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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services  
New York Regional Office 
26 Federal Plaza, Room 37-100 
New York, NY 10278 
 
DIVISION OF MEDICAID AND CHILDREN’S HEALTH OPERATIONS 
 
DMCHO: VH: SPA NY- 17-0068 
 
March 16, 2018 
 
Jason Helgerson 
Deputy Commissioner 
Office of Health Insurance Programs 
NYS Department of Health 
Corning Tower (OCP- 1211) 
Albany, New York 12237 
 
Dear Mr. Helgerson: 
 
We have completed our review of the submission of New York’s State Plan Amendment 
(SPA) 17-0068 for incorporation into the Medicaid State Plan with an effective date of 
December 1, 2017.   This SPA revises ABP 5 to expand family planning benefits to match 
the proposed expansion for these services in the New York Medicaid State Plan under 
the categorically needy population.  The expansion includes coverage of a set of services 
to ensure improved outcomes of women who are in the process of ovulation enhancing 
drugs, limited to the provision of treatment, office visits, hysterosalpingogram services, 
pelvic ultrasounds, and blood testing; services shall be limited those necessary to monitor 
such treatment. Enclosed is the copy of the approved SPA # 17-0068. 
 
We would like to thank state staff members who were involved in the discussions and 
the formal responses that enabled CMS to process this SPA. If you have any questions, 
concerns, or wish to discuss this further, please contact Vennetta Harrison at 
vennetta.harrison@cms.hhs.gov or 212-616-2214. 
 
Sincerely, 

Michael Melendez, LMSW 
Associate Regional Administrator 
Division of Medicaid & Children’s Health Operations 
 
Cc:  N. Kirchner 

B. Smith 
K. Cantwell 
M. Levesque 

mailto:vennetta.harrison@cms.hhs.gov
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State/Territory name:

Transmittal Number:

New York

Please enter the Transmittal Number (TN) in the format ST-YY-0000 where ST= lhe state abbreviation, yy = lhe lasl lwo digits of lhe submission year,

and 0000 = afour digit number with leading zeros, The dashes must also be entered

NY-17-0068

Proposed Effective Date

i12,0112017 | @n/dd/yyyy)

Federal Budget lmpact
Federal Fiscal Year

FirstYear Wn
Second Y""r [:o-tgl

Amountrm
0.00

Subject of Amendment
(ABPI ) ABP Populations;
(ABp2a) Voluntary Benefit pkg Selection Assurance-Elig Groupl (ABP3) Selection of Benchmark Benefit Pkg or Benchmark-Equiv

Benefit Pkg;
(ABP4) ABP Cost-Sharing;
(ABP5) Benefits DescriPtion;
(ABP7) Benefits Assurances;
(ABP8) Service Delivery SYstems;

(ABP9) Employer Sponsored lns & Pymt of Premiums;
(ABP10) General Assurances; and

(ABP I I ) Payment MethodologY.

Governor's Office Review
a 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:

Last Revision Date:

Submit Date:

Michelle Levesque

Mar 1,2018

Dec 19,2017

https://wms-mmdl.cms.gov/MMDL/faces/protected/abp/d0l/print/PrintSelectorisp
03ltsl20t8

Rcauthorization Act (CIIIPRA)of 2009 Public Law I ll--l



ffi Alternative Benefit Plan

Attachment 3.1-C- OMB Expiration date: l0l3ll20l4
OMB Control Number: 0938-l 148

The state/territory proposes a "Benchmark-Equivalent" benefit package.lNo 
I

efits Included in Alternative Benefit Plan

Enter the specific name of the base benchmark plan selected:

Standard Blue Cross/Blue Shield Federal Employee Preferred Provider Option

Enter the specific name of the section 1937 coverage option selected, if other than Secretary-Approved' Otherwise' enter

Secretary-Approved
The Alternative Benefit plan will include all mandatory and optional benefits defined in the New York Medicaid State Plan under

the categorically needy population designation (3'lA)'

utilization thresholds and authorization requirements which apply to the fee-for-service delivery system do not apply to managed

service delivery.

Pase I of40
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€vls Alternative Benefit Plan

I Essential Health Benefit l: Ambulatory patient services Collapse All fl

Benefit Provided:

Physician services

Source:

State Plan 1905(a)

Provider Qualifi cations :

icaid State Plan

Amount Limit:

No limitation

benchmark

Duration Limit:

Services include acupuncture services provided by a licensed physician'

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

ffiment3.lA,5(a)physicianserviceswhetherfurnishedintheoffice,thepatient's
home, a hospital or elsewhere. Includes services physician directed mental health and substance use

disorder services.

Benefit Provided:

tpatient hospital services State Plan t905(a)

None

Amount Limit:

No limitation None

Provider Qual ifi cations :

Includes ambulatory surgical centers, free standing clinic, health .:nttlTd renal dialysis services'

icaid state plan attachment 3.lA' 2(aXd)

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

benchmark Plan:

Paee 2 of40

rl
I

Authorization:

Scope Limit:

Authorization: 

- 

ProviderQualifications:
I

l*, -^ | lMeaicaia State Plan I

lNone
I

Amount Limit: Duration Limit:

lNo timitation I lNone I

I
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Approval Date:  03/16/2018 
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Alternative Benefit Plan

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

benchmark plan:

Medicaid state plan attachment 3.1A,6(a,b,d) includes; nurse, podiatrist, psychologist, social worker,

nutritionist, physician assistant, nurse practitioner and other licensed medical service providers.

Benefit Provided:

lnlc servlces

Source:

State Plan 1905(a)

Provider Qualifi cations :

icaid State Plan

Amount Limit:

no limitation if medically necessary

Duration Limit:

benefit year

benchmark Plan:

Includes specialty clinic services.

