CCMS Alternative Benefit Plan

OMB Control Number: 0938-1148
Attachment 3.1-L OMB Expiration date: 10/31/2014
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Alternative Benefit Plan Population Name: Adult group under Section 1902(a)(10)(AXD(VIL) of the Act

Identify eligibility groups that are inciuded in the Alternative Benefit Plan's population, and which may contain individuals that meet any
targeting criteria used to further define the population.

Eligibility Groups Included in the Alternative Benefit Plan Population:

Errollment is

Eligibility Group: mandatory or
voluntary?
o Adult Group Mandatory
Enroliment is available for il individuals in these eligibility group(s). ;E
Geopgraphic Area
The Alternarive Benefit Plan population will include individuals from the entire state/territory. Yes

Any other information the state/territory wishes to provide about the population (optional)

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1 148. 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 dara needed, and complete end review the information collection. If you have comments concemning 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.

¥.20130724

APR 15 2014

TN No: 13-0048 Approval Date: Effective Date: 01/01/2014
Hawaii ABP1-1









CCMS Alternative Benefit Plan

The state/territory must select a Base Benchmark Pian as the basis for providing Essential Health Benefits in its Benchmark of
Benchmark-Eguivalent Package.

The Base Benchmark Plan is the 5ame as the Section 1937 Coverage option. (No

Indicate which Benchmark Plan described at 45 CFR 156, 100(a) the state/territory will use as its Base Benchmark Plan:
(3% Largest plan by ensollment of the three largest small group insurance products in the state's small group marker,
) Any of the [argest three state employee health benefit plans by enrollment.
{0 Any of the largest three national FEHBP plan options open to Federal employees in all geographies by enrollment

(O Largest insured commercial non-Medicaid HMO.

Plan name: {HMSA Preferrad Provider Plan 2010

Other Infermation Related to Selection of the Section 1937 Coverage Option and the Base Benchmark Pfan (optional):

1. The state assures thar all services in the base benchmark have been accounted for throughout the benefit chart found in ABPS.

2. The state assures the accuracy of all information in ABPS depicting amount, duration and scope parameters of services authorized
in the currently approved Medicaid state pian with the exception of the habilitative services under the Cost Not Otherwise Matchable
(CNOM) authority as described in the 1115 demonstration waiver is technically the aurthorization and source,

.

P isclosure Stat t

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information coliection 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 cornments conceming the accurary of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance
Qfficer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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CCRAS  Alternative Benefit Plan

OME Control Number: 0938-1148
OMB Expiration date: 10/31/2014

ABPS

Attachment 3.1-L
Benefits Description

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

Benefits Included in Alternstive Benefit Plan

Enter the specific name of the base benchmark plan sefected:
HMSA Preferred Provider Plan 2010

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

Secretary-Approved

APR 1 5 2014

TH No: 13-D04a Approval Date:

Effecitve Date: 01/01/201
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Alternative Benefit Plan

Essential Health Benefit 1; Ambulatory patient services Collapse All []
Benefit Provided: Source:
Qutpatient hospital services State Plan 1905(a) | Remove ]
Authorization: Provider Qualifications:
MNone J Medicaid State Plan
Amount Limit: Duration Limit:
No limitations No limitations
Scope Limit:
Mo limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Other laboratory & x-ray services: X-ray services State Plan 1905(2) m
Authorization: Provider Qualifications:
Prior Authorization | [Medicaid State Plan
Amount Limit: Duration Limit:
No limitations No limitations
Scope Limit:
No limitations

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

benchmark plan:

1. Maguetic resonance imaging (MRI),
2. Maguetic resonance angiography; and
3. Positron emission tomography (PET).

Prior autharization is required for the following radiology services:

Benefit Provided: Source:
Physicians' services State Plan 1905(a)
Authorization: Provider Qualifications:
Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
Refer to the box below for "Amonnt Limit", Refer to the box below for "Duration Limit".

Scope Limit:
Physician services do not extend to procedures or services considered to be experimental or unproven as
determined by Medicare.

-
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Alternative Benefit Plan

Other information regarding this benefit, including the specific neme of the source plan if it is pot the base

benchmark plan: Remove
Amount and Duration Limit:
1. Physicians’ services are limited to two visits a month for patients in norsing facilities except for acute
episodes.
Benehit Provided: Source:
Home health services - Nursing services | {State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Autharization required m excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
Refer to the bax below for "Amount Limit". | Refer to the box below for "Duration Limit".

Scope Limit:

Services exceeding the parameters described above musi be medically necessary and prior authorized by
the medical consultant or its authorized representative.

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

benchmark plan:

Amount and Duration Limits:
1. One visit per day only.

2. Daily home visits are permitted for nursing services in the first two weeks of patient care if part of the
written plan of care without the need for authorization/approval process, no more than three visits per week
from the third week to the seventh week of care are permitied without the need for authorization/approval
process; ro more than ane visit a week from the eighth week to the fifteenth week of care is permitted
withont the need for anthorization/approval process. No more than one visit every other month from the
ﬂxlmﬂz week of care is permitted without the need for authorization/approval process.

Benefit Provided: Qource:
Home health services ~ Home health aide State Plan 1905(z)
Authorization: Provider Qualifications:
Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Druration Limit:
Refer to the box below for "Amount Limit”. Refer to the hox below far "Duration Limit”,

Scope Limit:

Serviced exceeding the parameters described above must be medically necessary and prior anthorized by

Jthe medical consultant or its authorized represeptative.

Other information regarding thig benefit, including the specific neme of the source pian if it is not the base

benchmark plan:

Amount and Duration Limits;
1. One visit per day only.

2. Daily home visits are permitted for home health aide services in the first two weeks of patient care if
part of the written plan of care without the need for authorization/approval process, no more than three
visits per week from the third week to the seventh week of care are permitied without the need for

TN No: 13-004a
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CCmas  Alternative Benefit Plan

OTiZation;approval process; no more than one visit @ week ITom the eighih week to ihe hlveenth week of |
care is penmitted withowt the need for authorization/approval process. No more than one visit every other
l:nh frooz the sixteenth week of care is permitted without the need for authorization/approval process. Remove
Benefit Provided: Source:
Clinic services State Plan 1905(a) | Remove |
Authorization: Provider Qualifications:
None ! IMedicaid State Plan
Amount Limit: Duration Limit:
Refer o the box below for "Amount Limit".  |Refer to the box below for “Duration Limit".
Scope Limit:
Refer to the box below for "Scope Limit".

Onher information reparding this benefit, mcluding the specific name of the source plan if it is not the base
benchmark plan:

Amount, Duration and Scope Limits:
1. Limitations on the amount, duration or scope of clinic services are the same limitations as described for

outpatient services listed in ABP 5.
2. Physicians thal provide direction or supervision of other in the clinic, assume professional responsibility
for the care of the patients.
Benefit Provided: Source:
Diagnostic services State Plan 1905(a) | Remove |
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration. Limit:
Refer to the box below for "Amount Limit". Refer to the box below for "Duration Limit". i
Scope Limit:
No limitations
Other information regarding this benefit, including the specific name of the source plan if it iz not the base
benchmark plan:
Amount and Puration Limit

Psychological testing is limited to a maximum of 4 hours ofce every 12 months or to 6 hours, ifa
comprehensive test is justified. However, psychological testing exceeding the parameters must be
medically necessary and be prior authorized.

Other

Diagnostic procedures or out-of-state procedures requiring authorization are;

1. Psychological testing except for tests that are requested by the depariment's professional staff,
2. Neuropsychological testing; and

3. Standardized Cognitive testing,

A 4 Eamd
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CCRAS

Alternative Benefit Plan

Benefit Provided: Source:
Screening services Siate Plan 1905(a) Remove
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
No limilafions No limitations
Scope Limit:
No limitations
Onher information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefil Provided: Source:
Hospice care - at home State Plan 1905(a) Remove

Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit; Duration Limif:

No limitations No limitations

Scope Limit:

No limitations

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

benchmark plan:

hospice services.

1. An individual voder the age of 21 years may receive curative treatouent concurrent with receiving

2. Anthorization by the depariment consultant is required during a transitional period. Transitional period
means the time in which the recipient is transferred from one setting to other setting (e.g. mpatient hospital

to home).
Benefit Provided: Source:
Nurse practitioners' State Plan 1905(a)
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
No limitations No limitations
Scope Limit:
?nués; x?:x:; ws;rvl::? ;l;ﬂtilt:elal.i‘:\iled to the scope of pra;-g;.;i of nurse practitioner is legaily

TN No: 13-D04a
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@:S Alternative Benefit Plan

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

Remove

L

Benefit Provided: Source:
Other licensed practitioners State Plan 1905(a) Remov
Authorization: Provider Qualifications:
Cther Medicaid State Plan
Amount Limit: Duration Limit:
Refer to the box below for "Amount Limit", Refer to the box below for "Duration Limit".
Scope Limit:
Refer to the box below for "Scope Limit",

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

Services of a psychologist are provided with the following limitations:

1. Testing is limited to a maximum of 4 hours once every 12 months or to & hours, if a comprehensive test
is justified. However, psychological testing exceeding the parameters must be medically necessary and be
prior authorized.

