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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop: S2-01-16 
Baltimore, Maryland   21244-1850 

Children and Adults Health Programs Group 

April 28, 2026 

Janet Mann 
State Medicaid Director 
State of Arkansas, Department of Human Services 
112 West 8th Street, Slot S401 
Little Rock, AR 72201 

Dear Director Mann: 

Your title XXI Children’s Health Insurance Program (CHIP) state plan amendment (SPA) 
AR-19-0011 submitted on June 26, 2019, with additional information submitted on April 28, 
2026, has been approved. This SPA implements mental health parity requirements and makes 
changes to medical benefit limits. The effective date of this SPA is July 1, 2018, unless otherwise 
noted below.   

Mental Health Parity 
Section 2103(c)(7)(A) of the Social Security Act (the Act), as implemented through regulations at 
42 CFR 457.496(d)(3)-(5), requires states that provide both medical/surgical (M/S) and mental  
health (MH)/substance use disorder (SUD) benefits to ensure that policies under the state child 
health plan are no more restrictive for MH/SUD benefits than those applied to M/S benefits. This 
requirement is consistent with the mental health parity requirements applicable to group health 
plans under section 2705(a) of the Public Health Service Act. This SPA provides the necessary 
state plan assurances and supporting documentation to demonstrate that the state’s application of 
financial requirements and non-quantitative treatment limits to MH/SUD benefits meet these 
parity requirements for all separate CHIP children, with the exception of the from conception to 
end of pregnancy (FCEP) population as described below. 

Benefit Changes  
This SPA adds inpatient SUD, care coordination, enabling services, and other medical, diagnostic, 
screening, preventive, restorative, remedial, therapeutic, or rehabilitative services to the CHIP 
state plan for children enrolled in the Provider-Led Arkansas Shared Savings Entity (PASSE) 
program. Arkansas established the PASSE program to serve Medicaid and CHIP beneficiaries 
with complex behavioral health, development, or intellectual disabilities. The effective date for 
this provision is March 1, 2019. 

This SPA also changes the benefit limits for occupational, physical and speech therapy services 
from 60 minutes daily to 90 minutes weekly, with an option for extension of benefits through the 
prior authorization process.   
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Modifications to Beneficiary Facing Materials 

Arkansas modified its consumer facing materials on behavioral health services for children in 
CHIP, including its member handbook and website, to more extensively describe the availability 
of outpatient SUD coverage under the CHIP state plan.  The state also clarified the process for 
obtaining an independent assessment for consideration of access to more intensive behavioral 
health services through the PASSE program. 

Arkansas’s pending SUPPORT Act SPA (AR-20-0002-CHIP) will add behavioral health coverage 
to the FCEP group.  The state will need to submit a parity analysis specific to this population after 
the SUPPORT Act SPA has been approved.    

This approval relates only to the benefits provided up the CHIP state plan; Medicaid benefits will 
be analyzed separately.  

Your title XXI project officer is Abbie Walsh. She is available to answer questions concerning this 
amendment and other CHIP-related matters and can be reached at Abagail.Walsh@cms.hhs.gov. 

We appreciate the efforts of your staff and share your goal of providing quality health care to low-
income, uninsured children through title XXI. Thank you for your cooperation. 

Sincerely, 

Jessica Stephens 
Acting Group Director 

/Signed by Jessica Stephens/

mailto:Abagail.Walsh@cms.hhs.gov
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TEMPLATE FOR CHILD HEALTH PLAN UNDER TITLE XXI OF THE SOCIAL SECURITY ACT 

CHILDREN’S HEALTH INSURANCE PROGRAM 

 

(Required under 4901 of the Balanced Budget Act of 1997 (New section 2101(b))) 

 

 

 

State/Territory: __ARKANSAS____________________________________________________  

  (Name of State/Territory) 

 

 

 

As a condition for receipt of Federal funds under Title XXI of the Social Security Act, (42 CFR, 

457.40(b))___Janet Mann, Director, DHS Division of Medical Services (DMS) (Signature of Governor, 

or designee, of State/Territory, Date Signed) 

 

submits the following Child Health Plan for the Children’s Health Insurance Program and hereby agrees 

to administer the program in accordance with the provisions of the approved Child Health Plan, the 

requirements of Title XXI and XIX of the Act (as appropriate) and all applicable Federal regulations and 

other official issuances of the Department. 

 

 

The following State officials are responsible for program administration and financial oversight (42 CFR 

457.40(c)): 

 

Name: Cindy Gillespie  Position/Title: Director, Department of Human Services (DHS) 

Name: Janet Mann   Position/Title: Director, DHS Division of Medical Services (DMS)  

Name: ____________   Position/Title: ______________      

 

*Disclosure.  In accordance with 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 (CMS-10398 #34). The time required to 

complete this information collection is estimated to average 80 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 any comments concerning the accuracy of the time estimate(s) or 

suggestions for improving this form, write to: CMS, 7500 Security Blvd., Attn: PRA Reports Clearance 

Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850
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AR-18-0003 
Effective/Implementation 
Date: 1/1/18 

Eligibility 
Processing 

CS24 Change Arkansas to 
an Assessment 
State 

Supersedes 
previously 
approved CS24 

 
 
SPA # 6, Purpose of SPA:  Separate State CHIP (ARKids-B Program) 
 
Effective Date:  8-1-15 
 
Implementation Date:  8-1-15 
 
SPA # 7. Purpose of SPA: Add Intensive Home & Community-Based Family & Child/Youth 

Support Health Services Initiative 
 
Effective Date:  11-1-16 
 
Implementation Date:  11-1-16 
 
 
SPA # 8, Purpose of SPA: Add Health & Well-Being Program for Maltreated Children Health 

Services Initiative 
 
Effective Date:  1-1-17 
 
Implementation:  1-1-17 
 
SPA #9, Purpose of SPA: Update State Plan in compliance with MHPAEA standards.  

Change Substance Abuse Treatment Services (SATS) to 
Outpatient   Behavioral Health Services (OBHS) which includes 
Substance Abuse Services; change benefit thresholds for 
occupational, physical, and speech therapy services from 4 units 
of each discipline daily to 6 units of each weekly with an option for 
extension of benefits, comparable to recently revised Medicaid 
standards. 

 
Effective Date:  7-1-18 
 
Implementation Date:  7-1-18 
 
SPA #9, Purpose of SPA: Update State Plan to include inpatient SUD, care coordination, 

enabling services, and other medical, diagnostic, screening, 
preventive, restorative, remedial, therapeutic, or rehabilitative 
services to the CHIP state plan for children enrolled in the 
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Provider-Led Arkansas Shared Savings Entity (PASSE) program. 
 
  
Effective Date: 3-1-19 
 
Implementation Date: 3-1-19 
 
 
 

1.4- TC  Tribal Consultation (Section 2107(e)(1)(C)) Describe the consultation process that 

occurred specifically for the development and submission of this State Plan Amendment, 

when it occurred and who was involved.  

 

Not applicable, as there are no Indian Health Programs or Urban Indian Organizations in the State 
of Arkansas 
 

TN No: Approval Date Effective Date       

 

Section 2. General Background and Description of Approach to Children’s Health Insurance 

Coverage and Coordination 

 

Guidance: The demographic information requested in 2.1. can be used for State planning and will be 

used strictly for informational purposes. THESE NUMBERS WILL NOT BE USED AS 

A BASIS FOR THE ALLOTMENT.  

 

Factors that the State may consider in the provision of this information are age breakouts, 

income brackets, definitions of insurability, and geographic location, as well as race and 

ethnicity. The State should describe its information sources and the assumptions it uses 

for the development of its description.  

• Population  

• Number of uninsured 

• Race demographics 

• Age Demographics 

• Info per region/Geographic information 

 

2.1. Describe the extent to which, and manner in which, children in the State (including 

targeted low-income children and other  groups  of children specified) identified , by 

income level and other relevant factors, such as race, ethnicity and geographic location, 

currently have creditable health coverage (as defined in 42 CFR 457.10). To the extent 

feasible, distinguish between creditable coverage under public health insurance programs 

and public-private partnerships (See Section 10 for annual report requirements). (Section 

2102(a)(1)); (42 CFR 457.80(a))  
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6.1.4.6.  Coverage under a group health plan that is substantially equivalent to or 

greater than benchmark coverage through a benefit by benefit comparison 

(Provide a sample of how the comparison will be done) 

       

Guidance: Check below if the State elects to provide a source of coverage that is not 

described above. Describe the coverage that will be offered, including any 

benefit limitations or exclusions. 

 

6.1.4.7.  Other (Describe)    

          

Guidance: All forms of coverage that the State elects to provide to children in its plan must be 

checked. The State should also describe the scope, amount and duration of services 

covered under its plan, as well as any exclusions or limitations. States that choose to 

cover unborn children under the State plan should include a separate section 6.2 that 

specifies benefits for the unborn child population. (Section 2110(a)) (42CFR, 457.490)  

  

If the state elects to cover the new option of targeted low income pregnant women, but 

chooses to provide a different benefit package for these pregnant women under the CHIP 

plan, the state must include a separate section 6.2 describing the benefit package for 

pregnant women. (Section 2112) 

 

6.2.  The State elects to provide the following forms of coverage to children: (Check all that apply. If 

an item is checked, describe the coverage with respect to the amount, duration and scope of 

services covered, as well as any exclusions or limitations) (Section 2110(a))  (42CFR 457.490) 

 

ARKids-B Program 

 
The Title XXI CHIP ARKids-B program’s benefit package includes inpatient and outpatient hospital 
services, physician, surgical and medical services, laboratory and x-ray services, well baby care, including 
age-appropriate immunizations.  Enrollees in ARKids-B are not eligible for the full range of Medicaid State 
Plan services.  The chart below provides a description of the coverage and the amount, duration, and 
scope of services covered in certain services included in the ARKids-B fee-for-service benefit package, as 
well as any exclusions or limitations.  The services checked below in the pre-print are included in the 
ARKids-B benefit package. ARKids-B/CHIP children are eligible for the Provider-Led Arkansas Shared 
Savings Program (PASSE) when determined to meet the functional needs identified through an 
independent assessment:  
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Provider-Led Arkansas Shared Savings Program (PASSE)  

 

Effective February 1, 2018, Arkansas included the ARKids-B Title XXI CHIP program beneficiaries as part 
of its overall 1915(b) waiver implementing a Provider-Led Arkansas Shared Savings Entity (PASSE) 
Program. As of state fiscal year 2024, approximately 3,878 children who participate in ARKids-B were also 
enrolled in a PASSE. More If ARKids-B eligible children  are determined to be a Tier 2 or Tier 3 on the 
Arkansas Independent Assessment (ARIA) the children will be mandatorily enrolled in a PASSE for 
behavioral health or developmental disabilities services. 
The PASSE program is an innovative approach to organizing and managing the delivery of services for 
Medicaid beneficiaries with high behavioral health and developmental disability service needs. It was 
created by Act 775 of the 2017 Arkansas Regular Session, which was signed into law by Arkansas 
Governor, Asa Hutchinson, on March 31, 2017. Under this unique model of organized care, Arkansas 
provider-led and owned organizations, known Provider-Led Arkansas Shared Savings Entities (PASSEs), 
are responsible for integrating the physical health services, behavioral health services, and specialized 
developmental disability services for approximately 35,000 individuals who have intensive levels of 
treatment or care needs due to mental illness, substance abuse, or intellectual and developmental 
disability. 
These vulnerable Arkansans will benefit from the provision and continuity of all medically necessary 
services in a well-organized system of coordinated care.  
         

