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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services  
601 E. 12th St., Room 355  
Kansas City, Missouri 64106  

Medicaid and CHIP Operations Group 

November 19, 2025 
 
Lori A. Weaver 
Commissioner  
Department of Health and Human Services 
129 Pleasant Street 
Concord, NH 03301 
 
Re:  New Hampshire State Plan Amendment (SPA) 25-0031 
 
Dear Commissioner Weaver: 
 
The Centers for Medicare & Medicaid Services (CMS) reviewed your Medicaid State Plan 
Amendment (SPA) submitted under transmittal number (TN) 25-0031. This amendment proposes 
to add coverage of Targeted Case Management provided in accordance with 1902(a)(84)(D) to 
New Hampshire’s Albernative Benefit Plan for eligible juveniles who are within 30 days of their 
scheduled date of release from a public institution.  
 
We conducted our review of your submittal according to statutory requirements in Title XIX of 
the Social Security Act and implementing Section 5121 of the Consolidated Appropriations Act 
(CAA), 2023, and Sections 1902(a)(84) and 2102 of the Social Security Act. This letter informs 
you that New Hampshire’s Medicaid SPA TN 25-0031 was approved on November 19, 2025, 
effective January 1, 2025. 
 
Enclosed are copies of Form CMS-179 and the approved SPA page to be incorporated into the 
New Hampshire State Plan. 
  
If you have any questions, please contact Joyce Butterworth at (617) 531-7573 or via email at 
Joyce.Butterworth@cms.hhs.gov. 

 
Sincerely, 

 
 
 

Wendy E. Hill Petras, Acting Director   
Division of Program Operations  

 
Enclosures 
 
cc: Henry Lipman, State Medicaid Director 
      Dawn Tierney, Medicaid Business and Policy   
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

TRANSMITTAL AND NOTICE OF APPROVAL OF 

STATE PLAN MATERIAL 

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES 

TO: CENTER DIRECTOR 
CENTERS FOR MEDICAID & CHIP SERVICES 
DEPARTMENT OF HEAL TH AND HUMAN SERVICES 

1. TRANSMITTAL NUMBER 2.STATE 

2 5 _Q 0 3 1 NH -- ---- --
3. PROGRAM IDENTIFICATION: TITLE OF THE SOCIAL 

SECURITY ACT @ XIX () XXI 

4. PROPOSED EFFECTIVE DATE 

January 1, 2025 

FORM APPROVED 

0MB No. 0938-0193 

5. FEDERAL STATUTE/REGULATION CITATION 6. FEDERAL BUDGET IMPACT (Amounts in WHOLE dollars) 
a FFY 2024 $ 0 Section 5121 of CAA, 2023 & Sections 1902(a)(84) and 2102 A ct 
b. FFY 2025 $ 0 

7. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT 8. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If Applicable) 

ASPS 
ASPS (TN 25-0005) 

9. SUBJECT OF AMENDMENT 
A lternative Benefit Plan - Youth Reentry Targeted Case Management 

10. GOVERNOR'S REVIEW (Check One) 

0 GOVERNOR'S OFFICE REPORTED NO COMMENT 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 

@ OTHER, AS SPECIFIED: 

0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

' . . - . TATE AGENCY OFFICIAL 15. RETURN TO 
Jody F arwell 

______________ ...,. Division of Medicaid Services - Brown Building 
129 Pleasant Street 

_A _n_n _H_._L_an_ d_ ry _________________ ...,. Concord, NH 03301 
13. TITLE 

Associate Commisioner 
14. DATE SUBMITTED 
October 29 2025 

16. DATE RECEIVED 
October 28, 2025 

FOR CMS USE ONLY 

17• DATE 
ff7f�7�Q25 

PLAN APPROVED- ONE COPY ATTACHED 

18. EFFECTIVE DATE OF APPROVED MATERIAL 
January 1, 2025 

20. TYPED NAME OF APPROVING OFFICIAL 
Wendy E. Hill Petras 

22. REMARKS 
Governor's comments, if any, will follow. 

FORM CMS-179 (09/24) 

19. 

21. TITLE OF APPROVING OFFICIAL 
Acting Director, Division of Program Operations 

10/29/2025: Requested the state submit the CMS 179 
Box 14: State submitted the CMS 179 on 10/29/25 
Box 16: State submitted the state plan pages and public notice on 
10/28/2025 

Instructions on Back 



Alternative Benefit Plan 

State Name:INew Hampshire 

Transmittal Number: NH - 25 - 0031 

Benefits Description 

The state/ten-ito1y proposes a "Benchmark-Equivalent" benefit package. 

Benefits Included in Alternative Benefit Plan 

Enter the specific name of the base benchmark plan selected: 

Attachment 3.1-L-□ 

INo I 

0MB Control Number: 0938-1148 

ABP5 

The base benchmark plan is the Matthew Thomton Blue Health Plan, supplemented with FED VIP pediati-ic oral and vision benefits. 

Enter the specific name of the section 1937 coverage option selected, if other than Secreta1y-Approved. Otherwise, enter 
"Secreta1y-Approved.'' 

I
S,=t,ry ApproV<d 

I 
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Alternative Benefit Plan 

00 1. Essential Health Benefit: Ambulatory patient services Collapse All D 

Benefit Provided: 
!Physician Visits 

Authorization: 

IPrior Authorization 

Amount Limit: 

INone 

Scope Limit: 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

!Excludes coverage for reversal of vohmtary sterilization, schlerotherapy for varicose veins and treatment 
of spider veins. 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Includes physician, primary care, and specialist visits as well as physician/surgical services for outpatient 
surge1y. Specialist visit benefits are available to detemiine the cause of medically documented infeitility 
and the treatment of that tu1derlying medical condition; does not include a1tificial insemination, assisted 
reproductive technologies or diagnostic tests to support AI or AIT. Prior authorization required for the 
following sm·gical services: bariatric sm·gery, breast reduction, blepharoplasty, panniculectomy, 
septoplasty, and rhinoplasty. 

Benefit Provided: 
!other Licensed Practitioner Visits 

Authorization: 

INone 

Amount Limit: 

INone 

Scope Liniit: 

Som·ce: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Dm·ation Liniit: 

I INone 

!Excludes coverage for reversal of vohmta1y sterilization, schlerotherapy for varicose veins and treatment 
of spider veins. 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Includes Advance Practice Registered Nurse, Physician Assistant, Ntu·se Practitioner, Certified Midwives, 
Ophthahnologists/Optometrists, and Podiatrists consistent with their scope of practice. Includes physician, 
prima1y care, and specialist visits as well as physician/sm·gical services for outpatient sm·gery. Specialist 
visit benefits are avai lable to detemiine the cause of medical ly documented infeitility and the treatment of 
that tu1derlying medical condition; does not include a1tificial insemination, assisted reproductive 
technologies or diagnostic tests to suppo1t AI or AIT. Prior authorization required for the following sm·gical 
services: bariatric sm·ge1y, breast reduction, blepharoplasty, panniculectomy, septoplasty, and rhinoplasty. 

