

Authorization: Provider Qualifications: 

Authorization required in excess of limitation II Medicaid State Plan I 
Amount Limit: Duration Limit: 

I None I IN one I 

Scope Limit: 

INot covered: Services for well child care or for prenatal or postpartum care that is not hig l~.risk 

Other: 

-The cost of serv ices provided by the home hea lth agency may not exceed the cost if the client were in the 
appropriate in stitution 
-Prior authorizat ion requ ired for more th an 14 hours per week 

--
Other 1937 Benefit Provided: Source: 

!Other Practitioner: Naturopath 
I 

Section 1937 Coverage Option Benchmark Benefit 
I Remove I Package 

Authorization: Provider Qualifications: 

!Authoriza tion req uired in excess of limitation I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

I None I I None I 

Scope Limit: 

I only fur clients under age 21 
I 

Other: 

-Authorization required for more than five visits per month to the the same provider 

Other 1937 Benefit Provided: Source: 

!school Based Child Health Services 
I 

Section 1937 Coverage Option Benchmark Benefit 
Package 

Authorization: Provider Qualifications: 

I other II Medicaid Stale Plan I 

TN 14-0040 
Connecticut 
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Alternative Benefit Plan 

Amount Limit: Duration Limil: 

I None II None I I Remove I 
Scope Limit: 

Jonly for clients under age 21 I 
Other: 

Only for services described in the lEP and otherwise coverable under Section 1905(a), as specified in the 
Medicaid State Plan 
No other authorization required 

Other 1937 Benefit Provided: 

JTCM for Clients with Chronic Mental Illness 

Authorizat.ion: 

