Attachment 3.1-C- D

Identify and define the population that will participate in the Alternative Benefit Plan.

OMB Control Number: 0938-1148

_ -1F.xpimli0n date: 10/31/2014

Alternative Benefit Plan Population Name: Adult Group under Section 1902(a)(10)(A)D(VII) of the Act

[dentity eligibility groups that are included in the Alternative Benefit Plan's papulation. and which may contain individuals that mect any

targeting criteria used to further define the population.

Eligibility Groups Included in the Alternative Benefit Plan Population:

Eligibility Group:;

Enrollment is
mandatory or
voluntary?

AR
'li"'i; Ii\du!l Group

([E8
1|
| ||

‘| IMandalnr}' —I :

Enrollment is available for all individuals in these eligibility group(s). s

| Geographic Area

The Alternative Benefit Plan population will include individuals from the entire statefterritory .

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

htp://docs.dos.ny.gov/info/register/201 3/0ct23/pdi/misc.pdf (see section 96)

PUBLIC NOTICE

Department of Tealth

Pursuant to 42 CFR Section 440.305(d). the Department of [lealth
hereby gives public notice of the following:

The Department of Health proposes to amend the Title XIX
(Medicaid) State Plan for public health insurance coverage that will
/[impact certain non-disabled. non-pregnant adulis. ages 19 — 64 for
whom New York already provides public health insurance coverage

to comply with federal requirements under the Patient Protection and
Attordable Care Act (ACA). The following Medicaid Benefit Changes
under the ACA are proposed:

The ACA cstablished a new Medicaid eligibiliny category that
provides coverage (o non-clderly. non-pregnant individuals with family
income below 133 percent Federal Poverty Level (FPL) who are

not entitled to or enrolled in Medicare Part A, not enrolled in Medicare
Part B. and not cligible under any other Medicaid cligibility catcgory.
The ACA required that most individuals covered under the new
cligibility group be enrolled in Medicaid Alternative Benefit Plans
(ABP). Medicaid Alternative Benefit Plans must provide a minimum
set of standard health benefits known as Essential Health Benefits
(EHB).

The New York State Department of Health will provide the

Medicaid State Plan as the Alternative Benefit Plan to the new
Medicaid cligible population group. This will allow for continuity of
coverage for individuals currently enrolled. provide for cquity of
coverage for new enrollees coming into the program and assure the

Attached is the public notice for the Alternative Benefit Plan published on October 23. 2013,
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CRnmS Alternative Benefit Plan
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health care needs ot the population are met by a cost elfective benelit
plan that complies with the EIB reguirement.

State Medicaid expenditures will decrease for State Fiscal Year
2013-2014 as a result of adopting the Alternative Benefit Plan. The
State will reeeive enhanced federal financial participation for the new
adult group ¢ligibility category provided the benefits conform (o the
HABP requirements of the ACA. Federal financial participation will be
100 percent for newly eligible individuals and 75 percent for current
enrollees.

The public is invited to review and comment on this proposed Stale
Plan Amendment. Additional information conceming the Alternative
Benefit Plan can be obtained by writing to: Department of Health,
Division of Eligibility and Marketplace Integration, One Commerce
Plaza. Suite 1200, Albany. NY 12237, Attention: Dawn Oliver

PRA Disclosure Statement

:_-\ccordin;_: to the Paperwork Reduction Act of 1995, no persons are required to respond 1o 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 1o average 3 hours per response. including the time (o review instructions, scarch existing data
ircsnurcus. gather the data needed. and complete and review the information collection. I you have comments concerning the accuracy of
the ime estimate(s) or suggestions for improving this form. please write to: CMS. 7500 Sccurity Boulevard. Atn: PRA Reports Clearance

Officer. Mail Stop C4-26-03, Baltimore, Maryland 21244-1850.

\ 20130724

Pagc 2 o122



§
(E—K"S Alternative Benefit Plan

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

The state/territory has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject 1o 1937
requirements with its Alternative Benefit Plan that is the state’s approved Medicaid state plan that is not subject to 1937
requirements. Thercefore the state/territory is deemed 1o have met the requirements for voluntary choice
i individuals exempt from mandatory participation in a section 1937 Altemnative Benefit Plan.

; g ; Yes
ol benetit package lor

Explain how the state has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject o 1937
requirements with its Alternative Benefit Plan that is the state’s approved Medicaid state plan that is not subject to 1937 requirements.

The state first chose the Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Emplovee Health
Benelit Program as the benchmark plan and compared it 1o the Essential Health Benefits and to the Medicaid State Plan. The Medicaid
State Plan covers all the benefits in the benchmark plan except chiropractic services. The state is proposing to substitute personal care

services from the Medicaid State Plan for this benchmark covered benefit. In addition to EHBs. the ABP includes the 1937 covered
benefits in the Medicaid State Plan.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required 1o respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average S hours per response. including the time to review instructions. search existing data
resaurces. 2ather the data needed. and complete and review the information collection. [f vou have comments concerning the accuracy of

the time estimateis) or suggestions for improving this form. please write to: CMS. 7500 Sccurity Boulevard, Aun: PRA Reports Clearance
Officer. Mail Stop C4-26-05. Baltimore. Marvland 21244-1850,

V 20130807
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CMsS Alternative Benefit Plan

OMB Control Number: 0938-1148
ent 3.1-C-

A uah m OMB Expiration date: 10/31/2014

|
Select ane of the following:

(' The state/territory is amending onc existing benefit package for the population defined in Seetion 1.

(@ The statefterritony is creating a single new benefit package for the population defined in Section l.

Name of benefit package:  |Adult Group Benetit

Selection of the Section 1937 Coverage Option

The state/territory selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Benchmark-
' Equivalent Benefit Package under this Alternative Benefit Plan (cheek onc):

‘ (¢ Benchmark Benefit Package.

| (" Benchmark-Equivalent Benefit Package.
' The state/territory will provide the following Benchmark Benefit Package (check one that applics):

c The Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Employee Health Benefit
Program (FEHRBDP),

‘ C State employee coverage that is offered and generally available o state employees (State Emplovee Coy erage):

A commercial HMO with the largest insured commercial, non-Medicaid enroliment in the state/territory (Commercial
HMO):

‘ (# Sceretary-Approved C overage.
(& The state/territory offers benefits based on the approved state plan.

‘ The state/territory offers an array of benefits from the section 1937 con crage option and/or base benchmark plan
benefit packages. or the approved state plan. or from a combination of these benefit packages.

& The state/territory offers the benelits provided in the approved state plan.

(" Benefits include all those provided in the approved state plan plus additional benetits.

(" Benefits are the same as provided in the approved state plan but in a different amount. duration and’or scope.
(" The state/territory offers only a pantial list of benefits provided in the approved state plan.

(" The state/territory offers a partial list of benefits provided in the approved state plan plus additional benefits.

Please briefly identify the benefits. the source of benetits and any limitations:

Medicaid State Plan scetion 3.1 A Categorically Needy

‘Selection of Base Benchmark Plan
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Alternative Benefit Plan

[The state/territory must seleet a Base Benchmark Plan as the basis for providing Essential 1lealth Benefits in its Benchmark or
[Benchmark-Equivalent Package.

The Base Benchmark Plan is the same as the Section 1937 Coverage option. [No

Indicate which Benchmark Plan described at 45 CFR 136.100(a) the state/territory will use as its Base Benchmark Plan:
(" Largest plan by cnrollment of the three largest small group insurance products in the state's small group market.
(" Any of the largest three state employee health benelit plans by enrollment.
(& Any of the largest three national FEHBP plan options open to Federal employees in all geographics by enrollment.
c

Largest insured commercial non-Medicaid HMO.

Plan name: |Standard Blue Cross Blue Shield Federal Employee

Other Information Related 10 Selection of the Scetion 1937 Coverage Option and the Base Benchmark Plan (optional ):

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

The state assures the accuracy of all information in ABP3 depicting amount. duration and scope parameters of services authorized in the
currently approved Medicaid state pian.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond 1o a collection of information unless it displays a
valid OMB conwrol number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response. including the time (o review instructions, search existing data
resources. gather the data needed, and complete and review the information collection. 11 you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS. 7500 Seeurity Boulevard, Aun: PRA Reports Clearance
Officer, Mail Stop C4-26-03. Baltimore. Maryland 21244-1850.
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CMS Alternative Benefit Plan

OMB Control Number: 0938-1148
OMB te: 1073172014

Expiration da

iAttachment 4.18-A may be revised to include cost sharing for ABP services that are
|cost sharing must comply with Seetion 1916 of the Social Sceurity Act.

not otherwise deseribed in the state plan. Any such

The Ahernative Renefit Plan for individuals with income over 100% FPL includes cost-sharing other than that deseribed in N
Autachment <1 8-A. )

Other Information Related to Cost Sharing Requirements (optional j:

Existing state plan cost-sharing rules apply 1o the Adult Group the same as applied to all other Medicaid populations.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required W respond to a collection of information unle
valid OMB control number. The valid OMB control number for this information collection is 0938-1148.
this information collection is estimated o average 5 hours per response, including the time to review instru
resources. gather the data needed. and complete and review the information collection.
the time estimate(s) or suggestions for improving this form. please
Officer. Mail Stop C4-26-03. Baltimore, Maryland 21244-1850,

ss it displays a
The time required to complete
ctions. search existing data
Ifyou have comments concerning the accuracy of
write to: CMS. 7500 Security Boulevard. Aun: PRA Reports Clearance

V 20130807
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(CMS Alternative Benefit Plan

L L

OMB Control Number; 0938-1148
3112014

Attachment 3.1-C-

MR xpiration date: 10

- . il
The state/territory proposes a “Benchmark-Equivalent™ benefit package.