Other information regardingthis benefit, includingthe specific name of the source plan if it is notthe base

Medicaid state plan attachment 3.lA' (9)

Clinic services provided to Medicaid recipients enrolled in managed tutt p.111t,,1t::lT*"rlil:)""i
Utilization Threshold program. lndividuais in the new adult group will be enrolled in managed care plans'

This population will not be subject to the service limits defined in the UT Program'

licaid enrollees who access their covered benefits via the Fee-For-service delivery system are subject to

ice limits for non-exempt clinic services as defined in the NYS Medicaid Utilization.Thi::j:-11(^tl^"

;;H;:'H.'ij;';;;;;ir"..'l'ii' "" 
rr.,. ""'o.r 

ornon-exempt clinic services a Medicaid member

may receive in a benefit y.ui. Th.r. service limits are established based onrcach 
T:::::':::Ti:"|" "ilfr;;;;. Tnjr"*ilrn';ion inctudes diagnoses. procedures, prescription drugs' age and gender' As a

result, most Medicaid members have clinicallv appropriate service limit't*11111lll$t:*':l"o'i:.1"t
fit:;';;i^o,"1).jinr*rn the Threshold override Application (ToA) process. Medicaid enrollees mav

receiveservicesine*c.ssoftheUTProgramlimitsupontherequestofthe.licensedr"^Y'*j^Y:j::,j:"",
,ffi:#;. il;ir;"" of documentation suppo.ting the need for continued medical care above the

threshold timit. Non-exempt clinic services nluy U. pro'Iid.d to an enrollee:n: Yt.:lt*:O-'1t^::::::"t'
I lfiX;,itlTlii;,il;il*i..;;;;;;.;;i-,r'. ii..n'.a provider (outside the roA process) in

I r !-. -^.-^^^+i-,^ -^.i^rl amprocncv a2fe

;ffi;;ilin""".JJ-ir..aiate/urgent need, services rendered in retroactive period' emergency care'

member has temporary Medicaid, request from county for second opinion:, ];:#lt^'::;.1:::,:l ,t
ff [::: :il"J:i,"#ffi :;;# ;ft i ;;.' il.,.'..emptions aiong with the roA process ensures that

no one receives less than the benchmark benefit or the Medicaid state plan benefit' whichever is greater'

clinic services, by specialty code that are subject to the UT Program threshold (non-exempt) in the FFS

delivery system are:32r.iot.SoZ,903, 905' s}s'sl4THRU 917' 919 THRUj2l;?'#-Y3;3JJ5'
fiifflJJ';:T ,^iEtl6iZ,eee. For code definirions see:DArA DrctoNARY, NEw Y.RK srArE

DEPARTMENT OF HL,ALTH Office of Health Insurance Programs' Provider Network Data System

(PNDS), Version 6'7 revised (January 2014)

Clinic services exempt f.. 
'i't 

UT Program: pediatric general medicine ":,tlti1\'f:i1i*f::":rt:::
il:ifflffi?Ji"r.ti""i;;rfortive health service, p.oi.u., dialy_sis, oncologv, oPwDD clinic treatment

and-snecialtv programs, TB/Directly Observed Therapy' Prenatal Care'

Paee 3 of40
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Alternative Benefit Plan

Benefit Provided:

Hospice Services

Source:

State Plan 1905(a)

Authorization:

Prior Authorization

Provider Qualifi cations:

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

None

Scope Limit:

Services are palliative in nature, include supportive medical, social, emotional and spiritual services to

terminally ill persons as well as emotional support for family members. Services may be delivered at

home, nursing home or hospice residence.

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

benchmark plan:

Medicaid state plan attachment 3.1A, ( I 8)

Hospice services are provided to an individual who has been certified (diagnosed) by a physician as being

inally ill, with a life expectancy of approximately twelve months or less. Services include curative

treatment for children under age 21.

Medicaid Managed Care Enrollees receive coverage for hospice services through the Medicaid fee-for-

service program.

Benefit Provided:

Personal care services - provided in the home

Source:

State Plan 1905(a)

Authorization:

Prior Authorization

Provider Qualifi cations :

State Plan

Amount Limit:

No limitation

Duration Limit:

None

In-home and community sewices prescribed in accordance with a plan of treatment' provided by a

qualified person under supervision ofa registered nurse. Attendant services and supports to assist in

shing (ADLs) and health related tasks..

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

Medicaid state plan attachment 3.1A.(26)

Benefit Provided:

Other laboratory and x-ray services

Source:

Plan 1905(a)

Paee 4 of 40
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Alternative Benefit Plan

Authorization:

her

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

None

Scope Limit:

Includes diagnostic radiology, diagnostic ultrasound, nuclear medicine,radiation oncology services and

ic resonance imaging (MRI) performed upon the order of a physician or qualified licensed provi

Benefit Provided:

Abortion Services

Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifi cations:

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

No limitation

Scope Limit:

Services, drugs and supplies related to abortion when the life of the mother would be endangered if the

fetus were carried to term or when pregnancy is a result of an act of rape or incest.

benchmark

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

icaid state plan attachment 3.lA (3)

l8 NYCRR 505.17(c)
ertain radiology services require prior authorization.

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

Medicaid State Plan 3.1A (20) Covered services for pregnant women

Paee 5 of40
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€.tv-s Alternative Benefit Plan

E Essential Health Benefit 2: Emersencv services Collapse All I
Benefit Provided: Source:

Plan 1905(a)Other medical services - emergency hospital

Provider Qualifications:

id State Plan

Amount Limit:

limitation

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

benchmark plan:

Medicaid state plan attachment 3.1A 24(el

Benefit Provided:

her medical services - emergency transportation

Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifi cations:

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

none

Scope Limit:

Emergency ambulance transportation (incl. air ambulance) for the purpose of obtaining hospital services

for a person suffering from a severe, life-threatening or potentially disabling condition which requires

services during

Authorization:

Duration Limit:

Procedures, treatments or seryices needed to evaluate or stabilize an emergency medical condition

including psychiatric stabilization and medical detoxification from drugs or alcohol.

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

Medicaid state plan attachment 3.1A24(a)

Paee 6 of40
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{cnilg Alternative Benefit Plan

[] Essential Health Benefit 3:Hospitalization Collapse All I
Benefit Provided:

Inpatient hospital services

Source:

Plan 1905(a)

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitation

Duration Limitl

None

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

Medicaid state plan attachment 3.lA (l) inpatient hospital services other than inpatient services provided in

institutions for mental disease.

