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DEPARTMENT OF HEALTH & HUMAN SERVICES 

Centers for Medicare & Medicaid Seivices 

601 E. 12th St., Room 355 

Kansas City, Missouri 64106 

Medicaid and CHIP Operations Group 

April 19, 2024 

Monica Ogelby, Medicaid Director 

Vermont Agency of Human Services 
280 State Drive - Center Building 

Waterbury, VT 05671 

Re: Vermont State Plan Amendment (SPA) 24-0007 

Dear Director Ogelby: 

CENTEKS FOK MEOICAKE & MEOICAV SEKVICES 

CENTER FOR MEDICAID & CHIP SERVICES 

For your records, this is an approved copy of Vermont's Medicaid Alternative Benefit Plan 

(ABP) State Plan Amendment (SPA) VT 24-0007. This ABP amendment submitted through the 
Medicaid Model Data Lab (MMDL No. VT.0626.R00.16) on March 11, 2024, meets all federal 

statutory and regulatory requirements. 

The state submitted this SPA to add coverage of community-based mobile crisis services. This 

aligns the state's Alternative Benefit Plan (ABP) with approved SPA 24-0005. This SPA was 
approved on April 19, 2024, with an effective date of January 1, 2024. 

Enclosed are copies of the approved Alternative Benefit Plan pages for incorporation into 

Vennont's State Plan. 

If you have any questions, please contact Gilson DaSilva at ( 617) 565-1227 or via email at 
Gi lson.DaSi lva@cms .hhs. gov. 

Enclosures 

Sincerely, 

Nicole McKnight, Acting Director 

Division of Program Operations 

cc: Dylan Frazer, Deputy Director of Medicaid Policy 



Medicaid Alternative Benefit Plan: Summary Page (CMS 179) 

State/Territory name: Vermont 
Transmittal Number: 

Enter the Transmittal Number (TN), including dashes, in the format SS-YY..NNNN or SS-YY..NNNN-=xx (with =xx being optional to specific 
SPA types), where SS = 2-character state abbreviation, YY = last 2 digits of submission year, NNNN = 4-digit number with leading zeros, and 
=xx = OPTIONAL, 1- to 4-character alpha/numeric suffzx. 

VT-24-0007 

Proposed Effective Date 

01/01/2024 (mm/dd/yyyy) 

Federal Statute/Regulation Citation 

Title XIX of the Social Security Act, Section 194 7 

Federal Budget Impact 

Federal Fiscal Year 

First Year 2024 

Second Year 2025 

Subject of Amendment 

Coverage for community-based mobile crisis services 

Governor's Office Review 

0 Governor's office reported no comment

0 Comments of Governor's office received

Describe: 

0 No reply received within 45 days of submittal

@ Other, as specified

Describe: 
Approval from the Agency of Administration 

$ 0.00 

$ 0.00 

Signature of State Agency Official 

Submitted By: 

Last Revision Date: 

Submit Date: 

Dylan Frazer 

Mar 11, 2024 

Mar 11, 2024 

Amount 



Alternative Benefit Plan 

State Name:!Vermont Attachment 3.1-L-D 0MB Control Number: 0938-1148 

Transmittal Number: VT - 24 - 0007 

Benefits Description ABPS 

The state/territory proposes a "Benchmark-Equivalent" benefit package. INo l 
Benefits Included in Alternative Benefit Plan 

Enter the specific name of the base benchmark plan selected: 
Blue Care, Vermont Health Plan, LLC, CDHP 

Enter the specific name of the section 193 7 coverage option selected, ifother than Secretary-Approved. Otherwise, enter "Secretary-
Approved." I Secretacy-Appro,ed 

TN: 24-0007 
Supersedes TN: 23-0041 

Approval Date: 04/19/2024 Effective Date: 01/01/2024 

I 
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Alternative Benefit Plan 

Ii] I. Essential Health Benefit: Ambulatory patient services 

Benefit Provided: I Outpatient Hospital 

Authorization: 
INone 

Amount Limit: 
!None 

Scope Limit: 
!None 

Source: 

I I State Plan 190S(a) 

Provider Qualifications: 