IBcncliIs Included in Alternative Benefit Plan

| Enter the specific name of the base benchmark plan seleeted:

Standard Blue Cross/Blue Shicld Federal Employee Preferred Provider Option

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

Secretary-Approved }
The Alternative Benetit Plan will include all mandatory and optional benefits defined in the New York Medicaid State Plan under
the categorically needy population designation (3.1A),

Utilization thresholds and authorization requirements which apply to the fee-for-service delivery svstem do not apply 1o managed
care service delivery.
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Alternative Benefit Plan

[m] Essential Health Benefit 1 Ambulatory patient services

Collapse All []

. Benefit Provided: Source:

Physician services

—I lﬂatc Plan 1905¢a)

-

Authorization: Provider Qualifications:

None IMcdic:tid State Plan

Amount Limit: Duration Limit:

No limitation

INom:

Scope Limit:

Services include acupuncture services provided by a licensed physician.

-

Other information regarding this benefit, including the specific name of the source plan il ivis not the base
benchmark plan:

| Medicaid state plan attachment 3.1A. 5(a) physician services whether furnished in the office. the patient's
home. a hospital or elsewhere. Includes services physician directed mental health and substance
disorder services,

usc

‘ Benefit Provided: Source:

|t_)utpali=:nt hospital services ] |Slalc Plan 1905(a)

—

Authorization: Provider Qualifications:

| Medicaid State Plan

[

Amount Limit: Duration Limit:

]

INO limitation

Scope Limit:

Includes ambulatory surgical centers. free standing clinic. health center and renal dialysis scrvices.

:

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

Medicaid state plan attachment 3. 1A, 2(a)d)

‘ Benefit Provided: Source:

Medical services provided by licensed practitioner State Plan 1905¢a)

Authorization: Provider Qualifications:

[Nnnc Medicaid State Plan

Amount Limit: Duration Limit:

—I |Nunc

L\'n limitation

Scope Limit:

Services provided by licensed practitioners within the scope of their practice as defined by state law,
Includes Cognitive Rehabilitative Therapy (CRT) provided by licensed providers.

Page 2 of 40



CNMS Alternative Benefit Plan
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Other information regarding this benetit. including the specilic name of the source plan if'it is not the base
benchmark plan:

Medicaid state plan attachment 3. 1A, 6(a.b.d) includes: nurse, podiatrist. psychologist, social worker,
nutritionist. physician assistant. nurse practitioner and other licensed medical service providers.

Benefit Provided: Source:
Clinic services State Plan 1905(a)
Authorization: Provider Qualifications:
Other Medicaid State Plan —I
Amount Limit: Duration Limit;
IEU limitation if medically nccessary T |bcncl'|l vear —I

Scope Limit

Includes specialty clinic services. |

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

Medicaid state plan attachment 3.1A, (9)

Clinic services provided to Medicaid recipients enrolled in managed care plans are exempt from the NYS
Utilization Threshold program. Individuals in the new adult group will be enrolled in managed care plans.
T'his population will not be subject to the service limits defined in the UT Program.

Medicaid cnrollees who access their covered benetits via the Fee-For-Service delivery system are subject 1o
service limits for non-exempt clinic services as defined in the NYS Medicaid Utilization Threshold (UT)
Program. The UT Program places limits on the number of non-exempt clinic services a Medicaid member
may receive in a benefit year. These service limits are established based on each member's clinical
information. This information includes diagnoses. procedures. prescription drugs. age and gender. As a
result. most Medicaid members have clinically appropriate service limit levels and will not need additional
scervices authorized through the Threshold Override Application (TOA) process. Medicaid enrollees may
receive services in excess of the UT Program limits upon the request of the licensed provider for additional
services and the submission of documentation supporting the need for continued medical care above the
threshold limit. Non-exempt clinic services may be provided to an enrollee who has exceeded the threshold
without a request for additional services submitted by the licensed provider (outside the TOA process) in
the following instances: immediate/urgent need. services rendered in retroactive period. emergency care,
member has temporary Medicaid. request from county for second opinion to determine if member can
work. or a request for UT override is pending. These cxemptions along with the TOA process ensures that
no one receives less than the benchmark benefit or the Medicaid state plan benefit. whichever is greater.

Clinic services, by specialty code that are subject to the UT Program threshold tnon-exempt) in the FFS
delivery system are: 321,901, 902,903, 905. 909, 914 THRU 917, 919 THRU 921. 923 THRU 933, 935,
930 THRU 958. 965. 966. 999. For code definitions see: DATA DICTIONARY. NEW YORK STATFE
DEPARTMENT OF HEALTH Office of Health Insurance Programs. Provider Network Data System
(PNDS). Version 6.7 revised (January 2014)

Clinic services exempt from the UT Program: pediatric general medicine and specialties. child teen health
program (CTHP). school supportive health services program, dialysis. oncology, OPWDD clinic treatment
and specialty programs. TB/Directly Observed Therapy, Prenatal Care.
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Alternative Benefit Plan

Benefit Provided: Source:

Hospice Services State Plan 1905(a)
Authorization: Provider Qualifications:
Prior Authorization 1 Medicaid State Plan
Amount Limit: Duration Limit:

No limitation T None

Scope Limit:

Services are palliative in nature. include supportive medical, social, emotional and spiritual services to
terminally ill persons as well as emotional support for family members. Services may be delivered at
home. nursing home or hospice residence.

Other information regarding this benefit including the specitic name of the source plan il it is not the base
benchmark plan:

Medicaid state plan attachment 3.1A. (18) |
Hospice services are provided to an individual who has been certified (diagnosed) by a physician as being
terminally ill. with a life expeclancy of approximately twelve months or less. Services include curative
reatment for children under age 21,

i Medicaid Managed Care Enrollees receive coverage for hospice services through the Medicaid fec-for-
service program.

Benefit Provided: Source:

IPchunaI care services - provided in the home State Plan 1905(a)
Authorization: Provider Qualifications:
[Priur Authorization l!iudicaid State Plan |
Amount Limit: Duration Limit;

INn limitation | None

Scope Limit:

In-home and community services preseribed in accordance with a plan of treatment. provided by a
qualified person under supervision of a registered nurse. Attendant services and supports to assist in
accomplishing (ADLs) and hcalth related tasks.

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

Medicaid state plan attachment 3.1A.(26) |

Benefit Provided: Source: ‘

,Ehcr laboratory and x-ray scrvices State Plan 1903(a) ‘
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Authorization: Provider Qualifications: |

Other Medicaid State Plan | ‘Remove |

Amount Limit: Duration Limit: |

s ) |

No limiwtion None ] [

Scope Limit:

Includes diagnostic radiology. diagnostic ultrasound. nuclear medicine.radiation oncology services and |

magncelic resonance imaging (MR1) performed upon the erder of'a physician or qualified licensed provider, ‘
5 Other information regarding this benefit, including the specitic name of the source plan il it is not the base

benchmark plan: !

Medicaid state plan attachment 3.1A (3) J
| 18 NYCRR 505.17(c)
l Certain radiology services require prior authorization.

Benefit Provided: Source:
l.-\bnnion Services T State Plan 1905(a)

Authorization: Provider Qualifications:

|.\'0m: ] Medicaid State Plan ]

Amount Limit: Duration Limit: i

’.\'u limitation ' L\o limitation ]

Scope Limit:

Services. drugs and supplics related to abortion when the life of the mother would be endangered if the

fetus were carried to term or when pregnancy is a result of an act of rape or incest.

Other information regarding this benefit. including the specific name of the source plan if'itis not the base

benchmark plan:

Medicaid State Plan 3.1A (20) Covered services for pregnant women
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{[®] Esscntial Health Benefit 2: Emergency services

Collapse All []

RBenefit Provided:

Source:
Other medical services - emergency hospital State Plan 1905(a) j Remové
Authorization: Provider Qualilications:
INnm: I lMcdicaid State Plan
Amount Limit: Duration Limit:

INo limitation l |:mm: ’

Scope Limit

Procedures. treatments or services needed to evaluate or stabilize an emergency medical condition
including psychiatric stabilization and medical detoxification from drugs or alcohol.

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

Medicaid state plan auachment 3. 1A 24(c)

Benefit Provided: Source:

Other medical services - emergency transportation State Plan 1905(a)
Authorization: Provider Qualifications:
INUnc 1 Illudicaid State Plan
Amount Limit: Duration Limit:

[l"o limitation

|nunc

Scope Limit;

Emergency ambulance transportation (incl. air ambulance) for the purposc of obtaining hospital services
tor a person suffering from a severe. lite-threatening or potentially disabling condition which requires
emergency services during transport.

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

Medicaid state plan atachment 3.1A 24(a)
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Alternative Benefit Plan

(W] Fssential Health Benefit 3- Hospitalization Collapse All [

Benefit Provided:

Inpatient hospital services

Souree: T
j lSt;‘.lc Plan 19035(a) —

Authorization:

Provider Qualifications:

I.\'(me

_| Medicaid State Plan _I

Amount Limit;

Duration Limit:

I.\"n limitation

I None

Scope Limit:

None

Other information regarding this benefit. including the specific name of the source plan ifitis not the base

benchmark plan:

institutions for mental discasc.

Medicaid state plan atachment 3.1A (1) inpatient hospital services ather than inpatient services provided in ‘

Benetit Provided:

Source:

Organ transplant services - inpatient hospital ] lsmw Plan 19035(a)

Authorization:

Provider Qualifications:

Concurrent Authorization

—, LMcdicaid State Plan j

Amount Limit:

Duration [Limit:

No limitation

] [ ]

Scope Limit:

Organ transplant services include transplant of the pancreas. Kidneys. heart, lung, small intestine, liver.
blood or marrow cell. cornea. single or double lobar lung.