2. Prior anthorization is required for all psychological testing except for tests that are requested by the
department's professional staff.

The providers for Subsiance Abuse Treatment (SAT) are psychologists, licensed clinical social workers in
behavioral health, advance practice registered nurses, marriage and family therapists, and licensed mental
health counselors in behavioral health. SAT services will be delivered are in outpatient hospitals/clinics
including methadone clinics, and physician/provider offices.

SAT services that are medically necessary shall be provided with no limits on the number of visits in
{accordance with the parity law.

Benefit Provided: Source:
Personal care services Secretary-Approved Other [Tmom

Authorization: Provider Qualifications:

Prior Authorization Other

Amount Limit: Duration Limit:

No limitations 'No limitations

Scope Limit:

No limitations

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

Cost Not Other wise Matchable (CNOM) authority as descri%ig the 1115 demonstration waiver is
technically the authorization. APR 15

TN Nq: 13-004a Approvat Date:
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@ S Alternative Benefit Plan

Benefit Provided: Source:
OP hospital - Termination of Pregnagcy State Plan 1905(a) , Remove —l
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
No lirnitations No limitations
Scope Limit:
Refer to the box below for "Scope Limit",

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

Coverage for termination of a pregnancy is allowed when the pregnancy resulted from rape or incest, or in
the case where a woman suffers from a physical disorder, injury or illness, including a life-endangering
physical condition caused by or arising from the pregnancy, as certified by a physician that would place the
woman in danger of dsath unless an abortion is performed.

APR 15 101
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Alternative Benefit Plan

Essential Health Benefit 2: Emergency services Collapse Al []
Benefit Provided: Source:
lOﬂ:er Medical Sves - Emergency hospital services State Plan 1905(a) Remove
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
No limitations No limitations
Scope Limit:
No limitetions.

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

benchmark plan:
Benefit Provided: Source:
Other Medical Sves - Emergency Transportation State Plan 1905(a) [ Remove
Authorization: Provider Qualifications:
None Medicaid State Plao
Amount Limit: Duration Limit:
No limitations No limitations
Scope Limit:
No limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan;
APR 1 5 WU
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Alternative Benefit Plan

W] Essential Health Benefit 3: Hospitalization Collapse All [}
Benefit Provided: Source:
Inpatient hospital services State Plan 1905(a) Remove
Authorization; Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit;
No limitations No Iimijtations
Scope Limit:
No limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Hospice - Inpatient hospital State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duratjon Limut:
No limitations No limitations
Scope Limit:
No limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plar:
1. An individual under the age of 21 years may receive curative treatment concurrent with receiving
hospice services.
2. Authorization by the department consuliant is required during a trensitional period. Transitional period
means the iime in which the recipient is transferred from one setting to other setting (e.g. inpatient hospital
|to home).
Add
TN No: 13-004a Approval Date: Effecitve Data: 01/01/204
Hawaii ABP5-8



. (CMS  Alternative Benefit Plan

[W] Essential Health Benefit 4; Maternity and newbom care Collapse Al [T}
Benefit Provided: Sgurce:
Inpatient hospital services - Matemity Care State Plan 1905(a) I Remove |
Authorization: Provider Qualifications:
None ' [Medicaid State Plan
Amount Limit: Duration Limit:
No limitations Mo limitations
Scope Limit:
No limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Nurse-midwife services ‘ State Plan 1905(a) Remove
Authorization: Provider Qualifications;
None Medicaid State Plan
Amount Limit; Duration Limit:
No limitations ! |No limitations }
Scope Limit:
Limited to nurse midwives sponsored by or under the supervision of a phyzician. T

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

benchmark plan;
Benefit Provided: Source:
Physicians' services - Maternity care State Plan 1905(a)
Authorization: Provider Qualifications:
Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
Refer to the box below for "Amount Limit". Refer to the box below for "Duration Limit".
Scope Limit:
Physician services do not extend to procedures or services considered o be expetimental or unproven as
determined by Medicare.

APR 15 2014
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Alternative Benefit Plan

benchmark plan:

Other information regarding this bepefit, including the specific pame of the source plao if it is not the base

Amount and Duration Limit:

Physicians' services are iimited to two visits a month for patients in nursing facilities except for acute

jauthorized to perform under State law,

episodes.
Benefit Provided: Source:
Other licensed practitioners - Maternity Care State Plan 1905(a) m
Autharization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
No limitations Na limitations
Scope Limit:
No limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Nurse practitioners' - Maternity Care State Plan 1905(a) [ Remove |
Aunthorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
No limitations. No limitations.
Scope Limit
Nurse practitioner services shall be limited to the scope of practice of nurse practitioner is legally

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

benchmark plan:

Benefit Provided: Source:

Clinic services - Maternity Care State Plan 1905(a)
Authorization: Provider Qualifications:
None Medicaid State Plan
Amonpt Limit: Duration Limit:

Refer to the box below for " Amount Limit".

Refer to the box below for "Puration Limit".

TN No: 13-004a

Approval Date:

APR 1 5 2014
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@sﬂ Alternative Benefit Plan

Scope Limit:

Refer to the box below for "Scope Limit". | Remove |
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchrmark plan:

Amount, Duration and Scope Limits:

1. Limitations on the amount, duration or scope of clinic services are the same limitations as described for

outpatient services listed in ABPS5.
2. Physicians that provide direction or supervision of other in the clinic, assnme professional) responsibility

for the care of the pafients.

APR 1 5280
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Alternative Benefit Plan

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

M} pehavioral health treatment

Collapse AN[]

Benefit Provided: Source:
OP hospital svcs - Mental/Behavioral Health OP State Plan 1905(a) | Remove I
Authorization: Provider Qualifications:
None Medjcaid State Plan
Amount Limit: Duration Limit:
No limitations No limitations
Scope Limit:
No limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
OP hospital sves - Substance Abuse Disorder OP State Plan 1905(a) { Remove
Authorization; Provider Qualifications:
None ! [Medicaid State Plan
Amount Limit: Duration Limit:
Mo limitations Mo limitations
Scope Limit:
Mo limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
-
)
Benpefit Provided: Source:
IP hospital svcs - Mental/Behavioral Health jP State Plan 1905(z)
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
Mo limitations No limitations
Scope Limit:
Inpatient hospital services for mental or behavioral health will not be covered in an Institution for Mental
Disease. ;.
TN No: 13-004a Approval Date: Efechve Date: 01/01/2(
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= Alternative Benefit Plan

ST TR ol At L e sl T AT b R

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

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

benchmark plan:
Benefit Provided: Source:
P hospital sycs - Substance Abuse Disorder IP State Plan 1905(a) ‘ Remove 1

Authorization: Provider Qualifications:

None Medicaid State Plan

Amount Limit: Duration Limit:

No limitations No limitations

Scope Limit:

Inpatient hospital services for substance abuse disorder will not be covered in an lnstitution for Mental

Diseaze.

APR 1 5 2014

TN No: 130048 Approval Date:
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(CTMS  Alternative Benefit Plan

[B] Essential Health Benefit 6: Prescription drugs

Benefit Provided:

D4 Limit on days supply

] Limit on number of prescriptions
B Limit on brand drugs

K] Other coverage limits

X Preferred drug list

Coverage is at least the greater of one drug in each U.S. Pharmacopeia (USP} category and class or the
same pumber of prescription drugs in each cetegory and class as the bese benchmark.

Provider Qualifications:

Prescription Drug Limits (Check all that apply.). Authorization:

Yes

State licensed

‘Coverage that exceeds the minimum requirements or other:

The State of Hawaii's ABP prescription drug benefit pian is the same as under the approved Medicaid

state plan for prescribed drugs.

APR 1 5 014
TH No: 13-0043 Appraval Date: Efecitve Date: 01817204
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CCMS Alternative Benefit Plan

@) Essential Health Benefit 7: Rehabilitative and habilitative services and devices Collapse AlL[[]
Benefit Provided: Source:
Home health services - Physical therapy State Plan 1905(a) l Remove l
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit;
No limitations No limitations
Scope Limit:
Refer to the box below for "Scope Limit".

Other information regarding this benefit, including the specific name of the source plan if it is nol the base
benchmark plan:

Scope Limit:

1. Medically necessary physical services are limited to patients who are expected to improve in a
reasonable period of time with therapy.

2. Provider gualifications meet the federal requirements under 42 C.F.R. 440.110.

3. initial physical therapy evaluations do no require prior approval. However, physical therapy and re-
evaluations require prior approval of the medical consultant providing diagnoesis, recommended therapy
include frequency and duration and for chronic cases, long term goals and a plan of care.

Benefit Provided; Source:
Home health services - Occupational therapy State Plan 1905(a) I_Re-m
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit:
No limitations No limitations )
Scope Limit:
Refer to the box below for "Scope Limit”.