The following list of services specifies whether the service is available under ARKids B, PASSE, or both.   
 
 

Ambulance (Emergency Only) 

Ambulatory Surgical Center 

Audiological Services (only Tympanometry, CPT procedure code 92567, when the diagnosis 
is within the ICD-9-CM range of 381.0 through 382.9) 

Certified Nurse Midwife 

Chiropractor 

Dental Care (routine dental care & orthodontia) 

Durable Medical Equipment (DME) (Limited to $500 per State Fiscal Year (SFY) July 1 – 
June 30) 

Emergency Dept. Services (Emergent, non-emergent, assessment) 

Family Planning 

Federally Qualified Health Center (FQHC) 

Home Health (10 visits per SFY (July 1 – June 30)) 

Hospital, Inpatient 

Hospital, Outpatient 

Inpatient Psychiatric Hospital & Psychiatric Residential Treatment Facility (Emergency Only) 
Available through ARKIDS-B (fee-for-service) and PASSE 

Psychiatric Residential Treatment Facility (PRTF) Available through PASSE 

Immunizations (All per protocol) 

Laboratory & X-Ray 

Medical Supplies (Limited to $125/month unless benefit extension is approved) 
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Mental & Behavioral Health, Outpatient Behavioral Health and Substance Abuse Treatment, 
clinical level and crisis services 

School-Based Mental Health 

Nurse Practitioner 

Physician 

Podiatry 

Prenatal Care 

Prescription Drugs 

Preventive Health Screenings (All per protocol) 

Rural Health Clinic 

Speech Therapy 
Evaluation – Four 30 minute units/Two evaluations billed by CPT proper evaluation code 
guidance /SFY (July 1 – June 30) unless benefit extension is approved 
Therapy – Four 15 minute units/day 90 minutes per week unless with benefit extension is 
approved available if medically necessary 

Physical Therapy 
Evaluation – Four 30 minute unitsTwo evaluations billed by CPT proper evaluation code /SFY 
(July 1 – June 30) unless benefit extension is approved 
Therapy – Four 90 minutes per week with 15 minute units/day unless benefit extension is 
approved available if medically necessary  

Occupational Therapy 
Evaluation – Four 30 minute unitsTwo evaluations billed by CPT proper evaluation code/SFY 
(July 1 – June 30) unless benefit extension is approved 
Therapy – Four 15 minute units/day unless90 minutes per week with  benefit extension is 
approvedavailable if medically necessary  

Substance Abuse Treatment Services (SATS), Outpatient 

Vision 
(Eye exam – One routine eye exam (refraction) every 12 months 
Eyeglasses) – One pair every 12 months 

 
 

6.2.1.  Inpatient services  (Section 2110(a)(1)) 

 Both 

 

6.2.2.  Outpatient services  (Section 2110(a)(2)) 

      Both 

6.2.3.  Physician services  (Section 2110(a)(3)) 

      Both 

6.2.4.  Surgical services  (Section 2110(a)(4)) 

      Both 

6.2.5.  Clinic services (including health center services) and other ambulatory health care 

services. (Section 2110(a)(5)) 

      Both 

6.2.6.  Prescription drugs  (Section 2110(a)(6)) 

      Both 

6.2.7.  Over-the-counter medications  (Section 2110(a)(7)) 
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      Neither 

6.2.8.  Laboratory and radiological services  (Section 2110(a)(8)) 

      Both 

6.2.9.  Prenatal care and pre-pregnancy family services and supplies  (Section 

2110(a)(9)) 

      Both 

6.2.10.  Inpatient mental health services, other than services described in 6.2.18., but 

including services furnished in a state-operated mental hospital and including 

residential or other 24-hour therapeutically planned structural services  (Section 

2110(a)(10))  

 Both 

6.2.11.  Outpatient mental health services, other than services described in 6.2.19, but 

including services furnished in a state-operated mental hospital and including 

community-based services (Section 2110(a)(11) 

      Both 

6.2.12.  Durable medical equipment and other medically-related or remedial devices (such 

as prosthetic devices, implants, eyeglasses, hearing aids, dental devices, and 

adaptive devices)  (Section 2110(a)(12)) 

      Both 

6.2.13.  Disposable medical supplies  (Section 2110(a)(13)) 

      Both 

Guidance: Home and community based services may include supportive services such as 

home health nursing services, home health aide services, personal care, assistance 

with activities of daily living, chore services, day care services, respite care 

services, training for family members, and minor modifications to the home. 

  

6.2.14.  Home and community-based health care services (Section 2110(a)(14)) 

     Both 

Guidance: Nursing services may include nurse practitioner services, nurse midwife services, 

advanced practice nurse services, private duty nursing care, pediatric nurse 

services, and respiratory care services in a home, school or other setting. 

 

6.2.15.  Nursing care services  (Section 2110(a)(15)) 

      Both 

6.2.16.  Abortion only if necessary to save the life of the mother or if the pregnancy is the 

result of an act of rape or incest (Section 2110(a)(16) 

      Neither 

6.2.17.  Dental services  (Section 2110(a)(17)) States updating their dental benefits must 

complete 6.2-DC (CHIPRA # 7, SHO # #09-012 issued October 7, 2009) 

      Both 

6.2.18.  Vision screenings and services (Section 2110(a)(24)) 

      Both 

6.2.19.  Hearing screenings and services (Section 2110(a)(24)) 

 Both 
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6.2.20.  Inpatient substance abuse treatment services and residential substance abuse 

treatment services  (Section 2110(a)(18))  

      PASSE 

6.2.21.  Outpatient substance abuse treatment services  (Section 2110(a)(19)) 

      Both 

6.2.22.  Case management services  (Section 2110(a)(20)) 

      Both 

6.2.23.  Care coordination services  (Section 2110(a)(21)) 

      PASSE 

6.2.24.  Physical therapy, occupational therapy, and services for individuals with speech, 

hearing, and language disorders  (Section 2110(a)(22)) 

      Both 

6.2.25.  Hospice care  (Section 2110(a)(23)) 

      Neither 

Guidance: See guidance for section 6.1.4.1 for a guidance on the statutory requirements for 

EPSDT under sections 1905(r) and 1902(a)(43) of the Act.  If the benefit being 

provided does not meet the EPSDT statutory requirements, do not check this box. 

  

6.2.26.    EPSDT consistent with requirements of sections 1905(r) and 1902(a)(43) of the 

Act 

 Neither 

Guidance:  Any other medical, diagnostic, screening, preventive, restorative, remedial, 

therapeutic or rehabilitative service may be provided, whether in a facility, home, 

school, or other setting, if recognized by State law and only if the service is:  1) 

prescribed by or furnished by a physician or other licensed or registered 

practitioner within the scope of practice as prescribed by State law; 2) performed 

under the general supervision or at the direction of a physician; or 3) furnished by 

a health care facility that is operated by a State or local government or is licensed 

under State law and operating within the scope of the license. 

 

6.2.27.  Any other medical, diagnostic, screening, preventive, restorative, remedial, 

therapeutic, or rehabilitative services.  (Section 2110(a)(24)) 

      PASSE, if a carved-in service.  

6.2.28.  Premiums for private health care insurance coverage (Section 2110(a)(25)) 

      Neither 

6.2.29.  Medical transportation  (Section 2110(a)(26))   

      Neither (Carved-out of PASSE) 

Guidance:  Enabling services, such as transportation, translation, and outreach services, may 

be offered only if designed to increase the accessibility of primary and preventive 

health care services for eligible low-income individuals. 

 

6.2.30.  Enabling services (such as transportation, translation, and outreach services)  

(Section 2110(a)(27)) 

      PASSE, if a carved-in service 
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6.2.31.  Any other health care services or items specified by the Secretary and not 

included under this Section (Section 2110(a)(28)) 

      Neither 

 

6.2- MHPAEA    Section 2103(c)(6)(A) of the Social Security Act requires that, to the extent that it 

provides both medical/surgical benefits and mental health or substance use disorder benefits, a State 

child health plan ensures that financial requirements and treatment limitations applicable to mental 

health and substance use disorder benefits comply with the mental health parity requirements of section 

2705(a) of the Public Health Service Act in the same manner that such requirements apply to a group 

health plan. If the state child health plan provides for delivery of services through a managed care 

arrangement, this requirement applies to both the state and managed care plans.  These requirements are 

also applicable to any additional benefits provided voluntarily to the child health plan population by 

managed care entities and will be considered as part of CMS’s contract review process at 457.1201(l). 

 

6.2.1- MHPAEA    Before completing a parity analysis, the State must determine whether each covered 

benefit is a medical/surgical, mental health, or substance use disorder benefit based on a standard that is 

consistent with state and federal law and generally recognized independent standards of medical practice 

(§457.496(f)(1)(i)). 

 

6.2.1.1- MHPAEA    Please choose the standard(s) the state uses to determine whether a covered 

benefit is a medical/surgical benefit, mental health benefit, or substance use disorder benefit.  