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

benchmark plan:

Medicaid state plan 3.1E
Organ transplant must be performed

in a hospital approved by the Commissioner of Health and the hospital

must be a member of the Organ Procurement and Transplantation Newwork approved by HHS.
Solid organ and cell transplant service covered in the New York Medicaid State Plan include the solid
organ and cells covered in the BC/BS Federal Employvee Standard Benefit Plan.,

Benefit Provided: Source:
,! lospice Care - Inpatient State Plan 19035(a)
Authorization: Provider Qualitications:
Prior Authorization —I Medicaid State Plan j
Amount Limit: Duration Limit .
No limitation —I [.\-'n limitation f
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Scope Limit:

Services delivered in an inpaticnt setting that are palliative in nature, include supportive medical. social,

emotional and spiritual services to terminally ill persons as well as emotional support for family members,

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

Medicaid state plan attachment 3.1A. (18)
Hospice services are provided to an individual who has been certified (diagnosed) by a physician as being

terminally ill. with a life expectancy of approximately twelve months or less, Services include curative
treatment for children under age 21,

Medicaid Managed Care Enrallees receive cov erage for hospice services through the Medicaid fee-fore
service program,
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E Essential Health Benefit 4: Matemnity and newborn care Callapse All []
Benefit Provided: Source: ]
I lﬁhysician services - Obstetrical and Maternal J lsww Plan 19035(a) :l m I!
Authorization: Provider Qualifications: '
i None ‘l [Mudicnid State Plan 7
I Amount Limit: Duration Limit:
No limitation None

Scope Limit;

| None

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

Medicaid state plan attachment 3.1A 5¢a)

| Benefit Provided: Source:
[Inp:nicm hospital - Obstetrical and Maternal ‘I 'Emm Plan 1905(a)
Authorization: Provider Qualitications:
| [None | [Medicaid State Pran |
Amount Limit: Duration Limit:

No limitation ‘I None i

Scope Limit

l;VOHL‘

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

Medicaid state plan attachment 3.1A (1)

| Benefit Provided: Source:
,?\'ursc-midwil'c services ] State Plan 1905(a) —’ ;
Authorization: Provider Qualifications: E
None l Medicaid State Plan I :
Amount Limit; Duration Limit; {

[io limitations ‘I None

Scope Limit

Includes the management of normal pregnancy. childbirth and postpartum care as well as primary
preventive reproductive health care o healthy women. Includes newborn evaluation, resuscitation and
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Alternative Benefit Plan

reterral for infants.

Other information regarding this benefit. including the specitic name of the source plan if'itis not the base

benehmark plan:

Medicaid state plan attachment 3.1A (17)
Care may be provided on an inpatient or outpatient b
home.

asis including in a birthing center or in the patient's

Remove |

Add
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O Essential Health Benetit 3: Mental health and substance use disorder services including
behavioral health treatment

Collapse All []

Benefit Provided: Source:
Inpatient hospital services - MI1 and SUD State Plan 1905(a)
Authorization: Provider Qualifications:
None Medicaid State Plan ‘]
| Amount Limit: Duration Limit:
No limitations None

Scope Limit:

Medically supervised inpaticent services to treat persons with mental illness and/or substance use

disorders.

Other information regarding this benefit. including the specific name of the source plan ifit is not the base

benchmark plan:

Medicaid state plan attachment 3.1A (1)

institutions for mental discases.

Serviees provided to persons other than those residing in New York State certified psychiatric centers and

|
|
|

Benetit Provided: Source:

Medical care provided by licensed providers —, State Plan 1905(a)
Authorization: Provider Qualifications:
Nune l\[cdicaid State Plan —!
Amount Limit: Duration Limit;

No limitations | None

Scope Limit:

Includes the medically necessary services of licensed: clinical psychologists. social workers. pharmacists.
nurse practitioners and other providers of’ medically necessary services. Includes Cognitive Rehabilitative
Therapy by licensed providers.

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

Medicaid state plan 3.1A 6(d)
Services provided to persons other than those residing in New York State certified psychiatric centers and
institutions for mental discases.

Benefit Provided: Source:

[Clinic services State Plan 1905(2)
Authorization: Provider Qualifications:
L\'unc Medicaid Suate Plan
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Amount Limit: Duration Limit:

li'o limitations None

- Remove

Scope Limit:

Includes MH Continuing Day Treatment Programs, MH Continuing Treatmemt Programs. Substance Use
Disorder Treatment Programs. Methadone Maintenance Treatment Programs. Developmental Disability
Clinic Treatment and other specialty treamtment programs,

Other information regarding this benefit, including the specific name of the source plan if it

is not the base
benchmark plan;

Medicaid state plan attachment 3.1A (9) Clinic services listed above are claimed under the clinic category
in the NY Medicaid State plan. Clinic services for dey clopmental disability specialty. MMTP. alcohol/
SUD weatment. mental health, are exempt from the NYS Utilization Threshold program. Physician
services in the managed care delivery svstem are exempt from the UT program. Clinic services are
provided to persons other than those residing in New York State certified psychiatric centers and
institutions for mental discases.

Benefit Provided: Source:

Physician Services - MH and SUD State Plan 1903(a)

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

[Nu limitations l ‘.\'um:

Scope Limit;

Other information regarding this benefit, including the specitic name of the source plan il'it is not the base
benchmark plan:

Medicaid state plan awachment 3.1A, 5(a) physician services whether furnished in the office, the patient's
home. a hospital or elsewhere for treatment of mental health and substance use disorders,

Services provided to persons other than thase residing in New York State certified psychiatric centers and
institutions for mental discases.
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Alternative Benefit Plan
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(@] Essential Health Benetit 6: Prescription drugs

Benefit Provided: i |

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

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

Limit on days supply [\'cs j tah. licensed _l

LLimit on number of prescriptions ' |

Limit on brand drugs

Other coverage limits

MY XEROO

Preferred drug list

Coverage that exceeds the minimum requirements or other:

. . |'
Medicaid state plan 3.1A (12) [ ]
The State of New York's ABP prescription drug benefit plan is the same as under the approved Medicaid ‘

state plan for prescribed drugs.
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[®] Essential Health Benefit 7: Rehabilitatve and habilitative serviees and deviees Collapse All []
Benefit Provided: Source:
Physical therapy - rehabilitative/habilitative J Secretany-Approved Other
Authorization: Provider Qualifications:
None Medicaid State Plan J
Amount Limit: Duration Limit; !
l';ul‘:ztl PT visits: or 75 shared O/ therapy visits per benefit vear .

Scope Limit:

Services provided by a physical therapist for the maximum reduction of physical disability and restoration
to the patient’s best functional level. Habilitative services are provided (o the patient to acquire a skill and
avert the loss of functions.

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

Medicaid state plan attachment 3.1A (1) (a) limitations and BC/BS Standard Optional limitations apply:

Any enrollee who reaches 75 outpatient visits across combined therapies without reaching 20 physical
therapy visits in a benefit yearmay access additional physical therapy services up to 20 visits. Physical
therapy provided in an inpatient setting (hospital, rehab facility or nursing home) or in the home care
setting does not count toward the 20 physical therapy visits per year limiation.

Any enrollee who reaches 20 physical therapy visits in a benefit year without reaching the outpatient visit
maximum of 75 visits per Year across all therapics may access additional physical therapy services up to the
75 PT/OT/ST owtpatient visit maximum. Therapy services provided in the home care setting are counted as
outpatient visits across combined PT/OT/ST services lor purposes of applying the 75 visit per vear
limitation.

The limit ensures that no one receives less than the benehmark benefit or the Medicaid state plan benefit.
whichever is greater,

There is no outpatient visit limit for physical therapy for persons with a developmental disability or persons
with a traumatic brain injury.

Includes Cognitive Rehabilitative Therapy services.

Habilitative services are nut provided as part of the home care benelit,

Benelit Provided: Sourg¢e:

Occupational therapy - rehabilitative/habilitative ’ Iiwrc{ar_\'-‘ﬂppf(}\‘cd Other
Authorization: Provider Qualifications:
l.\-’onc —‘ Medicaid State Plan
Amount Limit: Duration Limit:

‘:af':.‘.’l) O visits: or 73 shared O/P therapy visits ] lp::r benelit yvear

Scope Limit;

L L L

IScn'Ecus provided by an oceupational therapist for the maximum reduction of physical disability and

4
f

|
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avert the loss of functions.

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

Medicaid state plan attachment 3.1A (1) (b) limitations and BC/BS Standard Optional limitations apply:

Any enrollee who reaches 75 outpatient visits across combined therapies without reaching 20 occupational
therapy visits in a benefit year may access additional accupational therapy services up to 20 visits.
Occupational therapy provided in an inpatient setting (hospital. rehab facility or nursing home) or in the
home care setting does not count toward the 20 physical therapy visits per vear limitation.

Any enrollee who reaches 20 occupational therapy visits in a benefit year without reaching the outpatient
visit maximum of 75 visits per year across all therapies may aceess additional occupational therapy services
up to the 75 PT/OT/ST outpatient visit maximum, Therapy services provided in the home care sciting are
counted as outpatient visits across combined PT/OT/ST services for purposes of’applying the 73 visit per
year limitation.,

The limit ensures that no one receives less than the benchmark benefit or the Medicaid state plan benefit
whichever is greater,

There is no outpatient visit limit for occupational therapy for persons with a developmental disability or
persons with a traumatic brain injury.

Includes Cognitive Rehabilitative Therapy services.

Habilitative services are not provided as part of the home care benefit,

restoration o the patient’s Gest functonal Tovel: HabiTiative services are provided to acquire a skill and ,

Benefit Provided: Source:

Speech and Language Services - rehab/hab j Sccretary-Approved Other j
Authorization: Provider Qualifications:
None T Medicaid State Plan ‘l
Amount Limit: Duration Limit:
l::s!‘:?,[) ST visits: or 75 shared O/ therapy visits ] per benefit vear

Scope Limit:

Services provided by a speech-language pathologist for the maximum reduction of physical disability and
restoration to the best functional level. Habilitative services are provided to acquire a skill and avert the
loss of functions.

