















































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

benchmark plan:
See Supplement to Attachment 3.1-A, Item 1.a. Inpatient Hospital Services in Michigan’s Medicaid State
plan.
Benefit Provided: Source:
Substance Use Disorder -Rehabilitation Services State Plan 1905(a) Remove |
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
None None
Scope Limit:
None

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

See Supplement to Attachment 3.1-A, Item 13d. Rehabilitative Services in Michigan's Medicaid State plan.

TN: 23-1004 Approval Date: 09/08/2023 Effective Date: 12/01/2023
Supersedes TN: 23-1003
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[m] Essential Health Benefit 6: Prescription drugs
Benefit Provided:

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

Prescription Drug Limits (Check all that apply.): Authorization: Provider Qualifications:
X Limit on days supply State licensed

[[] Limit on number of prescriptions

Limit on brand drugs

[X] Other coverage limits

X Preferred drug list

Coverage that exceeds the minimum requirements or other:

The State of Michigan's ABP prescription drug benefit is the same as under the approved Medicaid state
plan for prescribed drugs.

TN: 23-1004 Approval Date: 09/08/2023 Effective Date: 12/01/2023
Supersedes TN: 23-1003
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[m] Essential Health Benefit 7: Rehabilitative and habilitative services and devices Collapse AlL[[] -
Benefit Provided: Source:
Rehabilitation Services: Outpatient Services State Plan 1905(a) = i i Remove |

Authorization; Provider Qualifications; B
Authorization required in excess of limitation Medicaid State Plan_— -_
Amount Limit: Duration Limit:

See below | "[See below
Scope Limit: L

Rehabilitative therapy serviees must be cither restorative or specialized maintenance programs to be
covered. Therapy must be ordered. in w riting, by a physician or other Medicaid approved licensed
practitioner-within the scope of their practice.

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

Rehabilitative physical therapy and occupational therapy are each limited to 144 units (15 minute

increments) per 12 month consecutive period. Speech therapy services in the outpatient setting are limited

to 36 visits in a 12 month consecutive period. Outpatient rehabilitative services also includes medically

necessary diabetic patient education and services for persons with neurological damage per program

criteria. Enrollment of Speech-Language Pathologists as Medicaid Providers is cffective 7! 147

Additional approved state plan sources for outpatient rehabilitation serv 1ces inclide 1905(3)(5) 1905(a)7);
and 1905(a)(13) respectively.

Benefit Provided: .---"Sii-l;-rcc:
Habilitative Services -Outpatient Services Other state-defined Remove |
Authorization: L Provider Qualifications:
Autllorizatiqn.req'ﬁi}-cd in excess of limitation Medicaid State Plan
Adriount Limit: Duration Limit:
See below See below

Scope Limit:

Habilitative therapy services include those that help a person keep, leamn or improve skills and functlomng
for daily living.

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

Habilitative physical therapy and occupational therapy are each limited-to” 144 umts (15 minute increments)

per 12 month consecutive period. Speech therapy services in the dutpatient setting are limited to 36 visits
in a 12 month consecutive period. Enrollment of Specch Language Pathologists as Medicaid Providers is
effective 7/1/17. -
Benefit Provided: g Source:
Home Health Sves.-Med Supplies, Equip, Appliances State Plan 1905(a) Remove |
TN: 23-1004 Approval Date: 09/08/2023 Effective Date: 12/01/2023

Supersedes TN: 23-1003
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"CNMS Alternative Benefit Plan

CTITTI FOM A TMCANE & AT AT A TVMCTY

Level of Care Determination (LOCD). Benefit includes bed and board: nursing care: routine PT/OT/SLT
consisting of repetitive services to maintain function.

Benefit Provided: Source:
Home Health -Rehab State Plan 1905(a)
Authorization: Provider Qualifications:
Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
See below See below
Scope Limit:
Described below

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

Physical therapy and occupational therapy as provided by a home health agency are each limited to 24
visits per 60 days; additional services require prior authorization.

TN: 23-1004 Approval Date: 09/08/2023 Effective Date: 12/01/2023
Supersedes TN: 23-1003
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[m] Essential Health Benefit 8: Laboratory services

Collapse All []

Benefit Provided: Source:
Laboratory State Plan 1905(a) Remove |

Authorization: Provider Qualifications:

Other Medicaid State Plan

Amount Limit: Duration Limit;

None None

Scope Limit:

Covered services include laboratory tests which are medically necessary for diagnosis and treatment

of illness or injury when ordered by a physician or other licensed practitioner.

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

Screening or routine laboratory testing, except as specified for the Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) Program or Preventive Medicine services. or by Medicaid policy, is not
a benefit. A limited number of laboratory services require prior authorization,

TN: 23-1004 Approval Date: 09/08/2023 Effective Date: 12/01/2023
Supersedes TN: 23-1003
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CTIETI IO e TR ANE & AT A TVMCTY

Alternative Benefit Plan

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

Collapse All []

Remove |

Benefit Provided: Source:
Medicaid State Plan EPSDT Benefits
State Plan 1905(a)

Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit; Duration Limit;
None N/A
Scope Limit:
None

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

benchmark plan:

See Supplement to Attachment 3.1-A, Item 4b. EPSDT in Michigan’s Medicaid State plan.

