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Centers for Medicare & Medicaid Services ‘ M s

7500 Security Boulevard, Mail Stop S2-25-26
. CENTERS FOR MEDICARE & MEDICAID SERVICES
Baltimore, Maryland 21244-1850 CENTER FOR MEDICAID & CHIP SERVICES

State Demonstrations Group

July 17, 2020

Nathan Checketts

State Medicaid Director

Division of Health Care Financing
Utah Department of Health

PO Box 144102

Salt Lake City, UT 84114-4102

Dear Mr. Checketts:

On March 13, 2020, the President of the United States issued a proclamation that the
Coronavirus Disease 2019 (COVID-19) outbreak in the United States constitutes a national
emergency by the authorities vested in him by the Constitution and the laws of the United States,
including sections 201 and 301 of the National Emergencies Act (50 U.S.C. 1601 et seq.), and
consistent with section 1135 of the Social Security Act (Act) (as amended (42 U.S.C. 1320b-5)).
On March 13, 2020, pursuant to section 1135(b) of the Act, the Secretary of Health and Human
Services invoked his authority to waive or modify certain requirements of titles XVI11, XIX, and
XXI of the Act as a result of the consequences of the COVID-19 pandemic, to the extent
necessary, as determined by the Centers for Medicare & Medicaid Services (CMS), to ensure
that sufficient health care items and services are available to meet the needs of individuals
enrolled in the respective programs and to ensure that health care providers that furnish such
items and services in good faith, but are unable to comply with one or more of such requirements
as a result of the COVID-19 pandemic, may be reimbursed for such items and services and
exempted from sanctions for such noncompliance, absent any determination of fraud or abuse.
This authority took effect as of 6PM Eastern Standard Time on March 15, 2020, with a
retroactive effective date of March 1, 2020.

Pursuant to the foregoing authority, CMS approved a State plan amendment adding section 7.5
Medicaid Disaster Relief for the COVID-19 National Emergency to your Medicaid state plan, as
submitted under transmittal number (TN) UT-20-0009. This amendment during the period of the
Presidential and Secretarial emergency declarations is retroactive to March 1, 2020, and provides
for coverage of testing to diagnose or detect SARS-CoV-2, antibodies to SARS-CoV-2, or
COVID-19, tests conducted in non-office settings such as parking lots are covered, exempting
requirements in 42 CFR 440.30(b). Coverage also includes laboratory processing of self-
collected test systems that the FDA has authorized for home use, if available to diagnose or
detect SARS-CoV-2, antibodies to SARS-CoV-2, or COVID-19, even if those self-collected tests
would not otherwise meet the requirements in 8 440.30(a) or (b), as long as the self-collection of
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the test is intended to avoid transmission of COVID-19. This allowance is in effect through the
public health emergency period. The agency assures that newly added benefits or adjustments to
benefits comply with all applicable statutory requirements, including the statewide requirements
found at 1902(a)(1), comparability requirements found at 1902(a)(10)(B), and free choice of
provider requirements found at 1902(a)(23).

With this letter, and attachment, we are approving coverage of the same foregoing services,
under the same terms and for the same period, with respect to the current Alternative Benefit
Plans (ABP) for the Adult Expansion Population which is authorized under your section 1115
demonstration, Primary Care Network (PCN) 11W001458. Attached is an amended ABP that
provides for this new temporary coverage.

We appreciate your state’s commitment to addressing the significant challenges posed by the
COVID-19 pandemic and we look forward to our continued partnership in providing services
to your state’s Medicaid enrollees. Should the state have additional questions regarding the
requests discussed above, your section 1115 Project Officer, Dina Payne is available to answer
any questions.

Sincerely,

Judith Cash
Director

Enclosure

cc: Mandy Storm, State Monitoring Lead, Medicaid and CHIP Operations Group



Attachment I: Non-Traditional Benefit Package

State Name: Utah Attachment 3.1-L- OMB Control Number: 0938-1148 Transmittal Number: -

Benefits Description ABPS

The state/territory proposes a “Benchmark-Equivalent” benefit package. No

Benefits Included in Alternative Benefit Plan

Enter the specific name of the base benchmark plan selected:

PEHP Utah Basic Plus
Adult Medicaid Expansion

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

Secretary Approved 1115 Waiver

Retroactive to March 1, 2020, and through the end of the current public health emergency, including extensions,
coverage of testing to diagnose or detect SARS-CoV-2, antibodies to SARS-CoV-2, or COVID-19, tests
conducted in non-office settings such as parking lots are covered, exempting requirements in 42 CFR 440.30(b).
Coverage also includes laboratory processing of self-collected test systems that the FDA has authorized for home
use, if available to diagnose or detect SARS-CoV-2, antibodies to SARS-CoV-2, or COVID-19, even if those
self-collected tests would not otherwise meet the requirements in § 440.30(a) or (b), as long as the self-collection
of the test is intended to avoid transmission of COVID-19. This allowance is in effect through the public health
emergency period. The agency assures that newly added benefits or adjustments to benefits comply with all
applicable statutory requirements, including the statewide requirements found at 1902(a)(1), comparability
requirements found at 1902(a)(10)(B), and free choice of provider requirements found at 1902(a)(23).
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lm| 1.Essential Health Benefit: Ambulatory patient services Collapse All []
Benefit Provided: Source: Remove
Outpatient Hospital Services Secretary-Approved Other
Authorization: Provider Qualifications:
Pri({r Authorization ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
Norle ‘ |None ‘
Scope Limit:
None ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Some services require prior authorization
Benefit Provided: Source: Remove
Clinic Services Secretary-Approved Other
Authorization: Provider Qualifications:
Pri(lr Authorization ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
Norle ‘ |N0ne ‘
Scope Limit:
None ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Includes ambulatory surgical centers and dialysis
Benefit Provided: Source: Remove
Family Planning Services Secretary-Approved Other
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
Norle ‘ |None ‘
Scope Limit:
Norje ‘
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Other information regarding this benefit, including the specific name of the source plan if it is not the base

benchmark plan:
Benefit Provided: Source: REmeve
Physician Services Secretary-Approved Other
Authorization: Provider Qualifications:
Pridr Authorization Medicaid State Plan
Amount Limit: Duration Limit:
Norle None
Scope Limit:
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: REmeve
Medical and Surgical Services by a Dentist Secretary-Approved Other
Authorization: Provider Qualifications:
Pridr Authorization ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
Norne None
Scope Limit:
Norne

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

benchmark plan:
Benefit Provided: Source: REmeve
Podiatry Secretary-Approved Other

Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan
Amount Limit: Duration Limit:

Varles Varies
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Scope Limit:
For|residents of long term care facilities: footcare performed by an employee of the facility is not covered,
visifs are limited to one visit every 60 days, debridement of mycotic toenails is limited to one every 60 days
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: RETEVE
Optometry Services Secretary-Approved Other
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
1 exam 12 months
Scope Limit:
Eyeglasses are not covered
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan;
Benefit Provided: Source: RETEVE
Services Provided by Licensed Nurse Practitioners Secretary-Approved Other
Authorization: Provider Qualifications:
Prigr Authorization Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
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: Remove
Home Health Services Secretary-Approved Other
Authorization: Provider Qualifications:
Pridr Authorization Medicaid State Plan
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Amount [ imit: Duration Limit:
Nore None
Scope Limit:
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REON e
Hospice Secretary-Approved Other
Authorization: Provider Qualifications:
Priar Authorization Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
Nomne
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REON e
Audiology Secretary-Approved Other
Authorization: Provider Qualifications:
Nore ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
Nore None
Scope Limit:
Hearing evaluations or assessments for hearing aids are covered, hearing aids covered only if hearing loss is
congenital.
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: RETHEE
Personal Care Services Secretary-Approved Other
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Authorization:

Provider Qualifications:

Priar Authorization

|Medicaid State Plan ‘

Amount Limit:

Duration Limit:

60 hours

|3O days ‘

Scope Limit:

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

benchmark plan:

Personal care services in recipient's home, prescribed in accordance with a plan of
treatment and provided by a qualified person under supervision of a registered nurse.

Add
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[m] 2. Essential Health Benefit: Emergency services Collapse All [_]
Benefit Provided: Source: Remove
Emergency Hospital Services Secretary-Approved Other
Authorization: Provider Qualifications:

Nor|e l |Medicaid State Plan l

Amount Limit: Duration Limit:

Nor|e l |None l

Scope Limit:

Nor|e l
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Benefit Provided: Source: Remove

Ambulance Transportation Secretary-Approved Other

Authorization: Provider Qualifications:

Nor|e l |Medicaid State Plan l

Amount Limit: Duration Limit:

Nor|e l |None l

Scope Limit:

Nor|e l
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Ambulance services (ground, air or water) are covered for transportation in the following circumstances:
o Life of the member is in immediate danger
o Life support equipment or medical care is required during travel
O Other means of transportation would endanger the member's health or be medically
contraindicated
Add
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[=] 3. Essential Health Benefit: Hospitalization Collapse All []

Benefit Provided: Source: Remove
Inpatient Hospital Services Secretary-Approved Other

Authorization: Provider Qualifications:

Pri(ir Authorization l |Medicaid State Plan l

Amount Limit: Duration Limit:

Nor|e l |None l

Scope Limit:
N0r|e l

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

1. The lower of the Western Region Professional Activities Study at the 50th percentile or the State
of Utah’s 50th percentile will be established as the upper limit of length of stay as a utilization
control for the most frequent single cause of admission. These criteria will be used to evaluate
the length of stay in hospitals that are not under the DRG payment system.