Benefit Provided: 
l0t1tpatient Hospital 

Som·ce: 

I I state Plan 1905(a) 

I I Remove I 
I 

I 

I I Remove I 
I 

I 

I I Remove I 
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Authorization: 

INone 

Amount Limit: 

INone 

Scope Limit: 

Alternative Benefit Plan 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

!Excludes coverage for reversal of vohmtary sterilization; schlerotherapy for varicose veins and treatment 
of spider veins. 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Outpatient services for specialist services are available to detemiine the cause of medically doctm1ented 
infertility and the treatment of that underlying medical condition; does not include artificial insemination, 
assisted reproductive technologies or diagnostic tests to suppo1t AI or AIT. Includes dialysis treatment. 

Benefit Provided: 
!Hospice Services 

Authorization: 

INone 

Amount Limit: 

!None 

Scope Limit: 

!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I !None 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Benefit Provided: 
IFQHC/RHC Services 

Authorization: 

INone 

Amount Limit: 

INone 

Scope Limit: 

INone 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Federally Qualified Health Center (FQHC) and Rural Health Center (RHC) services include physician, 

I 

I 

I 

I 

I 

I 

I 

I 

prima1y care, and specialist visits. Specialist visit benefits are available to detemiine the cause of medically 

I Remove I 

I Remove I 
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Alternative Benefit Plan 

at tul er ymg me 1ca con 1tton; oes not me u e a1t1 1cia 

TN No. 25-0031 

, . . .,ies or diagnostic tests to suppo1t AI or AIT. 

Approval Date: November 19, 2025 
Superseded TN No. 25-0005 

Add 
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Alternative Benefit Plan 

00 2. Essential Health Benefit: Emergency services 

Benefit Provided: 

l0t1tpatient Hospital/Emergency Hospital Services 

Authorization: 

INone 

Amount Limit: 

INone 

Scope Limit: 

!None 

Source: 

I I state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

!Includes emergency room and urgent care 

Benefit Provided: 
I Emergency Transportation/ Ambulance and Air Amb 

Authorization: 

INone 

Amount Limit: 

INone 

Scope Linut: 

!None 

Source: 

I !state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Collapse All D 

I I Remove I 

I 

I 

I 

I 

I I 
Remove I 

I 

I 

I 

I 
Add 
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Alternative Benefit Plan 

00 3. Essential Health Benefit: Hospitalization Collapse All D 

Benefit Provided: 
Impatient Hospital Sel'Vices 

Authorization: 

!other 

Amount Limit: 

INone 

Scope Limit: 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

!Excludes coverage for reversal of vohmtary sterilization; schlerotherapy for varicose veins and treatment 
of spider veins, and convenience services. 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Prior authorization is required only for out-of-state inpatient hospitalization. 

Benefit Provided: 
!Physician Services 

Authorization: 

IPrior Authorization 

Amount Limit: 

!None 

Scope Linut: 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I !None 

!Excludes coverage for reversal of vohmtary sterilization, schlerotherapy for varicose veins and treatment 
of spider veins. 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Prior authorization required for the following surgical services: bariatric stu·gery, breast reduction, 
blepharoplasty, panniculectomy, septoplasty, and rhinoplasty; must meet PA coverage criteria and have lost 
at least 15% of body weight prior to scheduling bariatric surgery. Service includes reconstructive surgery. 
Services are available to detemune the cause of medically doctm1ented infertility and the treatment of that 
underlying medical condition; does not include artificial insemination, assisted reproductive technologies or 
diagnostic tests to suppo1t Al or AlT. Htunan organ and tissue transplants are covered, including bone 
man·ow and stem cell transplants. 

Benefit Provided: 
!other Licensed Practitioner 

Authorization: 

INone 

Amount Limit: 

INone 

Som·ce: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Dtu·ation Linut: 

I INone 

I I Remove I 
I 

I 

I I Remove I 
I 

I 

I I Remove I 
I 

I 
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Alternative Benefit Plan 

Scope Limit: 

As tu1der physician if OLP is providing such services. 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

As tu1der physician if OLP is providing such services. 

Add 
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Alternative Benefit Plan 

00 4. Essential Health Benefit: Maternity and newborn care 

Benefit Provided: 
!Physician Services 

Authorization: 

INone 

Amount Limit: 

INone 

Scope Limit: 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

I Excludes coverage for stuTogate parenting or gestational can-iers 

Other inforn1ation regarding this benefit, including the specific name of the source plan if i t  is  not the base 
benchmark plan: 

Benefit Provided: Som·ce: 
Impatient hospital services 

Autho1-ization: 

INone 

Amount Limit: 

INone 

Scope Linut: 

I !state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

Dtu·ation Linut: 

I INone 

I Excludes deliver y  and inpatient coverage for stul'Ogate parenting or gestational earners 

Other inforn1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

IMinimtun stay must allow for coverage for at least 48 hours 

Benefit Provided: 
!other licensed practitioner services 

Autho1-ization: 

INone 

Amount Limit: 

INone 

Scope Linut: 

Som·ce: 

I I state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

Dtu·ation Linut: 

I INone 

! Includes APRNs, nurse midwives, certified pediati-ic and fanuly nurse practitioners, ce1tified 11Udwives. 
Excludes delivery and inpatient coverage for surrogate parenting or gestationa l earners 

Collapse All D 

I I Remove I 
I 

I 

I 

I 

I I Remove I 
I 

I 

I 

I 

I I Remove I 
I 

I 

I 
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Alternative Benefit Plan 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 
Benefit Provided: 

IFQHC/RHC services 

Authorization: 

INone 

Amollllt Liniit: 

INone 

Scope Linut: 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

I Excludes coverage for sm1·ogate parenting or gestational can-iers 

Other infom1ation regarding this benefit, including the specific name of the source plan if i t  is  not the base 
benchmark plan: 

I 
Benefit Provided: 

!Tobacco Cessation for Pregnant Women 

Authorization: 

!Prior Authorization 

Amollllt Liniit: 
18 com1seling sessions per each of2 quit attempts 

Scope Linut: 

Som·ce: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Dtu·ation Linut: 