The most current version of the standard elected must be used.  If different standards are used for 

the different benefit types, please specify the benefit type(s) to which each standard is applied.  If 

“Other” is selected, please provide a description of that standard. 

 

 International Classification of Disease (ICD) 

 Diagnostic and Statistical Manual of Mental Disorders (DSM) 

 State guidelines 

 Other (Describe:  

DHS uses standard definitions to define the behavioral health disorders and medical/surgical 

benefits.  

• MH/SUD benefits are benefits for items and services for MH/SUD conditions. 

• Medical/surgical benefits are benefits for items and services for medical conditions or 

surgical procedures.   

Arkansas State Law provides the following definitions for clarity: 
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• "Mental illnesses" and "substance use disorders" mean those illnesses and disorders that 

are covered by a health benefit plan listed in the International Classification of Diseases 

manual and the Diagnostic and Statistical Manual of Mental Disorders. 

• Unless specifically otherwise stated, "mental illness" includes substance use 

disorders.     ) 

6.2.1.2- MHPAEA    Does the State provide mental health and/or substance use disorder 

benefits? 

 

 Yes 

 No 

Guidance: If the State does not provide any mental health or substance use disorder 

benefits, the mental health parity requirements do not apply ((§457.496(f)(1)).  

Continue on to Section 6.3. 

  

6.2.2- MHPAEA    Section 2103(c)(6)(B) of the Act provides that to the extent a State child health plan 

includes coverage of early and periodic screening, diagnostic, and treatment services (EPSDT) defined 

in section 1905(r) of the Act and provided in accordance with section 1902(a)(43) of the Act, the plan 

shall be deemed to satisfy the parity requirements of section 2103(c)(6)(A) of the Act.  

 

6.2.2.1- MHPAEA    Does the State child health plan provide coverage of EPSDT?  The State 

must provide for coverage of EPSDT benefits, consistent with Medicaid statutory requirements, 

as indicated in section 6.2.26 of the State child health plan in order to answer “yes.”  

 

 Yes 

 

 No 

Guidance:  If the State child health plan does not provide EPSDT consistent with 

Medicaid statutory requirements at sections 1902(a)(43) and 1905(r) of the Act, 

please go to Section 6.2.3- MHPAEA to complete the required parity analysis of 

the State child health plan.  

 

If the state does provide EPSDT benefits consistent with Medicaid requirements, 

please continue this section to demonstrate compliance with the statutory 

requirements of section 2103(c)(6)(B) of the Act and the mental health parity 

regulations of §457.496(b) related to deemed compliance. 

 

6.2.2.2- MHPAEA    EPSDT benefits are provided to the following: 
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 All children covered under the State child health plan 

 A subset of children covered under the State child health plan.  

Please describe the different populations (if applicable) covered under the State child 

health plan that are provided EPSDT benefits consistent with Medicaid statutory 

requirements. 

       

Guidance:  If only a subset of children are provided EPSDT benefits under the 

State child health plan, §457.496(b)(3) limits deemed compliance to those 

children only and you must complete Section 6.2.3- MHPAEA to complete the 

required parity analysis for the other children. 

 

6.2.2.3- MHPAEA    To be deemed compliant with the MHPAEA parity requirements, States 

must provide EPSDT in accordance with sections 1902(a)(43) and 1905(r) of the Act 

(§457.496(b)(2)).  The State assures each of the following for children eligible for EPSDT under 

the separate State child health plan: 

  

 All screening services, including screenings for mental health and substance use 

disorder conditions, are provided at intervals that align with a periodicity schedule that 

meets reasonable standards of medical or dental practice as well as when medically 

necessary to determine the existence of suspected illness or conditions (Section 1905(r)). 

 

 All diagnostic services described in 1905(a) of the Act are provided as needed to 

diagnose suspected conditions or illnesses discovered through screening services, 

whether or not those services are covered under the Medicaid state plan (Section 

1905(r)). 

 

 All items and services described in section 1905(a) of the Act are provided when 

needed to correct or ameliorate a defect or any physical or mental illnesses and conditions 

discovered by the screening services, whether or not such services are covered under the 

Medicaid State plan (Section 1905(r)(5)). 

 

 Treatment limitations applied to services provided under the EPSDT benefit are not 

limited based on a monetary cap or budgetary constraints and may be exceeded as 

medically necessary to correct or ameliorate a medical or physical condition or illness 

(Section 1905(r)(5)). 
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 Non-quantitative treatment limitations, such as definitions of medical necessity or 

criteria for medical necessity, are applied in an individualized manner that does not 

preclude coverage of any items or services necessary to correct or ameliorate any medical 

or physical condition or illness (Section 1905(r)(5)).     

 

 EPSDT benefits are not excluded on the basis of any condition, disorder, or diagnosis 

(Section 1905(r)(5)). 

 

 The provision of all requested EPSDT screening services, as well as any corrective 

treatments needed based on those screening services, are provided or arranged for as 

necessary (Section 1902(a)(43)).   

 

 All families with children eligible for the EPSDT benefit under the separate State 

child health plan are provided information and informed about the full range of services 

available to them (Section 1902(a)(43)(A)). 

Guidance: For states seeking deemed compliance for their entire State child health 

plan population, please continue to Section 6.3.  If not all of the covered 

populations are offered EPSDT, the State must conduct a parity analysis of the 

benefit packages provided to those populations. Please continue to 6.2.3- 

MHPAEA. 

 

Mental Health Parity Analysis Requirements for States Not Providing EPSDT to All Covered 

Populations 

 

Guidance:  The State must complete a parity analysis for each population under the State child 

health plan that is not provided the EPSDT benefit consistent with the requirements §457.496(b).  

If the State provides benefits or limitations that vary within the child or pregnant woman 

populations, states should perform a parity analysis for each of the benefit packages.  For 

example, if different financial requirements are applied according to a beneficiary’s income, a 

separate parity analysis is needed for the benefit package provided at each income level. 

 
 
 

6.2.3- MHPAEA  In order to conduct the parity analysis, the State must place all medical/surgical and 

mental health and substance use disorder benefits covered under the State child health plan into one of 

four classifications:  Inpatient, outpatient, emergency care, and prescription drugs (§§457.496(d)(2)(ii); 

457.496(d)(3)(ii)(B)).  
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(Section 6.2.3 – MHPAEA incorporates demonstration of compliance for both Fee-for-Service and 

PASSE managed care.) 

 

 

6.2.3.1 MHPAEA Please describe below the standard(s) used to place covered benefits into one 

of the four classifications. 

 

Placement of Services in Benefit Categories 

 
Inpatient – Inpatient services provided and billed by a hospital or other covered facility 

• Room and board, such as semiprivate or intensive accommodations, general 

nursing care, meals and special diets, and other hospital services 

 

Outpatient – Medical services provided and billed by professionals under the scope of their 

licensure in a setting other than an inpatient setting.  

 

Emergency Care – Inpatient or outpatient hospital services that a prudent layperson with an 

average knowledge of health and medicine would reasonably believe are necessary to prevent 

death or serious impairment of health and which, because of the danger to life or health, 

require use of the most accessible hospital available and equipment to furnish those services.  

 
Prescription Drugs – A drug which, in accordance with federal or state statutes, may not be 

obtained without a valid prescription. 

      

6.2.3.1.1 MHPAEA The state assures that: 

 

 The State has classified all benefits covered under the State plan into one of the 

four classifications. 

 The same reasonable standards are used for determining the classification for a 

mental health or substance use disorder benefit as are used for determining the 

classification of medical/surgical benefits. 

 

6.2.3.1.2- MHPAEA  Does the state use sub-classifications to distinguish between office 

visits and other outpatient services? 

 Yes 

 No 

 

6.2.3.1.2.1- MHPAEA If the State uses sub-classifications to distinguish between 

outpatient office visits and other outpatient services, the State assures the 

following: 
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 The sub-classifications are only used to distinguish office visits from 

other outpatient items and services, and are not used to distinguish between 

similar services on other bases (ex: generalist vs. specialist visits). 

Guidance: For purposes of this section, any reference to 

“classification(s)” includes sub-classification(s) in states using sub-

classifications to distinguish between outpatient office visits from other 

outpatient services. 

 

6.2.3.2 MHPAEA  The State assures that: 

 

 Mental health/ substance use disorder benefits are provided in all classifications 

in which medical/surgical benefits are provided under the State child health plan. 

 

Guidance:  States are not required to cover mental health or substance use 

disorder benefits. However if a state does provide any mental health or 

substance use disorders, those mental health or substance use disorder benefits 

must be provided in all the same classifications in which medical/surgical 

benefits are covered under the State child health plan.   

 

Annual and Aggregate Lifetime Limits 

 

6.2.4- MHPAEA    A State that provides both medical/surgical benefits and mental health and/or 

substance use disorder benefits must comply with parity requirements related to annual and aggregate 

lifetime dollar limits for benefits covered under the State child health plan (§457.496(c)). 

 

6.2.4.1- MHPAEA    Please indicate whether the State applies an aggregate lifetime dollar limit 

and/or an annual dollar limit on any mental health or substance abuse disorder benefits covered 

under the State child health plan. 

   

 Aggregate lifetime dollar limit is applied  

 Aggregate annual dollar limit is applied 

 No dollar limit is applied 

Guidance: If there are no aggregate lifetime or annual dollar limit on any mental 

health or substance use disorder benefits, please go to section 6.2.5- MHPAEA.   

 

6.2.4.2- MHPAEA    Are there any medical/surgical benefits covered under the State child 

health plan that have either an aggregate lifetime dollar limit or an annual dollar limit?  If yes, 

please specify what type of limits apply.  
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     ) 

 No 

Guidance: If no aggregate lifetime dollar limit is applied to medical/ surgical 

benefits, the State may not impose an aggregate lifetime dollar limit on any mental 

health or substance use disorder benefits.  If no aggregate annual dollar limit is 

applied to medical/surgical benefits, the State may not impose an aggregate annual 

dollar limit on any mental health or substance use disorder benefits (§457.496(c)(1)).  