I !Medicai d State Plan 

Duration Limit: 
] !None 

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

Benefit Provided: I Rural Health Clinic 

Authorization: 
I Authorization required in excess of limitation 

Amount Limit: 
Is visits per month; l visit per day 

Scope Limit: 
!None 

Source: 
] [state Plan l 90S(a) 

Provider Qualifications: 
I !Medicaid State Plan 

Duration Limit: 

I INone 

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

Benefit Provided: I Federally Qualified Health Center 

Authorization: 
I Authorization required in excess of limitation 

Amount Limit: 
Is visits per month; l visit per day 

Scope Limit: 
!None 

Source: 

I I State Plan 190S(a) 

Provider Qualifications: 

I !Medicai d State Plan 

Duration Limit: 
] !None 

Collapse All D 

I I Remove l 
I 

l 

l I 
Remove l 

I 
I 

I I Remove l 
I 

I 

TN: 24-0007 Approval Date: 04/19/2024 Efi!ctive Date: 01/01/2024 

Supersedes TN: 23-0041 
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Alternative Benefit Plan 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: 
Benefit Provided: j Physician Services in all Settings Authorization: I Authorization required in excess of limitation Amount Limit: !see other infonnation below Scope Limit: !see other infonnation below 

Source: 11 State Plan l 905(a) Provider Qualifications: I [Medicaid State Plan Duration Limit: 
I !None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: Home & Office - 5 visits per month; Nursing Facility - up to l visit per week; Hospital - up to I admission visit per patient per diagnosis per month and up to one visit per day for acute care. Excludes solely cosmetic surgery; ineffective or unproven procedures; unnecessary testing; experimental; services provided without consent. Prior authorizations apply for certain circumstances and procedures. Limits may be exceeded based on medical necessity. Benefit Provided: 'Family Planning Authorization: [None Amount Limit: [None Scope Limit: I Reversal of sterilizations not covered 

Source: 11 State Plan l 905(a) Provider Qualifications: 
I !Medicaid State Plan Duration Limit: 
I [None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: 
Benefit Provided: I Medical & Surgical Services Furnished by Dentist Authorization: [ Prior Authorization 

Source: I !state Plan l 905(a) Provider Qualifications: 
I [Medicaid State Plan 

I I 
Remove I 

I 
I 
I 

I I 
Remove I 

I 
I 
I 

l I Remove I 
I 

TN: 24-0007 Approval Date: 04/19/2024 Effective Date: 01/01/2024 
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Alternative Benefit Plan 

Amount Limit: Duration Limit: 
[None ] [None 

Scope Limit: 
!Excludes solely cosmetic surgery 

Other infonnation regarding this benefit, irx:luding the specific name of the source plan if it is not the base 
benchmark plan: 

Benefit Provided: 
IOLP: Chiropractic 

Authorization: 
!Authorization required in excess of limitation 

Amount Limit: 
!see Att. 3.1-A Item 6.C. 

Scope Limit: 
lseeAtt. 3.1-A Item 6.C. 

Source: 
I !state Plan 1905(a) 

Provider Qualifications: 
I [Medicaid State Plan 

Duration Limit: 
] !None 

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

I 
Coverage is in accordance with Att. 3.1-A Item 6.C. 

Benefit Provided: 
IOLP: Podiatry 

Authorization: 
[None 

Amount Limit: 
[None 

Scope Limit: 
!Scope is in accordance with Att. 3.1-A Item 6.A. 

Source: 
I !state Plan 1905(a) 

Provider Qualifi cations: 
] [Medicaid State Plan 

Duration Limit: 
] !None 

Other infonnation regarding this benefit, irx:luding the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage is in accordance with Att. 3 .1-A Item 6.A. 

Benefit Provided: Source: I Non- Emergency Transportation ] [state Plan 1905(a) 

I 

l 

l I 
Remove I 

I 

I 

l 

I 

I I Remove I 
l 
I 

I 

l I 
Remove I 

TN: 24-0007 Approval Date: 04/19/2024 Efi!ctive Date: 01/01/2024 

Supersedes TN: 23-0041 
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Alternative Benefit Plan 

Authorization: Provider Qualifications: [Prior Authorization ] [Medicaid State Plan Amount Limit: Duration Limit: [None ] [None Scope Limit: !None Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: 
Benefit Provided: !Hospice Authorization: [Other Amount Limit: [None Scope Limit: !None 

Source: 11 State Plan I 905(a) Provider Qualifications: ] [Medicaid State Plan Duration Limit: ] [None 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: 16 months prior to end of life. 