I Prior Authorization 

Amount Limil: 

~~~~--
Scope Limit: 

None 

Other: 

Other 1937 lknefit Provided: 

!Nursing Facility Services 

Authorization: 

I Prior Authorization 

Amount Limit: 

I None 

Scope Limit: 

I None 

Other: 

Other 1937 Benefit Provided: 

JrcF/110 fka ICF/MR Services 

TN 14-0040 
Connecticut 

I 

I 

I 

I 

I 

I 

I 

Source: 
Section 1937 Coverage Option Benchmark Benefit 

I Remove I Package 

Provider Qua li fications: 

!Medicaid State Plan I 
Duration Limit: 

JNone I 

Source: 
Section 1937 Coverage Option Benchmark Benefit 

I Remove I Package 

Provider Qualifications: 

!Medicaid State Plan I 
Duration Limit: 

I None I 

I 

Source: 
Section 1937 Coverage Option Benchmark Benefit 
Package 

ABP 5 
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Alternative Benefit Plan 

Authorization: Provider Qualifications: 

I Prior Authorization 
I 

I Medicaid Stale Plan 
I I Remove I 

Amount Limit: Duration Limit: 

I None 
I I None I 

Scope Limit: 

None 

Other: 

Other 1937 Benefit Provided: Source: 

I Independent Therapies 
I 

Section 1937 Coverage Option Benchmark Benefit 
I Remove I Package 

Authorization: Provider Qualifications: 

I other I 
!Medicaid State Plan I 

Amount Limit: Duration Limit: 

I None IINone I 

Scope Limit: 

I only for clients under age 21 
I 

Other: 

Prior authorization requirements for PT/STiOT/Aucliology as described in EHB 7: Rehabilitative and 
Habilitative services and devices-

Other 1937 Benefit Provided: 

I Rehab Services: PNMI for Adults 

Authorization: 

I Prior Authorization 

Amount Limit: 

I None 

Scope Limit: 

I None 

Other: 

TN 14-0040 
Connecticut 

Home Health Serv ices 

Source: 

I 

Section I 937 Coverage Option Benchmark Benefit 

I Remove I Package 

Provider Qua lifications: 

II Medicaid Stale Plan 

Duration Limit: 

I I None 

ABP 5 

I 

I 
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Alternative Benefit Plan 

Other 1937 Benefit Provided: Source: 

I Reha b Services: PNMl for Children I 
Section 1937 Coverage Option Benchmark Benefit 

I Remove I Package 

Authorization: Provider Qualifications: 

I Prior Authorization II Medicaid State Plan I 
Amount Limit: Duration Limit: 

I None I I None I 
Scope Limit: 

Jonly for clients under age 21 I 
Other: 

Other 1937 Benefi t Provided: Source : 

I Rehab Services: Psychiatric Svs to Children I 
Section I 937 Coverage Option Benchmark Benefit 

I Remove I Package 

Authorization: Prov ider Qualifications: 

Jother I !Medicaid State Plan I 
Amount Limit: Duration Limit: 

I None I I None I 
Scope Limit: 

Jonly for clients under age 21 ""J 
Other: 

"Must be an approved rehabilitative model 
-Requires registration 
For the llACPS (Intensive In-Home, Child and Adolescent Psychiatric Services) model on ly, concurrent 
authori zation is required in specified circumstances 

Other 1937 Benefit Provided: Source: 

llnpatient Psychiatric Facility Svs for Under 2 1 I 
Section 1937 Coverage Option Benchmark Benefit 
Package 

Authorization: Provider Qualifications: 

I Prior Authorization I !Medicaid State Pl an I 
/\mount Limi t: Duration Limit: 

I None I I None I 
Scope Limit: 

I only for eli ems under age 21, except up to 22 as prov ided in 42 CFR 441.151 (a)(3) I 
Other: 

TN 14-0040 
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Alternative Benefit Plan 

I Remove I 
Other 1937 Benefit Provided : Source: 

!Other Practitioner: Profess ional Counselor Svs I 
Section 1937 Coverage Option Benchmark Benefit 

I Remove I Package 

Authorization: Provider Quali ficat ions: 

I other I !Medicaid State Plan I 
Amount Limit: Duration Limit: 

None II None I 
Scope Limit: 

I 
Other: 

I Regl<lmlioo '"'"'"' 

I 
Other 1937 Benefit Provided: Source: 

!Other Practitioner: Licensed ADC Svs I 
Section 1937 Coverage Option Benchma rk Benefit [- ··----······--·-·-·····--

I Package Remove 

Authorization: Prov ider Qualifications: 

I other I !Medicaid State Plan I 
Amount Limit: Duration Limit: 

I None I I None I 
Scope Limit: 

I 
Other: 

- Other Practitioner: Licensed Alcohol and Drug Counselor Services 
- Regist ration required 

Other 1937 Benefit Provided: 

!Other Pract: Licensed Marita l & Fami ly Therapist 

Authorizat ion: 

I 
Amount Limit: 

I None 

Scope Limit: 

I 

TN 14-0040 
Connecticut 

Source: 

I 
Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualificatio ns: 

II Medicaid State Plan 

Duration Limit: 

I I None 

ABP 5 

I 

I 
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Alternative Benefit Plan 

Other: 

l"'•'""tioo ceqoiced 

Other 1937 Benefit Provided: 

!Other Practitioner: Psychologist 

Authorization: 

I 
Amount Limit: 

!None 

Scope Limit: 

I 

Other: 

IRcgi'lmtioo ceqoiccd 

Other] 937 Benefit Provided: 

!Licensed Clinical Social Worker 

Authorization: 

I 
Amount Limit: 

l 
Scope Limit: 

l 
Other: 

I Rcgi" mlioo "'I o iced 

TN 14-0040 
Connecticut 

I 
I Remove I 

Source: 

I 
Section 1937 Coverage Option Benchmark Benefit 

I Remove I Package 

Provider Quali ficat ions: 

II Medicaid State Plan I 

Duration Limit: 

IINone I 

I 

I 
Source: 

I 

Sect ion 1937 Coverage Option Benchmark Benefit 
I 

Remove 
I Package 

Provider Qua.lifications: 

!!Medicaid State Plan 

Duration Li mi t: 

ll 

ASP 5 

I 

I 

I 

I 
r "" "Add """ I 
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Alternative Benefit Plan 

O Additional Covered Benefits (This category of benefits is not applicable to the adu lt group under 
section 1902(a)(IO)(A)(i)(Vlll) of the Act.) 

PRA Disclosure Statement 

OFFICIAL 

Collapse All 0 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instructions, search ex ist ing data 
resources. gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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