2. Need for an extension of length of stay must be justified by a physician, and reauthorization
must be obtained from the Medicaid Agency for hospitals that are not under the DRG payment
system.

3. Inpatient hospital psychiatric counseling services provided under personal supervision, rather
than directly by the physician, are not provided in all hospitals in the state, and therefore, are
non-covered services.

4. Inpatient hospital care for treatment of alcoholism and/or drug dependency is not a service
provided in all hospitals in the state, and therefore, the service is limited to acute care for
detoxification only.

5. Procedures determined to be cosmetic, experimental, or of unproven medical value, are
non-covered services.

6. Organ transplant services are limited to those procedures for which selection criteria have been
approved and documented in ATTACHMENT 3.1-E.

7. Abortion services, except as covered under ATTACHMENT 3.1-A, (Attachment#5a).

8. Selected medical and surgical procedures are limited by federal regulation and require review,
special consent, and approval.

Add
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[m| 4. Essential Health Benefit: Maternity and newborn care Collapse All []
Benefit Provided: Source: Remove
Extended Services to Pregnant Women Secretary-Approved Other
Authorization: Provider Qualifications:

Pri({r Authorization ‘ |Medicaid State Plan ‘

Amount Limit: Duration Limit:

Norle ‘ |None ‘

Scope Limit:

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

Includes Inpatient Hospital Services as defined in EHB3; Outpatient Hospital Services, Family Planning
Services, Physician Services, Home Health Services, Services provided by a Pediatric and Family Nurse
Practitioners as defined in EHB3; Medical Supplies and Equipment as defined in EHB7.

Benefit Provided: Source: Remove

Perinatal Care Coordination Secretary-Approved Other

Authorization: Provider Qualifications:

Norle ‘ |Medicaid State Plan ‘

Amount Limit: Duration Limit:

Norle ‘ |None ‘

Scope Limit:

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

This services is provided through certified registered nurse midwife services and provided only for
pregnant women throughout pregnancy and up to the end of the month in which the 60 days following
pregnancy ends.

Benefit Provided: Source: Remove

Prenatal and Postnatal Home Visits Secretary-Approved Other

Authorization: Provider Qualifications:

Pri(lr Authorization l |Medicaid State Plan l

Amount Limit: Duration Limit:

6 Vlsits l |12—month period l

Scope Limit:
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
This services is provided through certified registered nurse midwife services and provided only for
pregnant women throughout pregnancy and up to the end of the month in which the 60 days following
pregnancy ends

Benefit Provided: Source: REmeve

Group Prenatal/Postnatal Education Secretary-Approved Other

Authorization: Provider Qualifications:

Norne |Medicaid State Plan

Amount Limit: Duration Limit:

8 Uhits 12-month period

Scope Limit:

Nore
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
This services is provided through certified registered nurse midwife services and provided only for
pregnant women throughout pregnancy and up to the end of the month in which the 60 days following
pregnancy ends.

Benefit Provided: Source: RETEVE

Prenatal and Postnatal Psychosocial Counseling Secretary-Approved Other

Authorization: Provider Qualifications:

Norle |Medicaid State Plan

Amount Limit: Duration Limit:

12 Visits 12-month period

Scope Limit:

Nore
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
These services will be limited only to pregnant women throughout pregnancy and up to the end of the
month in which the 60 days following the pregnancy occur.

Benefit Provided: Source: Remove

Nutritional Assessment Counseling Secretary-Approved Other

Authaorization: Provider Qualifications:

Norle |Medicaid State Plan

Amount Limit: Duration Limit:

14 Visits 12-month period
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Scope_ Limit:
Nore
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
These services will be limited only to pregnant women throughout pregnancy and up to the end of the
month in which the 60 days following the pregnancy occur.
Benefit Provided: Source: Remove
Freestanding Birthing Clinics Secretary-Approved Other
Authorization: Provider Qualifications:
Nore ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
Norle ‘ None
Scope Limit:
Norje
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Birthing center maternal patients shall be limited to women initially determined to be at low
maternity risk and evaluated regularly throughout pregnancy to ensure they remain at low risk for a
poor pregnancy outcome.
Benefit Provided: Source: Remove
Extended Services for Pregnant Women-Other Service Secretary-Approved Other
Authorization: Provider Qualifications:
Norne l |Medicaid State Plan
Amount Limit: Duration Limit:
Norle None
Scope Limit:
Norje
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
In accordance with 42 CFR 440.250, pregnant women may receive pregnancy related services
and services for other conditions that might complicate the pregnancy.
Add
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5. Essential Health Benefit: Mental health and substance use disorder services including Collapse A[l]
behavioral health treatment
Benefit Provided: Source: Remove
Psychiatric Diagnostic Evaluation Secretary-Approved Other
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
Norle ‘ |None ‘
Scope Limit:
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: Remove
Mental Health Assessment Secretary-Approved Other
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
Norle ‘ |None ‘
Scope Limit:
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: Remove
Psychological Testing Secretary-Approved Other
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
Norle ‘ |None ‘
Scope Limit:
Norje ‘
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REmeve
Psychotherapy Secretary-Approved Other
Authorization: Provider Qualifications:
Nore |Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
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: REmeve
Pharmacologic Management-Rehabilitative Mental Hea | |Secretary-Approved Other
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
Norle None
Scope Limit:
Norle
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REmeve
Nurse Medication Management State Plan 1905(a)
Authorization: Provider Qualifications:
None ‘ |Medicaid State Plan
Amount Limit: Duration Timit:
None None
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Scope Limit:
Norne
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: Remove
Therapeutic Behavioral Services Secretary-Approved Other
Authorization: Provider Qualifications:
Norje ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
Norle None
Scope Limit:
Norle
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REmeve
Psychosocial Rehabilitative Services Secretary-Approved Other
Authorization: Provider Qualifications:
Nore ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
Norle None
Scope Limit:
Norle
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: Remove
Peer Support Services Secretary-Approved Other
Authorization: Provider Qualifications:
None ‘ |Medicaid State Plan
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Amount Limit: Duration Limit:

Norne None
Scope Limit:
Norne

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

benchmark plan:

Benefit Provided: Source: Remove
Inpatient Hospital-Mental Health Secretary-Approved Other
Authorization: Provider Qualifications:
Nore ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
NOTIG ‘ |None
Scope Limit:
Norje
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: Remove
Residential and Inpatient Treatment for SUD Secretary-Approved Other
Authorization: Provider Qualifications:
Authorization required in excess of limitation ‘ |Medicaid State Plan
Amount Limit: Duration Limit:
60 Jays ‘ |12 months
Scope Limit:

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

Utah Medicaid’s 1115 Primary Care Network Demonstration Waiver waives federal Institution for Mental
Disease (IMD) exclusions for licensed SUD residential treatment programs with 17 or more beds. This
means that licensed SUD residential treatment programs with 17 or more beds are eligible for Medicaid
reimbursement. This also means that Medicaid members age 22 through 64 in these larger programs are
now eligible for Medicaid reimbursement.

SUD residential treatment in these programs means face-to-face services that are a combination of
Medically Necessary Services. Services are provided according to each Medicaid member’s ASAM
assessment and treatment plan and are provided to treat the individual’s documented SUD.
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These programs are responsible to ensure appropriate transitions to other levels of outpatient SUD
services either by directly providing the level of care needed or by coordinating the transition to the
needed level of care with another provider.

Add

[m| 6. Essential Health Benefit: Prescription drugs

O

Benefit Provided:

Prescription Drug Limits (Check all that apply.):

Limit on days supply

Limit on number of prescriptions
Limit on brand drugs

Other coverage limits

Preferred drug list

Authorization:

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.

Provider Qualifications:

Yes

State licensed

Coverage that exceeds the minimum requirements or other:

Pace 24 of



[m| 7. Essential Health Benefit: Rehabilitative and habilitative services and devices Collapse All L]
Benefit Provided: Source: Remove
Physical Therapy and Occupational Therapy Secretary-Approved Other
Authorization: Provider Qualifications:

Authorization required in excess of limitation Medicaid State Plan

Amount Limit: Duration Limit:

16 12 months

Scope Limit:

Linfitations are combined for physical therapy and occupational therapy visits
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Prior authorization may be obtained if the limit of 16 visits combined needs to be exceeded due to medical
necessity .

Benefit Provided: Source: Remove

Prosthetic Devices Secretary-Approved Other

Authorization: Provider Qualifications:

Prigr Authorization Medicaid State Plan

Amount Limit: Duration Limit:

Norje None

Scope Limit:

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

Benefit Provided: Source: Remove

Durable Medical Equipment and Supplies Secretary-Approved Other

Authorization: Provider Qualifications:

Prigr Authorization Medicaid State Plan

Amount Limit: Duration Limit:

Varjes Varies

Scope Limit:

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

The following items are excluded from coverage as benefits of the Medicaid program:

1. First aid supplies with the exception of supplies used for post- surgical need, accidents, decubitus
treatment, and long-term dressing.