 

6.2.4.3 – MHPAEA.  States applying an aggregate lifetime or annual dollar limit on 

medical/surgical benefits and mental health or substance use disorder benefits must determine 

whether the portion of the medical/surgical benefits to which the limit applies is less than one-

third, at least one-third but less than two-thirds, or at least two-thirds of all medical/surgical 

benefits covered under the State plan (457.496(c)).   

The portion of medical/surgical benefits subject to the limit is based on the dollar amount 

expected to be paid for all medical/surgical benefits under the State plan for the State plan year 

or portion of the plan year after a change in benefits that affects the applicability of the aggregate 

lifetime or annual dollar limits (457.496(c)(3)). 

 

 The State assures that it has developed a reasonable methodology to calculate the 

portion of covered medical/surgical benefits which are subject to the aggregate lifetime 

and/or annual dollar limit, as applicable.    

Guidance:  Please include the state’s methodology to calculate the portion of 

covered medical/surgical benefits which are subject to the aggregate lifetime and/or 

annual dollar limit, as applicable, as an attachment to the State child health plan. 

  

6.2.4.3.1- MHPAEA   Please indicate the portion of the total costs for medical and 

surgical benefits covered under the State plan which are subject to a lifetime dollar limit: 

 

 Less than 1/3  

 At least 1/3 and less than 2/3  

 At least 2/3 

 

6.2.4.3.2- MHPAEA   Please indicate the portion of the total costs for medical and 

surgical benefits covered under the State plan which are subject to an annual dollar limit: 

 

 Less than 1/3  

 At least 1/3 and less than 2/3  
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 At least 2/3 

Guidance: If an aggregate lifetime limit is applied to less than one-third of all 

medical/surgical benefits, the State may not impose an aggregate lifetime 

limit on any mental health or substance use disorder benefits.  If an annual 

dollar limit is applied to less than one-third of all medical surgical benefits, 

the State may not impose an annual dollar limit on any mental health or 

substance use disorder benefits (§457.496(c)(1)). Skip to section 6.2.5-

MHPAEA. 

 

If the State applies an aggregate lifetime or annual dollar limit to at least 

one-third of all medical/surgical benefits, please continue below to provide 

the assurances related to the determination of the portion of total costs for 

medical/surgical benefits that are subject to either an annual or lifetime limit. 

 

6.2.4.3.2.1- MHPAEA  If the State applies an aggregate lifetime or annual 

dollar limit to at least1/3 and less than 2/3 of all medical/surgical benefits, 

the State assures the following (§§457.496(c)(4)(i)(B); 457.496(c)(4)(ii)): 

 

 The State applies an aggregate lifetime or annual dollar limit on 

mental health or substance use disorder benefits that is no more 

restrictive than an average limit calculated for medical/surgical 

benefits.  

Guidance:  The state’s methodology for calculating the average 

limit for medical/surgical benefits must be consistent with 

§§457.496(c)(4)(i)(B) and 457.496(c)(4)(ii).  Please include the 

state’s methodology as an attachment to the State child health 

plan. 

 

6.2.4.3.2.2- MHPAEA  If at least 2/3 of all medical/surgical benefits are 

subject to an annual or lifetime limit, the State assures either of the 

following (§457.496(c)(2)(i); (§457.496(c)(2)(ii)): 

 

 The aggregate lifetime or annual dollar limit is applied to both 

medical/surgical benefits and mental health and substance use 

disorder benefits in a manner that does not distinguish between 

medical/surgical benefits and mental health and substance use 

disorder benefits; or 

 The aggregate lifetime or annual dollar limit placed on mental 

health and substance use disorder benefits is no more restrictive 
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than the aggregate lifetime or annual dollar limit on 

medical/surgical benefits. 

Quantitative Treatment Limitations 

 

6.2.5- MHPAEA  Does the State apply quantitative treatment limitations (QTLs) on any mental health 

or substance use disorder benefits in any classification of benefits?  If yes, specify the classification(s) of 

benefits in which the State applies one or more QTLs on any mental health or substance use disorder 

benefits. 

 

 Yes (Specify:      ) 

 No 

Guidance: If the state does not apply any type of QTLs on any mental health or substance use 

disorder benefits in any classification, the state meets parity requirements for QTLs and should 

continue to Section 6.2.6 - MHPAEA.  If the state does apply financial requirements to any mental 

health or substance use disorder benefits, the state must conduct a parity analysis. Please 

continue. 

 

6.2.5.1- MHPAEA   Does the State apply any type of QTL on any medical/surgical benefits? 

 

 Yes 

 No 

Guidance: If the State does not apply QTLs on any medical/surgical benefits, the 

State may not impose quantitative treatment limitations on mental health or 

substance use disorder benefits, please go to Section 6.2.6- MHPAEA related to non-

quantitative treatment limitations.  

 

6.2.5.2- MHPAEA   Within each classification of benefits in which the State applies a type of 

QTL on any mental health or substance use disorder benefits, the State must determine the 

proportion of medical and surgical benefits in the class which are subject to the limitation.  More 

specifically, the State must determine the ratio of (a) the dollar amount of all payments expected 

to be paid under the State plan for medical and surgical benefits within a classification which are 

subject to the type quantitative treatment limitation for the plan year (or portion of the plan year 

after a mid-year change affecting the applicability of a type of quantitative treatment limitation to 

any medical/surgical benefits in the class) to (b) the dollar amount expected to be paid for all 

medical and surgical benefits within the classification for the plan year.  For purposes of this 

paragraph all payments expected to be paid under the State plan includes payments expected to 

be made directly by the State and payments which are expected to be made by MCEs contracting 

with the State. (§457.496(d)(3)(i)(C)) 
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 The State assures it has applied a reasonable methodology to determine the dollar 

amounts used in the ratio described above for each classification within which the State 

applies QTLs to mental health or substance use disorder benefits. (§457.496(d)(3)(i)(E)) 

Guidance:  Please include the state’s methodology as an attachment to the State 

child health plan.  

 

6.2.5.3- MHPAEA    For each type of QTL applied to any mental health or substance use 

disorder benefits within a given classification, does the State apply the same type of QTL to 

“substantially all” (defined as at least two-thirds) of the medical/surgical benefits within the 

same classification? (§457.496(d)(3)(i)(A)) 

 

 Yes 

 No 

Guidance: If the State does not apply a type of QTL to substantially all 

medical/surgical benefits in a given classification of benefits, the State may not 

impose that type of QTL on mental health or substance use disorder benefits in that 

classification. (§457.496(d)(3)(i)(A)) 

 

6.2.5.3.1- MHPAEA    For each type of QTL applied to mental health or substance use 

disorder benefits, the State must determine the predominant level of that type which is 

applied to medical/surgical benefits in the classification.  The “predominant level” of a 

type of QTL in a classification is the level (or least restrictive of a combination of levels) 

that applies to more than one-half of the medical/surgical benefits in that classification, as 

described in §§457.496(d)(3)(i)(B). The portion of medical/surgical benefits in a 

classification to which a given level of a QTL type is applied is based on the dollar 

amount of payments expected to be paid for medical/surgical benefits subject to that level 

as compared to all medical/surgical benefits in the classification, as described in 

§457.496(d)(3)(i)(C). For each type of quantitative treatment limitation applied to mental 

health or substance use disorder benefits, the State assures: 

 

 The same reasonable methodology applied in determining the dollar amounts 

used to determine whether substantially all medical/surgical benefits within a 

classification are subject to a type of quantitative treatment limitation also is 

applied in determining the dollar amounts used to determine the predominant 

level of a type of quantitative treatment limitation applied to medical/surgical 

benefits within a classification. (§457.496(d)(3)(i)(E)) 

 The level of each type of quantitative treatment limitation applied by the State 

to mental health or substance use disorder benefits in any classification is no more 
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restrictive than the predominate level of that type which is applied by the State to 

medical/surgical benefits within the same classification. (§457.496(d)(2)(i)) 

Guidance: If there is no single level of a type of QTL that exceeds the one-

half threshold, the State may combine levels within a type of QTL such that 

the combined levels are applied to at least half of all medical/surgical benefits 

within a classification; the predominate level is the least restrictive level of 

the levels combined to meet the one-half threshold (§457.496(d)(3)(i)(B)(2)). 

 

Non-Quantitative Treatment Limitations 

 

6.2.6- MHPAEA    The State may utilize non-quantitative treatment limitations (NQTLs) for mental 

health or substance use disorder benefits, but the State must ensure that those NQTLs comply with all 

the mental health parity requirements (§§457.496(d)(4); 457.496(d)(5)). 

 

6.2.6.1 – MHPAEA   If the State imposes any NQTLs, complete this subsection. If the State 

does not impose NQTLs, please go to Section 6.2.7-MHPAEA. 

 

 The State assures that the processes, strategies, evidentiary standards or other 

factors used in the application of any NQTL to mental health or substance use disorder 

benefits are no more stringent than the processes, strategies, evidentiary standards or 

other factors used in the application of NQTLs to medical/surgical benefits within the 

same classification.  

Guidance: Examples of NQTLs include medical management standards to limit or 

exclude benefits based on medical necessity, restrictions based on geographic 

location, provider specialty, or other criteria to limit the scope or duration of 

benefits, provider reimbursement rates and provider network design (ex: preferred 

providers vs. participating providers). Additional examples of possible NQTLs are 

provided in §457.496(d)(4)(ii).  

 

6.2.6.2 – MHPAEA   The State or MCE contracting with the State must comply with parity if 

they provide coverage of medical or surgical benefits furnished by out-of-network providers. 

 

 6.2.6.2.1-  MHPAEA    Does the state or MCE contracting with the State provide 

 coverage of services provided by out of network providers? 

 

 Yes 

 No 

6.2.6.2.2- MHPAEA    If yes, please assure the following: 
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 The State attests that when determining access to out-of-network providers 

within a benefit classification, the processes, strategies, evidentiary standards, or 

other factors used to determine access to those providers for mental health/ 

substance use disorder benefits are comparable to and applied no more stringently 

than the processes, strategies, evidentiary standards or other factors used to 

determine access for out- of-network providers for medical/surgical benefits. 

Availability of Plan Information 

 

Section 6.2.7 MHPAEA applies to ARKids-B fee-for-service and to ARKids-B PASSE managed care. 

The responses do not differ.  