I INone 

ILinuts can be exceeded via p1-ior authorization based on medical necessity. 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 
Benefit Provided: 

IHome health services 

Authorization: 

INone 

Amollllt Liniit: 

INone 

Som·ce: 

I I state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

Dtu·ation Linut: 

I INone 

I 

I I Remove I 
I 

I 

I 

I 

I I Remove I 
I 

I 

I 

I 

I I Remove I 
I 

I 
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Alternative Benefit Plan 

Scope Limit: 

!None 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 
Benefit Provided: 

!Extended services to pregnant women 

Authorization: 

INone 

Amount Liniit: 

INone 

Scope Linut: 

!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Benefit Provided: 
!Freestanding birthing centers 

Authorization: 

INone 

Amount Liniit: 

INone 

Scope Linut: 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

I Excludes delivery and inpatient coverage for swl'Ogate parenting or gestationa l carriers 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 
Benefit Provided: 

IFanuly Planning Services 

Authorization: 

INone 

Sow·ce: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

I 

I 

I I Remove I 
I 

I 

I 

I 

I I Remove I 
I 

I 

I 

I 

I I Remove I 
I 
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Alternative Benefit Plan 

Amount Limit: Duration Limit: 

,_IN_o_n_e _______________ _.l 
._lN_o_n_e _______________ _, 

Scope Limit: 

None 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Add 
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Alternative Benefit Plan 

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

Benefit Provided: 
!Mental Health Services (dx, screen, prev, rehab) 

Authorization: 

IPrior Authorization 

Amollllt Limit: 

INone 

Scope Linut: 
I see below. 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Provided tu1der "other diagnostic, screening, preventive, and rehabilitative" services and known as 
"comnuu1ity mental health services." The $1,800 limit per recipient/fiscal year may be exceeded if the 
recipient is certified to meet the DBH eligibility catego1y criteria. Those who are adults with severe or 
severe and persistent mental illness with low service utilization are limited to $4,000 which may be 
exceeded via request to waive. Benefits are available for outpatient treatment for mental health care and 
substance abuse care, partial hospitalizations, and day/night visits. Benefit does not include services 
provided in an IMD. 

Benefit Provided: 

lrMD over 65 services 

Authorization: 

INone 

Amollllt Limit: 

!None 

Scope Linut: 

!None 

Som·ce: 

I I state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

Dtu·ation Linut: 

I !None 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Benefit Provided: 
lsUD - other dx, screening, prev, rehab 

Authorization: 

INone 

Som·ce: 

I I state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

Collapse All D 

I I Remove I 
I 

I 

I I Remove I 
I 

I 

I I Remove I 
I 
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Alternative Benefit Plan 

Amount Limit: Duration Limit: 

INone I INone 

Scope Limit: 
I see below. 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Substance Abuse Disorder Services (SUD) are provided under "other diagnostic, screening, preventive, and 
rehabilitative" services. Benefits are available for outpatient treatment for mental health care and substance 
abuse care, pa1tial hospitalizations, and day/night visits. Benefits are available for inpatient hospital 
services or residential treatment center facility for mental  health care; inpatient rehabilitation treatment for 
substance abuse care in a hospital or substance abuse treatment facility; pa 1tial hospitalizations; and day/ 
night visits. SUD includes clinic service of methadone clinics. Benefit does not include services provided 
inan IMD. 

Benefit Provided: I Inpatient hospital services 

Authorization: 
!Prior Authorization 

Amount Limit: 

INone 

Scope Liniit: 

!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Liniit: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Prior authorization required for out of state, inpatient hospitalization. Acute care services only. 

Benefit Provided: 
!Inpatient psychiatric services, under 21 

Authorization: 

INone 

Amount Limit: 

INone 

Scope Liniit: 

!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Liniit: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 

I I Remove I 
I 

I 

I I Remove I 
I 

I 
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Alternative Benefit Plan 

Benefit Provided: Source: I Remove 

.. 
lo_th_er_l_ic_e_ns_ed_p_ra_c_ti_

· ti_
· o_n_er_se_r_vic_e_s _______ _.

l 
.. I s_ta_t_e_P_l_ai_1_1_9_0_5(_a_) ___________ __,

I 
.._ 

_ _ _  
_

__, 
Authorization: Provider Qua lifications: 

.... IN_o_n_e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  __. l .... lM_ed_i_c_a1_·d_S_t_a_te_P_l_a_n _ _ _ _ _ _ _ _ _ _ _  � 

Amollllt Limit: Duration Limit: 

.... IN_o_n_e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  __. l .. IN_o_n_e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  __, 

Scope Limit: 

!None 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 

I I 
Benefit Provided: Source: I Remove 

1=P=h=y=s1=·c=iat1==s=e=rv=1=·c=es
===========================

=1 :1s=ta=t=e=P=l=ai=1
=

1
=

9
=

◊=5(=a=)
=======================

=1 ..__ _ _ _  _, 

Authorization: Provider Qua lifications: 

.. IN_o_n_e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  __. l .. IM_ed_i_c_a1_'d_S_t_a_te_P_l_a_n _ _ _ _ _ _ _ _ _ _ _  � 

Amollllt Limit: Duration Liniit: 

._IN_o_n_e ________________ __,I ._IN_o_n_e ________________ __, 
Scope Liniit: 

!None 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 

I I 
Add 
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Alternative Benefit Plan 

00 6. Essential Health Benefit: Prescription drugs 
Benefit Provided: 

Coverage is at least the greater of one dmg in each U.S. Phannacopeia (USP) category and class or the 
same number of prescription dmgs in each catego1y and class as the base benchmark. 

Prescription Dmg Limits (Check all that apply.): Authorization: Provider Qualifications: 

□ Limit on days supply IYes I etate licensed I 
□ Limit on number of prescriptions 

□ Limit on brand dmgs 

□ Other coverage limits 

(g] Prefen·ed dmg list 

Coverage that exceeds the minimum requirements or other: 

The ABP prescription dmg benefit plan is the same as under the approved Medicaid state plan for 
prescribed dmgs. 
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00 

Alternative Benefit Plan 

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

Benefit Provided: 
IHome Health Care Services 

Authorization: 

IPrior Authorization 

Amount Limit: 
120 visit limit/year each therapy type 

Scope Limit: 

INo benefits are available for custodial care. 

Source: 

I !state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

Other infom1atio11 regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Includes home health, DME, supplies, and home health-PT/OT/ST services; 20 visit limit applies to 
therapies and there is a separate 20 visit limit for each type. Therapies provided via home health are 
combined with therapies provided via independent therapists when counting toward the limit. 