2. Surgical stocking if ordered by a non-physician.

3. Syringes in excess of 100 per month.

4. Beds, when the recipient is not bed-confined.

5. Variable height beds.

6. Two oxygen systems unless the physician has specifically ordered portable oxygen for travel to
practitioners.

7. Oxygen systems provided more frequently than monthly.

8. Spring-loaded traction equipment.

9. Wheelchairs, unless the recipient would be bed or chair confined without the equipment.

a. Wheelchairs, attachments, and other adaptive equipment for addition to wheelchairs require
prior authorization and review.

Add
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[m] 8. Essential Health Benefit: Laboratory services Collapse All [_]
BenefitProvided: Source: Remove
Other Laboratory and X-Ray Services Secretary-Approved Other
Authorization: Provider Qualifications:

None ‘ Medicaid State Plan ‘
Amount Limit: Duration Limit:
Nore None ‘
Scope Limit:
Nore ‘

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

benchmark plan:

Add
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lm| 9. Essential Health Benefit: Preventive and wellness services and chronic discase management

The 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
Immunization 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 (IOM).

Collapse All []

3 N SPA | . Q
CIILTIU T TUVIULU., OUUICU.

Di

o

betes Self-Management Training Secretary-Approved Other

s
TUTIZativll.

Authorization reqnired in excess of limitation Medicaid State Plan

A PETEVE MR PROST DPyratiant—inaits
moeunt=Hnmit: Durattoi =T

10 hours 12-month period

Scope Limit:

Instructors eligible to provide diabetes self-management training will include registered nurses,

registered pharmacists and certified dieticians licensed by the state who are eligible under their scope
of practice to provide counseling for patients.

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

Diabetes self-management is [imited to that certified by the physician, under a comprehensive plan,
as essential to ensure successful diabetes management by the individual patient.

Remove

4 = | . Q
TUVIaLu, OUUICUT.

Authorization:

+ T < 14
AmbuntEimit:

Tobacco Cessation QP(‘remrv-Apprnved Qther

None Medicaid State Plan

|

AmY 41 ) 14
DUl atlvulr LITIIe.

12 months

] 14
ScopeEimit:

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

Within the State Plan this benefit is entitled 'Face-to-face Tobacco Cessation Counseling Services for
Pregnant Women." Tobacco cessation services are not only covered for pregnant women. The State
provides tobacco cessation services under the State Plan benefits including Physician Services, Outpatient
Hospital Services, Prescribed Drugs, and Clinic Services. Utah Medicaid offers a total of 7 sessions in a

12-month period.

Remove

Add
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[m] 10. Essential Health Benefit: Pediatric services including oral and vision care Collapse All [_]

R £+ P s+ dad Q
DeRCTIT T TOVIaea: SOUrce: Remove
Medicaid State Plan EPSDT Benefits State Plan 1905(a)
Autherization: ProviderQualifications:
Norne Medicaid State Plan
AmpuntEimit: DurationLimit:
None None
Scope-Limit:
Through age 20

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

benchmark p]an .

Add

|D 11. Other Covered Benefits from Base Benchmark

Collapse All [] |
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12. Base Benchmark Benefits Not Covered due to Substitution or Duplication

Collapse Al

Base Benchmark Benefit that was Substituted: Source:

Adoption: Substitution Base Benchmark

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:

Adoption was removed and replaced in EHB 1 by substitution with the actuarial value of personal care
services which are not covered in the Base Benchmark.

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark

Primary Care Visit to Treat an Injury: Duplication

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:

Covered under the Secretary Approved 1115 Waiver as Physician Services, under EHB 1. Base
Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted: Source:

Specialist Visit: Duplication Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Physician Services, under EHB 1. Base
Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted: Source:

Other Practitioner Office Visit: Duplication Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Physician Services (for Physician Assistants
working under supervision) and Services Provided by Licensed Nurse Practitioners, under EHB 1. Base
Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark

Outpatient Facility Fee: Duplication

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:

Covered under the Secretary Approved 1115 Waiver as Clinic Services including ambulatory surgical
centers, under EHB 1. Base Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted:

Source:

Outpatient Surgery Physician/Surgical Services: Du

Base Benchmark

Remove
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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:

Benchmark Plan: No limitations

Covered under the Secretary Approved 1115 Waiver as Outpatient Hospital Services, under EHB 1. Base

Base Benchmark Benefit that was Substituted:

Source:

Hospice Services: Duplication

Base Benchmark

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:

Plan: Limitation of 6 months per 3 years

Covered under the Secretary Approved 1115 Waiver as Hospice Services, under EHB 1. Base Benchmark

Base Benchmark Benefit that was Substituted:

Source:

Urgent Care Centers: Duplication

Base Benchmark

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:

Plan: No limitations.

Covered under the Secretary Approved 1115 Waiver as Clinic Services, under EHB 1. Base Benchmark

Base Benchmark Benefit that was Substituted:

Source:

Home Health Care: Duplication

Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Home Health Services including ambulatory
surgical centers, under EHB 1. Base Benchmark Plan: Limitation 30 visits per benefit period

Base Benchmark Benefit that was Substituted:

Source:

Skilled Nursing Facility: Duplication

Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Skilled Nursing Facility Services, under EHB 1.
Base Benchmark Plan: Limitation 30 visits per benefit period

Base Benchmark Benefit that was Substituted:

Source:

Dialysis: Duplication

Base Benchmark

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:

Plan: No limitations

Covered under the Secretary Approved 1115 Waiver as Clinic Services, under EHB 1. Base Benchmark
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Base Benchmark Benefit that was Substituted:

Source:

Chemotherapy and Radiation: Duplication

Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Inpatient Hospital Services, Outpatient Hospital
Services, and Physician Services, under EHB 1. Base Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted:

Source:

Infusion Therapy: Duplication

Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Outpatient Hospital Services, Clinic Services, and
Home Health Services, under EHB 1. Base Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted:

Source:

Reconstructive Surgery: Duplication

Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Inpatient Hospital Services, Outpatient Hospital
Services, and Physician Services, under EHB 1. Medicaid Limits: Covered when performed to correct
deformity resulting from disease, trauma, congenital anomaly, or previous therapeutic intervention. Base
Benchmark Plan: Covered when performed on abnormal structures of the body caused by congenital
defects, developmental abnormalities, trauma, infection, tumors, or disease, which restores bodily function.

Base Benchmark Benefit that was Substituted:

Source:

Emergency Room Services: Duplication

Base Benchmark

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:

Benchmark Plan: No limitations

Covered under the Secretary Approved 1115 Waiver as Emergency Hospital Services , under EHB 2. Base

Base Benchmark Benefit that was Substituted:

Source:

Emergency Transportation/Ambulance: Duplication

Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Ambulance Transportation, under EHB 2.
Medicaid Limitation: Medical emergencies only as defined by Utah Medicaid. Base Benchmark Plan:
Limitation medical emergencies only, as determined by PEHP

Base Benchmark Benefit that was Substituted:

Source:

Outpatient Rehabilitation Services: Duplication

Base Benchmark

Remove
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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:

Covered under the Secretary Approved 1115 Waiver as Physical Therapy and Occupational Therapy under
EHB7. Medicaid Limitations: Physical and Occupational Therapies limited to 16 visits each per 12
months. Prior authorization required for additional visits. Base Benchmark Plan: Limited to 10 visits per
plan year for all therapy types combined. Speech therapy requires preauthorization.

Base Benchmark Benefit that was Substituted: Source:

Habilitation Services: Duplication Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Physical Therapy and Occupational Therapy under
EHB7. Medicaid Limitations: Physical and Occupational Therapies limited to 16 visits each per 12
months. Prior authorization required for additional visits. Base Benchmark Plan: Limited to 10 visits per
plan year for all therapy types combined. Speech therapy requires preauthorization.

Base Benchmark Benefit that was Substituted: Source:

Cardiac Rehabilitation: Substitution Base Benchmark

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:

Cardiac rehabilitation was removed and replaced in EHB 7 by substitution with the actuarial value of
additional Physical Therapy and Occupational Therapy visits and unlimited Physical Therapy in home
health with prior authorization which are not covered in the Base Benchmark Plan. Base Benchmark Plan:
Cardiac Rehabilitation, Phase 2, following heart attack, cardiac surgery, severe angina (chest pain), and
Pulmonary Rehabilitation, Phase 2, resulting from chronic pulmonary disease or Surgery, are payable up to
5 visits combined per plan year.

Base Benchmark Benefit that was Substituted: Source:

Durable Medical Equipment/Supply: Duplication Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Durable Medical Equipment and Medical Supplies
in EHB7. Medicaid Limitations: The following items are excluded from coverage as benefits of the
Medicaid program:

1. First aid supplies with the exception of supplies used for post- surgical need, accidents, decubitus
treatment, and long-term dressing.

2. Surgical stocking if ordered by a non-physician.

3. Syringes in excess of 100 per month.

4. Beds, when the recipient is not bed-confined.

5. Variable height beds.

6. Two oxygen systems unless the physician has specifically ordered portable oxygen for travel to
practitioners.

7. Oxygen systems provided more frequently than monthly.

8. Spring-loaded traction equipment.
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9. Wheelchairs, unless the recipient would be bed or chair confined without the equipment.

a. Wheelchairs, attachments, and other adaptive equipment for addition to wheelchairs require

prior authorization and review.

Base Benchmark: Except for oxygen, DME over $750, rentals, that exceed 60 days, or as indicated in
Appendix A of the Master Policy require preauthorization. Maximum limits apply on many items. Sleep
Disorder equipment is not covered. TENS units, Neuromuscular stimulator, H-Wave electronic devices,
Sympathetic therapy stimulators are not covered.