Authorization:

Benefit Provided:

transplant services - inpatient hospital

Source:

State Plan 1905(a)

Authorization:

Concurrent Authorization

Provider Qualifi cations:

icaid State Plan

Amount Limit:

No limitation

Duration Limit:

None

benchmark

transplant services include transplant ofthe pancreas, kidneys, heart, lung, small intestine. liver.

blood or marrow cell, cornea, single or double lobar lung.

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

Medicaid state plan 3.lE
Organ transplant must be performed in a hospital approved by the Commissioner of Health and the hospital

be a member of the Organ Procurement and Transplantation Network approved by HHS'

organ and cell transplant service covered in the New York Medicaid State Plan include the solid

and cells covered in the BC/BS Federal Employee Standard Benefit Plan.

Benefit Provided:

Hospice Care - Inpatient

Source:

State Plan 1905(a)

Authorization:

Prior Authorization

Provider Qualifi cations:

Medicaid State Plan

No limitation

Duration Limit:

No limitation

Paee 7 of40
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(cn rs Alternative Benefit Plan

Scope Limit:

Services delivered in an inpatient setting that are palliative in nature, include supportive medical, social,

emotional and spiritual services to terminally ill persons as well as emotional support for family m,embers.

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

benchmark plan:

icaid state plan attachment 3.1A, ( l8)
ice services are provided to an individual who has been certified (diagnosed) by a physician as being

inally ill, with a life expectancy of approximately twelve months or less. Services include curative

for children under age 2 l.
icaid Managed Care Enrollees receive coverage for hospice services through the Medicaid fee-for-

program.

Paee 8 of40TN:  17-0068 
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Alternative Benefit Plan

I Essential Health Benefit 4: Maternity and newborn care Collapse All I
Benefit Provided:

Physician services - Obstetrical and Maternal

Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifi cations:

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

None

None

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

Medicaid state plan attachment 3.lA 5(a)

Benefit Provided:

Inpatient hospital - Obstetrical and Maternal

Source:

Plan 1905(a)

Provider Qual i fi cations :

Medicaid State Plan

Amount Limit:

No limitation None

None

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

Medicaid state plan attachment 3. I A ( I )

Authorization:

Benefit Provided:

Nurse-midwife services

Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

None

Includes the management of normal pregnancy, childbirth and postpartum care as well as primary

preventive reproductive hgalth care to healthy women. Includes newborn evaluation, resuscitation and

Paee 9 of40
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ffi Alternative Benefit Plan

tn

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

benchmark plan:

icaid state plan attachment 3.lA (17)

may be provided on an inpatient or outpatient basis including in a birthing center or in the patient's

Page l0 of40
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'{cttil5 Alternative Benefit Plan

- 
Essential Health Benefit 5: Mental health and substance use disorder services including

E behavioral health trearmenr

Collapse All I

Benefit Provided:

Inpatient hospital services - MH and SUD

Source:

State Plan 1905(a)

Provider Qualifi cations :

icaid State Plan

Amount Limit:

No limitations

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

Medicaid state plan attachment 3.lA (1)

Services provided to persons other than those residing in New York State certified psychiatric centers and

institutions for mental diseases.

Duration Limit:

Medically supervised inpatient services to treat persons with mental illness and/or substance use disorders.

Benefit Provided:

Medical care provided by licensed providers

Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

None

Scope Limit:

Includes the medically necessary services of licensed; clinical psychologists, social workers, pharmacists.

nurse practitioners and other providers ofmedically necessary services. lncludes Cognitive Rehabilitative

Therapy by licensed providers.

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

Medicaid state plan 3.lA 6(d)
Services provided to persons other than those residing in New York State certified psychiatric centers and

institutions for mental diseases.

Benefit Provided:

linic services

Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifi cations:

Medicaid State Plan

Paee 1 I of4C
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{cltfrs Alternative Benefit Plan

Amount Limit:

No limitations

Duration Limit:

None

Scope Limit:

Includes MH Continuing Day Treatment Programs, MH Continuing Treatment Programs. Substance Use

Disorder Treatment Programs, Methadone Maintenance Treatment Programs, Developmental Disability

Clinic Treatment and other specialty treatment

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

benchmark plan:

Benefit Provided:

an Services - MH and SUD

Source:

Plan 1905(a)

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

None

icaid state plan attachment 3. lA (9) Clinic services listed above are claimed under the clinic category

in the NY Medicaid State plan. Clinic services for developmental disability specialty, MMTP, alcohol/

treatment, mental health, are exempt from the NYS Utilization Threshold program. Physician

ices in the managed care delivery system are exempt from the UT program. Clinic services are

ided to persons other than those residing in New York State certified psychiatric centers and

institutions for mental diseases.

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

benchmark plan:

Medicaid state plan attachment 3.1A, 5(a) physician services whether furnished in the office, the patient's

home, a hospital or elsewhere for treatment of mental health and substance use disorders.

ices provided to persons other than those residing in New York State certified psychiatric centers and

institutions for mental diseases.

Page 12 of4C
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(ctt/ls Alternative Benefit Plan

I 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 Qualifi cations:

licensedf, Limit on days supply

f Limit on number of prescriptions

fi l-lmit on brand drugs

fi Other coverage limits

ffi Prefered drug list

Yes

that exceeds the minimum requirements or other:

Licaid state plan 3.lA (12)

State of New York's ABP prescription drug benefit plan is the same as under the approved Medicaid

Paee 13 of40
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cnil5 Alternative Benefit Plan

E Essential Health Benefit 7: Rehabilitative and habilitative services and devices Collapse All I
Benefit Provided: Source:

Physical therapy - rehabilitative/habilitative Secretary-Approved Other

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

ofi20 PT visits; or 75 shared OiP therapy visits

Duration Limit:

per benefit year

Scope Limit:

ices provided by a physical therapist for the maximum reduction of physical disability and restoration

the patient's best functional level. Habilitative services are provided to the patient to acquire a skill and

the loss offunctions.