Benefit Provided: 
!Physical, Occupational, Speech Therapy 

Authorization: 

!Prior Authorization 

Amount Limit: 

120 visits/ year for each therapy type 

Scope Linut: 

I see below. 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

Other infom1atio11 regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Collapse All D 

I I 
Remove I 

I 
I 

I I Remove I 

I 
I 
I 

There is a separate 20 visit linut for each of the following types of therapies physical, occupational, speech. 
Benefit linuts are shared between outpatient rehabilitation and habilitation services, but the linut can be 
exceeded based on medical necessity. Prior authorization is required only for services over the linut. 

Benefit Provided: 
I Inpatient hospital 

Authorization: 

INone 

Amount Limit: 

INone 

ScoEe Linut: 
INone 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

I I Remove I 

I 
I 
I 
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Alternative Benefit Plan 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Coverage for cardiac rehabilitation and respiratory therapy. 

Benefit Provided: 

l0t1tpatient hospital services 

Authorization: 

INone 

Amount Liniit: 

INone 

Scope Linut: 

!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

Coverage for cardiac rehabilitation and respiratory therapy 

Benefit Provided: 
IHabilitation Services 

Authorization: 

IPrior Authorization 

Amount Liniit: 

120 visits/ year for each therapy type 

Scope Linut: 

I see below. 

Source: 

I I state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

There is a separate 20 visit limit for each of the following types of therapies physical, occupational, speech. 
Benefit linuts are shared between outpatient rehabilitation and habilitation services, but the linut can be 
exceeded based on medical necessity. Prior authorization is required only for services over the liniit. 

Benefit Provided: 
I Prosthetics 

Authorization: 

!other 

Source: 

I I state Plan 1905(a) 

Provider Qua lifications: 

I !Medicaid State Plan 

I I Remove I 

I 
I 

I I Remove I 

I 
I 
I 

I I Remove I 

I 
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Alternative Benefit Plan 

Amount Limit: Duration Limit: 
INone I INone 

Scoee Limit: 

INone 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

!
Benefits are available for prosthetic devices supported by a letter of medical necessity. Monam·al and 
binam·al hearing aids covered as detemiined medically necessary by the practitioner. 

Benefit Provided: 
lskilled Nm-sing Facility Services 

Authorization: 

INone 

Amount Limit: 
INone 

Scope Liniit: 

Som·ce: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Dm·ation Liniit: 

I INone 

I Individual must meet fiu1ctional assessment/level of care criteria 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 
Skilled level nm-sing facility services are covered for care that is not long-term custodial care. 

I 
I 

I 

I I Remove I 
I 
I 
I 

I 
I Add I 
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Alternative Benefit Plan 

00 8. Essential Health Benefit: Laboratory services Collapse All D 

Benefit Provided: Source: I Remove 
=1◊=th=e=r=L=a=b=an==d=X=-=Ra==y=S=e=rv=i=c=es=

================

=1 :1s=ta=t=e=P=lai=1==19=◊=5=(a=)=
====================

==1 ,_ _ _ _  
__, 

Authorization: Provider Qua lifications: 

.... IP_n_·o_r_A_1_1th_o11_·_za_t_io_n _ _ _ _ _ _ _ _ _ _ _  __, I .... IM_ed_i_c_a1_·d_S_t_a_te_P_l_a_n _ _ _ _ _ _ _ _ _ _ _  _, 
Amount Limit: Duration Limit: 

�IN_on_e _ _ _ _ _ _ _ _ _ _ _  �I �IN_on_e _ _ _ _ _ _ _ _ _ _ _  � 
Scope Limit: 

!None 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I 

INo benefits are available for diagnostic x-rays in connection with research or study. Prior authorization is I 
required for the following types of iniaging: CT, PET, MRI, MRA, and nuclear cardiology. 

Add 
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Alternative Benefit Plan 

00 9. Essential Health Benefit: Preventive and wellness services and chronic disease management Collapse All D 

The state/territory must provide, at a minimum, a broad range of preventive services including: "A" and "B" services recommended 
by the United States Preventive Services Task Force; Adviso,y Committee for Immunization Practices (ACIP) recommended 
vaccines; preventive care and screening for infants, children and adults recommended by HRSA's Bright Futures prngram/prnject; 
and additional preventive services for women recommended by the Institute of Medicine (IOM). 

Benefit Provided: 
!Physician Services 

Authorization: 

INone 

Amount Limit: 

INone 

Scope Limit: 

!None 

Source: 

I I state Plan 1905(a) 

Prnvider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

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

The preventive care benefit includes the following: (1) all services listed on the USPSTF A and B lists; (2) 
Adviso,y Committee for Immunization Practices (ACIP) recommended vaccines; (3) preventive care and 
screening for infants, children and adults recommended by HRSA's Bright Futtu·es program/project; and ( 4) 
additional preventive services for women recommended by the Institute of Medicine (IOM) and HRSA. 
This benefit includes family planning services and contraceptive coverage, consistent with the requirements 
of the additional preventive services for women recommen ded by the IOM and HRSA. Specifically, the 
preventive services benefit includes all Food and Drug Administration approved contraceptive methods, 
sterilization procedm·es, and patient education and com1seling for all women with reproductive capacity. 

Benefit Provided: I Other licensed practitioners 

Authorization: 

INone 

Amount Limit: 

INone 

Scope Limit: 

!None 

Som·ce: 

I I state Plan 1905(a) 

Prnvider Qualifications: 

I !Medicaid State Plan 

Dm·ation Limit: 

I INone 

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

The preventive care benefit includes the following: (1) all services listed on the USPSTF A and B lists; (2) 
Adviso,y Committee for Immm1ization Practices (ACIP) recommended vaccines; (3) preventive care and 
screening for infants, children and adults recommended by HRSA's Bright Futtu·es program/project; and ( 4) 
additional preventive services for women recommended by the Institute of Medicine (IOM) and HRSA. 
This benefit includes family planning services and contraceptive coverage, consistent with the requirements 
of the additional preventive services for women recommended by the IOM and HRSA. Specifically, the 
preventive services benefit includes all Food and Drug Adininistration approved contraceptive methods, 
sterilization procedm·es, and patient education and com1seling for all women with reproductive capacity. 