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

Scope Limit:

1. Medically necessary occupational therapy services are limited to patients who are expected 1o improve
in areasonable period of time with therapy.

2. Provider qualifications meet the federal requirements under 42 C.F.R. 440.110.

3. Initial occupational therapy evaluations do no require prior approval. Howevet, occupational therapy
and re-evaluations require prior approval of the medical consultant providing diagnosis, recommended
therapy include frequency and duration and for chronic cases, long tenn goals and a plan of care.

Benefit Provided: Source:
Home health services - Speech/hearing/iang therapy Siate Plan 1905(a)
AELL@}HM
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Alternative Benefit Plan

Authorization: Provider Quaiifications:

Prior Authorization Medicaid State Pian Remove
Amount Limnit: Duration Limit:

No limitations No limitations

Scope Limit:

Refer to the box below for "Scope Limit".

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

Scope Limit:

1. Medically necessary speech, hearing and language therapy services are limited to patients who are
expected to improve in 8 reasonable period of time with therapy.
2. Provider qualifications meet the federal requirements under 42 C.F.R. 440.110.

3. All speech, hearing and language evaluation and therapy require authorization by the medical consultant
including rental or purchase of hearing aids.
Benefit Provided: Source:
Physical therapy State Plen 1905(a) | Remove |

Authorization: Provider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit: Duration Limit:

No limitations No hmitations

Scope Limit:

Refer io the box below for "Scope Limit",

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

Scope Limit

1. Medically necessary physical services are limited to patients who are expected to improve in a
reasonable period of time with therapy.

2. Physical services are obly provided if rehabilitative.

3. Provider qualifications meet the federal requirements under 42 C.F.R. 440.110.

Benefit Provided: Source:
Occupational therapy State Plan 1905(z)

Authorization: Provider Qualifications:

Prior Authorization Medicaid State Plan

Amoimt Limit: Duration Limit:

No limitations No limitations

CAPR 157
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@g Alternative Benefit Plan

Scope Limit:

Refer to the box below for "Scope Limit". Remove
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Scope Limit
1. Medically necessary occupational services are limited to patients who are expected to improve in a
reasonable period of time with therapy.

2. Occupational services are only provided if rehabilitative.
3. Provider qualifications meet the federal requirements under 42 C.F.R. 440.110,
Benefit Provided: Source:
Speech/hearing/language therapy } |State Plan 1905(a) Remove |

Authorization: Provider Qualifications:

Prior Authorization . |[Medicaid State Plan

Amount Limit: Duration Limit:

No limitations [No limitations

Scope Limit:
}
Refer to the box below for "Scope Limit". |

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

benchmark plan:

Scope Limit

1. Medically necessary services for speech, hearing & language disorder are limited to patients who are

expected to improve in a reasonable period of time with therapy.

2. Services for speech, hearing & language disorder are only provided if rehabilitative.

3. Provider qualifications meet the federal requirements under 42 C.F.R. 440.110.

Benefit Provided: Source:

Habilitative services ! Secretary-Approved Otber Remove }
Authorization: Provider Qualifications:
Prior Authorization | [Medicaid State Plan
Amount Limit: Dhration Limit:
No limitations . [No limitations
Scope Limit:
The following habilitative services are to develop or improve a skill or function not maximally leamed or
|acquired by an individual due to a disabling condition: 1. P.T.;2) O.T.; and 3) S.T.
Other information regarding this benefit, inclnding the specific name of the source plan if it is not the base
benchmark plan:
Cost Not Otherwise Matchable (CNOM) authority as described in the 1115 demonstration waiver is
technically the anthorization and the source of the habiliative services provided for the Alternative Benefils
Plan.

F
TN No: 13-004a ' iﬁmﬂ Dats:
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Alternative Benefit Plan

Benefit Provided: Source:
Nursing facility services State Plan 1905(a) [ Remove |
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit;
120 days Per year
Scope Limit:
Authorization by the Department's medical consultant is required for level of care and admission fo a
joursing facility.
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Benefit Provided: Source:
Home hlth svs (refer below for full benefit name) State Plan 1905(a) Remove
Authorization: Provider Qualifications:
Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
$50.00 per item {No limitations
Scope Limit:
No limitations

benchmark plan:

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

Medical supplies, equipment and appliances suitable for use in the home require prior authorization by the
department when the cost exceed $50.00 per item.

Benefit Name: Home health services - Medical supplies, equipment and appliances snitable for use in the

home
Benefit Provided: Source:
Prosthetic devices State Plan 1905(a)
Authorization: Provider Qualifications:
Autherization required in excess of limitation Medicaid State Plan
Amount Limit: Duration. Limit:
$50.00 per item No limitations.
APR 15 2014
TH No: 130043 Approval Date: Efecitve Date: 01/01/201
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(CMMS  Alternative Benefit Plan

Scope Limit:
No limitations Remove
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Prosthetic devices require prior authorization when the cost of purchase, repair or manufacture exceeds
$50.00 per item.
APR 1 5 2014
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[@] Essential Fealth Benefit 8: Laboratory services Collapse All [}
Benefit Provided: Source:
Other laboratory and x-ray svcs - Lab work State Plan 1905(a) [ Remove 1
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit;
No limitations 'No limitations
Scope Limit:
No limitations
Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:
Prior anthorization is required for the following;
I. Reference lab tests that cannot be doue in Hawaii and not specifically billable by clinical labs in Hawaii;
2. Disease specific new technology lab tests; and
3. Chromosomal analysis.

APR A 5 012
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jl] Essential Health Benefit 9: Preventive and wellness services and chronic disease management

The state/territory must provide, at a minimum, a broad range of preventive services inchuding: “A™ and *“B” services recommended
!by the United States Preventive Services Task Force; Advisory Committee for Immunization Practices (ACIP) recommended
vaccines; preventive care and screening for infants, children and aduits recommended by HRSA’s Bright Futures program/project;
and additional preventive services for women recommended by the Institute of Medicine (IOM).

Collapse All [

Benefit Provided: Source:
Smoking cessation counseling (OLP) State Plan 1905(a) [ Remove |
Authorization: Provider Qualifications:
 Authorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
Refer to the box below for “Amount Limit". Refer to the box below for "Duration Limit".

Scope Limit:

Refer to the box beiow for "Scope Limit",

benchmark plan:

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

Amount and Duration Limits:

Smoking cessation counseling and pharmacotherapy recommended in the most current Public Health
Service guideline shall be limitad to two quit attempts year, A minimuom of four in person counseling
session provided by trained and Ycensed providers practicing within their scope of practice shall constitnte
each quit aftempt.

Scope Limit:

1. Two effective components of counseling, practical counseling and social support delivered as part of the
{reatments is emphasized.

2. Setting where services will be delivered are in outpatient hospital or clinics and physician or provider
offices.

3. Smoking cessation counseling services can be provided by the following licensed providers:
psychologists, licensed clinical social workers in behavioral health, advance practice registerad nurses,
marriage and family therapist and licensed mental health connselors in behavioral health.

Other information:
Limits may be exceeded based on medical necessity.

APR 15201
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(W] Essential Health Benefit 10: Pediatric services inchuding oral and vision care Collapse All["]
Benefit Provided: Source:
Medicaid State Plan EPSDT Benefits
State Plan 1905(a) Remove
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limjt: Duration Limit:

No limitations

No limitations

Scope Limit:

All services under 1905(a) of the Social Security Act are available to EPSDT eligible individuals when
medically necessary, even if the services are not covered for adults in the Hawaii State Plan.

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

benchmark pian;
APR 15 2014
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[ Other Covered Benefits from Base Benchmark Collapse Al [
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[d Base Benchmark Benefits Not Covered due to Substitution er Duplicatian Collapse All [ ]
Base Benchmark Benefit that was Substituted: Source:
p : 5 Base B
Primary Care Visit to Treat an Injury or Iliness sc Benchmark Remove

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

Duplication: Primary care visits to treat an injury or illness were bundled, along with specialist visits and
mapped to EHB | - Ambulatory petient services. Bundled services are duplication of physicians' services,
diagnostic services and screening services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:
T Base Benchmark
Specialist Visit

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

Duplication: Specialist visits were bundled, along with primary care visits to treat an injury or illness and
mapped to EHB 1 - Ambulatory patient services. Bundled services are duplication of physicians' services,
diagnostic services and screemting services in the existing state Medicaid plan.

Remove

Base Benchmark Benefit that was Substituted: Source:
Other Practitioner Office Visit Base Benchmack

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

Duplication: Other practitioner office visits are mapped to EHBE 1 - Ambulatory patient services. This
service is a duplication of other licensed practitioner in the existing state Medicaid plan.

Remove

Base Benchmark Benefit that was Substinred: Source:
Base Benchmark

Quipatient Facility

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

Duplication: Outpatient facility is mapped to EHB 1 - Ambulatory patient services. This service isa
duplication of outpatient hospital services in the existing state Medicaid plan.