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

benchmark plan:

Benefit Provided:

upational therapy - rehabilitative/habilitative

Source:

retary-Approved Other

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

> of:20 OT visits; or 75 shared O/P therapy visits

Duration Limit:

per benefit year

Medicaid state plan attachment 3.1A ( I I ) (a) limitations and BC/BS Standard Optional limitations apply:

Any enrollee who reaches 75 outpatient visits across combined therapies without reaching 20 physical

therapy visits in a benefit year may access additional physical therapy services up to 20 visits. Physical

therapy provided in an inpatient setting (hospital, rehab facility or nursing home) or in the home care

setting does not count toward the 20 physical therapy visits per year limitation.

Any enrollee who reaches 20 physical therapy visits in a benefit year without reaching the outpatient visit

maximum of 75 visits per year across all therapies may access additional physical therapy services up to the

75 PT/OT/ST outpatient visit maximum. Therapy services provided in the home care setting are counted as

outpatient visits across combined PT/OTiST services for purposes of applying the 75 visit per year

limitation.

The limit ensures that no one receives less than the benchmark benefit or the Medicaid state plan benefit,

whichever is greater.

There is no outpatient visit limit for physical therapy for persons with a developmental disability or persons

with a traumatic brain injury.
Includes Cognitive Rehabilitative Therapy services.

Habilitative services are not provided as part of the home care benefrt.

Services provided by an ional therapist for the maximum reduction of physical disability and

Paee 14 of40
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Alternative Benefit Plan

restoratron to the patlent's lve serylces are provlded to acqulre a

avert the loss offunctions.

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

benchmark plan:

Benefit Provided:

and Language Services - rehab/hab

Source:

Secretary-Approved Other

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

> ofi20 ST visits; or 75 shared O/P therapy visits

Duration Limit:

per benefit year

Scope Limit:

Services provided by a speech-language pathologist for the maximum reduction of physical disability and

restoration to the best functional level. Habilitative services are provided to acquire a skill and avert the

of functions.

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

benchmark plan:

icaid state plan attachment 3.lA ( I l) (b) limitations and BC/BS Standard Optional limitations apply:

Any enrollee who reaches 75 outpatient visits across combined therapies without reaching 20 occupational

visits in a benefit year may access additional occupational therapy services up to 20 visits.

:ional therapy provided in an inpatient setting (hospital, rehab facility or nursing home) or in the

care setting does not count toward the 20 physical therapy visits per year limitation.

Any enrollee who reaches 20 occupational therapy visits in a benefit year without reaching the outpatient

isit maximum of 75 visits per year across all therapies may access additional occupational therapy services

to the 75 PT/OT/ST outpatient visit maximum. Therapy services provided in the home care setting are

as outpatient visits across combined PT/OT/ST services for purposes of applying the 75 visit per

limitation.

limit ensures that no one receives less than the benchmark benefit or the Medicaid state plan benefit,

whichever is greater.

here is no outpatient visit limit for occupational therapy for persons with a developmental disability or
persons with a traumatic brain injury.
lncludes Cognitive Rehabilitative Therapy services.

Habilitative services are not provided as pan of the home care benefit.

Medicaid state plan attachment 3.lA (l l ) (c) limitations and BC/BS Standard Optional limitations apply:

Any enrollee who reaches 75 outpatient visits across combined therapies without reaching 20 speech

theiapy visits in a benefit year may access additional speech therapy services up to 20 visits. Speech

therapy provided in an inpatient setting (hospital, rehab facility or nursing home) or in the home care

setting does not count toward the 20 speech therapy visits per year limitation.

Any enrollee who reaches 20 speech therapy visits in a benefit year without reaching the outpatient visit

imum of 75 visits per year across all therapies may access additional speech th".1Pyj"-,"5.{ojh.

Pase l5 of40
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ffi Alternative Benefit Plan

outpatient vrsrt maxrmum. I herapy se in the home care settlng are counted as

ient visits across combined PT/OTiST services for purposes of applying the 75 visit per year

limitation.

he limit ensures that no one receives less than the benchmark benefit or the Medicaid state plan benefit,

ichever is greater.

is no outpatient visit limit for speech therapy for persons with a developmental disability or persons

with a traumatic brain injury.
Includes Cognitive Rehabilitative Therapy services.

Habilitative services are not provided as part ofthe home care benefit.

Benefit Provided:

Home Health Services

Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

None

Includes nursing services, physical therapy, occupational therapy, or speech pathology, audiology and

health aides services supervised by a registered nurse or therapist.

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

benchmark plan:

Medicaid state plan attachment 3.1A7(a)

Benefit Provided:

Health Services - Supplies and Equipment

Source:

Plan 1905(a)

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

None

Scope Limit:

Medical necessary supplies, equipment and appliances, suitable for use in the home prescribed by a

physician, consistent with 440.70. lncludes durable medical equi t.

icaid state plan attachment 3.lA 7(c)

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

Paee l6 of4C
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Benefit Provided:

Hearing aid services and products

Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

None

Scope Limit:

aid services include selecting, fitting and dispensi aids, batteries and repair.

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

benchmark plan:

icaid state plan attachment 3.lA 13(d)

Benefit Provided:

Hearing Services

Source:

State Plan 1905(a)

Authorization:

None

Provider Qual ifi cations :

icaid State Plan

Amount Limit:

No limitations

Duration Limit:

No limitations

Scope Limit:

Audiology services and hearing evaluations conducted by a licensed audiologist. Hearing tests are

for diagnostic as well as rehabilitative purposes.

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

Medicaid state plan attachment 3.lA l3(d)

Paee l7 of40
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I Essential Health Benefit 8: Laboratory services Collapse All fl
Benefit Provided: Source:

State Plan 1905(a)Laboratory services

Authorization:

Other

Provider Qualifi cations :

Medicaid State Plan

Amount Limit:

No limitation

Duration Limit:

None

Scope Limit:

All laboratory examinations, which must be medically necessary and related to the specific needs,

ts, or

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

benchmark plan:

Medicaid state plan attachment 3.lA 3

Utilization Thresholds do not apply to services otherwise subject to thresholds when provided as managed

services furnished by or through a managed care program qualified by the NYS Department of Health

enrolled in and receiving medical care from such
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I Essential Health Benefit 9: Preventive and wellness services and chronic disease management Collapse All I
state/territory must provide, at a minimum, a broad range of preventive services including: "A" and "B" services recommended

by the United States Preventive Services Task Force; Advisory Committee for lmmunization Practices (ACIP) recommended

vaccines; preventive care and screening for infants, children and adults recommended by HRSA's Bright Futures program/project;

additional preventive services for women recommended by the lnstitute of Medicine (IOM).