I I Remove 

I 

I 

I I Remove 

I 

I 

I 

I 
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Benefit Provided: 
IFQHC/RHC 

Authorization: 

!None 

Amount Limit: 

!None 

Scope Limit: 

!None 

Alternative Benefit Plan 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I !None 

Other infom1atio11 regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

The preventive care benefit includes the following: (1) all services listed on the USPSTF A and B lists; (2) 
Adviso1y Committee for Imnuu1izatio11 Practices (ACIP) recommended vaccines; (3) preventive care and 
screening for infants, children and adults recommended by HRSA' s Bright Futtu·es program/project; and ( 4) 
additional preventive services for women recommended by the Institute of Medicine (IOM) and HRSA. 
This benefit includes family planning services and contraceptive coverage, consistent with the requirements 
of the additional preventive services for women recommended by the IOM and HRSA. Specifically, the 
preventive services benefit includes all Food and Drug Administration approved contraceptive methods, 
sterilization procedtu·es, and patient education and cotu1seling for all women with reproductive capacity. 

Benefit Provided: 
IEPSDT 

Authorization: 

!None 

Amount Limit: 

INone 

Scope Linut: 

!None 

Som·ce: 

I I state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Dtu·ation Linut: 

I INone 

Other infom1atio11 regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

The preventive care benefit includes the following: (1) all services listed on the USPSTF A and B lists; (2) 
Adviso1y Comnuttee for In111umizatio11 Practices (ACIP) recommended vaccines; (3) preventive care and 
screening for infants, children and adults recommended by HRSA' s Bright Futtu·es program/project; and ( 4) 
additional preventive services for women reco111111ended by the Institute of Medicine (IOM) and HRSA. 
This benefit includes fanuly planning services and contraceptive coverage, consistent with the requirements 
of the additional preventive services for women reco111111ended by the IOM and HRSA. Specifically, the 
preventive services benefit includes all Food and Drug Administration approved contraceptive methods, 
sterilization procedtu·es, and patient education and cotu1seling for all women with reproductive capacity. 

Benefit Provided: 
!Nicotine Cessation Cmmseling 

Som·ce: 

I I state Plan 1905(a) 

I I Remove I 
I 

I 

I I Remove I 
I 

I 

I I Remove I 
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Alternative Benefit Plan 

Authorization: Provider Qua lifications: 

._IN_o_n_e _________________ _.l ._lM_e_d_ic_a_id_S_ta_t_e_P_l_an ____________ _, 

Amount Limit: Duration Limit: 

I 8 cotu1seling sessions per each of 2 quit attempts I �IN
_

o
_

n
_

e-----------------� 

Scope Liniit: 

!Limits can be exceeded via prior authorization based on medical necessity. 

Other i11fom1atio11 regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

The preventive care benefit includes the following: (1) all services listed on the USPSTF A and B lists; (2) 
Adviso1y Comniittee for Imnuu1izatio11 Practices (ACIP) recommended vaccines; (3) preventive care and 
screening for infants, children and adults reconunended by HRSA' s Bright Futtu·es program/project; and ( 4) 
additional preventive services for women reconunended by the Institute of Medicine (IOM) and HRSA. 
This benefit includes faniily planning services and contraceptive coverage, consistent with the requirements 
of the additional preventive services for women reconunended by the IOM and HRSA. Specifically, the 
preventive services benefit includes all Food and Drug Administration approved contraceptive methods, 
sterilization procedtu·es, and patient education and cotu1seling for all women with reproductive capacity. 

Benefit Provided: Sotu·ce: I Remove 
I .. L_a_c_ta_t1_

· o_n_c_o_ns_u_It_a_ti_on_s_e_rv_i_ce_s ________ _.
l .

. ls_ta_t_e_P_l_ai_1_1_9_0_5(_a_) ___________ __,
I 

..
.
_ ___ _. 

Authorization: Provider Qua lifications: 

�IN_o_n_e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  � I �IM_e_d_ic_a_id_S_ta_t_e_P_l_an _ _ _ _ _ _ _ _ _ _ _ _  � 

Amount Limit: Dm·ation Liniit: 

Scope Liniit: 

!None 

Other infom1atio11 regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

The preventive care benefit includes the following: (1) all services listed on the USPSTF A and B lists; (2) 
Adviso1y Conuiiittee for Inuiuu1ization Practices (ACIP) recommended vaccines; (3) preventive care and 
screening for infants, children and adults reconunended by HRSA' s Bright Futtu·es program/project; and ( 4) 
additional preventive services for women reconui1ended by the Institute of Medicine (IOM) and HRSA. 
This benefit includes faniily planning services and contraceptive coverage, consistent with the requirements 
of the additional preventive services for women reconui1ended by the IOM and HRSA. Specifically, the 
preventive services benefit includes all Food and Drug Administration approved contraceptive methods, 
sterilization procedtu·es, and patient education and cotu1seling for all women with reproductive capacity. 

Add 
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Alternative Benefit Plan 

00 10. Essential Health Benefit: Pediatric services including oral and vision care Collapse All D 

_

B

_

e

_

n

_

e

_

fi

_

t

_

P

_

r

_

o

_
v

-

id

_

e

_

d

_

:
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_
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_

·

_
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-

e:

- - - - - - - - - - - - - -- - -
�

1

1 Remove 
!Medicaid State Plan EPSDT Benefits I !state Plan 1905(a) . 

Authorization: Provider Qua lifications: 

_IP_11_
· 0_1_· A_u_th_o_n_· za_ti_o_n _ _ _ _ _ _ _ _ _ _ _ _  �

I 
_IM_e_d_ic_a_id_S_ta_t_e_P_l_an _ _ _ _ _ _ _ _ _ _ _ _  � 

Amollllt Limit: 

Scope Linut: 

Dlll·ation Linut: 

Other infom1ation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

EPSDT will apply for all 19 and 20 year olds. Prior authorization required for the following dental 
services: comprehensive and interceptive orthodontics, dental orthotic devices, slll·gical periodontal 
treatment, and extraction of asymptomatic teeth. Routine eye exam to detemune need for glasses is 
covered. These benefits may be provided under state plan physician, OLP, FQHC/RHC, EPSDT, and 
dental services. All medical ly necessary mandatory and optional Medicaid benefits are provided under 
EPSDT. 

Add 
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D 1 1. Other Covered Benefits from Base Benchmark Collapse All D 
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Alternative Benefit Plan 

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

Base Benchmark Benefit that was Substituted: Source: I Remove I I Emergency Room Services I !Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essent ial Health Benefits: 

Duplication: Covered under New Hampshire Medicaid state plan as outpatient hospital care/emergency 
room services under EHB 2. 

State plan benefit has no scope limit. 