Remove

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Outpatient Surgery Physician/Surgical Services

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

Duplication: Quipatient surgery physician and surgical services were bundled, along with primary care
visits to treat an injury or illness and specialist visits and mapped to EHB 1 - Ambulatory patient services.
Bundled services are duplication of physicians’ services, diagnostic services and screening services in the
exjsting state Medicaid plaa.

Base Benchmark Benefit that was Substituted: Source:
- ) Base Benchmark
Hospice Services
TH No: 13-004a Approval Date:
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Explain the substitution or duplication, including indicating the substituted benefit(s} or the duplicate
section 1937 benchmark benefit(s} inciuded above under Essential Health Benefits:

Duplication: Hospice services are to mapped to EHB 1 - Ambulatory patient services and EHB 3 -
Hospitalization. This service is a duplication of bospice care in the existing state Medicaid plan.

Remove

Base Benichmark Benefit that was Subsiihuted: Source:

nchim,
Non-Emergency Care When Traveling Outside the U.S. Base Be ark Remove

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

Duplication: Non-emergency care when traveling outside the U.S. is mapped to EHB 1 - Ambulatory
patient services. This service is a duplication of physicians' services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:

B B =1
Infertility Treatment ase Benchumark Remove

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

Substitution: Infertility treatment is mapped to EHB 1 - Ambulatory patient services. Personal care
services under the secretary approved authority were used for substitution purposes.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
Urgeat Care Centers or Facilities ase a

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) inciuded above under Essential Health Benefits:
Duplication: Urgent care centers or facilities were bundled, along with outpeatient facility end mapped to

{EHB 1 - Ambulatory patient services. Bundled services are duplication of physicians' services, other
licensed practitioner services and clinic services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
Home Health Care Services e Dene

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

Duplication: Home health care services - nursing pnd home health health aide services are mapped to EHB
1 - Ambulatory patient services and Home health care services - phrysical therapy, occupational therapy or
speech pathology pad audiclogy services are mapped to EHB 7 - Rehabilitative pnd habilitative services
and devices. This service is a duplication of home heakth services in the existing state Medicaid plan.

Base Benchmark Plan: 150 visits per year.

Base Benchmark Benefit that was Substituted: Source:
) Base Benchmark
Emergency Room Services
APR 1 57
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Explain the substitation or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:

Duplication: Emergency room services are mapped to EHB 2 - Emergency services. This service is a
duplication of other medical services: emergency hospital services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:

Base Be
Emergency Transpartation/Ambulance ase Benchmark

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

Duplication: Emergency transportation and ambulance is mapped to EHB 2 - Emergency services. This
service is a duplication of other medical services: emergency transportation in the existing state Medicaid
plan.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Inpatient Hospital Services
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essentia! Health Benefits:

Puplication: Inpatient hospital services is mapped to EHB 3 - Hospitalization. This service is a duplication
of inpatient hospital services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:

Base B ark
Inpatient Physician and Surgical Services ase Benchm Remove

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

Duplication: Inpatient physician and surgical services is mapped to EHB 3 - Hospitalization. This service
is a duplication of inpatient hospital services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Sonrce:
Base Benchmark

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

Duplication: Beriatric surgery is mapped to EHB 3 - Hospitalization. This service is a duplication of
inpatient hospital service in the existing state Medicaid plan.

Base Benchmark Benefft that was Substituted: Source:

—— Base Benchmark
Skilled Nursing Facility ase Bene Remove

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

Duplication: Sidlled nursing facility is mapped to EHB 7 - Rebabilitative and habilitative services and
devices. This service is a duplication of nursing facility services in the existing state Medicaid plan.
Base Benchmark Plap: 120 days per year.

A
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Base Benchmark Benefit that was Substifuted: Source:
Prenatal and Posinata] Care Base Benchmark

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

Duplication: Prenatal and postnatal care is mapped to EHB 4 - Maternity and newborn care. This service
is a duplication of physicians' services, other licensed practitioner services, clinic services, nurse midwife
services and nurse practitioner services in the existing state Medicaid plan.

Base Benchmark Bepefit that was Substituted: Source:
Base Benchmark

Delivery & All Inpatient Svcg for Maternity Care

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

Duplication: Delivery & all inpatient services for maternity care is mapped to EHB 4 - Matermnity and
newbom cere, These services are duplication of inpatient hospital services in the existing state Medicaid
plan.

Base Benchmark Benefit that was Substituted: Source:
Mental/Behavioral Health Outpatient Services Bass 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: Mental and behavioral health outpatient services ere mapped to EHB 5 - Mental health and
substance use disorder, including behavioral health treatment. These services are a duplication of
cutpatient hospita! services in the existing state Medicaid plan.

Remove

Base Benchmark Benefit that was Substituted: Source:
Mental/Behavioral Health Inpatient Services Base Benchmark

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

Duplication: Mental and behavioral health inpatient services are mapped to EHB 5 - Mental health and
substance use disorder, including behavioral health treattuent. These services are a duplication of inpatient
bospital services in the existing state Medicaid plan.

Base Benchmark Benpefit that was Substituted: Source:
Base Benchmark

Substance Abuse Disorder Outpatient Services

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

Duplication: Substance abuse disorder outpatient services are mapped to EHB 5 - Mental heslth and
substance use disorder, including behavioral health treatraent. These services are a duplication of
outpatient hospital services in the existing state Medicaid plan.

Basc Benchmark Benefit that was Substituted: Source:
Base Benchmeark

Substance Abuse Disorder Inpatient Services

| TN 13.004a Mﬂq
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Explain the substitution or duplication, including indicating the substituted benefit(s} or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits;

Duplication: Substance abuse disorder inpatient services are mapped to EHB 5 - Mental health and
substance use disorder, including behavioral heaith treatment. These services are a duplication of inpatient
hospital services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Generic Drugs

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

Duplication: Generic drugs are bundied, along with preferred brand drugs, non-preferred brand drugs and
specialty drugs end mapped to EHB 6 - Prescription drugs. Bundled services are duplication of prescribed
drugs in the existing state Medicaid plan.

Base Benchmark Benefit that was Substitated: Source:

Preferred Brand Drugs i Base Benchmark

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

Dupiication: Preferred brand drugs are bundled, elong with generic drugs, non-preferred brand drugs and
specialty drugs and mapped to EHB 6 - Prescriplion drugs. Bundled services are duplication of prescribed
drugs o the existing state Medicaid plan.

Base¢ Benchmark Benefit that was Substituted: Source:
Base Benchmark
Non-preferred Brand Drugs ase Be

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: Non-preferred brand drugs are bundled, along with generic drugs, preferred brand drugs and
specialty drugs and mapped to EHB 6 - Prescription drugs. Bundled services are duplication of prescribed
drugs in the existing state Medicaid plan.

Remove

Base Benchmark Benefit that was Substintted: Source:
Base Benchmark
Specialty Prugs ase

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: Specialty drgs are bundied, along with generic drugs, preferred beand drugs and non-
preferred brand drugs and mapped to EHB 6 - Prescription drugs. Bundled services are duplication of
prescribed drugs in the existing state Medicaid plan.

Base Benchmeark Benefit that was Substitmted: Source:
Base Benchm
Outpatient Rehabilitation Services ase Benchmark

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

[Duptication: Outpatient rehabilitation services are mapped to EHB 7 - Rehabilitative and habilitative

F— d
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services and devices. LDese services are uplication of pbysical iherapy, occupational therapy and services
for individuals with spesch, hearing, and language disorders in the existing state Medicaid plan. -
ovE
Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
Durable Medical Equipment - Remove
Explain the suhstimtion or duplication, including indicating the substituted benefit(s) or the duplicate
‘section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Duplication: Durable medical equipment is mapped to EHB 7 - Rehabilitative and babilitative services and
devices. This benefit is a duplication of home health services - medical supplies, equipment and appliances
suitable for use in the home in the existing state Medicaid plan.
Bese Benchmark Benefit that was Substituted: Source:
- Base Benchmark
Hiering A
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) inchuded above under Essential Health Benefits:
Duplication: Hearing aids are mapped to EHB 7 - Rehabilitative and habilitative services and devices.
This bepefit is a duplication of home health services - medical supplies, equipment and appliances sujtable
for use in the home in the existing state Medicaid plan.
Base Benchmark Benefit that was Substituted: Source:
; - Base¢ Benchmark
Diagnostic Test (X-Ray and Lab Work) Remove
Explain the sybstitution or duplication, including indicating the substimted benefit(s) or the duplicate
section 1937 benchmark benefit(s) inchuded above under Essential Health Benefits:
Duplication; X-ray services is mapped to EHB1 ~ Ambulatory patient services and lab work is mapped to
'EHB 8 - Laboratory services. This service is a dupiication of other laboratory and x-ray services in the
existing state Medicaid plan.
Base Benchmark Benefif that wag Substihnted: Source:
Base Benchmark
Imaging (CT/PET Scans, MRUs)
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: Imaging is mapped to EHBI - Ambulstary patient services. This service is a duplication of
other laboratory and x-ray services in the existing state Medicaid plan.
Base Benchmark Benefit that was Substituted: Source:
- . — Base Benchmark
Preventive Care/Screening Immunization Remove
Explain the substitution or duplication, including indicating the substimted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Duplication: Preventive care or screening immunization is mapped to EHB 9 - Preventive and wellness
services and chronic disease management. This service is a duplication of preventive services and
smoking cessation counseling under other licensed practitioners in the existing state Medicaid plan.
APR 1 5 2014
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Base Benchmark Benefit that was Substituted: Source:

Base Beachmark
Routine Eye Exam for Children ase Beac Remove

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

Duplication: Routine eye exams for children is mapped to mapped to EHB 10 - Pediatric services
including dentat and vision care. This service is a duplication of EPSDT in the existing state Medicaid

plan.
Base Benchmark Benefit that was Substituted: Source:
Benchm
Eye Glasses for Children Base Benchmark Remave

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

Duplication: Eye glasses for children is mapped to EHB 10 - Pediatric services including dental and vision
care. Thiz service is a duplication of EPSDT in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:

Dental Check-Up for Children Base Benchmark Remove

Bxplain 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: Dental check-ups for children is mapped to EHB 10 - Pediatric services including dental and
vision care. This service is a duplication of EPSDT in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:

g Base Bepchmark
Reconstructive Surgery Remove

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

Duplication: Reconstructive surgery is mapped to EHB 3 - Hospitalization. This service is a duplication of
of inpatient hospital services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:

Bage Benchmark
Cochlear Implants ase Leac Remove

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

Duplication: Cechlear implants is mapped to EHB 7 - Rehabilitative and habilitative services and devices.
This service is a duplication of services for individuals with speech, bearing and lapguage disorders in the

existing state Medicaid plan.
Base Benchmark Bepefit that was Substituted: Source:
Base Benchmark
Transplent
APR 1 5704
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Explain the substitubion or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essentia]l Health Benefits:

Duplication: Transplant mapped to EHB 3 - Hospitalization. This service is e duplication of inpatient
hospital services in the existing Medicaid plan.

Remove

Base Benchmark Benefit that was Substituted: Source:

Prostate Cancer Screening Base Benchmerk Remove

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Duplication: Prostate cancer screening is mapped to EHB 9 - Preventive and wellness services and chronic

disease management. This service is a duplication of preventive services in the existing state Medicaid
plan.

Base Benchmark Benefit that was Substituted: Source:
Basge Benchmark

Diagnostic Test - Allergy Testing
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit{s} included ahove under Essential Health Benefits:

Duplication: Allergy testing is mapped to EHB 1- Ambulatory patient services. This service is a
duplication of diagnostic services in the existing state Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Other - Allergy Injection
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: Aflergy injections are mapped to EHB 1 - Ambulatory patient services. These services are
are duplication of physician services, other licensed practitioner services and nurse practitioner services in

the existing state Medicaid plan.
Base Benchmeark Benefit that was Substituted: Source:
DME - Orthotics and External Prosthetics Base Beachmark

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: Orthotics and External Prosthetics are mapped to EHE 7 - Rehabilitative and habilitative
services and devices. Theses benefits are duplication of home health services - medical supplies,
equipment and appliances suitable for use in the home and prosthetic devices in the existing state Medicaid

plan.
Base Benchmark Benefit that was Substituted: Source:
Other - Blood and blood products Base Benchmark y—

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

Duplication: Bleod and bloed products are mapped to EHB 1 ~ Ambulatory patient services. This benefit
is a duplication of outpatieat hospital services in the existing Medicaid plan.

TN No: 13-D04a Approval Date; Effecitve Date: 01/01/201
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Base Benchmark Benefit that was Substinted: Source:
Base Be|
|9th=r - Voluntary Sterilization ase Benchmark

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

Substitution: Voluntary sterilization is mapped to EHB I - Ambulatory patient services. Personal care
services under a secretary approved authority were used for substitution purposes.

Base Benchmark Benefit that was Substimted: Source:
Base Benchmar
Other - Chemotherapy and Radiation Therapy ase Be k

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

Chemotherapy and radiation therapy is mapped to EHB 1 - Ambulatary patient services. This servicesis a
duplication of outpatient hospital services in the existing Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:
Base B
Other - Pulmonary Rehab ase Benchmark

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

Remove

Duplication: Pulmonary rehab is mapped fo EHB 1 - Ambulatory patient services. This service is a
duplication of outpatient hospital services in the existing Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:
Other - 1V/Infusion therapy and injectibles +  Bage 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:

Remove

Duplication: TV/infusion therapy and injectibles are mapped to EHB 1 - Ambulatory patient services.
These services are duplication of outpatient hospital services in the existing Medicaid plan.

Base Benchrmark Benefit that was Substituted: Source:
B
Other - Hyperbaric Oxygen Therapy Dase Benchmark

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

Duplication: Hyperbaric oxygen therapy is mapped to EHB 1 - Ambulatory patient services. These
services are duplication of cutpatient hospital services in the existing Medicaid plan.

Base Benchmerk Benefit that was Substituted: Source:
Benchmark
Other - Dialysis and Supplies Base ar

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

Duplication: Dialysis and supplies are mapped to EHB 1 - Ambulatory patient services. This benefitisa
duplication of outpatient hospital services in the existing Medicaid plan.
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Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
loixer - HIV/AIDS Treatment ¢ Remove

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

Duplication: HIV/AIDS treatments are mapped to EHB 1 ~ Ambulatory patient services. These services
are duplication of outpatient hospital in the existing Medicaid plan.

Base Benchmark Benefit thal was Substituted; Source:

Base Benchmark
Other » Oxypgen Remove

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

Duplication: Oxygen is mapped to EHB 7 - Rehabililative and habiljtative services and devices. This
benefit is a duplication of home health services » medical supplies, equipment and appliances suitable for
use in the home in the existing Medicaid plan.

Base Benchmark Benefit that was Substituted: Source:

Crther - Diabetes Education and Counseling Base Ben Remove

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

.Duplication: Diabetes education and coumseling is mapped to EHB 9 - Preventive and weliness services
and chronic diseases management. This benefit is a duplication of preventive services in the existing

Medicaid plan.
Base Benchmark Benefit that was Substitted: Source:
Base Benchmark
Other - Diagposis and Treatment of Lymphadema ase Benc

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

Duplication: Diagnosis and treatment of lymphadema is mapped to EHB 1 - Ambulatory petient services.
‘This service is a duplication of cutpatient hospital services in the existing Medicaid plan.

Base Benchrnark Benefit that was Substituted: Source:

B k
Other - Coverage for Certain Clinical Trials Base Benchmarl —

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

Duplication: Coverage for certain clinical trials are mapped to EHB 1 - Ambulatory patient services.
These services are duplication of outpatient hospital, physician services and other licensed practitioners in
the existing Medicaid plan.

Base Benchrmatk Benefit that was Substituted: Source:
Other - Medical Food Base Bepchmark

APRTH 018
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Explain the substitution or duplicetion, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefits:
Duplication: Medical foods are mapped to EHB 7 ~ Rehabilitative and habititative services and devices.
‘Thiz benefit is a duplication of home health services - medical supplies, equipment and appliances suitable
for use in the home in the existing Medicaid plan.

Base Benchmark Benefit that was Substituted; Source:

Base Benchmark
Termination of Pregnancy ase Bencimar Remove

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

Duplication: Termination of pregnancy is mapped to EHB 1 - Ambulatory palient services. This benefit is
a duplication of cutpatient hospital.

APR 1 5 1M
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Other Base Benchmark Benefits Not Covered Collapse All ]
Base Benchmark Benefit not Included in the Alternative Source:
. Base Benchmark - -
Routine Eye Exam (Adukt)

Explain why the state/territory chose oot to include this benefit:
This benefit is not considered an Essential Health Benefit.

Base Benchmark Benefit not Included in the Alternative ~ Source:

: Base Benchmark _
Benefit Plan: o
Termination of Pregnancy (Non-Hyde)

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

This benefit is not authorized under Title XIX of the Act and will not be covered under Medicaid other than
when the pregnancy resuited from rape or incest, or in the case where a woman suffers from a physical
disorder, injury or illness, including a life-endangering physical condition cansed by or arising from the
pregnancy, as certified by a physician that would place the woman in danger of death unless an abortiom is

performed.
APR 1 5 2014
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Collapse All 7]

Other:

Scope Limit:

1. Medical and surgical services that will be covered must be related to the treatment of a medical
condition such as acute pain, infection or fracture of the jaw and inclizde examination of the oral cavity,

required radiographs and complex ol surgical procedures.
2. Additional non-covered services may be covered as delemmined medically necessary by the department.

B Other 1957 Covered Benefits that are not Essential Health Benefits

Other 1937 Beaefit Provided: Soun_:e: .

Medical & surgical services furnished by a dentist ﬁﬁiﬁ:;: 537 Coverage Option Benchmark Benefit
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Linit: Daration Limit:
No limitations Ne limitaions
Scope Limit:
Refer to the box below for "Scope Limit".