Base Benchmark Benefit that was Substituted: Source:

Skilled Nursing Facility/Rehabilitation:See Notes Base Benchmark

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:

Base Benchmark Plan: Non-custodial. Up to 30 combined days per plan year. Requires preauthorization.
This services is not detailed as a covered service for this benefit package.

Base Benchmark Benefit that was Substituted: Source:

Inpatient Hospitalization: Duplication Base Benchmark

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:

Covered under Secretary Approved 1115 Waiver as Inpatient Hospital Services in EHB3. Medicaid
Limitations: 1. The lower of the Western Region Professional Activities Study at the 50th percentile or the
State

of Utah’s 50th percentile will be established as the upper limit of length of stay as a utilization

control for the most frequent single cause of admission. These criteria will be used to evaluate

the length of stay in hospitals that are not under the DRG payment system.

2. Need for an extension of length of stay must be justified by a physician, and reauthorization

must be obtained from the Medicaid Agency for hospitals that are not under the DRG payment

system.

3. Inpatient hospital psychiatric counseling services provided under personal supervision, rather

than directly by the physician, are not provided in all hospitals in the state, and therefore, are
non-covered services.

4. Inpatient hospital care for treatment of alcoholism and/or drug dependency is not a service

provided in all hospitals in the state, and therefore, the service is limited to acute care for

detoxification only.

5. Procedures determined to be cosmetic, experimental, or of unproven medical value, are

non-covered services.

6. Organ transplant services are limited to those procedures for which selection criteria have been
approved and documented in ATTACHMENT 3.1-E.

7. Abortion services, except as covered under ATTACHMENT 3.1-A, (Attachment#5a).

8. Selected medical and surgical procedures are limited by federal regulation and require review,

special consent, and approval.

Base Benchmark: The following are Exclusions of the policy:

1. Ineligible Surgical Procedures or related Complications.

2. Treatment programs for enuresis or encopresis.

3. Services or items primarily for convenience, contentment, or other non-therapeutic purpose, such as:
guest trays, cots, telephone calls, shampoo, toothbrush, or other personal items.

4. Occupational therapy or other therapies for activities of daily living, academic learning, vocational or life
skills, developmental delay, unless authorized by PEHP for the treatment of Autism.

5. Care, confinement or services in a nursing home, rest home or a transitional living facility, community
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reintegration program, vocational rehabilitation, services to re-train self care, or activities of daily living.
6. Recreational therapy.

7. Autologous (self) blood storage for future use.

8. Organ or tissue donor charges, except when the recipient is an eligible Member covered under a PEHP
plan, and the transplant is eligible.

9. Nutritional analysis or counseling, except in conjunction with diabetes education, anorexia, bulimia, or
as covered under the Affordable Care Act Preventive Services.

10. Custodial Care and/or maintenance therapy.

11. Take-home medications., unless legally required and approved by PEHP.

12. Mastectomy for gynecomastia.

13. Any eligible Surgical Procedure when performed in conjunction with other ineligible Surgery.

14. Breast reduction.

15. Tests and treatment for infertility.

16. Blepharoplasty (or other eyelid Surgery).

17. All facility claims related to a Hospital stay when the Member is discharged against medical advice.
18. Sclerotherapy of varicose veins.

19. Microphlebectomy (stab phlebectomy).

20. Blood clotting factor.

21. Inpatient or outpatient dental hospitalization.

Base Benchmark Benefit that was Substituted: Source:

MH-Substance Facility and Hospital Services-Duplic Base Benchmark

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:

Covered under Secretary Approved 1115 Waiver as Psychiatric Diagnostic Evaluation, Mental Health
Assessment, Psychological Testing, Psychotherapy, Inpatient Hospital-Mental Health, Pharmacological
Management, Nurse Medication Management, Therapeutic Behavioral Services, Psychosocial
Rehabilitative Services, and Peer Support Services in EHB5. Base Benchmark Plan: Preauthorization
required for many services. Inpatient Provider visits are payable only in conjunction with authorized
inpatient days, and will apply to benefits in effect under the plan year on the actual date of service billed.

Day treatment or intensive outpatient programs require Preauthorization. If approved, Benefit applied is the

same as inpatient.

Base Benchmark Benefit that was Substituted: Source:

MH-Substance Inpatient Provider Visits-Duplicatio Base Benchmark

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:

Covered under Secretary Approved 1115 Waiver as Psychiatric Diagnostic Evaluation, Mental Health
Assessment, Psychological Testing, Psychotherapy, Pharmacological Management, Nurse Medication
Management, Therapeutic Behavioral Services, Psychosocial Rehabilitative Services, and Peer Support
Services in EHBS. Base Benchmark Plan: Only one visit per Provider of the same specialty per day is
payable.

1. Inpatient treatment for Mental Health without Preauthorization, if required by the Member’s plan.

2. Milieu therapy, marriage counseling, encounter groups, hypnosis, biofeedback, parental counseling,
stress management or relaxation therapy, conduct disorders, oppositional disorders, learning disabilities,
and situational disturbances.

3. Mental or emotional conditions without manifest psychiatric disorder or non-specific conditions.

4. Wilderness programs.
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5. Inpatient treatment for behavior modification, enuresis, or encopresis.

6. Psychological evaluations or testing for legal purposes such as custodial rights, etc., or for insurance or
employment examinations.

7. Occupational or Recreational Therapy.

8. Hospital leave of absence charges.

9. Sodium amobarbital interviews.

10. Unless Provider meets PEHP’s defined network needs and meets the PEHP specific credentialing and
quality standards, services, procedures, medications, or Devices received at or from a residential treatment
center which is not providing in-patient services, including but not limited to, services for residential
treatment, day treatment and/or intensive outpatient treatment.

11. Tobacco abuse.

12. Routine drug screening, except when ordered by a treating physician and done for a medical purpose, as
determined by PEHP, or unless otherwise allowed by the Master Policy.

13. Drug screening in conjunction with PEHP authorized treatment are considered inclusive to the
treatment and are not payable separately.

Base Benchmark Benefit that was Substituted: Source: Remove
MH-Substance Outpatient Provider Visits-Duplicatio 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:
Covered under Secretary Approved 1115 Waiver as Psychiatric Diagnostic Evaluation, Mental Health
Assessment, Psychological Testing, Psychotherapy, Pharmacological Management, Nurse Medication
Management, Therapeutic Behavioral Services, Psychosocial Rehabilitative Services, and Peer Support
Services in EHBS. Base Benchmark Plan: Outpatient treatment by a licensed psychologist, licensed
clinical social worker, medical Provider or licensed psychiatric nurse specialist is eligible. Only one visit
per Provider of the same specialty per day is payable.
1. Milieu therapy, marriage counseling, encounter groups, hypnosis, biofeedback, parental counseling,
stress management or relaxation therapy, conduct disorders, oppositional disorders, learning disabilities,
and situational disturbances.
2. Mental or emotional conditions without manifest psychiatric disorder or non-specific conditions.
3. Wilderness programs.
4. Inpatient treatment for behavior modification, enuresis, or encopresis.
5. Psychological evaluations or testing for legal purposes such as custodial rights, etc., or for insurance or
employment examinations.
6. Occupational or Recreational Therapy.
7. Sodium amobarbital interviews.
8. Unless Provider meets PEHP’s defined network needs and meets the PEHP specific credentialing and
quality standards, services, procedures, medications, or Devices received at or from a residential treatment
center which is not providing in-patient services, including but not limited to, services for residential
treatment, day treatment and/or intensive outpatient treatment.
9. Tobacco abuse.
Base Benchmark Benefit that was Substituted: Source: Remove
Lab, X-Ray, and Diagnostic Imaging: Duplication 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:

Covered under Secretary Approved 1115 Waiver as Other Laboratory and X-Ray Services in EHBS. Base
Benchmark:
1. Lab and x-rays are only eligible for diagnosing or treating symptomatic illness and must be specific to
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the potential diagnosis.

2. Laboratory typing/testing for organ transplant donors is eligible only when recipient is an eligible
Member, covered under a PEHP plan, and the transplant is eligible.

3. Drug screening, up to 2 times in a 30-day period.

4. Drug confirmatory laboratory tests, up to 2 codes in a 30-day period.

The following are Exclusions of the policy:

1. Charges in conjunction with ineligible procedures, including pre- or post- operative evaluations.

2. Routine drug screening, except when ordered by a treating physician and done for a medical purpose, as
determined by PEHP, or unless otherwise allowed by the Master Policy.

3. Sublingual or colorimetric allergy testing.

4. Charges in conjunction with weight loss programs regardless of Medical Necessity.

5. Epidemiological counseling and testing.

6. Probability and predictive analysis and testing.

7. Unbundling of lab charges or panels.

8. Medical or psychological evaluations or testing for legal purposes such as paternity suits, custodial
rights, etc., or for insurance or employment examinations.

9. Hair analysis, trace elements, or dental filling toxicity.

10. Assisted reproductive technologies, including but not limited to: invitro fertilization; gamete intra
fallopian tube transfer; embryo transfer; zygote intra fallopian transfer; pre-embryo cryopreservation
techniques; and/or any conception that occurs outside the woman’s body. Any related services performed in
conjunction with these procedures are also excluded.