Benefit Provided:

Physician and licensed provider services

Source:

State Plan 1905(a) tE-eyil
------*------lIAq{l
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Alternative Benefit Plan

I Essential Health Benefit l0: Pediatric services including oral and vision care Collapse All I

Benefit Provided:

Medicaid State Plan EPSDT Benefits
Source:

State Plan 1905(a)

Authorization:

None

Provider Qualifications:

Medicaid State Plan

Amount Limit:

limitation

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

benchmark plan:

Early and periodic screening, diagnostic and treatment services for individuals under 2l years and

treatment of conditions found. No limitation in scope of benefit'

state plan attachment 3'lA (4) (b)

Paee 20 of40
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Alternative Benefit Plan

X Other Covered Benefits from Base Benchmark

Other Base Benefit Provided: Source:

Base Benchmark

Collapse All X

t R.-.*l

laaol
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Pas.e 22 of 4(

I Base Benchmark Benefits Not Covered due to Substitution or Duplication Collapse All !
Base Benchmark Benefit that was Substituted: Source:

servtces

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

care services will substitute for adult chiropractic services covered in the Standard BC/BS Federal
Benefit.

Personal care services are covered in the New York Medicaid state plan attachment 3.lA (26)
EHB I

Base Benchmark Benefit that was Substituted: Source:

fit Provided: Outpatient Surgery & diagnostics

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

surgery and related diagnostics is a duplication ofoutpatient hospital services covered in the
York Medicaid State Plan.

EHB I - Ambulatorv Services

Base Benchmark Benefit that was Substituted; Source:

Benefi t Provided: Physician services

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:

Physician services is a duplication of physician services covered in the New York Medicaid State Plan.

EHB | - Ambulatorv se rvices

Base Benchmark Benefit that was Substituted: Source:

fi t Provided: Routine immunizations

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:

Routine immunizations available at participating retail pharmacy is a duplication ofprescription drug

services covered under the Ncw York Medicaid State Plan.

EHB 6 - Prescrioti

Base Benchmark Benefit thal was Substituted: Source:

Provided: Podiatry services

Explain the substitution or duplication. including indicating the substituted benefit(s) or the duplicate

section l9i7 benchmark benefit(s) included above under Essential Health Benefits:

Podiatry services is a duplication of medical care provided by licensed practitioners -podiatrist, covered in

the New York Medicaid State Plan.

EHB I - Ambulatory services
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Alternative Benefit Plan

Base Benchmark Benefit that was Substituted: Source:

t Provided: Hospice Services - ambulatory

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:

Hospice services is a duplication of Hospice Services covered in the New York Medicaid State Plan.
Hospice Service may be delivered ambulatory or non-inpatient setting.
EHB I -Ambulatory services

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Acupuncture services

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:

Acupuncture services is a duplication ofacupuncture services provided by a licensed physician covered in
the New York Medicaid State Plan.
EHB I - Ambulatory Services

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Medical emergency facility svcs

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

Medical emergency facility services is a duplication other medical services - emergency hospital services
covered in the New York Medicaid State Plan.
EHB 2 - Emergency services

Base Benchmark Benefit that was Substituted: Source:

Benefit provided: Medical emergency professional

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:

Medical emergency professional services is a duplication of physician services and medical care provided
by licensed practitioners covered in the NYS Medicaid State Plan.
EHB l- Ambulatory service

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Prescription drug benefit

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

Prescription drug benefit is a duplication of drugs prescribed by a physician or licensed provider covered in
the New York Medicaid State Plan.
EHB6-Prescriptiond

Base Benchmark Benefit that was Substituted:

Benefit Provided: Well child care to as.e 22
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Explain the substitution or duplication, including indicating the substituted benefi(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Welf child care to age 22,isa duplication of EPSDT services for persons < 2lyrs and preventive services
rvices for persons age 2l -22 covered in the New York State Plan

EHB l0 - Pediatric services
EHB 9 - Preventive and wellness services

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Benefit Provided: Bright Futures preventive

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:

Bright futures preventive services are a duplication ofpreventive services covered in the New York
Medicaid State Plan.
EHB 9 - Preventive and wellness services

Base Benchmark Benefit that was Substituted: Source:

Benefit provided: Routine physical exam

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:

Routine physical exams is duplication of routine physical exam as a preventive services which is covered in
the New York Medicaid State Plan.
EHB 9 - Preventive services

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Benefit Provided: Routine laboratory tests

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:

Routine laboratory tests is a duplication of laboratory services covered in the New York Medicaid State
Plan.
EHB 8 - Laboratory services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Routine hearing screening

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:

Routine hearing screening services is a duplication of hearing services covered in the New York Medicaid
State Plan.

EHB 7 - Rehabilitative and habilitative

Base Benchmark Benefit that was Substituted:

Benefit Provided: Pediatric oral exam
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t

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:

Pediatric oral exam is a duplication of pediatric dental services covered with EPSDT in the New York
Medicaid State Plan.
EHB l0 - Pediatric services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided:Cognitive rehabilitative therapy

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:

ognitive rehabilitative therapy is a duplication ofphysician services, services provided by licensed
practitioners and services provided by a physical therapist, occupational therapist or speech therapist in the
Medicaid State Plan. CRT encompasses an array of services provided by physicians and licensed
practitioners with different specialties in varied medical settings. The NY Medicaid State Plan provides a
greater benefit for therapy services due to no limitations on amount, duration and scope of CRT coverage
under both medical and behavioral therapy.
EHB I

EHB 5

EHB 7

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Durable Medical Equipment

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

Durable Medical Equipment is a duplication of home health services - supplies and equipment covered in
the NYS Medicaid State Plan.
EHB 7 - Rehabilitation and Habilitation services

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Hearing tests and hearing aids
Base Benchmark

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:

Hearing tests and hearing aids is a duplication of audiology and hearing aid services covered in the New
York Medicaid State Plan.
EHB 7 - Rehabilitation and Habilitation services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Physician care delivery

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:

Physician care including delivery, pre and post-natal and postpartum care are a duplication physician
ices covered in the New York Medicaid State Plan

EHB 4 - Matemity and newborn care
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Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Inpatient hospital matemity

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:

Inpatient hospital maternity and physician care is a duplication of inpatient hospital services and physician

services covered in the New York Medicaid State Plan. Includes newborn examination and screening prior
to discharge from hospital or birthing center.