Other 1937 Benefit Provided: Source: )
Other licensed practitioners - Optometrists’ syc Is,:cc::; :93? Coverage Option Benchmark Benefit

Authorization: Provider Qualifications:

Anthorization required in ¢xcess of limitation Medicaid State Plan

Amonnt Limit: Duiration Limit:

One routine eye exams Every two years

Scope Limit;

Refer to the box below for "Scope Limit".

Other:
Scope Limit:
1. Visit done more frequently may be prior suthorized and covered when medically necessary, Emergency

eye care shall be covered without prior authorization.
2. Approval required for contact lenses, subnormal visnal aids costing more than $50.00 and to replace

glasses or contacts within two years. Medical justification required for bifocal lenses.

Other 1937 Benefit Provided: Source:
- Section 1937 Coverage Option Benchmark Benefit

Rural health clinic Package

Authorization: Provider Qualifications:

Other Medicaid State Plan

Amount Limit: Duration Limit:

Refer below for "Amount Limijt". Refer below for "Duration Limit".

KPR 15 101
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Scope Limit:

Refer below for "Scope Limit".

I Remove —l

Other:

Amount, Duration and Scope Limit:

1. Rural] health clinic sexvices are congruent with the general scope and limitations to services of Hawaii's
Medicaid program.

2. Rural health clinic services shall be delivered exclusively by the following health care professionals who
are licensed by, and a resident of, the State of Hawaii:

a Physician (Doctor of Medicine, Doctor of Osteopathy, Doctor of Dentistry, Doctor of Optometry and
Doctor of Podiatry).

{b. Physician Assistant,

c. Nurse Practitioner.

d. Nurse Midwife.

e, Visiting Nurse.

f. Clinical Social Worker.

g. Clinical Psychologist.

h Licensed dietitian.

Onher 1937 Benefit Provided: Sourc':e: ‘
Extended svs for pregnant women - Sixty day period 3:3::::937 Coverage Option Benchmark Benefit
Authorization: Provider Qualifications:
Other Medicaid State Plag
Amount Limit: Duraticn Limit:
No limitations No limitations
Scope Limit:
Please refer below for "Scope Limit".
Other
Scope Limit:

1. Pregnancy related and postpartum services for a sixty day period after the pregnancy ends and any
remaining days in the month in which the 60th day fall.
2. Extended services to pregnant women includes all major categories of services as long as the services

are determined to be medically necessary and related to the pregnancy.

Remove

Onher 1937 Benefit Provided: Source:
- Section 1937 Coverage Option Benchmark Beaefit

Transportation - Non-emergency Package

Authorization: Provider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit; Duration Limit;

No limitations No limitations

APR 15 2014
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Scope Limit:

system, o mean of transportation, efc.

Taxi service to obtain medical services may be authorized by the payment worker if there is not bus

Other:
Other 1937 Benefit Provided: Sourt?e: .
Extended svces for preg women - Med complication g:z::;el 937 Coverage Option Benchmark Benefit move
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limil: Duration Limit:
No limitations No kimitation
Scope Limit:
Extended services to pregnant women includes all major categories of services as long as the services are
determined to be medically necessary and related to the pregnancy.

Other:
Other 1937 Benefit Provided: Source:
. - : Section 1937 Coverage Option Benchmark Benefit
Physician services - Rouline Eye Exam (Adult) Package
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
No limitations No limitations
Scope Limit:
No limitations
Other:
Other 1937 Benefit Provided: Source:
- - : Section 1937 Coverage Option Benchmark Benefit
Nursing facility services Package
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
APR 1§ T0WY
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Amount Limit: Duration Limit:
No limitations No limitations | Remove |
Scope Limit:
Mo limitations
Other:
Other 1937 Benefit Provided: Solm.:e: _
Case Management Services - Duat Diagaosis m;e 1937 Coverage Option Benchmark Benefit S —
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
No Jimitations No limitations

Scope Limit:

Case management is to support, coordinate, fink, monitor and review services and resources. Case
management will assist eligible individuals under the plan in gaining access 1o needed medical, sovial,
education and other services.

Orher:

This target group is defined along three dimensions:

1. Diagnosis;

2. Level of disability which is likely to continue indefinitely;

3. Impaired role functioning which resalt in substantial functional limilations in three or more of the
following areas of major life activity; self care, learning, mobility, self-direction, capacity for independent
living, and economic sufficiency; and reflect the person’s need for a combination and sequence of special,
interdisciplinary or generic care, treatinent, or other services which are of lifelong or of extended duration
ia.nd are individually planned and coerdinated.

Other 1937 Benefit Provided: Sowrve:
Section 1937 C tion Benchmark B t
Case Managemertt Services-DD/TID Package overage Option Bene enefi
Authorization: Provider Qualifications:
Other iMedicaid State Plan
Amouttt Limit: Duration Limit:
No limitations No limitations
Scope Limit:
{Case management is to support, coordinate, link, monitor and review services and resources. Case
management will assist eligible individuals under the plan in gaining access to needed medical, social,
education and other services.

APR 15 2014
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Other:
Remove
Other 1937 Benefit Provided: Source:
Section 1937 Coverag i t
Case Management Services-Medically Fragile P:.cka:e 7Ce ¢ Option Benchmark Benefi Remove
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amoupt Limit: Duration Limit:
No limitations No limitations
Scope Limit:
Medically fragile case management means services which will assist a medically fragile individual eligible
for medical assistance in gaining access to needed medical, social, educational and other services.
Other:
Other 1937 Benefit Provided: Source:
i 937 Coverage i hmar]
Intermediatc care facility services for the IID Section 1937 Cov Option Bene k Benefit emove
Package
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount L.imit: Duration Limit:
No limitations No limitations
Scope Limit:
Authorization by the department's medical consultant for the recommended level of care required.
Other:
Other 1937 Benefit Provided: Sourc_-.e: _
Federally Qualified Health Center gecnon 1937 Coverage Option Benchmark Benefit
ackage
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duuration Limit:
Refer below for "Amount Limijt". Refer below for "Duration Limit".
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Scope Limit:
Refer below for "Scope Limit". Remove I
Other:
Amouunt, Duration and Scope Limit:
I. Rursl health clinic services are congruent with the peneral scope and limitations to sexvices of Hawaii's
Medicaid program.
2. Rura] heslth clinic services shall be delivered exclusively by the following health care professionals who
are licensed by, and a resident of, the State of Hawaii:
a. Physician (Doctor of Medicine, Doctor of Osteopathy, Doctor of Dentistry, Doctor of Optometry and
Doctor of Podiatry).
b. Physician Assistant.
¢. Nurse Practitioner.
d. Nurse Midwife.
e. Visiting Nurse.
f Clinical Social Worker.
g. Clinical Psychologist.
Ib. Licensed dietitian.
Other 1937 Benefit Provided: Source:
Section 1937 Co ion Benchmark Benefit
Family planning services and supplies eeron verage Option Benchmar © Remove
Package
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
INo limitations No limitations
Scope Limit:
Refer to the box below for "Scope Limit".
Other:
Scope Limit:
1. Hysterectomies are not covered when performed solely to render the person incapable of reproducing.
2. Sterilizations are not authorized for any person under age twenty-one years; institutionalized; or
mentaily incompetent, Informed consent shall be obtained prior to a sterilization procedure.
Other 1937 Benefit Provided: Source:
Other lice practitioners - Podiatry sves 15):::;1937 Coverage Option Benchmark Benefit
Authorization: Provider Qualifications:
Anthorization required in excess of limitation Medicaid State Plan
Amount Limit: Duration Limit:
$100.00 per item No limitations
Scope Limit:
No limitations o
L TNNo i3-004a : Effecites Date: 01/01.281
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Other:
Hospital inpatient services and appliances costing more than $100.00 require prior anthorization by the
department.

Other 1937 Benefit Provided: Source:

Other licensed practitioners - Psychologists' svc

Section 1937 Coverage Option Benchmark Benefit
Package

Authorization; Provider Qualifications:
Authorizatios required in excess of limitation Medicaid State Plan

Amount Limit: Dration Limit:

Refer to the box for "Amount Limit". Refer to the box for "Duration Limit"

Scope Limit:

No limitations

Other:

Amount and Doration Limits;

months, if a comprehensive test is justified.