—

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

Medicaid state plan awachment 3.1A (11) (¢) limitations and BC/BS Suandard Optional limitations appl: ]

Any cnrollee who reaches 75 outpatient visits across combined therapics without reaching 20 speech
therapy visits in a benefit year may access additional speech therapy services up to 20 visits. Speech
therapy provided in an inpatient setting (hospital. rehab facility or nursing home) or in the home care
sclting does not count toward the 20 speech therapy visits per vear limitation.,

Any enrollee who reaches 20 speech therapy visits in a benelit year without reaching the outpatient visit
maximum of 75 visits per vear across all therapies may access additional speech therapy services up to the

-

|
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outpatient visits across combined I'I/OT/S1 services for purposes of applving the 75 visit per vear
limitation.

The limit ensures that no one receives less than the benchmark benefit or the Medicaid state plan benefit,
whichever is greater.

There is no outpatient visit limit for speech therapy for persons with a developmental disability or persons
with a traumatic brain injury.

Includes Cognitive Rehabilitative Therapy services.

Habilitative services are not provided as part of the home care benefit.

753 PTOT/ST outpatient visi maximum. Therapy'services provided n the home carcsetling arc counted as

Benefit Provided: Source:

Jﬂmw Health Services ] ,i'tatu Plan 1903(a) —, Rcmuve |

Authorization: Provider Qualifications:
l‘imc IMudicuid State Plan
Amount Limit: Duration Limit

Nu limitation INunc

Scope Limit:

Includes nursing services, physical therapy. oceupational therapy. or speech pathology. audiology and
hcalth aides services supervised by a registered nurse or therapist.

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

Medicaid state plan attachment 3.1A 7qa)

Benefit Provided: Source:

Home Health Services - Supplies and Fquipment ] limw Plan 1905(a)
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit; Duration Limit:

No limitation None

Scope Limit:

Medical necessany supplies, equipment and appliances. suitable for use in the home prescribed by a
physician. consistent with 440.70. Includes durable medical cquipment.

Other information regarding this benefit, including the specitic name of the source plan if'it is not the base
benchmark plan;

Medicaid state plan atachment 3.1A 7(c)
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Benefit Provided: Source:

Hearing aid services and products

State Plan 19035(a)

Authorization: Provider Qualifications:

None Medicaid State Plan |

Amount Limit: Duration Limit:

No limitation None i |

Scope Limit

Audiology services include audiometric exam and testing, hearin

¢ aid evaluation and prescription.
Hearing aid services include se

lecting. fitting and dispensing hearing aids. batteries and repair.

Other information regarding this benefit. including the

specific name of the souree plan if it is not the base
benchmark plan:

Medicaid state plan attachment 3.1A 13(d)

Benefit Provided:

Source:
|]!|::1ring Services | ISwu: Plan 1905(a)

Authorization: Provider Qualifications:

|.\‘um: _| Iﬂcdicnid State Plan —I

Amount Limit:

Duration Limit:
No limitations —| l.\'u limitations ]

Scope Limit:

Audiology services and hearing evaluations conducted by a licensed audiologist, Hearing tests are
performed for diagnostic as well as rehabilitative purposes.

Other information regarding this benefit. including the

specilic name of the source plan if it is not the base
benchmark plan:

Medicaid state plan attachment 3.1A 13(d)
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[®] Essential Health Benefit 8: Laboratory services Collapse All O j
i Benefit Provided: Source: | ]
[l.ahm‘awr} services —I Ls:am Plan 19035(a) j Remove
Authorization: Provider Qualifications: |
lgthcr Medicaid Stae Plan 7
Amount Limit: Duration Limit;
No limitation None '

| Scope Limit;

All Taboratory examinations. which must be medically necessary and related to the specific needs, '
complaints. or symptoms of the patient. require written order of a physician or qualificd practitioner.

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

| Medicaid state plan attachment 3.1 A 3
Utilization Thresholds do not apply to services atherwise subject to thresholds when provided as managed |
care services furnished by or through a managed care program qualified by the NYS Department of llealth |
to persons enrolled in and receiving medical care from such program.,

:
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[®] Essential Health Benefit 9: Preventive and wellness services and chronic discase management Collapse All X

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

Benefit Provided: Source:

| Physician and licensed provider services 1 |Slalc Plan 1905(a) —I Rm‘m
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(W] Essential Health Benefit 10: Pediatric senvices including oral and vision care Collapse All []

| Bcnci.'it Provided: Source: _]
Medicaid State Plan EPSDT Benefits |

lﬁum Plan 1903(a) _I | Remove
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
No limitation 1 None

Scope Limit:

Early and periodic sereening, diagnostic and treatment serviees for individuals under 21 vears and
treatment of conditions found. No limitation in scope of benefit.

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

Medicaid state plan avachment 3.1A (4) (b)

Add
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Other Covered Benefits from Base Benchmark Collapse All

Other Base Benefit Provided: Source:
Base Benchmark —_—
Remove
Add
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Base Benchmark Benefits Not Covered duc to Substitution or Duplication Collapse All [ —‘

i Base Benchmark Benefit that was Substituted: Source: ]
|

i : : Basc Benchmark
Chiropractic services

I2xplain the substitution or duplication. including indicating the substituted benefius) or the duplicate
‘ section 1937 benchmark benefiys) included above under Essential Health Benefits: [

Personal care serviees will substitute for adult chiropractic services covered in the Standard BC/BS Federal
Employee Benefit.

Personal care services arc covered in the New York Medicaid state plan attachment 3.1A (26)

LB 1

Base Benchmark Benefit that was Substituted:; Source:
Basc Benchmark

Benefit Provided: Quipatient Surgery & diagnostics

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

Outpatient surgery and related diagnostics is a duplication of outpatient hospital services covered in the
New York Medicaid State Plan.
EHB I - Ambulatory Services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark
|Bmc!it Provided: Physician services

Explain the substitution or duplication, including indicating the substituted benefits) or the duplicate

seetion 1937 benchmark benefit(s) ineluded above under Fssential Health Benefits:

Physician services is a duplication of physician services covered in the New York Medicaid State Plan,
EHB 1 - Ambulatory services [

Basc Benchmark Benefit that was Substituted: Source: ‘
Basc Benchmark

Benefit Provided: Routine immunizations

Explain the substitution or duplication. including indicating the substituted benelit(s) or the duplicate
scction 1937 benchmark benelis) included above under Essential [ealth Benelits:

Routine immunizations available at participating retail pharmacy is a duplication of prescription drug
services covered under the New York Medicaid State Plan.
ENB 6 - Prescription drugs

Base Benchmark Benefit that was Substituted: Source:
Basc Benchmark

Benefit Provided: Podiatry services

Explain the substitution or duplication. including indicating the substituted benefit(s) or the duplicate
scction 1937 benchmark benetit(s) included above under Lssential Health Benefits:

Podiatry services is a duplication of medical care provided by licensed practitioners -podiatrist, covered in
the New York Medicaid State Plan.,
ETIB I - Ambulatory services
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Base Benchmark Benefit that was Substituted: Source:

= N - ) Base Benchmark
Benefit Provided: Hospice Serviees - ambulatory

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

Hospice scrvices is a duplication of' Hospice Services covered in the New York Medicaid State Plan.
Hospice Service may be delivered ambulatory or non-inpatient setting,
EHB 1 - Ambulatory services

Basc Benchmark Benefit that was Substituted: Source:
Basc Benchmark

Benefit Provided: Acupuncuure services

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

Acupuncture services is a duplication of’acupunclure services provided by a licensed physician covered in
the New York Medicaid State Plan,
EHB 1 - Ambulatory Services

Base Benchmark Benetit that was Substituted: Source:

- . . e Base Benchmark
Benefit Provided: Medical emergencey facility sves

Explain the substiuntion or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark beneliys) included abave under Essential lealth Benefits:

Medical emergency facility services is a duplication other medical services - emergency hospital services
covered in the New York Medicaid State Plan.
EHB 2 - Emergency services

Base Benchmark Benefit that was Substituted: Source:
—I Base Benchmark

Benefit provided: Medical emergency professional

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

Medical emergency professional services is a duplication of physician services and medical care provided
by licensed practitioners covered in the NYS Medicaid State Plan,
EHB 1- Ambulatory service

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Preseription drug benefit

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
scction 1937 benchmark benefit(s) included above under Issential Iealth Benefits:

Preseription drug benelit is a duplication of drugs prescribed by a physician or licensed provider covered in
the New York Medicaid State Plan.
ETB 6 - Prescription drugs

Base Benchmark Benefit that was Substituted: Source:

Base Benchmark
lﬂcncﬁl Provided: Well child care 1o age 22

—
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AN

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

Well child care to age 22, is 2 duplication of EPSDT serviees for persons < 21yrs and preventive services
services for persons age 21 =22 covered in the New York State Plan

EHB 10 - Pediatric services

LHB 9 - Preventive and wellness services

Remove

Basc Benchmark Benefit that was Substituted: Source:
J Base Benchmark

Benefit Provided: Bright Futures preventive

Explain the substitution or duplication. including indicating the substituted beneit(s) or the duplicate
scetion 1937 benchmark benefiy(s) included above under Essential Health Benefits:

Bright futures preventive services are a duplication of preventive services covered in the New York
Medicaid State Plan.
E1IB 9 - Preventive and wellness services

Base Benchmark Benefit that was Substituted: Source:
] Base Benchmark

chncﬁt provided: Routine physical exam

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

Routine physical exams is duplication of routine physical exam as a preventive services which is covered in
the New York Medicaid State Plan,
EHB 9 - Preventive services

Base Benchmark Benefit that was Substituted; Source:
‘I Basc Benchmark

IchcI‘n Provided: Routine laboratory tests

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

Routine laboratory tests is a duplication of laboratory services covered in the New York Medicaid State
Plan,
EHB 8 - Laboratory services

Base Benchmark Benefit that was Substituted: Source:
—I Basc Benchmark

Benefit Provided: Routine hearing screening

Explain the substitution vr duplication, including indicating the substituted benetiys) or the duplicate
section 1937 benchmark benefius) included above under Essential Ficalth Benefits:

Routine hearing sereening services is a duplication of hearing services covered in the New York Medicaid
State Plan.
EHB 7 - Rehabilitative and habilitative

Basc Benchmark Benefit that was Substituted: Source:
—l Base Benchmark

lﬁuncﬁl Provided: Pediatric oral exam

Page 24 ol 4



Alternative Benefit Plan

LExplain the substitution or duplication, including indicating the substituted benelius) or the duplicate
section 1937 benchmark benelits) included above under Essential Health Benelits:

Pediatric oral exam is a duplication of pediatric dental services covered with EPSDT in the New York
Medicaid State Plan,
EHB 10 - Pediatric services

Base Benchmark Benefit that was Substituted: Source:
. ; T SR Basc Benchmark
Benefit Provided:Cognitive rehabilitative therapy

IExplain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benelius) included above under Issential Health Benelits:

Cognitive rehabilitative therapy is a duplication of physician services, services provided by licensed
practitioners and services provided by a physical therapist, accupational therapist or speech therapist in the
Medicaid State Plan. CRT €NCOMpasses an array of services provided by physicians and licensed
practitioners with different specialtics in varied medical settings. The NY Medicaid State Plan provides a
greater benefit for therapy services due to no limitations on amount. duration and scope of CRT coverage
under both medical and behavioral therapy.