EHB 4 - Matemity and newborn care

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Inpatient hospital room/board

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

Inpatient room and board and other inpatient services is a duplication ofinpatient hospital services covered
in the New York Medicaid State Plan.
EHB 3 - Hospitalization

Base Benchmark Benefit that was Substituted: Source:

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

Diagnostic, screening and preventive services is a duplication of diagnostic, screening and preventive
services covered in the New York Medicaid State Plan.
EHB 9- Preventive and wellness services

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Outpatient services
Base Benchmark

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

patient services including medical emergency care is a duplication of physician services, clinic services,
outpatient hospital services covered in the New York Medicaid State Plan.
EHB l- Ambulatory Care

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Organ transplant- hospital

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

Organ transplant inpatient hospital services are a duplication of organ transplant-inpatient hospital services

covered in the New York Medicaid State Plan. The solid organs, blood and cells covered for transplant in

the BC/BS FEBP are covered in the Medicaid State Plan.

EHB 3 - Hospitalization
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Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: MH and SUD inpatient hospital

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:

Mental health and substance use disorder inpatient hospital services are a duplication of inpatient hospital

services MH and SUD covered in the NYS Medicaid State Plan.

EHB 5 - Mental Health and Substance Use Disorder Services

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Outpatient MH/SUD facility care

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:

Outpatient MH/SUD facility care is a duplication of physician services, medical care provided by licensed

practitioners and clinic services covered in the New York Medicaid State Plan.

EHB 5 - Mental Health and Substance Use Disorder Services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Inpatient professional MH/SUD

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:

Inpatient professional MFVSUD care is a duplication of physician services and medical care provided by

licensed practitioners covered in the New York Medicaid State Plan.

EHB 5 - Mental Health and Substance Use Disorder Services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Professional outpatient MH/SUD

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:

Professional outpatient MFVSUD care is a duplication of physician services, medical care provided by

licensed practitioners and clinic services covered in the New York Medicaid State Plan.

EHB 5 - Mental Health and Substance Use Disorder Services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Routine dental for children

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:

Routine dental services for children is a duplication of EPSDT services covered in the New York Medicaid

State Plan.

EHB l0 - Pediatric Services

Base Benchmark Benefit that was Substituted:

Benefit Provided: Diagnostic tests

ffi Alternative Benefit Plan
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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:

Diagnostic tests including radiology and laboratory services is a duplication of other laboratory and x-ray

ices covered in the New York Medicaid State Plan.

EHB I - Ambulatory Patient Services

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Emergency transportation

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:

Emergency transportation is a duplication of other medical services-emergency transportation. covered in

the New York Medicaid state olan.

EHB2 - Emergency servtces

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Licensed provider services

Explain the substitution or duplication, including indicating the substituted benefi(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Medical services provided by licensed providers is a duplication of medical care provided by licensed

practitioners covered in the New York Medicaid State Plan.

EHB 1-AmbulatoryCare

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: IP professional care- maternity

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:

Matemity services provided by inpatient professionals is a duplication of Nurse-midwife services covered

in the New York Medicaid State Plan.

EHB 4 Maternity and Newborn Care

Base Benchmark Benefit that was Substituted: Source:

Benefi t: Freestanding Ambulatory Facility Services

Explain the substitution or duplication, including indicating the substituted benefi(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Freestanding Ambulatory Facilify Services is a duplication of clinic services covered in the New York

Medicaid State Plan.

EHB l -AmbulatoryCare

Base Benchmark Benefit that was Substituted:

Benefit Provided: Hospice Care - Inpatient
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Explain the substitution or duplication, including indicating the substituted benefi(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Hospice Care-Inpatient is a duplication of the Inpatient Hospice services covered in the New York
Medicaid State Plan.

EHB 3 - Hospitalization

Base Benchmark Benefit that was Substituted: Source:

Benefit Provided: Abortion services

Explain the substitution or duplication, including indicating the substituted benefitis) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Abortion services is a duplication of abortion services covered in the New York State Plan. Abortion

services, drugs and supplies related to abortion are covered in the New York State Plan when the life of the

mother would be endangered if the fetus were carried to term or when pregnancy is a result of an act of rape

or incest.
EHB l- Ambulatory services

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Benefit: Physical Therapy - rehab/habilitative

Explain the substitution or duplication, including indicating the substituted benefi(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Physical therapy services in the BC/BS FEBP is a duplication of services covered in the secretary approved

physical therapy benefit in the New York State Plan.

EHB 7- Rehabilitative and Habilitative services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefi t: Occupational therapy-rehab/habilitative

Explain the substitution or duplication, including indicating the substituted benefi(s) or the duplicate

section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Occupational therapy services in the BC/BS FEBP is aduplication of services covered in the secretary

approved occupational therapy benefit in the New York State Plan'

EHB 7 - Rehabilitative and Habilitative services

Base Benchmark Benefit that was Substituted: Source:

Benefit: Speech and Language therapy- rehab/hab

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:

and language therapy services in the BC/BS FEBP are a duplication of services covered in the

approved speech therapy benefit in the New York State Plan.