Base Benchmark Benefit that was Substituted: Source: I Remove I !chiropractic Care I IBase Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essent ial Health Benefits: 

Chiropractic services were removed and replaced by substitution with the actuarial value of eye glasses, 
which are not covered in the base benchmark. Coverage for eyeglasses comes from coverage provided in 
the State Plan and includes 1 pair bifocals or 1 pair reading and distance vision glasses. 
One pair single vision lenses with frames is covered, provided that the refractive error is at least plus or 
minus .50 diopter according to the type of refractive error, in each eye. One pair of glasses with bifocal 
coll'ective lenses or one pair of glasses with corrective lenses for close vision and one pair of glasses with 
coll'ective lenses for distant vision if there is a refractive error of at least . 50 diopter for both close and 
distant vision. 

Base Benchmark Benefit that was Substituted: 
!Diabetic Education and Nutritional Therapy 

Source: I !Base Benchmark 

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

Diabetic Education and Nutrition Therapy was removed and replaced by substitution with the actuarial 
value of adult medical day care which is not covered in the base benchmark. 

Base Benchmark Benefit that was Substituted: 
!Primary Care,Specialist,Other Pra.ctitioner Visits 

Source: I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as physician, other licensed practitioner, and FQHC/ 
RHC services and mapped to EHB 1, Ambulatory Patient Services 

Base Benchmark Benefit that was Substituted: Som·ce: 
l0t1tpatient Facility I IBase Benchmark 

I I 
Remove I 

I I 
Remove I 

I I Remove I 
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essent ial Health Benefits: 

!Duplication: Covered tu1der NH Medicaid state plan as outpatient hospital and mapped to EHB 1, 
Ambulato1y Patient Services. 

Base Benchmark Benefit that was Substituted: 
!outpatient Sm·ge1y Physician/ Surgical Services 

Som·ce: 

I IBase Benchmark 

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

!Duplication: Covered tu1der NH Medicaid state plan as physician and other licensed practitioner services 
and mapped to EHB 1, Ambulato1y Patient Se1vices. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Hospice Se1vices I IBase Benchmark 

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

!Duplication: Covered tu1der NH Medicaid state plan as hospice services and mapped to EHB 1, 
Ambulato1y Patient Se1vices. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Routine Foot Care I IBase Benchmark 

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

!Duplication: Covered tu1der NH Medicaid state plan as other licensed practitioner services and mapped to 
EHB 1, Ambulato1y Patient Se1vices. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Routine Eye Exam, Adult I IBase Benchmark 

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

!Duplication: Covered tu1der NH Medicaid state plan as other licensed practitioner services and mapped to 
EHB 1, Ambulato1y Patient Se1vices. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!clinic Se1vices-Dialysis Treatment I IBase Benchmark 

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

!Duplication: Covered tu1der NH Medicaid state plan as outpatient hospital se1vices ( or any other 
appropriate setting covered tu1der the state plan) and mapped to EHB 1, Ambulato1y Patient Se1vices. 

I 

I I Remove I 

I 

I I Remove I 

I 

I I Remove I 

I 

I I Remove I 

I 

I I Remove I 

I 
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Base Benchmark Benefit that was Substituted: 
!Urgent Care Ctrs/Facilities, OP Hospital ER 

Source: 

I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as outpatient hospital and emergency hospital services 
and mapped to EHB 2, Emergency Services. 

Base Benchmark Benefit that was Substituted: Som·ce: 
I Emergency Transport/ Ambulance I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as emergency ambulance and air ambulance 
transportation services and mapped to EHB 2, Emergency Services. 

Base Benchmark Benefit that was Substituted: Som·ce: 
Impatient Hospital Services I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as inpatient hospital services and mapped to EHB 3, 
Hospitalization Services. 

Base Benchmark Benefit that was Substituted: 
IIP Phys/ Sm·gical /Bariatric/ Organ Transplant 

Som·ce: 

I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as physician and other licensed practitioner and 
mapped to EHB 3, Hospitalization Services. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Prenatal and Postnatal Care I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as physician, other licensed practitioner, FQHC/RHC, 
tobacco cessation for PW, home health, IP hospita l, extended services to PW, freestanding birthing centers, 
and mapped to EHB 4, Matemity and Newbom Care Services. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Delivery and IP Services for Matemity I IBase Benchmark 

I I Remove I 

I I 
Remove I 

I I 
Remove I 

I 
I Remove I 

I I Remove I 

I I Remove I 
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essent ial Health Benefits: 

Duplication: Covered tu1der NH Medicaid state plan as inpatient hospital and freestanding birthing center 
services and mapped to EHB 4, Matemity and Newbom Care Services. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Mental/Behavioral Health OP Services I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as conumu1ity mental health center services tu1der 
other diagnostic, preventive, screening and rehab services; SUD services; physician services; and other 
licensed practitioner services; and mapped to EHB 5, Mental health and substance use disorder services 
including behavioral health treatment. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Mental/Behavioral Health IP Services I IBase Benclunark 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above tu1der Essent ial Health Benefits: 

Duplication: Covered tu1der NH Medicaid state plan as IP hospital, !MD over 65, and IP psych tu1der 21, 
and mapped to EHB 5, Mental health and substance use disorder services including behavioral health 
treatment. 

Base Benchmark Benefit that was Substituted: 
I substance Abuse Disorder (SUD) OP Services 

Som·ce: 
I IBase Benclunark 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above tu1der Essent ial Health Benefits: 

Duplication: Covered tu1der NH Medicaid state plan as SUD tu1der other diagnostic, rehab, preventive and 
screening services and mapped to EHB 5, Mental health and substance use disorder services including 
behavioral health tJ:eatment. 

Base Benchmark Benefit that was Substituted: Som·ce: 
lsUD IP Services I IBase Benclunark 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above tu1der Essent ial Health Benefits: 

Duplication: Covered tu1der NH Medicaid state plan as SUD tu1der other diagnostic, rehab, preventive and 
screening services and IP hospital services, and mapped to EHB 5, Mental health and substance use 
disorder services including behavioral health treatment. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Prescription chugs I IBase Benclunark 

I I Remove I 

I I Remove I 

I I Remove I 

I I Remove I 

I I Remove I 
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate 
section 1937 benchmark benefit(s) included above under Essent ial Health Benefits: 

!Duplication: Covered tu1der NH Medicaid state plan as prescribed dmgs and mapped to EHB 6, 
Prescription dmgs. 

Base Benchmark Benefit that was Substituted: Som·ce: 
IHome Health Care Services I IBase Benchmark 

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

!Duplication: Covered tu1der NH Medicaid state plan as home health services and mapped to EHB 7, 
rehabilitative and habilitative services and devices. 