ENB |

EIB 5

EHB 7

Base Benchmark Benefit that was Substituted: Source:
Basc Benchmark
Eneﬁl Provided: Durable Medical Equipment I e oe

Explain the substitution or duplication. including indicating the substituted benefit(s) or the duplicaie
section 1937 benchmark benelius) included above under Lssential Health Benefits:

Durable Medical Equipment is u duplication of home health services - supplies and equipment covered in
the NY'S Medicaid State Plan.
EHB 7 - Rehabilitation and Habilitation services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Hearing tests and hearing aids

Explain the substitution or duplication. including indicating the substituted benefit(s) or the duplicate
scction 1937 benchmark benefit(s) included above under Izssential Health Benefits:

[earing tests and hearing aids is a duplication of audiology and hearing aid services covered in the New
York Medicaid State Plan,
1B 7 - Rehabilitation and Habilitation services

Base Benchmark Benefit that was Substituted: Source:
n T o5 B Base Benchmark
|H|:m.-l|l Provided: Physician carc delivery

Explain the substitution or duplication. including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark bencfit(s) included above under Essentjal Icalth Benetits:

Physician care including delivery, pre and post-natal and postpartum carc are a duplication physician
services covered in the New York Medicaid State Plan,
LB 4 - Maternity and newborn care

' Remove
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Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: Inpatient hospital maternity

Explain the substitution or duplication. including indicating the substituted benefit(s) or the duplicatc
section 1937 benchmark benelit(s) included above under Essential IHecalth Benefits:

Inpatient hospital maternity and physician care is a duplication of'inpatient hospital services and physician
services covered in the New York Medicaid State Plan. Includes newborn examination and screening prior
to discharge from hospital or birthing center.

EHB 4 - Maternity and newborn care

Base Benchmark Benefit that was Substituted: Source:
Basc Benchmark

Benefit Provided: Inpatient hospital room/board

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

Inpatient room and board and other inpatient services is a duplication of inpaticnt hospital services covered
in the New York Medicaid State Plan.
LB 3 - lHospitalization

Base Benchmark Benelit that was Substituted: Source:
Base Benchmark

’Buncﬁl Provided: Diagnostic. screening preventive

Explain the substiution or duplication, including indicating the substituted benetit(s) or the duplicate
section 1937 benchmark benetits) included above under IZssential Health Benetits:

Diagnostic. screening and preventive services is a duplication of diagnostic, sereening and preventive
services covered in the New York Medicaid State Plan.
EHB 9- Preventive and wellness services

Base Benchmark Benefit that was Substituted: Source;
—| Base Benchmark

Benefit Provided: Outpatient 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 Benetits:

Outpatient services including medical emergencey carce is a duplication of physician services. clinic services.
outpatient hospital services covered in the New York Medicaid State Plan,
EIB 1- Ambulatory Care

Basc Benchmark Benelit that was Substituted: Source:
‘I Basce Benchmark

Benefit Provided: Organ transplant- hospital

Lxplain the substitution or duplication. including indicating the substituted benefit(s) or the duplicate
scetion 1937 benehmark benefis) included above under Essential lealth Benefits:

Organ transplant inpatient hospital services arc a duplication of organ transplant-inpatient hospital services
covered in the New York Medicaid State Plan. The solid argans. blood and cclls covered for transplant in
the BC/BS FEBP are covered in the Medicaid State Plan.

ZHB 2 - Hospitalization
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Basc Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit Provided: MI1 and SUD inpatient hospital

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:

Mental health and substance use disorder inpatient hospital sernvices are a duplication of inpatient hospital
services MH and SUD covered in the NYS Mecdicaid State Plan,
EIB 3 - Mental Health and Substance Use Disorder Serviees

Base Benchmark Benefit that was Substituted: Souree:
= > 7 T Base Benchmark
IBcncm Provided: Outpatient MH/SUD facility care

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

Outpatient MII/SUD facility care is a duplication of physician services, medical care provided by licensed
practitioners and clinic services covered in the New York Medicaid State Plan,
EHB 5 - Mental Health and Substance Use Disorder Services

Basc Benchmark Benefit that was Substituted: Source:
—I Base Benchmark

Benefit Provided: Inpatient professional MIT/SUD

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

Inpatient professional MH/SUD care js a duplication of physician services and medical care provided by
licensed practitioners covered in the New York Moedicaid State Plan,
EHIB 5 - Mental Health and Substance Use Disorder Services

Base Benchmark Benefit that was Substituted: Souree:
Base Benchmark

IBcncﬁl Provided: Professional outpaticat MIISUD

Explain the substitution or duplication. including indicating the substituted benefit(s) or the duplicate
scetion 1937 benchmark benefits) included above under Essential [lcalth Benefits:

Prafessional outpatient ME/SUD care is a duplication of physician services, medical carc provided by
licensed practitioners and clinic services covered in the New York Medicaid State Plan.
EINB 5 - Menal Health and Substance Use Disorder Services

Base Benchmark Benefit that was Substituted: Source:
= : 3 E A Base Benchmark
|B|:m:m Provided: Routine dental for children

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

Routine dental services for children is a duplication of EPSDT services covered in the New York Medicaid
State Plan.
B 10 - Pediatric Services

Base Benchmark Benefit that was Substituted: Source:
= z 2 B Base Benchmark
Benefit Provided: Diagnostic tests ’
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Explain the substitution or duplication. including indicating the substituted benefit(s) or the duplicate
section 1937 benchmark benetits) included above under Essential Health Benetits:

Diagnostic tests including radiology and laboratory services is a duplication of other laboraton and X-ray
services covered in the New York Medicaid State Plan,
EHB I - Ambulatory Patient Services

]

Basc Benchmark Benefit that was Substituted: Source:
—| Base Benchmark

| IBcnclil Provided: Emergency transportation

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

Emergency transportation is a duplication of other medical services-emergency transportation, covered in
| the New York Medicaid state plan,
EHB 2 - Emergency services

Base Benchmark Benefit that was Substituted: Source:
: : r Base Benchmark
} |Bcncﬁl Provided: Licensed provider 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:

Medical services provided by licensed providers is a duplication of medical care provided by licensed
practitioners covered in the New York Medicaid State Plan.
EHRB 1 - Ambulatory Care

Basc Benchmark Benefit that was Substituted: Source:
[ Basc Benchmark

| Benefit Provided: [P protessional care- maternity

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

Maternity services provided by inpatient professionals is a duplication of Nurse-midwite services covered
in the New York Medicaid State Plan,
| ENB 4 Maternity and Newborn Care

—

Base Benchmark Benefit that was Substituted: Source:
[ P . R 2 Base Benchmark
| Ichclll: Freestanding Ambulatory Facility Services ‘l

Explain the substitution or duplication, including indicating the substituted benefius) or the duplicate
section 1937 benchmark benefitis) included above under Essential Ilcalth Benelits:

FFreestanding Ambulatory Facility Services is a duplication of clinic services covered in the New York
Medicaid State Plan.
EHB 1 - Ambulatory Care

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

Benefit Provided: Hospice Care - Inpatient
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Lxplain the substitution or duplication, including indicating the substituted benetius) or the duplicate
section 1937 benchmark benefiys) included above under Essential Health Benefis:

Hospice Care-Inpatient is a duplication of the Inpatient Hospice services covered in the New York
Medicaid State Plan,
LHB 3 - Hospitalization

Base Benchmark Benefit that was Substituted: Source:
] Base Benchmark

Benelit Provided: Abortion services

Explain the substitution or duplication. including indicating the substituted benefi(s) or the duplicate
section 1937 benchmark benefius) included above under Essential Health Benelits:

Abortion scrvices is a duplication of abortion services covered in the New York State Plan, Abortion
services. drugs and supplies related to abortion are covered in the New York State Plan when the life of the
mather would be endangered if the fetus were carried to term or when pregnancy is a result of an aet of rape
or incest,

EHB I- Ambulatory services

Base Benchmark Benefit that was Substituted: Source:
Base Benchmark

Benefit: Physical Therapy - rehab/habilitative

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

Physical therapy services in the BC/BS FEBP js a duplication of services covered in the secretary approved
physical therapy benefit in the New Yark State Plan.
EHB 7- Rehabilitative and Habilitative services

Base Benchmark Benefit that was Substituted: Source:
—' Base Benchmark

I Benefit: Occupational therapy-rehab/habilitative

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate
section 1937 benehmark benefius) included above under Essential [Health Benefis:

Occupational therapy services in the BC/BS FEBP is a duplication of services covered in the secretary
approved occupational therapy benefit in the New York State Plan.
ElB 7 - Rehabilitative and Habilitative services

Base Benchmark Benefit that was Substituted: Source:
E Base Benchmark
Benelit: Speech and Language therapy- rehab/hab ]

IZxplain the substitution or duplication, including indicating the substituted benelit(s) or the duplicate
section 1937 benehmark benefits) included above under Fssental Health Benefits:

Speech and language therapy services in the BC/BS FEBP are a duplication of services covered in the
sceretary approved speech therapy benefit in the New York State Plan.
EHB 7 - Rehabilitative and Habilitative

Basc Benchmark Benefit that was Substituted: Source:
: : Base Benchmark
|Hencht Provided: Home health care 7
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Explain the substitution or duplication. including indicating the substituted benefits) or the duplicate
section 1937 benchmark benefit(s) included above under Essential Health Benefis:

Home health care covered in the BC/BS FEBP is a duplication of home health services covered in the New
York Medicaid State Plan. The BC/BS FEBP Home Health Care benefit covers home nursing care for two
(2) hours per day when a registered nurse (R.N.) or licensed practical nurse (L.P.N.) provides the services:
and a physician orders the care. The BC/BS FERP home nursing care benefit is limited 1o 50 visits per
person. per calendar year. The New York State Plan Home Health Services benefit exceeds the BC/BS
benefitin services covered and duration of care, as medically needed.