Testing is limited to 2 maximum of four hours once every twelve months or 1o six hours every twelve

Other 1937 Benefit Provided: Source:
) 6
Dental Services - Emergency Services g;cecuk::ew]? Coverage Option Benchmark Benefit
Authorization: Provider Qualifications:
Other ) Mediceid State Plan
Amount Limit: Duration Limit:
No limitations. Mo limitations.
Scope Limit:

1. Relief of dental pain.
2. Elimination of infections.

Emergency treatroept shall include the following services:

3. Treatmment of acute injuries to the (eeth supporting structures of the orofacial complex.

Other:
Other 1937 Benefit Provided: Source:
- - Section 1937 Coverage Option Benchmark Bepefit
Respiratory care services Package
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
4pR-1-5-200
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Amount Limit: Duretion Limit:
Mo limitations. No limitations. Remove
Scope Limit:
Pricr authorization is required by the medical consullant for the provision of respiratory care services for
venlilator-dependent individuals,
Other:
Other 1937 Benefit Provided: SOI-IIO': _
Eyeglasses IS;cc}t::;e 1937 Coverage Option Benchmark Benefit
Authorization: Provider Qualifications:
Authorization required in exeess of limitation Medicaid State Plan
Amount Limit; Duration Limit:
One glasses or contacts Every two years
Scope Limit:
Refer to the box below for "Scope Limit".

Other:

Scope Limit:

The following limitation apply:

1. Medical justification required for bifocal lenses.

2. Trfocal lenses are covered only for those currently wearing thesc lenses satisfactorily and for specific
job requirements,

3. Bilateral plano glasses covered as safety glasses for person with obe remaining eve.

4. Individuals with presbyopia who require no or mipimal distance correction shall be fitted with ready

made half glasses instead of bifocals.
5. Approval required when costing more than $50.00.

Other 1937 Benefit Provided: S-mlrce ‘
Community Mental Health Rehab - Crisis Management gg;:;e 1937 Coverage Option Benchmark Benefit
Authorization: Provider Qualificatons:
Prior Authorization Medicaid State Plan
Amount Limit: Durztien Limit:
Ne limitations No limitations
Scope Limit:
Refer below for "Scope Limit".
Other:
[Scope Limit: LK, W
TN No: 13-004a Ap%ﬁm Effocitve Date: 01/01/241
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"

I. Services will be available to recipients defermined to need mental health and/or drug abuse/alcoho]
services.

2. Services must be recommended by a physician or other licensed practitioner to promote the maximum
reduction and/or restoration of a recipient to his/her best possible fimctional level relevant to their diagnosis
of mental illness and/or abuse of drugs/aleohol.

3. Services may be provided in the consumer's home or natural enviconment setting. Thus, erisis
|management services may be provided in the home, school, work environment or other community seiting
as well as in a health care setting.

4. Services are provided through JCAHO, CARF or COA accredited agencigs.

5. Services must be provided by qualified mental health professionals.

6. Services provided by staff other than a qualified mental health professional, the must be supervised at a
minimum by B qualified mental health professional.

7. Services will not be covered in an Institution for Mental Disease.

Other information:
1. Services provided must be part of the recipient's plan of care developed with the participation of a
licensed psychiatrist or psychologist.

Other 1937 Benefit Provided: Source:
; T . Section 1937 Coverage Option Benchmark Benefit

Community Mental Health Rehab - Crisis Residential Package srage Op

Anthorization: Provider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit: Duration Limit:

No limitations No limitations

Scope Limit:

Refer below for "Scope Limit",

Other:

Scope Limit:

1. Services will be available to recipients determined to need mental health and/or dmg abuse/alcchol

services.

12. Services must be recommended by a pbysician or other licensed practitioner to promote the maximum
reduction and/or restoration of a recipient to his/her best possible fimctional level relevant to their diagnosis
of mental illngss and/or abuse of drugs/alcohol.

3. Services are provided in a licensed residential program, licensed therapeutic group home or foster home
setting.

4. Services do not include payment of room and board.

5. Services must be provided by qualified mental health rofessionals.

6. Services provided by staff other than a qualified mental health professional, the must be supervised at a
minimum by a qualified mental health professional.

7. Services will not be covered in an Institution for Mental Disease (IMD),

Other information:
Services provided must be part of the recipient's plan of care developed with the participation of a licensed
psychiatrist or psychologist.
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Other 1937 Benefit Provided: Source:
Community Mental Health Rehab - Biopsychosocial f;fg;elm Coverage Option Benchmark Benefit
Anthorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit Duration Limit:
No limitations No limitations
Scope Limit:
Refer below for "Scope Limit".
Other:
Scope Limit:
1. Services will be available to recipients determined o need mental health and/or drug abuse/alcohol
setvices.

2. Services must be recommended by e physician or other licensed practitioner to promote the meximum
reduction and/or restoration of a recipient to his/her best possible functional level relevant to their diagnosis
of mental illness and/or abuse of drugs/alcohol.

3. Provider qualifications {o provide these services are ensured by provider compliance with requirements
and standards of a national accreditation organization ( JCAHO, CARF or COA).

4. Services must be provided by qualified mental health professionals.

5. Services provided by staff other than a qualified mentsl health professional, the must be supervised at a
|minimum by a qualified mental healih professional.

6. Services will not be covered in ap Institution for Mental Disease.

Other information:
Services provided must be part of the recipient's plan of care developed with the parlicipation of a licensed
|psychiatrist or psychologist.
Other 1937 Benefit Provided: Source:
i i ark fit
Community Mental Health Rehab - Intensive Family 1§3$3193? Coverage Option Benchmark Bene
Authorization; Provider Qualifications:
Prior Authorization Medicaid State Pian
Amount Limit: Duration Limit:
No limitztions No limitations
Scope Limit:
Refer below for "Scope Limit”,
Other:
Scope Limit:
1. Services will be available to recipients determined to need mental health and/or drup, abuse/alcohol
services.

2. Services must be recommended by a physician or other licensed practitioner to promote the maximum
reduction and/or restoration of a recipient to his/ber best possible functional level relevent to their diagnosis
of mental iliness and/or abuse of drugs/aicohol.

Hawaii " ABP5-48
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7. Services are directed toward the identified Individual within the family.

4. Services can be provided in-home, schoo] or other natural environment

5. Services are provided by a multidisciplinary team comprised of qualified mental health professionals.
6, Services provided by staff other then 2 qualified menal health professional, the must be supervised at a
minimum by 8 qualified mental health professional.

7. Provider qualifications to provide these services are ensured by provider compliance with requirements
and standards of a national accreditation organization ( JCAHQO, CARF or COA).

8. Services will not be covered in an Institution for Mentaf Disease,

Other iaformation:
Services provided must be part of the recipient's plan of care developed with the participation of a licensed
psychiatrist or psychologist.
Other 1937 Benefit Provided: Soun;e: ‘
Community Mental Health Rehab - Therapeutic Liviag gzs:;em-" Coverage Option Benchmark Beneft
Authorization: Provider Quelifications:
Prior Authorization Medicaid State Plan
Amount Limit: Puration Limit:
No Gimitations No limitations
Scope Limit:
Refer below for "Scope Limit".

Other:
Amount Limnit:
1. Group living arrangements usually provide services for three to six individuals per home but not more

than fifteen.
2. Therapeutic foster home provide services for a maximum of fifteen individuals per home.

Scope Limit:

1. Services will be available to recipients determined to need mental health and/or drug abuse/alcohol
seTvices.

2. Services must be recommended by a physician or other licensed practitioner to promote the maximum
treduction and/or testoration of a recipient to his/her best possible functional level relevant to their diagnosis
of mental illness and/or abuse of drugs/alcohot.

3. Only therapeutic services are covered

4, No reimbursement of room and board charges.

5. Covered therapeutic supports are only available when the recipient resides in a licensed group living
arrangement or licensed therapeutic foster home.

6. Recipients musi be either a child with serious emotional or behavioral disturbance or the adult with a
serious mental illness.

7. Service are provided in a licensed facility and provided by qualified mental health professionals or staff
funder the supervision of a qualified mental health professional with 24 hour on call covered by a licensed
psychiatrist or psychologist.

8. Services will not be covered in an Institution for Mental Disease.

Cther information:
1. Sexvices provided must be part of the recipient's plan of care developed with the participation of a
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licepsed psychiatrist or psyctiologist,
2. Services provided under this benefif are covered in other settings.
Other 1937 Benefit Provided. Source:
Section 1937 Covera tion Benchmark Benefit
Community Mental Health Rehab - Intensive OP hosp ngage crage Op Remove
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Lirit: Duration Limit:
Please refer below for "Amount Limit". ’ Please refer below for "Duration Limit".
Scope Limt:
Plense refer below for "Scope Limit",
Other:
Amount and Duration Limits:
Services are available at least twenty hours per week.
Scope Limit:
1. Services will be available to recipients determined to need mental health and/or drug abuse/alcohol |
services.
2. Services must be recommended by a physician or other licensed practitioner to promote the maximum T
reduction and/or restoration of a recipient to his/her best possible functianal level relevant to their diagnosis
of mental illness and/or abuse of drugs/alcohol. !
3. Provider qualifications to provide these services are ensured by provider compliance with reguirements |'
and standards of a national accreditation organization { JCAHO, CARF or COA).
4. Services must be provided by qualified mental health professionals.
5. Services provided by staff other than a qualified mental health professional, the must be supervised at a
minimun by a qualified mental bealth professional. |
6. Services must be provided in the outpatient are or clinic of a licensed JCAHO certified hospital or other
licensed facility that is Medicare certified for coverage of partial hospitalization/day treatment.
7. These services area not provided to recipients in the inpatient hospital setting in and do not include acute
inpatient hospital stays.
Other information:
Services provided must be part of the recipient's plan of care developed with the parficipation of a licensed
psychiatrist or psychologist. !
Other 1937 Benefit Provided: Source:
i Opti Benefit
Comprunity Mental Health Rehab - Assertive Comm g:g:;el 937 Coverage Option Benchmark Ben
Authorization: Provider Qualifications;
Prior Authorization - Medicaid State Plan
Amount Limit: Duration Limit:
Mo limitations No limitations
APR 15 M
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Scope Limit:

Refer below for "Scope Limit",

Remove ]

Other:

Scope Limit:

1. Services will be available to recipients determined to need mental heaith and/or drug abuse/alcohol
services.

2. Services must be recommended by a physician or other licensed practitioner to promote the maximum
reduction and/or restoration of a recipient to his/her best possible functional level relevant to their diagnosis
of mental illness and/or abuse of druga/alcohol.