Base Benchmark Benefit that was Substituted: I outpatient rehabilitation and habilitation 
Som·ce: I IBase Benchmark 

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

!Duplication: Covered tu1der NH Medicaid state plan as home health-PT/ST/OT services and physical 
therapy and related services and mapped to EHB 7, rehabilitative and habilitative services and devices. 

Base Benchmark Benefit that was Substituted: 
!Respiratory therapy and cardiac rehabilitation 

Som·ce: 

I IBase Benchmark 

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

!Duplication: Covered tu1der NH Medicaid state plan as outpatient and inpatient hospital services and 
mapped to EHB 7, rehabilitative and habilitative se1vices and devices 

Base Benchmark Benefit that was Substituted: 
IDME, supplies, prosthetics, hearing aids 

Som·ce: 

I IBase Benchmark 

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

I 

I 

I 

I 

I 

I 

I 

I 
!Duplication: Covered tu1der NH Medicaid state plan as home health and prosthetics and mapped to EHB 7, I rehabilitative and habilitative se1vices and devices. 

Base Benchmark Benefit that was Substituted: Som·ce: 
I Skilled ntu'Sing facility I IBase Benchmark I 

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

!Duplication: Covered tu1der NH Medicaid state plan as skilled level mu·sing facility se1vices and mapped 
to EHB 7, rehabilitative and habilitative se1vices and devices. I 

I Remove I 

I Remove I 

I Remove I 

I Remove I 

I Remove I 
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Base Benchmark Benefit that was Substituted: 
!Diagnostic xrays/lab work and Imaging(CT/PET, MRI) 

Source: I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as other lab and x-ray services and mapped to EHB 8, 
laborato1y services. 

Base Benchmark Benefit that was Substituted: 
!Preventive care/ screening/ well baby/ inimunization 

Som·ce: 
I IBase Benchmark 

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

Duplication: Covered tu1der NH Medicaid state plan as physician, other licensed practitioner, FQHC/RHC, 
EPSDT, and mapped to EHB 9, Preventive and wellness services and clu·onic disease management. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Maternity and Reproductive Health I IBase Benclunark 

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

Duplication: Covered tu1der NH Medicaid state plan as physician, inpatient hospital, other licensed 
practitioner, FQHC/RHC, and family planning, and mapped to EHB 4, Essential health benefit: maternity 
and newbom care. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Nicotine Cessation Counseling I IBase Benclunark 

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

Duplication: Covered nnder NH Medicaid state plan as Nicotine Cessation Counseling - Preventive Service 
and Mapped to EHB 9, Essential Health Benefit: Preventive and wellness services and chronic disease 
management. 

Base Benchmark Benefit that was Substituted: Som·ce: 
!Lactation Consultation Services I IBase Benclunark 

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

Duplication: Covered nnder NH Medicaid state plan as Lactation Consultation - Preventive Service and 
Mapped to EHB 9, Essential Health Benefit: Preventive and wellness services and clu·onic disease 
management. 

I I Remove I 

I I Remove I 

I I Remove I 

I I Remove I 

I I Remove I 

I Add I 
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D 13. Other Base Ben chmark Benefits Not Covered Collapse All D 
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� 

Alternative Benefit Plan 

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

Other 1937 Benefit Provided: 
!Non-Emergency Medical Transportation 

Authorization: 

!Prior Authorization 

Amollllt Limit: 

INone 

ScoEe Limit: 
INone 

Other: 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

Prior authorization is required for non-emergency medical transpo,tation, including scheduled ambulance. 

Other 1937 Benefit Provided: 
!Dental for individuals 21 and over 

Authorization: 

!other 

Amollllt Limit: 
1$1,500, excluding preventive services 

Scope Linut: 

Source: I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qua lifications: 

I !Medicaid State Plan 

Duration Linut: 
1 INone 

!Diagnostic, preventive, limited periodontics, restorative, and oral sm·gery services. 

Other: 
Benefit is the same as described in the Medicaid State Plan. No authorization is required. "Authorization -
Other" = None 

Other 1937 Benefit Provided: 
!Private Duty Nursing 

Authorization: 

IPrior Authorization 

Amollllt Limit: 

!None 

Scope Linut: 

!None 

Other: I Must meet functional assessment 

Som·ce: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qua lifications: I !Medicaid State Plan 

Dtu·ation Linut: 

I !None 

Collapse All D 

I I 
Remove I 

I 
I 
I 

I I 
Remove I 

I 
I 

I I 
Remove I 

I 
I 

I 
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Other 1937 Benefit Provided: 
!Personal Care Attendant Services 

Authorization: 

!other 

Amount Limit: 

!None 

Scoee Limit: 

INone 

Other: 
Must be chronically wheelchair bound. 

Other 1937 Benefit Provided: 
IAMDC (dx, screen, prev, rehab) 

Authorization: 

!other 

Amount Limit: 
INone 

Scoee Limit: 

!None 

Other: 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I !None 

"Authorization - Other" = None 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

1 INone 

"Authorization - Other" = None. Adult medical day care (AMDC) is provided tu1der "other diagnostic, 
screening, preventive, and rehabilitative services." 

Other 1937 Benefit Provided: 
I Eyeglasses 

Authorization: 

!other 

Amount Limit: 

INone 

Scope Limit: 

Som·ce: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Dm·ation Limit: 

1 INone 

11 pair bifocals or 1 pair reading and distance vision glasses. "Authorization - Other" = None 

I I 
Remove I 

I 
I 
I 

I I 
Remove I 

I 
I 
I 

I I 
Remove I 

I 
I 
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Other: 

One pair single vision lenses with frames is covered, provided that the refractive error is at least plus or 
minus .50 diopter according to the type of refractive error, in each eye. One pair of glasses with bifocal 
con·ective lenses or one pair of glasses with corrective lenses for close vision and one pair of glasses with 
con·ective lenses for distant vision if there is a refractive error of at least . 50 diopter for both close and 
distant vision. 

Other 1937 Benefit Provided: 

!Intermediate Level Nursing Facility Services 

Authorization: 

!other 

Amount Limit: 

INone 

Scope Linut: 

Source: I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

I Individual must meet fiu1ctional assessment/level of care criteria 

Other: 

Must meet level of care, as in scope above. 

Other 1937 Benefit Provided: 

!Targeted Case Management 

Authorization: 

!other 

Amount Limit: 

INone 

Scope Linut: 

!None 

Other: 

Services are covered for long tem1 custodial care. 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I I as per state p Ian 

"Authorization-Other" = None. TCM includes developmentally disabled, behavioral health, chronically ill 
children, adult and elderly, substance use disorder, and EPSDT case management. For those transitioning 
to a community setting, munber of consecutive days varies among the various types ofTCM as per the state 
plan details. 