EHB 7 - Rehabilitative and Habilitative

Base Benchmark Benefit that was Substituted:

Benefit Provided: Home health care

Paee 29
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Explain the substitution or duplication, including indicating the substiruted benefi(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Home health care covered in the BC/BS FEBP is a duplication of home health services covered in the New
York Medicaid State Plan. The BC/BS FEBP Home Health Care benefit covers home nursing care for two
2) hours per day when a registered nurse (R.N.) or licensed practical nurse (L.P.N.) provides the services;

a physician orders the care. The BC/BS FEBP home nursing care benefit is limited to 50 visits per
on, per calendar year. The New York State Plan Home Health Services benefit exceeds the BC/BS
fit in services covered and duration of care, as medically needed.

EHB 7 - Rehabilitative and Habilitative services

Page 30
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X Other Base Benchmark Benefits Not Covered Collapse All !
Base Benchmark Benefit not lncluded in the Altemative Source:

Benefit Plao: Base BenchmarK

ellness Inc€ntives

the state/territory chose not to includ€ this benefit:

features in the BC/BS FEHB plan are essentially monetary r€wards and are not incentives that have a

Base Benchmark Benefit not lncluded in the Altemative Sourcel

Benefit Plan: Base Benchmark

routine dental services

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

is is not an EHB for the new adult group as it is an excepted benefit.

Base Benchmark Benefit not lncluded in the Altemative Source:

Benefit Plan: Base Benchmark

Vision Services

chose not to include this benefit:

This is not an EHB for the new adult group as it is an excepted benefit.

Base Benchmark Benefit not lncluded in the Altemativ€ Sourc€:

Benefit Plan: Base Benchmark

Newbom visits and screening

why the stat€/territory chose not to include this benefitl

is is not an EHB for the new adult group as it is an excepted benefit claimed under the child's eligibility.
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fi Other 1937 Covered Benefits that are not Essential Health Benefits Collapse All I
Other 1937 Benefit Provided:

-emergency transportation

Source:

Section 1937 Coverage Option Benchmark Benefit r=--:----1
Package I Removc 

I

Provider Qualifi cations :Authorization:

Prior Authorization Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

None

Scope Limit:

Transportation to medically necessary services

Other:

Medicaid State Plan 3.lA (24\

Other 1937 Benefit Provided:

Intermediate Care Facility services

Source:

Section 1937 Coverage Oplion Benchmark Benefit r---:----------1
Package ' lRemovcl

Provider Qual ifi cations :Authorization:

Concurrent Authorization edicaid State Plan

Amount Limit:

No limitations

Duration Limit:

None

Medicaid State Plan 3.1 A ( l5) (a)(b)

Including such services in a public institution (or district part thereof) for the developmentally disabled or

s with related conditions.
r than such services provided in an institution for mental diseases.

Intermediate Care Facility services comprehensive and individualized health care and rehabilitation

ices to individuals with intellectual disabilities (llD) to promote functional status and i

Other 1937 Benefit Provided:

Nursing Facility Services

Source:
Section 1937 Coverage Option Benchmark Benefit

Package

Provider Qualifi cations:Authorization:

oncurrent Authorization Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

see other below

ices which help meet both the medical and non-medical needs of people with a chronic illness or
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ity who cannot care for themselves for long periods of time. Other than servrces provtded tn an

institution for mental diseases.

Other:

Medicaid State Plan 3.1 A (a)(a)

Other 1937 Benefit Provided:

Extended Services for Pregnant Women

Source:

Section I937 Coverage Option Benchmark Benefit r--.::.--:-.--- rt
Package I Rcmove 

I

Provider Qualifications:

Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

During pregnancy + 60 days postpartum

Extended services to pregnant women includes all major categories of services as long as the services are

determined to be medically necessary and related to pregnancy.

Other:

Medicaid State Plan 3.lA (20)

Other 1937 Benefit Provided:

Duty Nursing services

Source:
Section 1937 Coverage Option Benchmark Benefit -=---,-----t
racKase I Renove I

Prouidlr Qual ifi cations :Authorization:

oncurrent Authorization Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

None

Scope Limit:

Medically necessary nursing services,may be intermittent. paft-time or continuous and must be provided in

the home under the direction of a physician.

icaid State Plan 3.lA (8)

Other 1937 Benefit Provided:

Rural Health Clinic Services

Source:

Section 1937 Coverage Option Benchmark Benefit

Package

Page 33
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Authorization:

Other

Provider Qualifi cations:

Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

None

Services provided as defined by the Rural Health Clinic Services Actof 1977 (Public Law 95-210).

Other 1937 Benefit Provided:

Federally Qualified Health Clinic (FQHC)

Source:
Section 1937 Coverage Option Benchmark Benefit [.*r;;;I
Pacrage *#ffi."

Provider Qualifi cations:Authorization:

her Medicaid State Plan

Amount Limit:

No limitations

Duration Limit:

None

Covered Federally Qualified Health Center (FQHC) Services as defined by Section l86l(aa) of the Social

Security Act (the Act) was amended by Section 4l6l of the Omnibus Budget Reconciliation Act of 1990.

Medicaid state plan attachment 3.1A,2(c)
Includes both FQHCs receiving a grant under Section 330 of the Public Health Service (PHS) Act and

FeHCs not grant funded under Section 330 of the PHS, known as FQHC (look-alike) clinics based on the

recommendation of the Health Resources and Services Administration.

Other 1937 Benefit Provided:

Routine adult dental services

Authorization:

Other Medicaid State Plan

Amount Limit:

limitations

preventive, prophylactic and other routine dental care, services, supplies and dental prosthetics required to

alleviate a serious health condition.

Other:

Duration Limit:
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ffi- Alternative Benefit Plan

rfp'ackaee or as a Madicaid FFS benetit.

hodontia is covered as a Medicaid FFS benefit.