Benefit Provided: Source: JOLP: Pediatric or Family Nurse Practitioners J [ State Plan I 905(a) Authorization: Provider Qualifications: [Other ] [Medicaid State Plan Amount Limit: Duration Limit: [ See other infonnation below ] [None Scope Limit: [ See other infonnation below Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: Home & Office - 5 visits per month; Nursing Facility - up to 1 visit per week; Hospital - up to I admission visit per patient per diagnosis per month and up to one visit per day for acute care. Excludes solely cosmetic surgery; ineffective or unproven procedures; unnecessary testing; experimental; services provided without consent. Prior authorizations apply for certain circumstances and procedures. Limits may be exceeded based on medical necessity. 
- --·· . -

I 
I 

I I 
Remove I 

I 
I 

I 

l I Remove I 
I 
I 
I 
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Alternative Benefit Plan 

Add 

TN: 24-0007 Approval Date: 04/19/2024 Efi!ctive Date: 01/01/2024 

Supersedes TN: 23-0041 

Page 6 of 48 



Alternative Benefit Plan 

Ii] 2. Essential Health Benefit: Emergency services 
Benefit Provided: !Outpatient Hospital: Emergency Care Authorization: INone Amount Limit: !None Scope Limit: !None 

Source: 
I I State Plan l 905(a) Provider Qualifications: ] I Medicaid State Plan Duration Limit: ] !None 

Other information regarding this benefit, including the specific name of the source plan if  it is not the base benchmark plan: 
Benefit Provided: Source: I Transportation: Ambulance I [ State Plan l 905(a) Authorization: Provider Qualifications: !Other ] !Medicaid State Plan Amount Limit: Duration Limit: INone ] INone Scope Limit: !None Other information regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: Coverage is in accordance with Att.3.1-A Item 24a. 
Benefit Provided: Source: 
I 11 Authorization: Provider Qualifications: Ives I I Amount Limit: Duration Limit: 

I 11 Scope Limit: 

Collapse All D 

I I 
Remove l 

l 

l 

l I 
Remove l 

l 

l 

I Remove l 
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. 

Alternative Benefit Plan 
('Tllo'?� ,CW IMQl(.U• .._ ... l)r .... .1(1 Vft'(I" 

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

Benefit Provided: Source: I Remove I I 11 
Authorization: Provider Qualifications: 

I 11 
Amount Limit: Duration Limit: 

11 
Scope Limit: 

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

Add 

TN: 24-0007 Approval Date: 04/19/2024 Effective Date: 01/01/2024 

Supersedes TN: 23-0041 
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Alternative Benefit Plan 

� 3. Essential Health Benefit: Hospitalization 

Benefit Provided: 
'Inpatient Hospital 

Authorization: 
!concurrent Authorization 

Arrxnmt Limit: 
!None 

Scope Limit: 
!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 
] !Medicaid State Plan 

Duration Limit: 
] !None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Substance use detox is perfonned in an inpatient hospital setting. 

Benefit Provided: 
[Inpatient Psychiatric Hospital 

Autlnrization: 
!concurrent Authorization 

Ammmt Limit: 
INone 

Scope Limit: 
!Not hlstitutions for Mental Disease (IMD). 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 
] !Medicaid State Plan 

Duration Limit: 
] INone 

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

Collapse All D 

I I Remove l 

l 

l 

l I 
Remove l 

l 

l 

Add 

TN: 24-0007 Approval Date: 04/19/2024 Efi!ctive Date: 01/01/2024 

Supersedes TN: 23-0041 
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Alternative Benefit Plan 

Ii] 4. Essential Health Benefit: Maternity and newborn care 

Benefit Provided: 
IOLP: Licensed Lay Midwife 

Authorii.ation: 
[None 

Aroount Limit: 
[None 

Scope Limit: 
!None 

Source: I I State Plan 1905(a) 