Other 1937 Benefit Provided: 

11915(i) HCBC Services 

Authorization: 

!other 

Source: I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

I I 
Remove I 

I 
I 

I I 
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I 
I 

I I 
Remove I 
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Amount Limit: 

I See other below 

Scoee Limit: 

I See other below 

Other: 

Alternative Benefit Plan 

Duration Limit: 

1 1 See other below 

HCBC 1915(i) for children age 5 up to 21 years of age with Severe Emotional Disturbance. Based on 
functional assessment. There are various limits and time frames in the extensive service details of the 
various components of the 191 S(i) as specified in Attachment 3. 1 (i) of the state plan. 

Other 1937 Benefit Provided: 

lrcF-IDD 

Authorization: 

!other 

Amount Limit: 

!None 

Scope Limit: 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I !None 

lrndividual must meet fiu1ctional assessment/level of care criteria 

Other: 
Intennediate Care Facility Services for Individuals with Intellectual Disabilities (ICF-IDD) are covered and 
based on functional assessment/level of care noted above 

Other 1937 Benefit Provided: 
!Non-Routine Foot Care 

Authorization: 

lother 

Amount Limit: 

!None 

Scoee Liniit: 

INone 

Other: 
"Authorization-Other" = None. 

Other 1937 Benefit Provided: 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Liniit: 

I !None 

Provided tu1der "other licensed practitioner" (podiatrist). 

Som·ce: 
!Routine Patient Cost in Qualifying Clinical Trials I !Section 1937 Coverage Option Benchmark Benefit 

Package 

I 
I 

I I 
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Alternative Benefit Plan 

Authorization: 

lother 

Amount Limit: 

lvaries 

Scoee Limit: 

!varies 

Other: 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I lvaries 

See Attachment 3.1-A, Page 12, Item 30; and Attachment 3.1-B, Page 12, Item 30. Coverage of Routine 
Patient Cost in Qualifying Clinical Trials in New Hampshire's Medicaid State Plan. 

Other 1937 Benefit Provided: 
!Medication Assisted Treatment (MAT) 

Authorization: 

!other 

Amount Limit: 
INone 

Scoee Linut: 

!None 

Other: 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

MAT is provided as defined in the approved State Plan 3.1-A, Page 6 pre-a 1 -3, Supplement Page 13-25; 
and Attachment 3.1-B, Page 5-a 1 -3, Supplement Page 13-25. 
MAT is provided in accordance with 1905(a)(29) for the period beginning October 1, 2020, and ending 
September 30, 2025. 

Other 1937 Benefit Provided: 
!crisis Stabilization 

Authorization: 

!other 

Amount Limit: 

INone 

Scoee Linut: 

I see below 

Other: 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Linut: 

I INone 

Crisis Stabilization is an outpatient service providing up to 30-days of stabilization services per crisis 
episode. Crisis Stabilization includes services that are designed to  ameliorate or minimize an acute crisis 
episode or to prevent incarceration, emergency department, inpatient psychiatric hospitalization, or medical 
detoxification. Services are provided to recipients who have suffered a breakdown of their normal strategies 

I 
I 
I 

I I 
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or resotu·ces ancl w110 exmt>1t acute problems or C11stur1:>eC1 thoughts, t>ehav1ors, or moocts whlch coulCI 
threaten the safety of self or others. 

Other 1937 Benefit Provided: 
!Mobile Crisis Response and Stabilization Services 

Authorization: 

!other 

Amount Limit: 

INone 

Scoee Limit: 

!see below 

Other: 

Som·ce: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Dm·ation Limit: 

I INone 

Mobile Crisis Response and Stabilization Services (MCRSS) are intended to provide rapid crisis response, 
individual assessment, and evaluation and treatment of mental health crisis to individuals experiencing a 
mental health crisis or substance use disorder crisis. A mental health crisis is defined as a ttm1ing point in 
the course of anything decisive or critical in a n  individual's life, in which the outcome may decide whether 
possible negative consequences will follow. MCRSS will be available 24 hotu-s a day, 7 days a week, 365 
days per year basis and where the individual  is experiencing a mental  health crisis and shall not be 
restricted to select locations within any region 011 particular days or tin1es and must address substance use 
disorde1-s, including opioid use disorder, if identified. MCRSS are furnished outside of a hospital or other 
facility setting. MCRSS are intended to stabilize the person in crisis, prevent further deterioration and 
provide inunediate treatment and intervention in a location best suited to meet the needs of the individual 
and in the least restrictive enviromnent available. MCRSS involve all services, suppo1ts, and treatments 
necessa1y to provide a timely crisis response, crisis interventions such as de-escalation, and crisis 
prevention activities specific to the needs of the individual. At a minimum, MCRSS include initial response 
of conducting immediate crisis screening and assessment, mobile crisis stabilization and de-escalation, and 
coordination with and refen-al to health, social and other services as needed to effect symptom reduction, 
hann reduction and/or to safely transition persons in acute crisis to the appropriate enviromnent for 
continued sta bilization. All MCRSS must be provided under the supervision of a n  independently licensed 
behavioral health professional who must be available to provide real time clinical assessment in person or 
via telehealth. 

Other 1937 Benefit Provided: 
!Justice-Involved Juvenile - TCM 

Authorization: 

!other 

Amount Limit: 

lnone 

Scope Liniit: 

I see below 

Source: 

I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Liniit: 

I lnone 
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Other: 
Targeted Case Management is provided in accordance with 1902(a)(84)(D) for eligible juveniles who are 
within 30 days of their scheduled date of release from a public institution following adjudication. Targeted 
Case Management services are provided in the 30 days prior to release and for at least 30 days following 
release. 

I Add I 
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O 
15. Additional Covered Benefits (This category of benefits is not applicable to the adult group 
m1der section 1902(a)(10)(A)(i)(VIII) of the Act.) 

PRA Disclosure Statement 

Collapse All 0 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of i11fom1atio11 unless it displays a 
valid 0MB control number. The valid 0MB control ntunber for this infom1atio11 collection is 0938-1148. The time required to complete 
this infomiation collection is estimated to average 5 hom·s per response, including the time to review instmctions, search existing data 
resom·ces, gather the data needed, and complete and review the infonnation collection. If you have comments conceming the accm·acy of 
the tlllle estimate{s) or suggestions for improving this fonn, please write to: CMS, 7500 Secm-ity Boulevard, Attn: PRA Repo1ts Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Ma,yland 21244-1850. 

V.20160722 
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