TN: 23-1004
Supersedes TN: 23-1003

Approval Date: 09/08/2023

Effective Date: 12/01/2023
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[] Other Covered Benefits from Base Benchmark Collapse All []

TN: 23-1004 Approval Date: 09/08/2023 Effective Date: 12/01/2023
Supersedes TN: 23-1003
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[X] Base Benchmark Benefits Not Covered due to Substitution or Duplication

Base Benchmark Benefit that was Substituted: Source:

Primary Care Provider Services -Duplication Base Benchmark

[

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

Primary Care Provider Services were bundled with Specialist/Referral Care and mapped to the "ambulatory

patient services” EHB category. The bundled services are a duphcauon of physician services from the
existing state Medicaid plan.

Base Benchmark Benefit that was Substituted” Source:

Referral Care Services -Dupl_@_c_aliori"' - Base Benchmark

Explain the subsiitution or duplication. including indicating the substituted benefit(s) or the duplicate section
193 7-benchmark benefii(s) included above under Essential Health Benefits:
~|Referral Care Services were bundled with Primary Care Provider services and mapped to the "ambulatory

patient services" EHB category. The bundled services are a duplication of physician services and other
licensed practitioner services from the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:
Outpatient Hospital Services-Duplication Base Benchmark

Remove

Explain the substitution or duplication, including indicating the substituted b?_r_l&f-if(é)_--(_)-l‘ the duplicate section
1937 benchmark benefit(s) included above under Essential Health Benefits:

Outpaticnt hospital services are mapped to the "ambulatory paticnt services” EHB category. The services
arc a duplication of outpatient hospital services from the €xisting state Medicaid plan.

Base Benchmark Benefit that was Subs_l_i_mted:':“" Source:

Home Health Care -Duplication — B Bencumek

E\plam__t_l_le-su‘B'é-ti-lution or duplication, including indicating the substituted benefit(s) or the duplicate section
1937 benchmark benefit(s) included above under Essential Health Benefits:

Home health care services are mapped to the "ambulatory patient services" EHB category. The services are
a duplication of Home health care services from the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:
Hospice -Duplication Base Benchmark

Remove

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

Hospice services are mapped to the "ambulatory patient services" EHB category. The services are a
duplication of hospice services from the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: "~ Source:

Services by Other Health Professig_r_;al—-—D‘iipiicalion Base Benchmark

Explain the Sll‘_:_)_S_LllllTﬁ'l:;-I_l--l-)r duplication, including indicating the substituted benefit(s) or the duplicate section
1937 benchmark benefit(s) included above under Essential Health Benefits:

____IScﬁ'-'iccs bv Other Health Professional (Podiatrv) are mapped to the "ambulatory patient services" EHB
TN: 23-1004

L Supersedes TN: 23-1003

Approval Date: 09/08/2023 Effective Date: 12/01/2023
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[[] Other Base Benchmark Benefits Not Covered Collapse All []

TN: 23-1004 Approval Date: 09/08/2023 Effective Date: 12/01/2023
Supersedes TN: 23-1003
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[X] Other 1937 Covered Benefits that are not Essential Health Benefits

Other 1937 Benefit Provided:

Source:

Collapse A[] .+

Dental Services Section 1937 Coverage Option Benchmark Beneflt
Package
Authorization: Provider Qualifications: _o
Other Medicaid State Plan
Amount Limit: Dura_t_ipn—l‘;iiiﬁf:
Varies -[Varies
Scope Limit:

See Supplement to Artachmem 3. l-A Item 10. Dental Services in Michigan's Medicaid State plan.

Other:

| __E‘ace'Sii_pﬁlcmcm to Attachment 3.1-A. Item 10. Dental Services in Michigan's Medicaid State plan.

Other 1937 Benefit Provided:

Source:

Vision/Optometrist Services

Section 1937 Coverage Option Benchmark Benem
Package

Authorization:

Provider Qualifications:

Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Dur;t_t_jmrfi}iijt:

Varies -[Varies
Scope Limit:

be prior authorized).

Routine eye exam once every o o years; non-routine exams limited to those services relating
to eye trauma and eye disease and low vision evaluations, services and aids (which must

oo

stipulated criteria and/or prior authorization.

Vision/Optometrist Services are covered for adults. Certain services and supplies may be subject to meeting

Other 1937 Benefit Provided:

Personal Care Services

Authorization:

Source:

Section 1937 Coverage Optlcm Benchmafk Bcncflt
Package

Provider Qualifications:
Prior Authorization Mediqg_id--Stél'g Plan
Amount Limit; "'_i-)uralian Limit:
Varics Varies
Scope Limit: ,

necessity for services.

Requires Ceﬂlf-ICdtlon by a licensed health care professional and a plan of care to determine medical

TN: 23-1004
Supersedes TN: 23-1003

Approval Date: 09/08/2023

Effective Date: 12/01/2023
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Alternative Benefit Plan
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Authorization:

Provider Qualifications:

Authorization required in excess of limitation

Medicaid State Plan

Amount Limit:

Duration Limit;

Varies

Varies

Scope Limit;

Covered services are provided in the same manner as the approved Medicaid State plan

Other:

See Attachment 3.1-A, Item 16. Inpatient Psychiatric Hospital Services for Individuals Under 22 in
Michigan’s Medicaid State plan. Benefit is effective 12/01/23.

Add

TN: 23-1004
Supersedes TN: 23-1003

Approval Date: 09/08/2023

Effective Date: 12/01/2023
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O Additional Covered Benefits (This category of benefits is not applicable to the aduli group under Collapse All []
section 1902(a)(10)( A)i)(VIID) of the Act.)

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1993, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard. Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130814

TN: 23-1004 Approval Date: 09/08/2023 Effective Date: 12/01/2023
Supersedes TN: 23-1003
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