3, Provider qualifications 10 provide these services are ensured by provider compliance with requitements
and standards of a national accreditation organization { JCAHO, CARF or COA).

4. Services must be provided by qualified mental heaith professionals.

S. Services provided by staff other than a qualified mental health professional, the must be supervised at a
minimum by a qualified mepial health professional.

6. Reimbursement for case management as 2 separate service is pot allowed. |
7. Reimbursement for biopsychosocial rehabilitation as a separate service is not allowed. |
8. Services will nol be covered in an Institution for Mental Disease. |

Other information; i
Services provided must be part of the recipient's plan of care developed with the participation of a licensed |
(- psychiatrist or psychologist. :
Other 1937 Benefit Provided: Source _
Community Mentai Health Rehab - Peer support sves ]S,::E:;ews? Coverage Option Benchmark Benefi
Authorization: Provider Qualificarions:
Prior Authorization  |Medicaid State Pian
Amount Limit: Duration Limit:
No limitations No limitations
Scope Limit:
Refer below for "Scope Limit".

Other:

Scope Limit:

Peer support services may be provided by a peer specialist certified by the State Department of Health,
Adult Mental Health Division (AMHD) as part of their Hawaii certified peer specialist program or a
program that meets the criteria established by the AMID.

Cther information:

1. Peer support services are provided without limits on the number of visits when medically necessary;
prior authorization js required, and monthly assessments are performed 10 ensure that benefits are medically
necessary.

2. Peer support providers are self-identified consumers who are in recovery from mental illness and/ar
substance use disorders. Peer support providers meet the following minimum requirements for supervision,
care coordination and training: I) Supervision is provided by a mental health professiopai (as defined by
the State); 2) Peer support services are coordinated within the context of a comprehensive, individualized

plan of care that reflects the needs and preferences of the participant in achieving the specific,
AFR |
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mndividualized goals that have measurable results and are specnﬁed 1 the service plan; 3) trainmg and
Credentialing: Peer support providers must complete training and certification as defined by the State, The
pesr must demonstrate the ability to support the recovery of others from mental illness and or substance use
disorders. Peer support providers must complete ongoing continning educational requirements.

Remove

Add
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n Additional Covered Benefits (This category of benefits is not applicable to the adult group under Collapse All []
section 1902(a)10)(A X i} VIIL) of the Act.)

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control mmmber. 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 teview instroctions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments conceming the acouracy of
the time estimate(s) or supgestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance

Qfficer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
V.20130814
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The state/territory assures that it will comply with the requirement of section 1537(bX5) of the Act by providing, effective Jannary 1,
2014, to all Alternative Benefit Plen participants at least Essential Health Benefits as described in section 1302(b) of the Patient
Prolection and Affordable Care Act.

Alternative Benefit Plan

[/] The state/territory assures that it will comply with the mental health and substance use disorder parity requirements of section
1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations applicable to mental health or substance
use disorder benefits comply with the requirements of section 2705(a) of the Public Health Service Act in the same manner as such
requirements apply to a group health plan.

[7] The statefterritory assures that it will comply with section 1937(b)7} of the Act by ensuring that benefits provided to Alternative
Benefit Plan participants include, for any individual described in section 1905(a}4XC), medical assistance for family planning
services and supplies in accordance with such section.

[/1 The state/tesritory assures transportation (emergency and non-emergency) for individuals enrolled in an Alternative Benefit Plan in
accordance with 42 CFR 431,53,

The state/territory assures, in accordance with 45 CFR 156.115(a)(4) and 45 CFR 147.130, that it will provide as Essential Health
Benefits a broad range of preventive services including: “A” and *B” services recommended by the United States Preventive Services
Task Force; Advisory Committee for Immunization Practices (ACIP) recommended vaccines; preventive care and screening for
infants, children and aduits recommended by HRSA's Bright Futures program/project; and additional preveative services for women
recommended by the Institute of Mediciae (IOM).

isclo ent

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number, The valid OMB control sumber for this information collection is 0938-1148. The time required to complete
this information collection is eslimated to average 5 hours per response, including the time to review instruclions, 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 estirnale(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn; PRA Reporis Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

V.20130807
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s

Describe program below:

QUEST Integration is a continvation and expansion of the state's ongoing demonstration, which is funded through Title XD
Title XXI and the state. QUEST Integration used capitated managed care as a delivery system. QUEST Integration provides
Medicaid State Plan beoefils end additional benefits {including institutional and home and community-based long-term services
and snpports) based on medical necessity and clinical criteria to benefciaries eligible under the state plan and to the
demoastration populations. During the period between approval and implementation of the QUEST Integration managed care
contract the state will continue operations under jts QUEST and QExA programs.

Additional Information: MCO (Optional)

Provide any additional details regarding this service delivery sysiem (optional):

Fee-For-Service Options

Indicate whether the state/tertitory offers traditional fee-for-service and/or services managed under an administrative services
organization:

{#' Traditional state-managed fee-for-service
{0 Services managed under an administrative services organization (ASQ) arrangement

Pleasc describe this fee-for-service delivery system, including any bundled peyment amangements, pay for petormance, fee-for-
service care management models/non-risk, contrectual incentives as well as the population served via this delivery system,

The fee-for-service program is a component within the state medical assistance program which reimburses providers for medical
services.

An individual eligible for fee-for-service coverage under the medical assistance program includes:

(1) A child in receipt of foster care, kinship guardianship or adopiion assistance, under age twenty-one who is a resident of the
State, and placed in another state;

(2) A non-citizen ineligible for Medicaid assistance who receives emergency medical services;

(3) An individual who enters the State of Hawaii Organ and Tissve Transplant (SHOTT) program;

(4} An incarcerated individual who is admiited as gn inpatient in a medical institution not on the grounds of the incarceration
facility;

(5) An individual who receives a determination of eligibility on or after the start dale of a pew health plan contract period thal is
retroactive {0 a dale prior to the start of the new health plan conlract period with incurred services during the period from the
effective date of coverage up to the start date of (he new health plan coniract period; or

{6} A medically needy individual who is not aged, blind or disabled.

following additional services that may be provided on a fee-for-service basis, subject o approval by the department:
(1) ICF-ID institutional services;

(2) School-based heaith related services;

(3) Early intervention program services;

{4) Specialized behavioral health services;

(5) Abortion services under the Hyde amendment; and

{6) Denial services.

Furthermore, while enrolled in a participating health plan, an individual is excluded from the fee-for-service program, except for the

Additonal Information: Fee-For-Service (Optional)

Provide any addifonal detaiis regarding this service delivery system (optional):
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CCMS Alternative Benefit Plan

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of informalion unless it displays a
valid OME contro] number. The valid OMB control number for this tnformation collection is 0938-1148. The time required bo complete
this information coliection is estimated to average 5 hours per response, including the time to review instructions, search exisling data
resources, gather the dala needed, and complele and review the information collection. If you have comments concerning the accuracy of
the dme eslimale(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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CCMNMS Alternative Benefit Plan

[ERet] S VAU VST L

OMB Conl:rol Number: 0938-1148

Atlachmenl 3 1-L

Economy and Ef.ﬂctency of Plans

[¢] The statefrerritory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper payment Limit
requirements and other economy and efficiency principles that would otherwise be applicable to the services or delivery system
through which the coverage and benefits are obtained.

Economy and efficiency will be achieved vsing the same approach as used for Medicaid state plan services. Yes

Compliance with the Law

The state/territory will continue to comply with all other provisions of the Social Security Act in the administration of the state/
territory plan under this title.

[¥] The state/territory assures that Alternative Benefit Plan benefits designs shall conform to the non-discrimination requirements at 42
CFR 430.2 and 42 CFR 440.347(e).

The state/terrilory assures that all providers of Alternative Benefit Plan benefils shall meet the provider qualification requirements of
the Base Benchmark Plan and/or the Medicaid state plan.

PRA Disclosure Statement

Arcording to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated 10 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 acouzacy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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