11. Sleep Studies for sleep disorders.

12. Services in conjunction with diagnosing infertility.

13. Amniocentesis or chorionic villi sampling, except for high risk pregnancy or as allowed under the
Affordable Care Act Preventive Services.

14. Drug screening in conjunction with PEHP authorized treatment are considered inclusive to the
treatment and are not payable separately.

15. Whole exome and whole genome sequencing for the diagnosis of genetic disorders.

16. Chromosomal Microarray Analysis (CMA) for Autism Spectrum Disorder.

Base Benchmark Benefit that was Substituted: Source:

Preventive Services: Duplication Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Preventive Services, under EHB9. Base
Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted: Source:

Prenatal and Postnatal Care: Duplication Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Extended Services for Pregnant Women and
Prenatal and Postnatal Home Visits in EHB4. Base Benchmark Plan: No Limitations

Base Benchmark Benefit that was Substituted:

Source:

Delivery and All Inpatient for Maternity: Duplicat

Base Benchmark

Remove
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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:

Benchmark Plan: No limitations

Covered under the Secretary Approved 1115 Waiver as Inpatient Hospital Services in EHB3. Base

Base Benchmark Benefit that was Substituted:

Source:

Allergy Testing: Duplication

Base Benchmark

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:

limitations

Covered under the Secretary Approved 1115 Waiver as Physician Services in EHB1. Base Benchmark: No

Base Benchmark Benefit that was Substituted:

Source:

Diabetes Education-Duplication

Base Benchmark

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:

Base Benchmark: No limitations

Covered under the Secretary Approved 1115 Waiver as Diabetes Self-Management Education in EHB9.

Base Benchmark Benefit that was Substituted:

Source:

Transplant-Duplication

Base Benchmark

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:

Covered under the Secretary Approved 1115 Waiver as Inpatient Hospital Services in EHB3, Outpatient
Hospital Services and Physician Services in EHB1. Base Benchmark: No limitations

Base Benchmark Benefit that was Substituted: Source:

Speech Language Pathology-Substitution Base Benchmark

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:

Speech Language Pathology Services was removed and replaced in EHB 7 by substitution with the
actuarial value of additional Physical Therapy and Occupational Therapy visits and unlimited Physical
Therapy in home health with prior authorization which are not covered in the Base Benchmark Plan. Base
Benchmark Plan: Physical, Occupational, and Speech Therapy limited to 10 visits per plan year for all
therapy types combined. Speech therapy requires preauthorization.

Add
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Optpmetry Services

@ 13. Other Base Benchmark Benefits Not Covered Collapse Al []
4. Other 1937 Covered Benefits that are not Essgntial Health Benefits (ollapse All
Other-1937 Benefit Provided: Source: Remove

Section 1937 Coverage Option Benchmark Benefit

Package

Prior authorization is not required.

Authorization: Provider Qualifications:
Other Medicaid State Plan
Ampunt Limit: Duration Limit:
None None
Scope Limit:

Other:
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Other 1937 Benefit Provided:
Targeted Case Management for Tuberculosis

Authorization:
Other

Amount Limit:

None

Scope Limit:

None

Other:

Directly Observed Therapy (DOT)/Behavior Modification services will provide for
directly observed administration of tuberculosis medication, which means the direct
observation of patients swallowing anti-tuberculosis medication. Recipients must
be assessed as medically appropriate for DOT based upon the recipient’s risk of
non-adherence to medication regimen necessary to cure and prevent the spread of
an infectious, potentially fatal disease which may not respond to conventional
therapies. Services shall be furnished five or more days per week, unless

otherwise ordered by the physician in the recipient’s plan of care. This service is
provided in accordance with a therapeutic goal in the plan of care. The plan of

care will include a behavior modification program to aid in establishing a pattern of
adherence to treatment. The behavior modification program will be developed on
an individual basis based on the patients history of non-compliance. Daily
monitoring of adherence and behavior modification is necessary to ensure
completion of the prescribed drug therapy, since inconsistent or incomplete
treatment is likely to lead to drug resistance or reactivation, posing a major threat to
the public health. DOT includes security services designed to encourage
completion of medically necessary regimens of prescribed drugs by certain
non-compliant TB infected individuals on an outpatient basis.

Source: Remove
Section 1937 Coverage Option Benchmark Benefit
Package

Provider Qualifications:
Medicaid State Plan

Duration Limit:

None
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Add

15. Additional Covered Benefits (This category of benefits is not applicable to the adult group Collapse All []
under section 1902(a)(10)(A)(1)(VII) of the Act.)

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 0938-1148. 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 Security Boulevard, Attn: PRA
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20160722



Attachment J: Traditional Benefit Package

State Name] Utah Attachment 3.1-L- | OMB Control Number:/0938-1148 Transmittal Number: -

Benefits Description ABP5S

The state/territory proposes a “Benchmark-Equivalent” benefit package. No

Benefits Included in Alternative Benefit Plan

Enter the specific name of the base benchmark plan selected:

PEHP Utah Basic Plus
Adult Medicaid Expansion

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

Secretary - Approved

Retroactive to March 1, 2020, and through the end of the current public health emergency, including
extensions, coverage of testing to diagnose or detect SARS-CoV-2, antibodies to SARS-CoV-2, or
COVID-19, tests conducted in non-office settings such as parking lots are covered, exempting
requirements in 42 CFR 440.30(b). Coverage also includes laboratory processing of self-collected test
systems that the FDA has authorized for home use, if available to diagnose or detect SARS-CoV-2,
antibodies to SARS-CoV-2, or COVID-19, even if those self-collected tests would not otherwise meet
the requirements in § 440.30(a) or (b), as long as the self-collection of the test is intended to avoid
transmission of COVID-19. This allowance is in effect through the public health emergency period.
The agency assures that newly added benefits or adjustments to benefits comply with all applicable
statutory requirements, including the statewide requirements found at 1902(a)(1), comparability
requirements found at 1902(a)(10)(B), and free choice of provider requirements found at 1902(a)(23).



lm| 1.Essential Health Benefit: Ambulatory patient services Collapse All []

Benefit Provided: Source:
Outpatient Hospital Services State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Pri(1r Authorization ‘ |Meaicaia State Plan ‘
Amount Limit: Duration Limit:
Nore ‘ |N one ‘
Scope Limit:
Norle ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
SOITe Services Tequire prior authorization
Benefit Provided: Source:
CHAiC Services State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Pri(1r Authorization Medicaid State Plan ‘
Amount Limit: Duration Limit:
Noije ‘ |N one ‘
Scope Limit:
Norle ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Inctudesambutatory surgical centers and dialysis
Benefit Provided: Source: Remove
Family Planning Services State Plan 1905(a)
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
Norle ‘ |None ‘
Scope Limit:
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:
Physician Services State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Pric1r Authorization ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
None None
1 | |
Scope Limit:
Norre ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
- - - - Remove
Medical and Surgical Services by a Dentist State Plan 1905(a)
Authorization: Provider Qualifications:
Norte ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
None None
1 | |
Scope Limit:
Norre ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REmeve
Podiatry State Plan 1905(a)
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:

Norle None ‘




Scope Limit:

Norne

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

Benefit Provided: Source:
Optometry Services State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Norte ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
None None
i | |
Scope Limit:

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

Benefit Provided: Source:
Services Provided by Licensed Nurse Practitioners State Plan 1905(a) B
Authorization: Provider Qualifications:
Pric1r Authorization ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
Norre ‘ |None ‘
Scope Limit:
Norre ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REmeve
Home Health Nursing State Plan 1905(a)
Authorization: Provider Qualifications:

Pridr Authorization ‘ |Medicaid State Plan




Amount [imit: Duration Limit:

Norne None ‘
Scope Limit:
Norne ‘

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

Benefit Provided: Source:
Hospice-Ambulatory State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Pri(1r Authorization ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
None None
i I |
Scope Limit:
Norle ‘

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

Benefit Provided: Source:
Audiology State Plan 1905(a) LGN
Authorization: Provider Qualifications:
Norte ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
None None
1 | |
Scope Limit:
Norle ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REmeve

Home Health Aide State Plan 1905(a)




Authorization:

Provider Qualifications:

Norne

|Medicaid State Plan ‘

Amount Limit:

Duration Limit:

Norne

None ‘

Scope Limit:

None

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

benchmark plan:

Add




[m] 2. Essential Health Benefit: Emergency services

Collapse All []

Benefit Provided: Source: Remove
I 1L tal S H Q Bl 166
Llllclscllb_y llUDPlLal UL VIULUS S LAdLC I'IdIl 17U)kd)
Authorization: ProviderQuatifications:
Norne l Medieatd-State Plan l
Amount Limit: Duration Limit:
None l |Nunc l
Scope Limit:
None
Other information regarding this benefit, including the speciiic name of the source plan it it is not the base
benchmark plan:
Benefit Provided: Source: Remove
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Authorization:

ProviderQuatifications:

Q

Nor

T

Neds 1d Qeota Dig
| IvIvUIvaiu otdaiv 1 1alrr |

Amount Cimit:

Duration Limit:

None l |Nunc l
Scope LCimit:
None

Other information regarding this benetit, including the speciiic name of the source plan it it is not the base
benchmark plan:

cE-5€ S ot S ate

1. Life of the member is in immediate danger
2. Life support equipment or medical care is required during travel

3. Other means of transportation would endanger the member's health or be medically
contraindicated

Add




[m| 3. Essential Health Benefit: Hospitalization Collapse All []

Benefit Provided: Source:

Inpatient Hospital Services State Plan 1905(a) Remove

Authorization: Provider Qualifications:

Pri(1r Authorization ‘ |Meaicaia State Ptan ‘

Amount Limit: Duration Limit:

Norfe ‘ |N one ‘

Scope Limit:

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

Need foramextension of tengtirof stay must be justificd by @ pihysiciar, and reauthorization
must be obtained from the Medicaid Agency for hospitals that are not under the DRG payment
system.