 

6.2.7- MHPAEA    The State must provide beneficiaries, potential enrollees, and providers with 

information related to medical necessity criteria and denials of payment or reimbursement for mental 

health or substance use disorder services. 

  

6.2.7.1- MHPAEA  Medical necessity criteria determinations must be made available to any 

current or potential enrollee or contracting provider, upon request. The state attests that the 

following entities provide this information: 

 

 State 

 Managed Care entities 

 Both 

 6.2.7.2- MHPAEA  Reason for any denial for reimbursement or payment for   

 mental  health or substance use disorder benefits must be made available to the   

 enrollee by the health plan or the State.  The state attests that the following   

 entities provide denial information: 

 

 State 

 Managed Care entities 

   Both 

 

6.3.  The State assures that, with respect to pre-existing medical conditions, one of the 

following two statements applies to its plan: (42CFR 457.480) 

 

6.3.1.  The State shall not permit the imposition of any pre-existing medical condition 

exclusion for covered services (Section 2102(b)(1)(B)(ii)); OR 

6.3.2.  The State contracts with a group health plan or group health insurance coverage, 

or contracts with a group health plan to provide family coverage under a waiver 
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(see Section 6.6.2. (formerly 6.4.2) of the template). Pre-existing medical 

conditions are permitted to the extent allowed by HIPAA/ERISA. (Formerly 8.6.)  

(Section 2103(f)) Describe:  

       

 

  

 

Section 6.  Coverage Requirements for Children’s Health Insurance – Title 

XXI CHIP Unborn Child Program  
 

 

 

6.1.4.7.  Other (Describe)    

 

Conception through birth:  For the Title XXI CHIP Unborn Child program, the 
State covers the same services that it covers in the Medicaid state plan for SIXTH 
OMNIBUS BUDGET RECONCILIATION ACT (SOBRA) pregnant women with the 
exception of sterilization or other family planning services.  Services include 
prenatal services, delivery, 60 day postpartum services and services for conditions 
that are determined by a physician as needed, as if not provided, could complicate 
and/or endanger the pregnancy.  Postpartum coverage is through the end of the 
month in which the 60th day from the date of delivery falls.  When one or more 
physicians in a group see the Unborn Child program beneficiary and at least two 
months of antepartum care were provided culminating in delivery or the beneficiary 
was continuously CHIP eligible for two or more months before delivery and on the 
delivery date, the global method of billing CHIP for postpartum services provided is 
used.  When less than two months of antepartum care was provided to the Unborn 
Child program beneficiary or the beneficiary was not CHIP eligible for at least the 
last two months of the pregnancy, the antepartum/obstetrical care without delivery 
and the delivery and postpartum care can be billed to CHIP using the itemized 
billing method. 

Guidance: All forms of coverage that the State elects to provide to children in its plan must be 

checked. The State should also describe the scope, amount and duration of services covered 

under its plan, as well as any exclusions or limitations. States that choose to cover unborn 

children under the State plan should include a separate section 6.2 that specifies benefits for the 

unborn child population. (Section 2110(a)) (42CFR, 457.490)  

  

If the state elects to cover the new option of targeted low income pregnant women, but 

chooses to provide a different benefit package for these pregnant women under the CHIP 

plan, the state must include a separate section 6.2 describing the benefit package for 

pregnant women. (Section 2112) 

 

6.2.  The State elects to provide the following forms of coverage to children: (Check all that apply. If 

an item is checked, describe the coverage with respect to the amount, duration and scope of 
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services covered, as well as any exclusions or limitations) (Section 2110(a))  (42CFR 457.490) 

 

Title XXI CHIP Unborn Child Program 
 

For the Unborn Child program, the State covers pregnancy related services and services that are 
determined as medically needed by a physician as, if not provided, could complicate or endanger the 
pregnancy.  In the Unborn Child program the State covers the same services that it covers for the SIXTH 
OMNIBUS BUDGET RECONCILIATION ACT (SOBRA) pregnant women category in the Title XIX Medicaid 
state plan with the exception of sterilization or any other family planning services.  The services checked 
below are covered as a result of the eligible Unborn Child program’s beneficiary’s pregnancy. Other 
services not checked below could potentially be covered for the CHIP Unborn Child group, depending on 
the need of the recipient and is determined by a physician as medically needed, as if not provided, could 
complicate and/or endanger the pregnancy.  Arkansas CHIP program rules apply; examples include benefit 
limits, extension of benefit limit procedures, prior authorization requirements, age limits, etc. 

 

 

6.2- MHPAEA    Section 2103(c)(6)(A) of the Social Security Act requires that, to the extent that it 

provides both medical/surgical benefits and mental health or substance use disorder benefits, a State 

child health plan ensures that financial requirements and treatment limitations applicable to mental 

health and substance use disorder benefits comply with the mental health parity requirements of section 

2705(a) of the Public Health Service Act in the same manner that such requirements apply to a group 

health plan. If the state child health plan provides for delivery of services through a managed care 

arrangement, this requirement applies to both the state and managed care plans.  These requirements are 

also applicable to any additional benefits provided voluntarily to the child health plan population by 

managed care entities and will be considered as part of CMS’s contract review process at 457.1201(l). 

 

6.2.1- MHPAEA    Before completing a parity analysis, the State must determine whether each covered 

benefit is a medical/surgical, mental health, or substance use disorder benefit based on a standard that is 

consistent with state and federal law and generally recognized independent standards of medical practice 

(§457.496(f)(1)(i)). 

 

6.2.1.1- MHPAEA    Please choose the standard(s) the state uses to determine whether a covered 

benefit is a medical/surgical benefit, mental health benefit, or substance use disorder benefit.  

The most current version of the standard elected must be used.  If different standards are used for 

the different benefit types, please specify the benefit type(s) to which each standard is applied.  If 

“Other” is selected, please provide a description of that standard. 

 

 International Classification of Disease (ICD) 

 Diagnostic and Statistical Manual of Mental Disorders (DSM) 

 State guidelines 
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 Other (Describe: Services are only provided when the life of the unborn child would be 

impaired, as evidenced by the ICD-10 diagnosis under pregnancy-related 

classification.)     ) 

6.2.1.2- MHPAEA    Does the State provide mental health and/or substance use disorder 

benefits? 

 

 Yes 

 No 

Guidance: If the State does not provide any mental health or substance use disorder 

benefits, the mental health parity requirements do not apply ((§457.496(f)(1)).  

Continue on to Section 6.3. 

  

6.2.2- MHPAEA    Section 2103(c)(6)(B) of the Act provides that to the extent a State child health plan 

includes coverage of early and periodic screening, diagnostic, and treatment services (EPSDT) defined 

in section 1905(r) of the Act and provided in accordance with section 1902(a)(43) of the Act, the plan 

shall be deemed to satisfy the parity requirements of section 2103(c)(6)(A) of the Act.  

 

6.2.2.1- MHPAEA    Does the State child health plan provide coverage of EPSDT?  The State 

must provide for coverage of EPSDT benefits, consistent with Medicaid statutory requirements, 

as indicated in section 6.2.26 of the State child health plan in order to answer “yes.”  

 

 Yes 

 No 

Guidance:  If the State child health plan does not provide EPSDT consistent with 

Medicaid statutory requirements at sections 1902(a)(43) and 1905(r) of the Act, 

please go to Section 6.2.3- MHPAEA to complete the required parity analysis of 

the State child health plan.  

 

If the state does provide EPSDT benefits consistent with Medicaid requirements, 

please continue this section to demonstrate compliance with the statutory 

requirements of section 2103(c)(6)(B) of the Act and the mental health parity 

regulations of §457.496(b) related to deemed compliance. 

 

6.2.2.2- MHPAEA    EPSDT benefits are provided to the following: 

 

 All children covered under the State child health plan 

 A subset of children covered under the State child health plan.  
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Please describe the different populations (if applicable) covered under the State child 

health plan that are provided EPSDT benefits consistent with Medicaid statutory 

requirements. 

      

Guidance:  If only a subset of children are provided EPSDT benefits under the 

State child health plan, §457.496(b)(3) limits deemed compliance to those 

children only and you must complete Section 6.2.3- MHPAEA to complete the 

required parity analysis for the other children. 

 

6.2.2.3- MHPAEA    To be deemed compliant with the MHPAEA parity requirements, States 

must provide EPSDT in accordance with sections 1902(a)(43) and 1905(r) of the Act 

(§457.496(b)(2)).  The State assures each of the following for children eligible for EPSDT under 

the separate State child health plan: 

  

 All screening services, including screenings for mental health and substance use 

disorder conditions, are provided at intervals that align with a periodicity schedule that 

meets reasonable standards of medical or dental practice as well as when medically 

necessary to determine the existence of suspected illness or conditions (Section 1905(r)). 

 

 All diagnostic services described in 1905(a) of the Act are provided as needed to 

diagnose suspected conditions or illnesses discovered through screening services, 

whether or not those services are covered under the Medicaid state plan (Section 

1905(r)). 

 

 All items and services described in section 1905(a) of the Act are provided when 

needed to correct or ameliorate a defect or any physical or mental illnesses and conditions 

discovered by the screening services, whether or not such services are covered under the 

Medicaid State plan (Section 1905(r)(5)). 

 

 Treatment limitations applied to services provided under the EPSDT benefit are not 

limited based on a monetary cap or budgetary constraints and may be exceeded as 

medically necessary to correct or ameliorate a medical or physical condition or illness 

(Section 1905(r)(5)). 

 

 Non-quantitative treatment limitations, such as definitions of medical necessity or 

criteria for medical necessity, are applied in an individualized manner that does not 
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preclude coverage of any items or services necessary to correct or ameliorate any medical 

or physical condition or illness (Section 1905(r)(5)).     

 

 EPSDT benefits are not excluded on the basis of any condition, disorder, or diagnosis 

(Section 1905(r)(5)). 

 

 The provision of all requested EPSDT screening services, as well as any corrective 

treatments needed based on those screening services, are provided or arranged for as 

necessary (Section 1902(a)(43)).   

 

 All families with children eligible for the EPSDT benefit under the separate State 

child health plan are provided information and informed about the full range of services 

available to them (Section 1902(a)(43)(A)). 