EHB 7 - Rehabilitative and Habilitagve services

Remove
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Other Base Benchmark Benelits Not Covered

Base Benchmark Benefit not Included in the Alternative  Source:
Benefit Plan: Base Benchmark

Wellness Incentives

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

Collapse All []

relationship to health/wellness.

Thesc features in the BC/BS FENB plan are essentially monetary rewards and are not incentives that have a

—

Base Benchmark Benefit not Included in the Alternative  Source:
Benelit Plan: Base Benchmark

Adult routine dental services

Explain why the state/territory chose not to include this benelit:

llhis is not an EHB for the new adult group as it is an excepted benelit.

Base Benchmark Benefit not Included in the Alternative  Source:
Benefit Plan: Base Benchmark

Routine Vision Serviees

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

Ll'his is not an EHB for the new adult group as it is an excepted benefit,

Remﬁife’_ ‘

Basc Benchmark Benefit not Included in the Alternative  Source:
Benefit Plan: Base Benchmark

Healthy Newborn visits and screening

Explain why the state/territory chose not 1o include this benefit:

This is not an EIB for the new adult group as it is an excepted benefit claimed under the child's cligibility,
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Other 1937 Covered Benefits that are not Essential Health Benefits Collapse Al [] ‘
Other 1937 Benefit Provided: Source: 7
Enn-cmcrgl:nc_\ \ransportation 7 gzz:{iggcl‘)}? Coverage Option Benchmark Benefit R
Authorization: Provider Qualilications:
'I’riur Authorization —! Medicaid State Plan
Amount Limit; Duration Limit;
No limitations ‘I None j

Scope Limiu:

Transportation tw medically necessary services

Other:
Medicaid State Plan 3.1A (24)

Other 1937 Benefit Provided: Source:
II T — Section 1937 Coverage Option Benchmark Benefit
niecrmediate Care aci Il'\ SCIVICCS PﬂCkﬂgL‘
Authorization: Provider Qualifications: ]
[Euncurrcm Authorization 1 llicdicaid State Plan I
Amount Limit; Duration Limit:
lNu limitations Iium: I

Scope Limit:

Intermediate Care Facility services comprehensive and individualized health care and rehabilitation
services to individuals with intellectual disabilities (11D) 1o promote functional status and independence.

Other:

Medicaid State Plan 3.1 A (15) (a)ib)

Including such services in a public institution (or district purt thereol) for the developmentally disabled or _
persons with related conditions. g
Other than such services provided in an institution tor mental discascs.

Other 1937 Benefit Provided: Source:
g T o Section 1937 Coverage Option Benchmark Benefit
Nursing Facility Services Package
Authorization: Provider Qualifications:
‘{"nncurrcm Authorization ] Medicaid State Plan
Amount Limit: Duration Limit:

l,\’o limitations 1

see other below ] | |

’Scn'iccs which help meet both the medical and non-medical needs of people with a chronic illness or |

Scope Limic
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|
|

e

institution for menmtal diseases.

disability who cannot care Tor themselves Tor long periods o time. Other than serviees provided 1o an

Other:

Medicaid State Plan 3.1 A (4 Ma)

L

Other 1937 Benelit Provided:

. Remove - ‘

Source:

Extended Services for Pregnant Women

Scetion 1937 Coverage Option Benchmark Benelit
Package

Authorization:

Provider Qualifications:

IL)thcr

—, Medicaid State Plan

Amount Limit:

Duration Limit:

lﬁm limitations

During pregnancy + 60 days postpartum '

Scope Limit:

Extended services o pregnant women includes all major categorices of serviees as long as the services are
determined o be medically necessary and related 1o pregnancy.

Other:

Medicaid State Plan 3.1A (20)

M
Other 1937 Benefit Provided: Souree:
- = = Section 1937 Coverage Option Benchmark Benelit
li’n\ ate Duty Nursing services ] Package

Authorization:

Provider Qualifications:

[(‘oncurrcm Authorization

—I [‘.\-chicaid State Plan ‘I

Amount Limit:

Duration [.imit:

No limitations

None I

Scope Limit:

the home under the direction of a physician.

Medically necessary nursing services.may be intermittent, part-time or continuous and must be provided in

Other:

Medicaid State Plan 3.1A (8)

Other 1937 Benelit Provided:

Source:

IEum! Health Clinie Services

Section 1937 Coverage Option Benchmark Benefit
Package
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-

Authorization: Provider Qualifications:

Other Medicaid State Plan

Amount Limit: Duration Limit:

No limitations None |
Scope Limit:

Services provided as defined by the Rural Health Clinic Services Act of 1977 (Public Law 93-210),

Other:

Other 1937 Benefit Provided: Souree:

: 2 e - Scction 1937 Coverage O tion Benchmark B

Federally Qualified Health Clinic (FQIIC) 1 el vergeOpion Benchmark Benefit

” Package .
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit: Duration Limit:
‘ l.}'u limitations —’ None ]

Scope Limit

Covered Federally Qualificd Health Center (FQHC) Services as defined by Section 1861(aa) of the Social
I Security Act (the Act) was amended by Scction 4161 of the Omnibus Budget Reconciliation Act of 1990,

Other:

Medicaid state plan auachment 3.1A. 2(c)

Includes both FQHCs receiving a grant under Section 330 of the Public Health Service (PHS) Act and
‘ FOHCs not grant funded under Section 330 of the PHS. known as FOHC (look-alike) clinics based on the
recommendation of the Hcalth Resources and Services Administration.

i Other 1937 Benefit Provided: Source:
| = - Section 1937 Coverage Option Benchmark Benefit
Routine adult dental services Package
Authorization: Provider Qualifications:
Other I Medicaid State Plan
| |
| Amount Limit: Duration Limit:

IED limitations | INunc ‘I

Scope Limit:

Preventive, prophylactic and other routine dental care. services. supplies and dental prosthetics required to
alleviate a serious health condition.

Other:
b{cdicaid State plan 3.1A (10) Dental Services
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Covered i included in the managed care contractor's beneni package or asa Medicaid TTS benelit A1
orthadontia is covered as a Medicaid FFS benefit.

Other 1937 Benefit Provided: Source:
I] ilv Planning Sopvi Section 1937 Coverage Option Benchmark Benelfit —
amuly Planning Services Package emove
Authorization: Provider Qualilications:
Other I Medicaid State Plan j
Amount Limit: Duration Limit:
Il'u limitations | None |
Scope Limit:
The offering, arranging and lurnishing of those health services which cnable enrallees. including minors
who may be sexually active. 1o prevent or reduce the incidence of unwamed pregnancy. Fertility services
are not covered.
Other:
Covered if included in the managed care contractor’s benefit package or as a Medicaid I'I'S benelit,
Other 1937 Benefit Provided: Souree:
= 3 . : 5 Faai Section 1937 Coverage Option Benchmark Benefit
llmsthum Orthotic devices, Orthopedic footwear —| Package
Authorization: Provider Qualifications:
Other 7 Medicaid State Plan |
Amount Limit: Duration Limit:

No limitations | I-.\'um: |

Scope Limit:

Prosthetic appliances or devices which replace or perform the lunction of any missing part of the body,
Orthotic appliances or devices used o support a weak or deformed body part or to restrict or eliminate
motion in a body part,

Other:

Orthopedic footwear includes shoes. shoe modifications or additions used to correct. accommodate or
prevent a physical deformity or range of motion malfunction.

Other 1937 Benefit Provided: Source:

- = — Section 1937 Coverage Option Benchmark Benefit
lﬂcrsonai Emergency Response Systems (PERS) —[ Package
Authorization: Provider Qualitications:
Prior Authorization —! Medicaid State Plan
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Amount Limit: Duration Limit:

No limitation |]\-'m1c :I h REmone

Scope Limit:

An electronic device which enables high risk patients to secure help in the event of a physical, emotional
or environmental emergency. Usually conneeted o the patient's phone. will signal a responsce center when
help button is activated.

_t)lhcr:
Medicaid State Plan 3.1A (7)(¢)

Other 1937 Benefit Provided: Source:
. e : Scetion 1937 Coverage Option Benchmark Benefit
Nurse Practitioner services
Package
Authorization: Provider Qualifications:
Other Medicaid State Plan
Amount Limit; Duration Limit:

lNo limitation 7 |n0nu —[

Scope Limit

li” nurse practitioner specialties recognized under state lasw., _l

Other:
New York Medicaid State Plan 3.1A 123)

Other 1937 Benetit Provided: Source:
" Section 1937 Coverage Option Benchmark Benetit
Jentures —I Package
Authorization: Provider Qualilications:
Prior Authorization Medicaid State Plan —'
Amount Limit: Duration Limit:
IchIaccmcnl of missing teeth or dentures ‘I None ‘,

Scope Limit:

Removable replacement for missing teeth and surrounding tissues. Two U pes of dentures: complete and
partial dentures. Services include replacement of dentures.

