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Department of Health & Human Services     

Centers for Medicare & Medicaid Services 

233 North Michigan Avenue, Suite 600 

Chicago, Illinois  60601-5519 

 

 

 

 

 

December 18, 2017 

 

Felicia Norwood, Director 

Illinois Department of Healthcare and Family Services 

Prescott E. Bloom Building  

201 South Grand Avenue East 

Springfield, Illinois  62763-0001 

 

Attn:  Teresa Hursey 

   

Dear Ms. Norwood: 

 

Enclosed for your records is an approved copy of the following State Plan Amendment. 

 

Transmittal #17-0011 – Clarify the settings in which home health services may be provided 

in compliance with the home health final rule 

   – Effective Date: July 1, 2017 

– Approval Date: December 18, 2017 

 

If you have any questions, please have a member of your staff contact Courtenay Savage at            

312-353-3721 or via email at Courtenay.Savage@cms.hhs.gov. 

 

     Sincerely, 

 

      /s/ 

            

   Ruth A. Hughes       

   Associate Regional Administrator 

     Division of Medicaid and Children’s Health Operations 

 

Enclosure 

 

cc:  Sara Barger, HFS     

       Kimberley Cox, HFS 

       Mary Doran, HFS 

       

mailto:Courtenay.Savage@cms.hhs.gov


September 27, 2017      December 18, 2017

July 1, 2017 /s/
Ruth A. Hughes        Associate Regional Administrator
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State:  Illinois 

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

*Description provided on attachment.

TN # 17-0011 Approval date:  Effective date:  07/01/2017 
Supersedes 
TN # 91-25 

6 b. Optometrists’ services. 

 Provided:  No limitations.  With limitations.* 

 Not provided. 

c. Chiropractors’ services.

 Provided:  No limitations.  With limitations.* 

 Not provided.

d. Other practitioners’ services.

 Provided:  Identified on attached sheet with descriptions of limitations, if any.

 Not provided.

7. Home health services.

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

Provided:  No limitations.  With limitations.* 

b. Home health aide services provided by a home health agency.

Provided:  No limitations.  With limitations.* 

c. Medical supplies, equipment, and appliances suitable for use in the home any setting
in which normal life activities take place and does not include a hospital, nursing
facility, an intermediate care facility or any setting in which payment is or could be
made under Medical Assistance programs for inpatient services that include room
and board.

Provided:  No limitations.  With limitations.* 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State:  Illinois 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED MEDICALLY NEEDY GROUP (S):  ALL 
SPECIFIED IN ITEM C OF ATTACHMENT 2.2-A 

TN #  17-0011 Approval date:  Effective date:  07/01/2017 
Supersedes 
TN # 16-0004 

6. Medical care and any other 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  x    with limitations* 

b. Optometrists’ Services

x    Provided: __   No limitations  x    with limitations* 

c. Chiropractors’ Services

x    Provided: __   No limitations  x    with limitations* 

d. Other Practitioners’ Services

x_   Provided: ___ No limitations  x_ with limitations 

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: __   No limitations           x    with limitations*

b. Home health aide services provided by a home health agency.

 x    Provided: __   No limitations       x    with limitations* 

c. Medical supplies, equipment, and appliances suitable for use in the home any setting in which
normal life activities take place and does not include a hospital, nursing facility, an intermediate
care facility or any setting in which payment is or could be made under Medical Assistance
programs for inpatient services that include room and board.

x    Provided: __   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: __   No limitations           x    with limitations*

*Description provided on attachment.
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