Guidance: For states seeking deemed compliance for their entire State child health 

plan population, please continue to Section 6.3.  If not all of the covered 

populations are offered EPSDT, the State must conduct a parity analysis of the 

benefit packages provided to those populations. Please continue to 6.2.3- 

MHPAEA. 

 

Mental Health Parity Analysis Requirements for States Not Providing EPSDT to All Covered 

Populations 

 

Guidance:  The State must complete a parity analysis for each population under the State child 

health plan that is not provided the EPSDT benefit consistent with the requirements §457.496(b).  

If the State provides benefits or limitations that vary within the child or pregnant woman 

populations, states should perform a parity analysis for each of the benefit packages.  For 

example, if different financial requirements are applied according to a beneficiary’s income, a 

separate parity analysis is needed for the benefit package provided at each income level. 

 
6.2.3- MHPAEA  In order to conduct the parity analysis, the State must place all medical/surgical and 

mental health and substance use disorder benefits covered under the State child health plan into one of 

four classifications:  Inpatient, outpatient, emergency care, and prescription drugs (§§457.496(d)(2)(ii); 

457.496(d)(3)(ii)(B)).  

 

6.2.3.1 MHPAEA Please describe below the standard(s) used to place covered benefits into one 

of the four classifications. 

 

      

6.2.3.1.1 MHPAEA The state assures that: 
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 The State has classified all benefits covered under the State plan into one of the 

four classifications. 

 The same reasonable standards are used for determining the classification for a 

mental health or substance use disorder benefit as are used for determining the 

classification of medical/surgical benefits. 

 

6.2.3.1.2- MHPAEA  Does the state use sub-classifications to distinguish between office 

visits and other outpatient services? 

 Yes 

 No 

 

6.2.3.1.2.1- MHPAEA If the State uses sub-classifications to distinguish between 

outpatient office visits and other outpatient services, the State assures the 

following: 

 

 The sub-classifications are only used to distinguish office visits from other 

outpatient items and services, and are not used to distinguish between similar 

services on other bases (ex: generalist vs. specialist visits). 

Guidance: For purposes of this section, any reference to 

“classification(s)” includes sub-classification(s) in states using sub-

classifications to distinguish between outpatient office visits from other 

outpatient services. 

 

6.2.3.2 MHPAEA  The State assures that: 

 

 Mental health/ substance use disorder benefits are provided in all classifications in 

which medical/surgical benefits are provided under the State child health plan. 

 

Guidance:  States are not required to cover mental health or substance use 

disorder benefits. However if a state does provide any mental health or 

substance use disorders, those mental health or substance use disorder benefits 

must be provided in all the same classifications in which medical/surgical 

benefits are covered under the State child health plan.   

 

Annual and Aggregate Lifetime Limits 

 

6.2.4- MHPAEA    A State that provides both medical/surgical benefits and mental health and/or 

substance use disorder benefits must comply with parity requirements related to annual and aggregate 



 

 

27 

lifetime dollar limits for benefits covered under the State child health plan (§457.496(c)). 

 

6.2.4.1- MHPAEA    Please indicate whether the State applies an aggregate lifetime dollar limit 

and/or an annual dollar limit on any mental health or substance abuse disorder benefits covered 

under the State child health plan. 

   

 Aggregate lifetime dollar limit is applied  

 Aggregate annual dollar limit is applied 

 No dollar limit is applied 

Guidance: If there are no aggregate lifetime or annual dollar limit on any mental 

health or substance use disorder benefits, please go to section 6.2.5- MHPAEA.   

 

6.2.4.2- MHPAEA    Are there any medical/surgical benefits covered under the State child 

health plan that have either an aggregate lifetime dollar limit or an annual dollar limit?  If yes, 

please specify what type of limits apply.  

 

 Yes (Type(s) of limit:      ) 

 No 

Guidance: If no aggregate lifetime dollar limit is applied to medical/ surgical 

benefits, the State may not impose an aggregate lifetime dollar limit on any mental 

health or substance use disorder benefits.  If no aggregate annual dollar limit is 

applied to medical/surgical benefits, the State may not impose an aggregate annual 

dollar limit on any mental health or substance use disorder benefits (§457.496(c)(1)).  

 

6.2.4.3 – MHPAEA.  States applying an aggregate lifetime or annual dollar limit on 

medical/surgical benefits and mental health or substance use disorder benefits must determine 

whether the portion of the medical/surgical benefits to which the limit applies is less than one-

third, at least one-third but less than two-thirds, or at least two-thirds of all medical/surgical 

benefits covered under the State plan (457.496(c)).   

The portion of medical/surgical benefits subject to the limit is based on the dollar amount 

expected to be paid for all medical/surgical benefits under the State plan for the State plan year 

or portion of the plan year after a change in benefits that affects the applicability of the aggregate 

lifetime or annual dollar limits (457.496(c)(3)). 

 

 The State assures that it has developed a reasonable methodology to calculate the 

portion of covered medical/surgical benefits which are subject to the aggregate lifetime 

and/or annual dollar limit, as applicable.    

Guidance:  Please include the state’s methodology to calculate the portion of 

covered medical/surgical benefits which are subject to the aggregate lifetime and/or 
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annual dollar limit, as applicable, as an attachment to the State child health plan. 

  

6.2.4.3.1- MHPAEA   Please indicate the portion of the total costs for medical and 

surgical benefits covered under the State plan which are subject to a lifetime dollar limit: 

 

 Less than 1/3  

 At least 1/3 and less than 2/3  

 At least 2/3 

 

6.2.4.3.2- MHPAEA   Please indicate the portion of the total costs for medical and 

surgical benefits covered under the State plan which are subject to an annual dollar limit: 

 

 Less than 1/3  

 At least 1/3 and less than 2/3  

 At least 2/3 

Guidance: If an aggregate lifetime limit is applied to less than one-third of all 

medical/surgical benefits, the State may not impose an aggregate lifetime 

limit on any mental health or substance use disorder benefits.  If an annual 

dollar limit is applied to less than one-third of all medical surgical benefits, 

the State may not impose an annual dollar limit on any mental health or 

substance use disorder benefits (§457.496(c)(1)). Skip to section 6.2.5-

MHPAEA. 

 

If the State applies an aggregate lifetime or annual dollar limit to at least 

one-third of all medical/surgical benefits, please continue below to provide 

the assurances related to the determination of the portion of total costs for 

medical/surgical benefits that are subject to either an annual or lifetime limit. 

 

6.2.4.3.2.1- MHPAEA  If the State applies an aggregate lifetime or annual 

dollar limit to at least1/3 and less than 2/3 of all medical/surgical benefits, 

the State assures the following (§§457.496(c)(4)(i)(B); 457.496(c)(4)(ii)): 

 

 The State applies an aggregate lifetime or annual dollar limit on 

mental health or substance use disorder benefits that is no more 

restrictive than an average limit calculated for medical/surgical 

benefits.  

Guidance:  The state’s methodology for calculating the average 

limit for medical/surgical benefits must be consistent with 
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§§457.496(c)(4)(i)(B) and 457.496(c)(4)(ii).  Please include the 

state’s methodology as an attachment to the State child health 

plan. 

 

6.2.4.3.2.2- MHPAEA  If at least 2/3 of all medical/surgical benefits are 

subject to an annual or lifetime limit, the State assures either of the 

following (§457.496(c)(2)(i); (§457.496(c)(2)(ii)): 

 

 The aggregate lifetime or annual dollar limit is applied to both 

medical/surgical benefits and mental health and substance use 

disorder benefits in a manner that does not distinguish between 

medical/surgical benefits and mental health and substance use 

disorder benefits; or 

 The aggregate lifetime or annual dollar limit placed on mental 

health and substance use disorder benefits is no more restrictive 

than the aggregate lifetime or annual dollar limit on 

medical/surgical benefits. 

Quantitative Treatment Limitations 

 

6.2.5- MHPAEA  Does the State apply quantitative treatment limitations (QTLs) on any mental health 

or substance use disorder benefits in any classification of benefits?  If yes, specify the classification(s) of 

benefits in which the State applies one or more QTLs on any mental health or substance use disorder 

benefits. 

 

 Yes (Specify:      ) 

 No 

Guidance: If the state does not apply any type of QTLs on any mental health or substance use 

disorder benefits in any classification, the state meets parity requirements for QTLs and should 

continue to Section 6.2.6 - MHPAEA.  If the state does apply financial requirements to any mental 

health or substance use disorder benefits, the state must conduct a parity analysis. Please 

continue. 

 

6.2.5.1- MHPAEA   Does the State apply any type of QTL on any medical/surgical benefits? 

 

 Yes 

 No 

Guidance: If the State does not apply QTLs on any medical/surgical benefits, the 

State may not impose quantitative treatment limitations on mental health or 
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substance use disorder benefits, please go to Section 6.2.6- MHPAEA related to non-

quantitative treatment limitations.  

 

6.2.5.2- MHPAEA   Within each classification of benefits in which the State applies a type of 

QTL on any mental health or substance use disorder benefits, the State must determine the 

proportion of medical and surgical benefits in the class which are subject to the limitation.  More 

specifically, the State must determine the ratio of (a) the dollar amount of all payments expected 

to be paid under the State plan for medical and surgical benefits within a classification which are 

subject to the type quantitative treatment limitation for the plan year (or portion of the plan year 

after a mid-year change affecting the applicability of a type of quantitative treatment limitation to 

any medical/surgical benefits in the class) to (b) the dollar amount expected to be paid for all 

medical and surgical benefits within the classification for the plan year.  For purposes of this 

paragraph all payments expected to be paid under the State plan includes payments expected to 

be made directly by the State and payments which are expected to be made by MCEs contracting 

with the State. (§457.496(d)(3)(i)(C)) 

 

 The State assures it has applied a reasonable methodology to determine the dollar 

amounts used in the ratio described above for each classification within which the State 

applies QTLs to mental health or substance use disorder benefits. (§457.496(d)(3)(i)(E)) 

Guidance:  Please include the state’s methodology as an attachment to the State 

child health plan.  