Other:
New York Medicaid State Plan 3.1A ( 12)(b)
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Other 1937 Benefit Provided:

Source:

Eyeglasses and corrective lens

Section 1937 Coverage Option Benchmark Benefit
Package

Authorization:

]

Provider Qualitications:

Other

Medicaid State Plan

Amount Limit:

Duration Limit:

One pair or glasses or corrective lenses

every 24 moenths

Scope Limit:

Frames bearing lenses worn in front of the
correction.

cyes or lenses worn on the eye normally used for vision

Other:

New York Medicaid State Plan 3.1A ¢12)(d)
Prior approval required for artificial cyes, ce

rain special lenses and eye services,

Remove

I

Other 1937 Benefit Provided:

Source:

Optometrists’ services

Section 1937 Coverage Option Benchmark Benefit
Package

Authorization: Provider Qualifications:
Ifllhcr l Iilcd?caid State Plan ’

Amount Limit:

Duration Limit:

IOnc examination including refraction

_I ||:\-cr} 24 months

Scope Limit:

Licensed practitioners trained in the health ¢
systems. and vision information processing.

o the eyes and related struetures, as well as vision. visual

Other:

New York Medicaid State Plan 3.1A (6)(h)

Other 1937 Benelit Provided:

Source:

Dircctly Observed Therapy - rehabilitative

Section 1937 Coverage Option Benchmark Benefit
Package

]

Authorization:

Provider Qualifications:

Other

Medicaid State Plan

-

Amount Limit;

Duration Limit:

L.\'n limitation

noneg

-

Scope Limit:

Serviees to treat, control. monitor and measure Tuberculosis and other communicable diseases.,

Other:

lf\lcdicaid State Plan 3. 1A (13)(d)

-
|
-

]
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Other 1937 Benelit Provided: Source:
.I lcalth Tome Services Seetion 1937 Coverage Option Benchmark Benefit
. Package
Authorization: Provider Qualitications:
l(_'nncurrcm Authorization Medicaid State Plan
Amount Limit: Duration Limit; :
No limitations No limitation

Scope Limit:

and supports for adults with chronic conditions.

An inter-disciplinary array of medical care. behavioral health care. and community-based social scn'iccs‘l

Other:
Medicaid State Plan 1945.3.11 A (] I)

Other 1937 Benelit Provided: Source:
‘ ]&nnmunil_\' First Choice (1915(k) Personal Attendant ‘l ij:s::;‘gncl%? Coverage Option Benchmark Benefit @
Authorization: Provider Qualifications:
Prior Authorization j Medicaid State Plan
‘ Amount Limit: Duration Limit:
See "Other” box /_I No limitations

Scope Limiu

I Consumer controlled enhanced personal attendant services and supports that include: functional skills
| training. coaching and prompting the individual to accomplish the ADL. IADL and health-related skills.

Other:

Community First Choice (1915(k)-Personal Attendant Services and Supports

The CFC benefit provides person-centered home and com munity-based attendant services and supports to
individuals who require an institutional level of care. Services are provided in accordance with benetit
description on Attachment 3.1-k of the State Plan. Some activitics include amaunt limitations that may be
exceeded based on medical necessity. Such limitations are fully described in the benefit description.

| Other 1937 Benelit Provided: Source:
R : ial servi Scction 1937 Coverage Option Benchmark Benelit
IRghah:Iu.itm. Residential services ’ Package I
Authorization: Provider Qualifications: _
ls‘ncum:nl Authorization —’ IMcdicaid State Plan —| ‘
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Amount Limit: Duration Limit:

|nu limitation ‘I Ino limitation

Scope Limit:

with the individual's mental discase,

Interventions, therapics and activities which are medically therapeutic and remedial in nature. and are
medically necessary for the maximum reduction of functional and adaptive behavior deficits associated

Other;

Medicaid State Plan 3.1 A (13)(d)
Rehabilitative residential services are provided to persons residing in community residence

s licensed by the

NYS Office of Mental Health, Services provided w persons other than those residing in New York State

certified psychiatric centers and institutions for mental discascs,

==
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i Additional Covered Benefits ( This category of benetits is not applicable 1o the

adult group under Collapse All [ |
section 1902(a)(1ONA NN VII) of the Act.) [

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1993, no persons are re
valid OMB control number. The valid OMB control number for this information collection is 0938-| 148, The time required to complete
this information collection is estimated to average S hours per response. including the time 1o review instructions. search existing data
resources. gather the data needed. and complete and review the information collection. If you have comments concerning the accuracy of

the time estimate(s) or suggestions for improving this form. please write to: CMS. 7500 Security Boulevard. Aun: PRA Reports Clearance
Officer. Mail Stop C4-26-05. Baltimore. Maryvland 21244-1850.

quired to respond 1o a callection of information unless it displays a

V20130814
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OMB Control Number: 0938-1148

Auachmcu.l-C i ] OMB Expiration date: 10/31/2014
: e s =

L TenTAR
[EPSDT Assurances
I the target population includes persons under 21, please complete the following assurances rcgarding EPSD'T. Othenwise, skip to the
[Preseription Drug Coverage Assurances below.

'The alternative benefit plan includes beneficiaries under 21 years of age. ‘es

The state/territory assures that the notice to an individual includes a description of the method for ensuring aceess to EPSDT services
(42 CIR 440.343),

4] The stateterritory assures EPSDT services will be provid

ed to individuals under 21 years ol age who are cove
| territory plan under section 1902(a)( 1O} A) of the Act.

red under the state’
I Indicate whether EPSDT services will be provided only through an Alternative

Benefit Plan or whether the state/territory will provide
additional benefits to ensure EPSDT services:

(& Through an Aliernative Benefit Plan.

[ Through an Alternative Benefit Plan with additional benelits to ensure EPSDT services as defined in 1905(r).

| Other Information regarding how ESPDT benefits will be provided to participants under 21 years ol age (optional):
There is no visit limit for rehabilitative or habilitative
chiropractic services.

services for persons aged 21 or younger. Persons age 21 and younger may receive

Prescription Drug Coverage Assurances

. The state/territory assures that it meets the minimum requirements for prescription drug coverage
implementing regulations at 42 CIFR 440,347, Coverage is at least the greater of one
category and class or the same number of prescription drugs in cach category and cla

in section 1937 of the Act and
drug in cach United States Pharmacopeia (USP)
55 as the base benehmark,

‘ The state/territory assures that procedures are in place to allow a beneficiary to request and 2ain access to clinically appropriate
prescription drugs when not covered.

The state/territory assures that when it pays for outpatient prescription drugs covered under an Alternative Benefit Plan. it meets the
requirements of section 1927 of the Act and implementing regulations at 42 CER 440.345. except for those requirements that are
dircetly contrary to amount. duration and scope of coverage permitted under section 1937 of the Acl.

The state/territory assures that when conducting prior authorization of preseription drugs under an Alternative Benefit Plan. it
complies with prior authorization program requirements in section 1927(d)(5) of the Act,

Other Benefit Assurances
[7] The stateterritory assures that substituted benefits are acwarially equivalent 1o the

benctits they replaced from the base benchmark
plan. and that the state/territory has actuarial centification for substituted benefits a

vailable for CMS inspection it requested by CMS.

[[4] The state/territory assures that individuals will have access to services in Rural Health Clinies (R1 IC) and Federally Qualified Health
Centers (1FQ1C) as defined in subparagraphs (B) and (C) of section 1905(a)(2) of the Social Sceurity Act.

[ The state’territory assures that pavment for RIC and FQUC serviees is made in accordance with the requirements of section |
1902(bb) of the Social Security Act.

B
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[¥] The state territory assures that it will comply with the requirement of section 1937(b)(3) of the Act by providing. effectiv
2014, w all Alternative Benelit Plan participants at least Fssential Health Benefits as described in section 1302(b) of
Protection and Affordable Care Act.

¢ January |,
the Patient

The state/territory assures that it will comply with the mental health and substance use disorder parity re

1937(b)(6) of the Act by ensuring that the financial requirements and treatment limitations applicabl
| use disorder benelits comply with the requirements of section 2705(a) of the P
| requirements apply to a group health plan.

quirements of section
¢ lo mental health or substance
ublic Health Service Act in the same manner as such

7] The state territory assures that it will camply with section 1937(b)(7) of the Act by ensuring that benefits provided to
Benefit Plan participants include. for any individual described in section 1905(a)(4)(C). medical assistance
| services and supplics in accordance with such section.

Alternative '
for family planning

[[¥] The state. lerritory 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 435 CFR 156.115(a)4) and 45 CFR 147.130. that it will provide as Fssential 11ealth
Benefits a broad range of preventive services including: “A™ and *B" services recommended by the United States Preventive Services
lask Force: Advisory Commitee for Immunization Practices (ACIP) recommended vaceines: preventive care and sereening for
infants. children and adults recommended by HRSA's Bright [Futures program/project: and additional preventive service

s for women
recommended by the Institute of Medicine (10M),

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of° information unless i
valid OMB control number. The valid OMB control number for this information collection is 0938-1148.
this information collection is estimated to average 5 hours per response, including the time (o review instructions. search existing data
resources. gather the data needed. and complete and review the informatjon collection. 11 you have comments concerning the accuracy of
the time estimateis) or suggestions for improving this form. please write to: CMS. 7500 Sceurity Boulevard, Aun: PRA Reports Clearance
Officer. Mail Stop C4-26-05. Baltimare. Maryland 21244-1850.

tdisplays a
The time required to complete

V20130807
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OMB Control Number: 093§- 148
.-\unhI-C-D . _OMB Expiration date: 10312014

Provide detail on the type of delivery system(s) the stateiterritory will use for the Alternative Bene

‘ fit Plan's benchmark benefit package or
benchmark-equivalent benefit package. including any variation by the participants'

geographic area,

|‘['}'pc ol service delivery svstemi(s) the stateterritory will use for this Alternative Benefit Planis).

[Select one or more serviee deliveny systems:

Managed care.