Other 1937 Benefit Provided:

Family Planning Services

Amount Limit:

No limitations

Source:
Section 1937 Coverage Option Benchmark Benefit ---:---- - .1

Package 
-r-'-'----- I Renove I

Provider Qualifi cations:

Medicaid State Plan

Duration Limit:

None

Scope Limit:

Authorization:

The offering. arranging and furnishing of those health services which enable enrollees' including minors

who may be sexually active. to prevent or reduce the incidence of unwanted pregnancy' Fertility services

ffiemanagedcarecontractor'sbenefitpackageorasaMedicaidFFSbenefit.
Fertility services are limited to tie provision of office visits, hysrerot",ot"q::-.:Tj,ervices, pelvic

il;;;;i;;ililJ."t"s
Other 1937 Benefit Provided: Source:

Sectionl937CoverageoptionBenchmarkBenefitI]]@1
lprosthetic/Orthoticdevices,Orthopedicfootwear I Package

Authorization' Provider Qualifications:

I I lMedicaid State Plan
lother

Amount Limit: Duration Limit:

lNo limitationt I lNone I

I

@replaceorperformthefunctionofanymissingpartofthebody.
icappliancesordevicesusedtosupportaweakordeformedbodypatortorestrictoreliminate

motion in a bodY Part.

s or additions used to correct' accommodate or

;;;; a physical deformity or range of motion malfunction'

Source:
Section 1937 Coverage Option Benchmark Benefit

Package

Authorization: I 
Provider Qualifications: 

,tl .. ..^. hr 1 I

lprior Authorization I lMedicard 
state rlan I

I

Other 1937 Benefit Provided:
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ffi. Alternative Benefit Plan

No limitation

Duration Limit:

None

Scope Limit:

An electronic device which enables high risk patients to secure help in the event of a physical' emotional

or environmental emergency. Usually connected to the patient's phone, will signal a response center when

help button is activated.

Medicaid State Plan:.lA (7Xc)

Other 1937 Benefit Provided: Source:

*:lil.'','CoverageoptionBenchmarkBenefitr@.il
Provider Qual ifi cations:

Medicaid State Plan

Amount Limit: Duration Limit:

lNo limitation I lnone I

I

Authorization:

ll nurse practitioner specialties tttoJntltr undtl :t1tt lu*'

New York Medicaid State Plan 3'lA (231

Other 1937 Benefit Provided: Source:

;::lil.t"t 
Coverage option Benchmark Benefit 

i-R"-tiq.I

Authorizationi 

- 

ProviderQualifications:

lPrior Authorization I
I

Amount Limit: Duration Limit:

lReplacement of missing teeth or dentures I lNone

ndingtissues.Twotypesofdentures;completeand

ourtil a.ntures. Services includ

York Medicaid State Plan 3'lA (l2Xb)

I

of40Pase 36

Amount Limit:
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ffi Alternative Benefit Plan

Other 1937 Benefit Provided:

Eyeglasses and corrective lens

Source:

Section 1937 Coverage Option Benchmark Benefit

Package I Removc I

Provider Qualifi cations :
Authorization:

Other Medicaid State Plan

Amount Limit:

pair or glasses or corrective lenses

Duration Limit:

24 months

@rninfrontoftheeyesorlenseswornontheeyenormallyusedforvision

New York Medicaid State Plan 3.1A (l2Xd)

Prior approval required for artificial eyes, certain special lenses and eye services'

Other 1937 Benefit Provided: Source:

Section 1937 Coverage Option Benchmark Benefit -------'-lI RffioLl
lOptometrists'services I Package lJ
I

Authorization, Provider Qualifications:

I I lvedicaid State Plan IlOther I
I

ffinedinthehealthoftheeyesandrelatedstrucfures,aswe|lasvision.visual
stems, and vision information

New York Medicaid State Plan 3'lA (6Xb)

Other 1937 Benefit Provided: Source:

I Section 1937 Coverage Option Benchmark Benefit

loirectty observed Therapy - rehabilitative I Package

Authorization: 

- 

ProviderQualifications:

lother I lMedicaid 
State Plan I

I

ffimonitorandmeasureTuberculosisandothercommunicab|ediseases.

Medicaid State Plan 3.lA (13)(d

Amount Limit: Duration Limit:

lone examination including refraction I levery 
24 months I

I
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Alternative Benefit Plan

Other 1937 Benefit Provided:

Health Home Services

Source:

Section 1937 Coverage Option Benchmark Benefit f-:- ---1

Package 
- r-'-" - ----- I Remove I

Provider Qual ifi cations :

loncurrent Authorization icaid State Plan

Amount Limit:

No limitations

Duration Limit:

|healthcare.andcommunity-basedsocia|services

andsupportsfotu@

Medicaid State Plan 1945.3'11 A (H)

Other 1937 Benefit Provided: Source:

Section 1937 Coverage Option Benchmark Benefit r-:------ '-lI Renov:_l
lcommunity First Choice - personal care services I package I -::::::

Authorization, Provider Qualifications:
Ir I lMedicaid State Plan

lPrior Authorization
I

d s un ry1s,l:T.1"*: l,l:' ::l^:i*: l':
'ainine. coaching and prompting tt't inaiuiauut to uttgtp

traeaicaia state Plan l9l5(k), 3'l-A 3(d)(B)' 3(dXC)

Other 1937 Benefit Provided:

Authorization '. 

- 

Provider Qualifications:

lConcurrent Authorization I lUeaicaiA State Plan I

Amount Limit: Duration Limit:

t 
-- 

I lno timitation I

lno limitation ,

limitation

Amount Limit: Duration Limit:

I lNo timitationr I

lNo limitations r r
I

TN:  17-0068 
NEW YORK

Approval Date:  03/16/2018 
ABP5  

Effective Date:  12/01/2017



Alternative Benefit Plan

Scope Limit:

Interventions, therapies and activities which are medically therapeutic and remedial in nature. and are

ically necessary for the maximum reduction of functional and adaptive behavior deficits associated

ith the individual's mental disease.

Other:

Medicaid State Plan 3.1 A (l3Xd)
Rehabilitative residential services are provided to persons residing in community residences licensed by the

NYS Office of Mental Health. Services provided to persons other than those residing in New York State

certified psychiatric centers and institutions for mental diseases.
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Alternative Benefit Plan

,- Additional Covered Benefits (This category of benefits is not applicable to the adult group under
u section 1902(a)(10)(AXiXVlll) of the Act.)

Collapse All I

PRA Disclosure Statement
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-l148. The time required to complete

this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing 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 Securiry Boulevard, Attn: PRA Reports Clearance

Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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