 

6.2.5.3- MHPAEA    For each type of QTL applied to any mental health or substance use 

disorder benefits within a given classification, does the State apply the same type of QTL to 

“substantially all” (defined as at least two-thirds) of the medical/surgical benefits within the 

same classification? (§457.496(d)(3)(i)(A)) 

 

 Yes 

 No 

Guidance: If the State does not apply a type of QTL to substantially all 

medical/surgical benefits in a given classification of benefits, the State may not 

impose that type of QTL on mental health or substance use disorder benefits in that 

classification. (§457.496(d)(3)(i)(A)) 

 

6.2.5.3.1- MHPAEA    For each type of QTL applied to mental health or substance use 

disorder benefits, the State must determine the predominant level of that type which is 

applied to medical/surgical benefits in the classification.  The “predominant level” of a 

type of QTL in a classification is the level (or least restrictive of a combination of levels) 

that applies to more than one-half of the medical/surgical benefits in that classification, as 

described in §§457.496(d)(3)(i)(B). The portion of medical/surgical benefits in a 

classification to which a given level of a QTL type is applied is based on the dollar 
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amount of payments expected to be paid for medical/surgical benefits subject to that level 

as compared to all medical/surgical benefits in the classification, as described in 

§457.496(d)(3)(i)(C). For each type of quantitative treatment limitation applied to mental 

health or substance use disorder benefits, the State assures: 

 

 The same reasonable methodology applied in determining the dollar amounts 

used to determine whether substantially all medical/surgical benefits within a 

classification are subject to a type of quantitative treatment limitation also is 

applied in determining the dollar amounts used to determine the predominant 

level of a type of quantitative treatment limitation applied to medical/surgical 

benefits within a classification. (§457.496(d)(3)(i)(E)) 

 The level of each type of quantitative treatment limitation applied by the State 

to mental health or substance use disorder benefits in any classification is no more 

restrictive than the predominate level of that type which is applied by the State to 

medical/surgical benefits within the same classification. (§457.496(d)(2)(i)) 

Guidance: If there is no single level of a type of QTL that exceeds the one-

half threshold, the State may combine levels within a type of QTL such that 

the combined levels are applied to at least half of all medical/surgical benefits 

within a classification; the predominate level is the least restrictive level of 

the levels combined to meet the one-half threshold (§457.496(d)(3)(i)(B)(2)). 

 

Non-Quantitative Treatment Limitations 

 

6.2.6- MHPAEA    The State may utilize non-quantitative treatment limitations (NQTLs) for mental 

health or substance use disorder benefits, but the State must ensure that those NQTLs comply with all 

the mental health parity requirements (§§457.496(d)(4); 457.496(d)(5)). 

 

6.2.6.1 – MHPAEA   If the State imposes any NQTLs, complete this subsection. If the State 

does not impose NQTLs, please go to Section 6.2.7-MHPAEA. 

 

 The State assures that the processes, strategies, evidentiary standards or other factors 

used in the application of any NQTL to mental health or substance use disorder benefits 

are no more stringent than the processes, strategies, evidentiary standards or other factors 

used in the application of NQTLs to medical/surgical benefits within the same 

classification.  

Guidance: Examples of NQTLs include medical management standards to limit or 

exclude benefits based on medical necessity, restrictions based on geographic 

location, provider specialty, or other criteria to limit the scope or duration of 

benefits, provider reimbursement rates and provider network design (ex: preferred 

providers vs. participating providers). Additional examples of possible NQTLs are 
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provided in §457.496(d)(4)(ii).  

 

6.2.6.2 – MHPAEA   The State or MCE contracting with the State must comply with parity if 

they provide coverage of medical or surgical benefits furnished by out-of-network providers. 

 

 6.2.6.2.1-  MHPAEA    Does the state or MCE contracting with the State provide 

 coverage of services provided by out of network providers? 

 

 Yes 

 No 

6.2.6.2.2- MHPAEA    If yes, please assure the following: 

 

 The State attests that when determining access to out-of-network providers 

within a benefit classification, the processes, strategies, evidentiary standards, or 

other factors used to determine access to those providers for mental health/ 

substance use disorder benefits are comparable to and applied no more stringently 

than the processes, strategies, evidentiary standards or other factors used to 

determine access for out- of-network providers for medical/surgical benefits. 

Availability of Plan Information 

 

6.2.7- MHPAEA    The State must provide beneficiaries, potential enrollees, and providers with 

information related to medical necessity criteria and denials of payment or reimbursement for mental 

health or substance use disorder services. 

  

6.2.7.1- MHPAEA  Medical necessity criteria determinations must be made available to any 

current or potential enrollee or contracting provider, upon request. The state attests that the 

following entities provide this information: 

 

 State 

 Managed Care entities 

 Both 

 6.2.7.2- MHPAEA  Reason for any denial for reimbursement or payment for   

 mental  health or substance use disorder benefits must be made available to the   

 enrollee by the health plan or the State.  The state attests that the following   

 entities provide denial information: 

 

 State 
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 Managed Care entities 

 Both 

Section 8. Cost-Sharing and Payment -  

CHIP Title XXI CHIP ARKids-B Program 

 
 

 Check here if the State elects to use funds provided under Title XXI only to provide expanded 

eligibility under the State’s Medicaid plan, and continue on to Section 9.  

 

8.1.  Is cost-sharing imposed on any of the children covered under the plan? (42CFR 457.505) 

Indicate if this also applies for pregnant women. (CHIPRA #2, SHO # 09-006, issued 

May 11, 2009) 

 

8.1.1.  Yes for the Title XXI CHIP ARKids-B separate child health program. 

  

8.1.2.  No, skip to question 8.8. 

 

8.1.1-PW  Yes 

8.1.2-PW  No, skip to question 8.8. 

 

Guidance:  It is important to note that for families below 150 percent of poverty, the same limitations 

on cost sharing that are under the Medicaid program apply. (These cost-sharing 

limitations have been set forth in Section 1916 of the Social Security Act, as 

implemented by regulations at 42 CFR 447.50 - 447.59). For families with incomes of 

150 percent of poverty and above, cost sharing for all children in the family cannot 

exceed 5 percent of a family's income per year. Include a statement that no cost sharing 

will be charged for pregnancy-related services. (CHIPRA #2, SHO # 09-006, issued May 

11, 2009) (Section 2103(e)(1)(A))  (42CFR 457.505(a), 457.510(b) and (c), 457.515(a) 

and (c))  

 

8.2.  Describe the amount of cost-sharing, any sliding scale based on income, the group or 

groups of enrollees that may be subject to the charge by age and income (if applicable) 

and the service for which the charge is imposed or time period for the charge, as 

appropriate. (Section 2103(e)(1)(A))  (42CFR 457.505(a), 457.510(b) and (c), 457.515(a) 

and (c)) 

 

8.2.1.  Premiums: 

         

8.2.2.  Deductibles: 

       

8.2.3.  Coinsurance or copayments: 
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Co-payments and co-insurance apply for all services deemed fee-for-service with the 
exception of immunizations, preventive health screenings, family planning, and prenatal 
care.  Beneficiaries deemed eligible for Tier 2 or Tier 3 MCO services under the 1915B 
Arkansas PASSE Program do not have any co-payments or co-insurance obligations. The 
Title XXI CHIP ARKids-B schedule of co-payments and co-insurance for fee-for-service is 
outlined in the following table.  The annual cumulative cost-sharing maximum cannot 
exceed 5% of the ARKids-B beneficiary’s family’s income. 
 

Benefits/Limits Co-Pay/Co-Insurance 

Ambulance (Emergency Only) $10 per trip 

Ambulatory Surgical Center $10 per visit 

Audiological Services (only Tympanometry, 
CPT procedure code 92567, when the 
diagnosis is within the ICD-9-CM range of 
381.0 through 382.9) 

 
 
None (Considered Preventative Health Screening) 

Certified Nurse Midwife $10 per visit 

Chiropractor $10 per visit 

Dental Care (routine dental care & orthodontia) $10 per visit 

Durable Medical Equipment (DME) (Limited to 
$500 per State Fiscal Year (SFY) July 1 – June 
30) 

 
10% of Medicaid allowed per DME item 

Emergency Dept. Services, (Emergent, non-
emergent, assessment) 

 
$10 per visit 

Family Planning None 

Federally Qualified Health Center (FQHC) $10 per visit 

Home Health (10 visits per SFY (July 1 – June 
30)) 

$10 per visit 

Hospital, Inpatient 10% of first inpatient day 

Hospital, Outpatient $10 per visit 

Inpatient Psychiatric Hospital & Psychiatric 
(Acute and Residential Treatment 
Unit)Residential Treatment Facility (Emergency 
Only)Available through ARKIDS-B (fee-for-
service) and PASSE (managed care) 

 
10% of first inpatient day 

Inpatient Psychiatric Residential Treatment 
Facility. Available through PASSE  

10% of first inpatient day 

Immunizations (All per protocol) None 

Laboratory & X-Ray $10 per visit 

Medical Supplies (Limited to $125/month 
unless benefit extension is approved 

 
None 

Tier 1 Mental & Behavioral Health, Outpatient, 
including substance abuse services 

$10 per visit 

School-Based Mental Health $10 per visit 

Nurse Practitioner $10 per visit 

Physician $10 per visit 

Podiatry $10 per visit 

Prenatal Care None 
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Prescription Drugs $5 per prescription (Must use generic, if available) 

Preventive Health Screenings (All per protocol) None 

Rural Health Clinic $10 per visit 

Speech Therapy 
Evaluation – Four 30 minute unitsTwo 
evaluations when billed by proper CPT 
code/SFY (July 1 – June 30) unless benefit 
extension is approved 
Therapy – Four 15 minute units/day unless90 
minutes per week with  benefit extension is 
available approved if medically necessary  

 
 
 
 
$10 per visit 

Physical Therapy 
Evaluation – Four 30 minute unitsTwo 
evaluations when billed by proper CPT 
code/SFY (July 1 – June 30) unless benefit 
extension is approved 
Therapy – Four 15 minute units/day90 minutes 
per week  unless with benefit extension is 
approvedavailable if medically necessary. 