Benefit Provided: Source:

Tnpatient Physician Services State Plan 1905(a) Besinee

Authorization: Provider Qualifications:

Norfe ‘ |Medicaid State Ptan ‘

Amount Limit: Duration Limit:

Norne ‘ |N one ‘

Scope Limit:

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

Benefit Provided: Source: Remove

Transplant State Plan 1905(a)

Authorization: Provider Qualifications:

Pri(Jr Authorization ‘ |Medicaid State Plan ‘

Amount Limit: Duration Limit:

Norle ‘ |None ‘

Scope Limit:

None ‘




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

Add




lm| 4. Essential Health Benefit: Maternity and newborn care

Collapse All []

Benefit Provided: Source:
Extended Services to Pregnant women State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Pri(1r Authorization ‘ |Meaicaia State Ptan ‘
Amount Limit: Duration Limit:
Norfe ‘ |N one ‘
Scope Limit:
Norle ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Trctudes Inpatiemt Hospitat-Services asdefimed im EHB 3 Outpatiemt Hospitat-Services; Famity Pramming
Services, Physician Services, Home Health Services, Services provided by a Pediatric and Family Nurse
Practitioners as defined in EHB3; Medical Supplies and Equipment as defined in EHB7.
Benefit Provided: Source:
Freestanding Birthing Chinics State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Norfe ‘ |Medicaid State Ptan ‘
Amount Limit: Duration Limit:
Nore ‘ |N one ‘
Scope Limit:
Norle ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Birthing center nmatermat patients shattbe timited to women initiatty determimed to beat fow
maternity risk and evaluated regularly throughout pregnancy to ensure they remain at low risk for a
poor pregnancy outcome.
Benefit Provided: Source: Remove

Inpatient Care for Maternity and Newborn

Authorization: Provider Qualifications:
Norle l |Medicaid State Plan l
Amount Limit: Duration Limit:
Norle l |None l
Scope Limit:

Nore




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

Benefit Provided: Source: Remove
Physician Services for Maternity and Newborn State Plan 1905(a)
Authorization: Provider Qualifications:
Nor]e ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
Noije None
i | |
Scope Limit:
Norle ‘

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

Add




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

behavioral health treatment

Collapse All]

None

Benefit Provided: Source:
Psychiatric Diagnostic Evaluation State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Noife ‘ |Meaicaia State Plan ‘
Amount Limit: Duration Limit:
Nore ‘ |N one ‘
Scope Limit:
Norle ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Mental Health Assessment State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Noife ‘ |Me<1icai(1 State Plan ‘
Amount Limit: Duration Limit:
Nore ‘ |N one ‘
Scope Limit:
Norle ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: Remove
Psychological Testing State Plan 1905(a)
Authorization: Provider Qualifications:
Norle ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
Norle ‘ |None ‘
Scope Limit:




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

benchmark plan:

Benefit Provided: Source:
Psychotherapy State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Norte ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:
None None
1 | |
Scope Limit:
Norle ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Pharmacologic Management-Rehabilitative Mental Hea | |State Plan 1905(a) B
Authorization: Provider Qualifications:
Norte ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
Nortje None
1 | |
Scope Limit:
Norre ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REmeve

Nurse Medication Management

State Plan 1905(a)

Authorization:

Provider Qualifications:

Norne

‘ |Medicaid State Plan

Amount Limit:

Duration Limit:

Norne

None




Scope Limit:

Norne

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

Benefit Provided: Source:
Therapeutic Behavioral Services State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Norte ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
Nortje None
1 | |
Scope Limit:
Norre ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Psychosocial Rehabilitative Services State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Norte ‘ |Medlca1d State Plan ‘
Amount Limit: Duration Limit:
Norje None
1 | |
Scope Limit:
Norre ‘
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: REmeve
Peer Support Services State Plan 1905(a)
Authorization: Provider Qualifications:

Norne ‘ |Medicaid State Plan




Amount Limit: Duration Limit:

Norne None
Scope Limit:
Norne

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

Benefit Provided: Source: Remove
Inpatient Hospital-Mental Health State Plan 1905(a)
Authorization: Provider Qualifications:
NO]TG ‘ |Medlca1d State Plan
Amount Limit: Duration Limit:
Norre ‘ |None
Scope Limit:
Norle
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Services are not provided for members 1n Institutions for Mental Disease tor those ages 21-64.
Benefit Provided: Source: Remove
Residential and Inpatient Treatment for SUD Secretary-Approved Other
Authorization: Provider Qualifications:
AutForlzatlon required 1n excess of limitation ‘ |Medlca1d State Plan
Amount Limit: Duration Limit:
Norre ‘ |N one

Scope Limit:

Nor]e

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

Utah Medicaid’s TTT5 Primary Care Network Demonstration Waiver waives federal Institution for Mental
Disease (IMD) exclusions for licensed SUD residential treatment programs with 17 or more beds. This
means that licensed SUD residential treatment programs with 17 or more beds are eligible for Medicaid
reimbursement. This also means that Medicaid members age 22 through 64 in these larger programs are
now eligible for Medicaid reimbursement.

SUD residential treatment in these programs means face-to-face services that are a combination of
Medically Necessary Services. Services are provided according to each Medicaid member’s ASAM
assessment and treatment plan and are provided to treat the individual’s documented SUD.




These programs are responsible to ensure appropriate transitions to other levels of outpatient SUD
services either by directly providing the level of care needed or by coordinating the transition to the
needed level of care with another provider.

Add

[m| 6. Essential Health Benefit: Prescription drugs

O

Prescription Drug Limits (Check all that apply.):

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.

Authorization:

Provider Qualifications:

Limit on days supply Yes

State licensed

Limit on number of prescriptions
Limit on brand drugs

Other coverage limits

Preferred drug list

Coverage that exceeds the minimum requirements or other:

The State of Utah ABP prescription drug benefit plan is the same as under the approved Medicaid State
Plan for prescribed drugs.




[ml 7. Essential Health Benefit: Rehabilitative and habilitative services and devices

Collapse All []

Benefit Provided:

Source:

Remove

Skitted Nursing Facility Services-Acute State Plan 1905(a)
Authorization: Provider Qualifications:
Pridr Authorizafion Medicaid State Plan
Amount Limit: Duration Limit:
Nore None
Scope Limit:
Noije

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

benchmark plan:
Benefit Provided: Source: Remove
Tong Term Acute Care-Rehabilitative State Plan 1905(a)
Authorization: Provider Qualifications:
Pridr Authorizafion Medicaid State Plan
Amount Limit: Duration Limit:
Nore None
Scope Limit:
Noije

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

benchmark plan:
Benefit Provided: Source: Remove

Physical Therapy-Rehabititative and Habilitative

State Flan 15U5(a)

Authorization:

Provider Qualifications:

Authorization required 1 excess ol limitation

Medicaid dState Flan

Amount Limit:

Duration Limit:

Nore

None

Scope Limit:

Nore

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




Benefit Provided: Source:
Prosthetic Devices State Plan T905(a) Remove
Authorization: Provider Qualifications:
Pridr Authorization Medicaid State Plan
Amount Limit: Duration Limit:
Norje None
Scope Limit:
Nore
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Durable Medical Equipment and Supplics State PTan 1905(a) Remove
Authorization: Provider Qualifications:
Pridr Authorization Medicaid State Plan
Amount Limit: Duration Limit:
Noife None
Scope Limit:
Noije
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source: Remove

Occupational Therapy-Rehabilitative and Habilitati

State Plan 1905(a)

Authorization:

Provider Qualifications:

Authorization required in excess of limitation

Medicaid State Plan

Amount Limit:

Duration Limit:

None

None

Scope Limit:

None




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

benchmark plan:

Prior authorization may be obtained if the limit of 20 visits needs to be exceeded due to medical necessity.

Benefit Provided:

Source:

Speech Canguage Pathology-Rehab and Habititative

Stafe Plan 1905(a)

Remove

Authorization:

Provider Qualificafions:

Authorization required 1 excess oI Iimitation

Medicaid dState Plan

Amount Limit:

Duration Limit:

Varfes

varies

Scope Limit:

Varfes

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

benchmark plan:

Add




[m] 8. Essential Health Benefit: Laboratory services

Collapse All [_]

Remove

Benefit Provided: Source:

Other Laboratory and X-Ray Services State Plan 1905(a)

Authorization: Provider Qualifications:

Pri(ir Authorization ‘ |Medicaid State Plan ‘
Amount Limit: Duration Limit:

Norle ‘ |None ‘

Scope Limit:

Norle

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

Add




[w] 9. Essential Health Benefit: Preventive and wellness services and chronic disease management Collapse All []

The 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
Immunization 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 (IOM).