1 E Managed Care Organizations (MCO).
[ Prepaid tnpatient Health Plans (P111P).

Prepaid Ambulatory 1ealth Plans (PAHIP),
P A

I [J Primary Care Case Management (PCCM).
| Fee-tor-service.

I:[ Other service delivery system,

‘Managed Care Options

Munaged Care Assurance

[[] The state/territory certifies that it will comply with all applicable Medicaid laws and regulations. including but not limited (o sections
1903(m). 1905(1), and 1932 of the Act and 42 CFR Pan 438. in providing managed care services through this Alternative Benefit
Plan. This includes the requirement for CMS approval of contracts and rates pursuant w 42 CFR 438.6.

I Managed Care Implementation

| Please describe the im lementation plan for the Alternative Benefit Plan under managed care
p P &

including member. stakeholder. and
provider outreach efforts.

The state has provided Medicaid recipients enrollment in managed care plans since 1997, Medicaid Managed Care enrollment statewide
is three million houscholds. Another 400,000 adults are enrolled in managed care through an 1115 waiver program. I'amily [lcalth Plus.,

[[Over 90 percent of Family lealh Plus enrollees will be cligible for Medicaid under the new cligibility levels and are already enrolled in

||managed care. The state anticipates that only 77.000 enrollces will be newly cligible statewide in the adult group. As such. there was

[[no need for an implementation plan for member or provider outreach. The state has engaged stakcholders in all aspects of ACA
implementation. including the Medicaid expansion and the Alternative Benefit Plan,

MCO: Managed Care Organization

I‘I‘hc managed care delivery system is the same as an already approved managed care program,
The managed care program is operating under (select one):
(" Section 1915(a) voluntary managed care program,
(" Section 1915(b) managed care waiver.
(" Scetion 1932(a) mandatory managed care state plan amendment.

(® Section 1115 demonstration,

-
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(" Scction 1937 Alternative (Benchmark) Benefit Plan state plan amendment.

Identify the date the managed care program was approved by CMS; Iﬁpril 1.2013 —l

Describe program below:

The Section 1115 demonstration Partnership Plan and the F-S1IRP transfer of authority advanced the statewide managed care
delivery system to ereate efficiencics in the Medicaid program and enable the extension of coverage to certain individuals who
would otherwise be without health insurance.

|Additional Information: MCOQO (Optional)

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

Fee-For-Service Options

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

(® Traditional state-managed fee-for-service

(" Services managed under an administrative services organization (ASO) arrangement
| Please describe this lec-tor-service delivery system. including any bundled payment arrangements, pay for performance. fee-for-
service care management models/non-risk. contractual incentives as well as the population served via this delivery system.

Traditional fee-for-service payment model. Providers are reimbursed at established rates for covered medically NECessary services
provided to enrollees prior o enrollment in managed care, Persons determined cligible for coverage have ten (10) days to sclect a
health plan prior 1o auto assignment to a health plan. Enrollecs May access state certilied fee-tor-service providers for medically
necessary covered services not included in the managed care benetit package or not covered by the enrollee’s health plan. These
services include: non-emergency transportation services, nursing home services, hospice services. routine adult demal ser ices and
certain mental health and substance use disorder services, Managed care plans do not impose treatment limitations on MI/SUD
services that are more restrictive than limitations defined in 3.1 A of the New York Medicaid state plan. MH and SUD benelits in
i the managed care benetit package are aligned with the state plan,

:,‘\ddiliunal Information: Fee-For-Service (Optional)

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

All New York Medicaid Managed Care health plans provide members with a Member Handbook. The handbook explains the
services covered by the health plan and the non-plan covered services that the enrollee must access via the fee for service delivery
svstem, The New York Medicaid Managed Care Model Member Handbook is used by all participating health plans as an enrollce
resource tool. Language in the handbook explains how 1o access both health plan covered serviees and services covered in the state
plan that are not covered by the MMC plan contract: "Medicaid managed care provides a number of services you get in addition to
thase you get with regular Medicaid. |Insert Plan Name| will provide or arrange for most services that you will need. You can geta [
few services. however. without going through your PCP, These include emergency care: family planningHIV testing and '
counscling: and specific self referral services. including those vou can get from within the plan and some that you can choose 1o go
to any Medicaid provider of the service,"

| There are medical services managed care enrollces must aceess via the FFS delivery system these include residential health care
[faciliv service. emergency/non-Emergency Transportation and hospice,
|Certain mental health, substance use disorder and supportive services are not covered by health plans participating in the NYS
Medicaid Managed Care program. Enrollees aceess these services via the FFS delivery system. This represents a full list o Jate. of
behavioral health services not covered by the managed care benefit package: {recognizing some services listed serve children)
a)Chemical Dependence Services:
Qutpatient Rehabilitation and Treatment Services Provided by OASAS Licensed Clinics:

Opioid Treatment Programs

Medically Supervised Ambulatory Chemical Dependence Outpatient Clinie Programs |
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Medically™ Supervised Ambulatory Chemical Dependence Outpatient Rehabiliation Programs
Outpaticnt Chemical Dependence for Youth Programs
Chemical Dependence Ordered by the 1.DSS
b) Mental Health Serviees:
Intensive Psychiatric Rehabilitation Treatment Programs (IPRT)
Day Treatment
Continuing Day Treatment
Day Treaiment Programs Serving Children
Home and School Based Services Waiver for Seriously Emotionally Disturbed Children =
Casc Management - target population SPMI |
Partial Hospitalization
Services Provided Through OMH Designated Clinics for Children With A Diagnosis of Serious Emotional Disturbance (SED)
Assertive Community Treatment - ACT
Personalized Recovery Oriemated Services- PROS
¢) Rehabiliation Services Provided 1o Residents of OMI| Licensed Community Residences and I'amily Based Treatment Programs
d) OPWDD Services (Office of Persons with Developmental Disabilities)
Long Term Article 16 Clinic Services
Day Treatment
Medicaid Service Coordination - MSC
Home and Community Based Services Waiver (HCRS)
| Care at Home Program
¢) Other Non-Covered Services:
The Early Intervention Program
Preschool Supportive Health Services '
School Supportive Health Services
[|Schoal Based Health Centers

|

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated o average S 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'vou have comments concerning the aceuracy of
the time estimate(s) or suggestions for improving this form. please write to: CMS. 7500 Sccurity Boulevard, Aun; PRA Reports Clearance
Officer, Mail Stwop C4-26-03. Baltimore., Maryland 21244-1830.

V20130718
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OMB Control Number: 0938-1148
OMB Ex 10/31/2014

Auachment 3.1-C

piration date:

The staic/territory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for participants

with such coverage. with additional benefits and services provided through a Benchmark or Benchmark-Liquivalent Benefit Yes
| Package
| ge.

Provide a description of employer sponsored insurance, including the population covered. the
population. employer sponsared insurance activities including required contribution. cost-e
benefit information:

amount of premium assistance by
ffectiveness test requirements. and

Medicaid will pay the cost of employer sponsored insurance if' it is cost effective. The scope of the employer sponsored benefiy
package is provided by the applicant, The employer’s health plan must meet certain standards for covered benefits and costs. The
statc assesses cost effectiveness by comparing the ESI premium to the average Medicaid managed care rate which can vary by sex,

age and location in the state. Medicaid fee-for-serice will reimburse providers for any medically n

ceessary service covered in the
| ABP that is not covered by the employer sponsored plan. No em ployer contribution is required.

The state‘territory otherwise provides for payment of premiums. No

Other Information Regarding Employer Sponsored Insurance or Payment of Premiums:

Scetion 4.22 € of the New York Medicaid State Plan defines the state method for determining the cost effectiveness ol employer
sponsored health insurance,

ESI enrollees may access fee-for-serviee providers for medically necessary services covered in the Medicaid state plan that are limited
by their employer sponsored benefit package. ESIenrollees are not enrolled in the NYS Medicaid Managed Care Program. All ES]
enrollees reccive an program guide that explains how to access medically necessary services via the FFS delivery system.

PRA Disclosure Statement
According o the Paperwvork Reduction Act of 1995, no persans are required to respond to a collection of information unless it displayvs a
valid OMB conwrol number. The valid OMB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 3 hours per response, including the time 1 review instructions, search existing data
resources. gather the data needed. and complete and review the information collection. If'you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form. please write t0: CMS. 7500 Security Boulevard. Aun: PRA Reports Clearance
Officer. Mail Stop C4-26-05. Baltimore. Maryland 21244-1850.
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OMB Control Number: 0938-1 148
OMB Expiration date: 10/31/2014

| . g
Economy and Efficiency of Plans

The state/territory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper payment limit

requirements and other economy and cfficiency principles that would otherwise be applicable to the services or delivery svstem
: through which the coverage and benefits are obtained.
|

Yes

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

I(‘mnplian:—e with the Law [

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

The state/territory assures that Aliernative Benefit Plan benefits designs shall conform to the non
CFR 430.2 and 42 CFR 440.347(¢).

-discrimination requirements at 42
The state/territory assures that all providers of Alternative Bene

fit Plan benefits shall meet the provider qualification requirements of
the Base Benchmark Plan and/or the Medicaid state plan.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required 10 respond to a collection of information unless
valid OMB control number. The valid OMB control number for this information collection is 0938-1148. The time
this information collection is estimated to average 5 hours per response. including the time o review instructions, scarch existing data
resources. gather the data needed. and complete and review the information collection. If'you have comments coneerning the aceuracy of

the time estimate(s) or suggestions for improving this form. please write to: CMS. 7500 Sccurity Boulevard. Aun: PRA Reports Clearance
Officer. Mail Stop €C4-26-05. Baltimore, Maryland 21244-1850,

it displavs a
required to complete
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Alternative Benefit Plans - Payment Methodologics

'[Z] The state'territory provides assurance that. for cach benefit provided under an Alternative Benefit Plan that is not provided through
managed care. it will use the payment methodology in its approved state plan or hereby submits state plan amendment Attachment
4.19a. 4.19b or 4.19d. as appropriate. describing the payment methodology for the benefit.

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