 
 
 
 
$10 per visit 

Occupational Therapy 
Evaluation – Four 30 minute unitsTwo 
evaluations when billed by proper CPT 
code/SFY (July 1 – June 30) unless benefit 
extension is approved 
Therapy – Four 15 minute units/day90 minutes 
per week unless with benefit extension is 
approvedavailable if medically necessary 

 
 
 
 
$10 per visit 

Substance Abuse Treatment Services (SATS), 
outpatient 

 
$10 per visit 

Vision  
(Eye exam,  
Eyeglasses) 

 
$10 per visit 
No co-pay for eyeglasses 

 

 

8.2.4.  Other: 

       

 

 Guidance: The State should be able to demonstrate upon request its rationale and justification 

regarding these assurances. This section also addresses limitations on payments for certain 

expenditures and requirements for maintenance of effort.  

 

8.4.   The State assures that it has made the following findings with respect to the cost sharing 

in its plan:  (Section 2103(e))   

 

8.4.1.  Cost-sharing does not favor children from higher income families over lower 

income families. (Section 2103(e)(1)(B)) (42CFR 457.530) 

8.4.2.  No cost-sharing applies to well-baby and well-child care, including age-
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appropriate immunizations. (Section 2103(e)(2)) (42CFR 457.520) 

8.4.3   No additional cost-sharing applies to the costs of emergency medical services 

delivered outside the network. (Section 2103(e)(1)(A)) (42CFR 457.515(f)) 

 

8.4.1- MHPAEA     There is no separate accumulation of cumulative financial 

requirements, as defined in §457.496(a), for mental health and substance abuse disorder benefits 

compared to medical/surgical benefits (§457.496(d)(3)(iii)). 

 

8.4.2- MHPAEA      If applicable, any different levels of financial requirements that are 

applied to different tiers of prescription drugs are determined based on reasonable factors, 

regardless of whether a drug is generally prescribed for medical/surgical benefits or mental 

health/substance use disorder benefits (§457.496(d)(3)(ii)(A)). 

 

8.4.3- MHPAEA   Cost sharing applied to benefits provided under the State child health 

plan will remain capped at five percent of the beneficiary’s income as required §457.560 

(§457.496(d)(i)(D)). 

 

8.4.4- MHPAEA   Does the State apply financial requirements to any mental health or substance 

use disorder benefits? If yes, specify the classification(s) of benefits in which the State applies 

financial requirements on any mental health or substance use disorder benefits. 

 

 Yes (Specify: Beneficiaries who qualify for Tier 1 fee-for-service benefits under 

the Arkansas PASSEARKids-B Program are subject to copays and coinsurance. The 

annual cumulative cost-sharing maximum cannot exceed 5% of the ARKids-B 

beneficiary’s family’s income. Children who are assessed as Tier 2 or Tier 3 in the 

Arkansas PASSE Program are exempt from all copays and coinsurance regardless of 

whether the service is MH/SUD or MS.)     ) 

 No 

Guidance: If the state does not apply financial requirements on any mental health 

or substance use disorder benefits, the state meets parity requirements for financial 

requirements.  If the state does apply financial requirements to mental health or 

substance use disorder benefits, the state must conduct a parity analysis. Please 

continue below. 

 

8.4.5- MHPAEA   Does the State apply any type of financial requirements on any 

medical/surgical benefits? 

 

 Yes 

 No 

Guidance: If the State does not apply financial requirements on any 
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medical/surgical benefits, the State may not impose financial requirements on 

mental health or substance use disorder benefits.  

 

8.4.6- MHPAEA    Within each classification of benefits in which the State applies a type of 

financial requirement on any mental health or substance use disorder benefits, the State must 

determine the proportion of medical and surgical benefits in the class which are subject to the 

limitation.   

 

 The State assures it has applied a reasonable methodology to determine the dollar 

amounts used in the ratio described above (Section 6.2.5.2) for each classification or 

within which the State applies financial requirements to mental health or substance use 

disorder benefits (§457.496(d)(3)(i)(E)). 

Guidance:  Please include the state’s methodology as an attachment to the State 

child health plan.  

 

8.4.7- MHPAEA    For each type of financial requirement applied to any mental health or 

substance use disorder benefits within a given classification, does the State apply the same type 

of financial requirement to at least two-thirds (“substantially all”) of all the medical/surgical 

benefits within the same classification? (§457.496(d)(3)(i)(A)) 

 

 Yes 

 No 

Guidance: If the State does not apply a type of financial requirement to 

substantially all medical/surgical benefits in a given classification of benefits, the 

State may not impose financial requirements on mental health or substance use 

disorder benefits in that classification. (§457.496(d)(3)(i)(A)) 

 

8.4.8- MHPAEA    For each type of financial requirement applied to substantially all 

medical/surgical benefits in a classification, the State must determine the predominant level (as 

defined in §457.496(d)(3)(i)(B)(1)) of that type which is applied to medical/surgical benefits in 

the classification.  For each type of financial requirement applied to substantially all 

medical/surgical benefits in a classification, the State assures: 

 

 The same reasonable methodology applied in determining the dollar amounts used 

in determining whether substantially all medical/surgical benefits within a classification 

are subject to a type of financial requirement also is applied in determining the dollar 

amounts used to determine the predominant level of a type of financial requirement 

applied to medical/surgical benefits within a classification. (§457.496(d)(3)(i)(E)) 
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 The level of each type of financial requirement applied by the State to mental 

health or substance use disorder benefits in any classification is no more restrictive than 

the predominate level of that type which is applied by the State to medical/surgical 

benefits within the same classification. (§457.496(d)(2)(i)) 

 

Section 8. Cost-Sharing and Payment - Title XXI CHIP Unborn Child Program 
 

 Check here if the State elects to use funds provided under Title XXI only to provide expanded 

eligibility under the State’s Medicaid plan, and continue on to Section 9.  

 

8.1.  Is cost-sharing imposed on any of the children covered under the plan? (42CFR 457.505) 

Indicate if this also applies for pregnant women. (CHIPRA #2, SHO # 09-006, issued 

May 11, 2009) 

 

8.1.1.  Yes 

8.1.2.  No, skip to question 8.8. 

 

8.1.1-PW  Yes 

8.1.2-PW  No, skip to question 8.8. 

 

 

8.4.   The State assures that it has made the following findings with respect to the cost sharing 

in its plan:  (Section 2103(e))   

 

8.4.1.  Cost-sharing does not favor children from higher income families over lower 

income families. (Section 2103(e)(1)(B)) (42CFR 457.530) 

8.4.2.  No cost-sharing applies to well-baby and well-child care, including age-

appropriate immunizations. (Section 2103(e)(2)) (42CFR 457.520) 

8.4.3   No additional cost-sharing applies to the costs of emergency medical services 

delivered outside the network. (Section 2103(e)(1)(A)) (42CFR 457.515(f)) 

 

8.4.1- MHPAEA     There is no separate accumulation of cumulative financial requirements, 

as defined in §457.496(a), for mental health and substance abuse disorder benefits compared to 

medical/surgical benefits (§457.496(d)(3)(iii)). 

 

8.4.2- MHPAEA      If applicable, any different levels of financial requirements that are 

applied to different tiers of prescription drugs are determined based on reasonable factors, 

regardless of whether a drug is generally prescribed for medical/surgical benefits or mental 

health/substance use disorder benefits (§457.496(d)(3)(ii)(A)). 

 

8.4.3- MHPAEA   Cost sharing applied to benefits provided under the State child health plan 

will remain capped at five percent of the beneficiary’s income as required §457.560 

(§457.496(d)(i)(D)). 
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8.4.4- MHPAEA   Does the State apply financial requirements to any mental health or substance 

use disorder benefits? If yes, specify the classification(s) of benefits in which the State applies 

financial requirements on any mental health or substance use disorder benefits. 

 

 Yes (Specify:      ) 

 No 

Guidance: If the state does not apply financial requirements on any mental health 

or substance use disorder benefits, the state meets parity requirements for financial 

requirements.  If the state does apply financial requirements to mental health or 

substance use disorder benefits, the state must conduct a parity analysis. Please 

continue below. 

 

8.4.5- MHPAEA   Does the State apply any type of financial requirements on any 

medical/surgical benefits? 

 

 Yes 

 No 

Guidance: If the State does not apply financial requirements on any 

medical/surgical benefits, the State may not impose financial requirements on 

mental health or substance use disorder benefits.  

 

8.4.6- MHPAEA    Within each classification of benefits in which the State applies a type of 

financial requirement on any mental health or substance use disorder benefits, the State must 

determine the proportion of medical and surgical benefits in the class which are subject to the 

limitation.   

 

 The State assures it has applied a reasonable methodology to determine the dollar 

amounts used in the ratio described above (Section 6.2.5.2) for each classification or 

within which the State applies financial requirements to mental health or substance use 

disorder benefits (§457.496(d)(3)(i)(E)). 

Guidance:  Please include the state’s methodology as an attachment to the State 

child health plan.  

 

8.4.7- MHPAEA    For each type of financial requirement applied to any mental health or 

substance use disorder benefits within a given classification, does the State apply the same type 

of financial requirement to at least two-thirds (“substantially all”) of all the medical/surgical 

benefits within the same classification? (§457.496(d)(3)(i)(A)) 
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 Yes 

 No 

Guidance: If the State does not apply a type of financial requirement to 

substantially all medical/surgical benefits in a given classification of benefits, the 

State may not impose financial requirements on mental health or substance use 

disorder benefits in that classification. (§457.496(d)(3)(i)(A)) 

 

8.4.8- MHPAEA    For each type of financial requirement applied to substantially all 

medical/surgical benefits in a classification, the State must determine the predominant level (as 

defined in §457.496(d)(3)(i)(B)(1)) of that type which is applied to medical/surgical benefits in 

the classification.  For each type of financial requirement applied to substantially all 

medical/surgical benefits in a classification, the State assures: 

 

 The same reasonable methodology applied in determining the dollar amounts used in 

determining whether substantially all medical/surgical benefits within a classification are 

subject to a type of financial requirement also is applied in determining the dollar 

amounts used to determine the predominant level of a type of financial requirement 

applied to medical/surgical benefits within a classification. (§457.496(d)(3)(i)(E)) 

 The level of each type of financial requirement applied by the State to mental health 

or substance use disorder benefits in any classification is no more restrictive than the 

predominate level of that type which is applied by the State to medical/surgical benefits 

within the same classification. (§457.496(d)(2)(i)) 
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