Benefit Provided: Source: Remove
Diabetes Self-Management Training State Plan 1905(a)

Aut}qorization: ‘ |Pr0vider Qualifications: ‘
Authorization required in excess of limitation Medicaid State Plan

AmFunt Limit: ‘ |Duration Limit: ‘

10 hours 12-month period

Scope Limit:

Instructors eligible to provide diabetes self-management training will include registered nurses,
registered pharmacists and certified dieticians licensed by the state who are eligible under their scope
of practice to provide counseling for patients.

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

Diabetes self-management is limited to that certified by the physician, under a comprehensive plan,
as essential to ensure successful diabetes management by the individual patient.

Benefit Provided: Source: Remove
Tobacco Cessation State Plan 1905(a)

Aut}qorization: ‘ |Pr0vider Qualifications: ‘

None Medicaid State Plan

Am}:)unt Limit: ‘ |Duration Limit: ‘

None None

Scoloe Limit: ‘

None

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

Add




[m] 10. Essential Health Benefit: Pediatric services including oral and vision care

Collapse All [_]

Benefit Provided: Source: Remove
Medicaid State Plan EPSDT Benefits State Plan 1905(a)
Authorization: Provider Qualifications:
Norle Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
Thrpugh age 20

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

benchmark plan:

Add

|D 11. Other Covered Benefits from Base Benchmark

Collapse All [] |




12. Base Benchmark Benefits Not Covered due to Substitution or Duplication

Collapse Al

Base Benchmark Benefit that was Substituted:

Source:

Inpatient Physician and Surgical Services: Duplica

Base Benchmark

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:

Covered under the Utah Medicaid State Plan as Inpatient Hospital Services in EHB3 and Physician
Services in EHB1. Base Benchmark: No limitations

Base Benchmark Benefit that was Substituted: Source:

Primary Care Visit to Treat an Injury: Duplication Base Benchmark

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:

Covered under the Utah Medicaid State Plan as Physician Services, under EHB 1. Base Benchmark Plan:
No limitations

Base Benchmark Benefit that was Substituted: Source:

Specialist Visit: Duplication Base Benchmark

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:

Covered under the Utah Medicaid State Plan as Physician Services, under EHB 1. Base Benchmark Plan:
No limitations

Base Benchmark Benefit that was Substituted: Source:

Other Practitioner Office Visit: Duplication Base Benchmark

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:

Covered under the Utah Medicaid State Plan as Physician Services (for Physician Assistants working under
supervision) and Services Provided by Licensed Nurse Practitioners, under EHB 1. Base Benchmark Plan:
No limitations

Base Benchmark Benefit that was Substituted: Source:

Outpatient Facility Fee: Duplication Base Benchmark

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:

Covered under the Utah Medicaid State Plan as Clinic Services including ambulatory surgical centers,
under EHB 1. Base Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted: Source:

Outpatient Surgery Physician/Surgical Services: Du Base Benchmark

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 Utah Medicaid State Plan as Outpatient Hospital Services, under EHB 1.
Base Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted: Source:

Hospice dervices: Duplication Base Benchmark

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:

Covered under the Utair Medicaid State Plam as Hospice Services, under EHB 1. Base Benchmark pPiam:
Limitation of 6 months per 3 years

Base Benchmark Benefit that was Substituted: Source:

Utgent Care Centers: Duplication Base Benchmark

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:

Covered under the Utalr Medicaid State Ptam as Climic Services, under EHB 1. Base Benchmark Plan No
limitations.

Base Benchmark Benefit that was Substituted: Source:

Home Health Care: Duplication Base Benchmark

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:

Covered under the Utalr Medicaid State Plam as Home Heattit Services inctuding ambulatory surgicat
centers, under EHB 1. Base Benchmark Plan: Limitation 30 visits per benefit period

Base Benchmark Benefit that was Substituted: Source:

Skilfed Nursing Facility: Duplication Base Benchmark

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:

Covered under the Utalr Medicaid State Plam as Skilted Nursing Facitity Services, under EHB 1 Base
Benchmark Plan: Limitation 30 days per plan year

Base Benchmark Benefit that was Substituted: Source:

DialysisT Duplication Base Benchmark

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:

Covered under the UtahrMedicard-State PtamasChimicServices, under EHB T Base Benchmark PramNo
limitations




Base Benchmark Benefit that was Substituted:

Source:

Chemotherapy and Radiation: Duplication

Base Benchmark

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:

Covered underthe Utahr Medicaid - State Plamas Tnpatient Hospitat-Services,; Outpatient Hospitat-Services;
and Physician Services, under EHB 1. Base Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted:

Source:

Intusion I'herapy: Duplication

Base Benchmark

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:

Covered under the Utair Medicaid State Plam as Owmtpatient Hospitat Services, Clinic Services, and Home
Health Services, under EHB 1. Base Benchmark Plan: No limitations

Base Benchmark Benefit that was Substituted:

Source:

Reconstructive Surgery: Duplication

Base Benchmark

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:

Covered underthe Utatr Medicaid-State Plamas Tnpatient Hospitat-Services,; Outpatient Hospitat-Services;
and Physician Services, under EHB 1. Medicaid Limits: Covered when performed to correct deformity
resulting from disease, trauma, congenital anomaly, or previous therapeutic intervention. Base Benchmark
Plan: Covered when performed on abnormal structures of the body caused by congenital defects,
developmental abnormalities, trauma, infection, tumors, or disease, which restores bodily function.

Base Benchmark Benefit that was Substituted:

Source:

bEmergency Koom Services: Duplication

Base Benchmark

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:

Benchmark Plan: No limitations

Covered under the Utalr MedicaidState Plamras Emergency Hospitat Services; under EHB2-Base

Base Benchmark Benefit that was Substituted:

Source:

bEmergency Iransportation/Ambulance: Duplication

Base Benchmark

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:

Covered umnder the Utalr Medicaid-State Plamras Ambutance Tramsportatiorn, under EHB 2 Medicaid
Limitation: Medical emergencies only as defined by Utah Medicaid. Base Benchmark Plan: Limitation
medical emergencies only, as determined by PEHP

Base Benchmark Benefit that was Substituted:

Source:

Outpatient Kehabilitation Services: Duplication

Base Benchmark

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:

Speech therapy requires preauthorization.

Covered under the Utah Medicaid State Plan as Physical Therapy, Occupational Therapy, and Speech
Therapy, under EHB7. Medicaid Limitations: Physical and Occupational Therapies limited to 20 visits
each per 12 months, Speech Therapy limited based on diagnoses. Prior authorization required for
additional visits. Base Benchmark Plan: Limited to 10 visits per plan year for all therapy types combined.

Base Benchmark Benefit that was Substituted:

Source:

Habilitation Services: Duplication

base Benchmark

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:

Speech therapy requires preauthorization.

Covered under the Utatr Medicaid-State Plamras Physicat-Therapy, Occupatiomat- Therapy; and-Speech
Therapy, under EHB7. Medicaid Limitations: Physical and Occupational Therapies limited to 20 visits
each per 12 months, Speech Therapy limited based on diagnoses. Prior authorization required for
additional visits. Base Benchmark Plan: Limited to 10 visits per plan year for all therapy types combined.

Base Benchmark Benefit that was Substituted:

Source:

Cardiac Rehabilitation: Substitution

base benchmark

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:

5 visits combined per plan year.

Cdlk‘lidb lChd‘UiliLdLiUll WdS ICIIIUVC(.‘I dlld leldLCd ill EHB 7 by bu‘UbLiLLll.iUll Wilh l.hC dbludlidl leuC Uf
additional Physical Therapy and Occupational Therapy visits and unlimited Physical Therapy in home
health with prior authorization which are not covered in the Base Benchmark Plan. Base Benchmark Plan:
Cardiac Rehabilitation, Phase 2, following heart attack, cardiac surgery, severe angina (chest pain), and
Pulmonary Rehabilitation, Phase 2, resulting from chronic pulmonary disease or Surgery, are payable up to

Base Benchmark Benefit that was Substituted:

Source:

Durable Medical Equipment/Supply: Duplication

base benchmark

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:

EHB7. Base Benchmark: Exclusions include

. Equipment purchased from non-licensed Providers;
. Used Durable Medical Equipment;

. TENS Unit;

. Neuromuscular Stimulator;

. H-wave Electronic Device;

10. Sympathetic Therapy Stimulator (STS);

11. Limb prosthetics;

O 0 1O\ L b WIN —
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. Training and testing in conjunction with Durable Medical Equipment or prosthetics;
. More than one lens for each affected eye following Surgery for corneal transplant;

. Durable Medical Equipment that is inappropriate for the patient’s medical condition;
. Diabetic supplies, i.e. insulin, syringes, needles, etc., are a pharmacy benefit;




12. Machine rental or purchase for the treatment of sleep disorders;
13. Support hose for phlebitis or other diagnosis.

Base Benchmark Benefit that was Substituted: Source:
Remove

SKilled Nursing Facility and Kehabilitation: Dupli 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:

Covered under Utalt Medicaid State Ptam as Skilted Nursing Facitity Services in EHB7- Base Benchmark
Plan: Non-custodial. Up to 30 combined days per plan year. Requires preauthorization.

Base Benchmark Benefit that was Substituted: Source:
Remove

Tnpatient Hospitalization: Duplication 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:

Covered under UtatrMedicard-State PtamasInpatient Hospitat-Services im EHB 3 Medicaid Eimitations:
Need for an extension of length of stay must be justified by a physician, and reauthorization

must be obtained from the Medicaid Agency for hospitals that are not under the DRG payment

system.

Base Benchmark: The following are Exclusions of the policy:

When an inpatient hospital stay can be shortened or charges reduced by transfer to a transitional care unit or
Skilled Nursing Facility, PEHP may require the patient to be transferred for Coverage to continue. This
benefit is only available through concurrent Medical Case Management and approval by PEHP; Inpatient
benefits for Mental Health require Preauthorization; Only acute Emergency Care for Life-threatening injury
or illness is covered in conjunction with attempted suicide or anorexia/bulimia. Other services require Pre-
authorization through the inpatient Mental Health benefits; Inpatient Rehabilitation and Skilled Nursing
Facility stays are limited to 30 days per plan year combined.

Base Benchmark Benefit that was Substituted: Source:
Remove

Substance Abuse Disorder Uupatient-Duplication 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:

Covered under Utatr Medicaid-State Ptamas Psychiatric Diagnostic Evatuation, Memtali- Heattir Assessment;
Psychological Testing, Psychotherapy, Inpatient Hospital-Mental Health, Pharmacological Management,
Nurse Medication Management, Therapeutic Behavioral Services, Psychosocial Rehabilitative Services,
and Peer Support Services in EHBS. Base Benchmark Plan: 8 visits per plan year combined with mental
health outpatient services.

Base Benchmark Benefit that was Substituted: Source:
Remove

Mental Health Inpatient Services-Duplication 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:

>

Psychological Testing, Psychotherapy, Pharmacological Management, Nurse Medication Management,




Therapeutic Behavioral Services, Psychosocial Rehabilitative Services, and Peer Support Services in
EHBS. Base Benchmark Plan: 30 days per plan year combined with Substance Abuse outpatient

Base Benchmark Benefit that was Substituted: Source:

Mental Health Outpatient Services-Duplication Base Benchmark

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:

Covered under Utair Medicaid State Planm as Psychiatric Diagnostic Evatuation, vental Health Assessment,
Psychological Testing, Psychotherapy, Pharmacological Management, Nurse Medication Management,
Therapeutic Behavioral Services, Psychosocial Rehabilitative Services, and Peer Support Services in
EHBS5. Base Benchmark Plan: 8 visits per plan year combined with Substance Abuse outpatient

Base Benchmark Benefit that was Substituted: Source:

Driagnostic Test(X-Ray and Lab) Duplication Base Benchmark

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:

~z Irno

Covered under UtatrMedicaid State Ptamas Other Eaboratory and X=Ray Services im EHB 8 Base
Benchmark: No limitations

Base Benchmark Benefit that was Substituted: Source:

Preventive Services: Duplication Base Benchmark

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:

Covered underthe Utahr Medicaid State Plamas Preventive Services, under EHB9Base Benchmmark Piam:
No limitations

Base Benchmark Benefit that was Substituted: Source:

Frenatal and Fostnatal Care: Duplication Base Benchmark

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:

Covered under the Utalr Medicaid State Plam as Extended Services for Pregnant Woimen and prenatal and
Postnatal Home Visits in EHB4. Base Benchmark Plan: No Limitations

Base Benchmark Benefit that was Substituted: Source:

Dehvery and All' Inpatient 1or Maternity: Duplicat Base Benchmark

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:

Covered under the Utair Medicaid State Plam as Inpatient Hospitat Services im EHB3and Inpatient Care for
Maternity and Newborn in EHB4. Base Benchmark Plan: No limitations




Base Benchmark Benefit that was Substituted:

Source:

Allergy Testing: Duplication

Base Benchmark

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:

limitations

Covered under the Utalr Medicaid State Plam as Physician Services i EHB 1. Base Benchmark: INO

Base Benchmark Benefit that was Substituted:

Source:

Diabetes bEducation-Duplication

Base Benchmark

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:

Benchmark: No limitations

Covered under the Utalr Medicaid State Planm as Diabetes Seif-Management Education in EHBY9. Base

Base Benchmark Benefit that was Substituted:

Source:

ITansplant-Duplication

Base Benchmark

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:

Covered underthe Utatr Medicard - State Plamas-Transptant Services im EHB3; Outpatient Hospital-Services
and Physician Services in EHB1. Base Benchmark: No limitations

Base Benchmark Benefit that was Substituted:

Source:

Substance Abuse Disorder Inpatient-Duplication

Base Benchmark

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:

Covered unmder Restdemntiat-and Tnpatient Treatment for SUDmEHBSBase Benchmark30days perptan
year combined with mental health inpatient services.

Base Benchmark Benefit that was Substituted:

Source:

Oufpatient Kehabilitation Services-Duplication

Base Benchmark

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:

combined.

Covered under the Utatr Medicaid-State Ptamas Physicat-Therapy, Occupatiomat-Therapy, and-Speech

Therapy, under EHB7. Base Benchmark Plan: Limited to 20 visits per plan year for all therapy types

Base Benchmark Benefit that was Substituted:

Source:

Imaging (CT/PET Scans, MRI3)

Base Benchmark

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:

Benchmark: No limitations

Covered under Utah Medicaid State Plan as Other Laboratory and X-Ray Services in EHBS8. Base

Base Benchmark Benefit that was Substituted:

Source:

Remove

Nutritionat Counseting: Duptication

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:

Covered unmder UtatrMedicard-State Ptamras Physicram Services amd-Services Provided by Eicensed Nurse
Practitioners in EHB1. Base Benchmark: No limitations.

Base Benchmark Benefit that was Substituted:

Source:

Remove

Tnherited Metabotic Disorder-Duptication

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:

Services in EHB3. Base Benchmark: No limitations.
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Add

|D 13. Other Base Benchmark Benefits Not Covered

Collapse All [] |




14. Other 1937 Covered Benefits that are not Essential Health Benefits

Collapse Al

Package

Other 1937 Benefit Provided: Source:
Personal Care Services Section 1937 Coverage Option Benchmark Benefit Remove
Package
Authorization: Provider Qualifications:
Prigr Authorization Medicaid State Plan
Amount Limit: Duration Limit:
Norje None
Scope Limit:
Norje
Other:
Personal care services in recipient's home, prescribed in accordance with a plan of
treatment and provided by a qualified person under supervision of a registered nurse.
Other 1937 Benefit Provided: Source:
Targeted Case Mgmt - Chronically Mentally Il Section 1937 Coverage Option Benchmark Benefit Remove
Package
Authorization: Provider Qualifications:
Othgr Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
Norje
Other:
Specialized services for mentally ill individuals means the services from an individualized plan
of care that:
a. Are prescribed only for persons experiencing an acute episode of serious mental illness,
which necessitates supervision of trained mental health personnel;
b. Are developed and supervised by an interdisciplinary team, which includes a physician
and qualified mental health professionals;
c. Are directed toward reducing behavioral symptoms and improving his or her level of
independent functioning level that permits reduction in the intensity of mental health
services; and
d. Are usually limited to inpatient psychiatric hospital care and care in an institution for
mental diseases. Certain individuals, as applicable, are not precluded from receiving
such services in a nursing facility
Other 1937 Benefit Provided: Source:
Nursing Facility Services Section 1937 Coverage Option Benchmark Benefit Remove




Authorization: Provider Qualifications:
Pridr Authorization Medicaid State Plan
Amount Limit: Duration Limit:

Scope Limit:

Long term custodial care

Other:

Mustmeet institutionat fevel of care

Other 1937 Benefit Provided: Source:

Targeted Case Management for 1 ubercuiosis Section 1937 Coverage Option Benchmark Benefit

Package

Remove

Authorization: Provider Qualifications:

OthEr Medicaid State Plan

Amount Limit: Duration Limit:

Nore None

Scope Limit:

Nore

Other:

Directly Observed Therapy (DOT)/Behavior Modification services wilt provide for
directly observed administration of tuberculosis medication, which means the direct
observation of patients swallowing anti-tuberculosis medication. Recipients must
be assessed as medically appropriate for DOT based upon the recipient’s risk of
non-adherence to medication regimen necessary to cure and prevent the spread of
an infectious, potentially fatal disease which may not respond to conventional
therapies. Services shall be furnished five or more days per week, unless

otherwise ordered by the physician in the recipient’s plan of care. This service is
provided in accordance with a therapeutic goal in the plan of care. The plan of

care will include a behavior modification program to aid in establishing a pattern of
adherence to treatment. The behavior modification program will be developed on
an individual basis based on the patients history of non-compliance. Daily
monitoring of adherence and behavior modification is necessary to ensure
completion of the prescribed drug therapy, since inconsistent or incomplete
treatment is likely to lead to drug resistance or reactivation, posing a major threat to
the public health. DOT includes security services designed to encourage
completion of medically necessary regimens of prescribed drugs by certain
non-compliant TB infected individuals on an outpatient basis.

Oth

er 1937 Benefit Provided: Source:

Optometry Services Section 1937 Coverage Option Benchmark Benefit

Package

Remove




Autharization: Provider Qualifications:

Other Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:

Other:

Prior authorization is not required.

Add

15. Additional Covered Benefits (This category of benefits is not applicable to the adult group Collapse All [_]

under section 1902(a)(10)(A)(i)(VIII) of the Act.)

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 0938-1148. 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 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850.
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