Provider Qualifications: 
] [Medicaid State Plan 

Duration Limit: 
] [None 

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

Benefit Provided: I Nurse Midwife 

Authorii.ation: 
[None 

Aroount Limit: 
[None 

Scope Limit: 
!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 
] [Medicaid State Plan 

Duration Limit: 
] [None 

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

Benefit Provided: 

I Physician Services: Maternity Care 

Authorii.ation: 
[None 

Aroount Limit: 
[None 

Scope Limit: 
!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifications: 
] [Medicaid State Plan 

Duration Limit: 
] [None 

Collapse All D 

I I Remove l 

l 

l 

l I 
Remove l 

l 
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I I Remove l 

l 

l 
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Alternative Benefit Plan 

Other information regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: 
Benefit Provided: Source: I Remove I Jmpatient Hospital: Maternity Care I Jstate Plan 1905(a) I Authorization: Provider Qualifications: I Concurrent Authorization J !Medicaid State Plan I Amount Limit: Duration Limit: [None J !None I Scope Limit: !None Other information regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: I Current Authorization on the 13th day of stay. 

I Benefit Provided: Source: I Remove I I International Board-Certified Lactation Consultant I [state Plan 1905(a) I Authorization: Provider Qualifications: Ives I [Medicaid State Plan I Amount Limit: Duration Limit: [None J [None I Scope Limit: !None Other information regarding this benefit, including the specific name of the source plan if it is not the base benchmark plan: Breastfeeding health, education, and counseling services are covered. Providers must be licensed and enrolled Medicaid providers and hold an International Board-Certified Lactation Consultant certificate. 
Benefit Provided: Source: I Remove I I 11 Authorization: Provider Qualifications: [None I I Amount Limit: Duration Limit: 

11 

TN: 24-0007 Approval Date: 04/19/2024 Effective Date: 01/01/2024 

Supersedes TN: 23-0041 Page 1 1 of 48 



Alternative Benefit Plan 

Scope Limit: 

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

TN: 24-0007 Approval Date: 04/19/2024 Efi!ctive Date: 01/01/2024 

Supersedes TN: 23-0041 

Add 
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Alternative Benefit Plan 

r-, 5. Essential Health Benefit: Mental health and substance use disorder services including 
� behavioral health treatment 

Collapse All 0 

The state/territory assures that it does not apply any financial requirement or treatment limitation to mental health or 
0 substance use disorder benefits in any classification that is roore restrictive than the predominant financial requirement or 

treatment limitation of that type applied to substantially all medical/surgical benefits in the same classification. 

Benefit Provided: I Clinic Services - Mental Health Clinic 

Authorization: 
!None 

Amount Limit: 
!None 

Scope Limit: 
!None 

Source: 

I I state Plan l905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I !None 

Other infonnation regarding this benefit, including the specific name of the source plan ifit is not the base 
benchmark plan: 
Includes group therapy, individual psychotherapy, day hospital, diagnosis and evaluation, emergency care, 
and cberootherapy. 

Benefit Provided: 
IOLP: Behavioral Health 

Authorization: 
!None 

Amount Limit: 
!None 

Scope Limit: 

Source: 
] I state Plan l905(a) 

Provider Qualifications: 

I I Medicaid State Plan 

Duration Limit: 

I !None 

!Not covered if resident of inpatient hospital or mental health hospital. 

Other infonnation regarding this benefit, including the specific name of the source plan ifit is not the base 
benchmark plan: 
Vennont bas five designated hospitals that provide psychiatric services in the general hospital setting with 
wings of 8 beds or less and are not Institutions for Mental Disease (IMD). 

Benefit Provided: I Rehab: Substance Use Disorder Services 

Authorization: 
Ives 

Amount Limit: 
!See Att. 3.1-A Substance Use Disorder Services 

Source: 

I I state Plan l905(a) 

Provider Qualifications: 
I I Medicaid State Plan 

Duration Limit: 
I INone 

] I 
Remove 

I 

I 

l I 
Remove 

I 

I 

I I 
Remove 

I 

I 
TN: 24-0007 Approval Date: 04/19/2024 Efi!ctive Date: 01/01/2024 

Supersedes TN: 23-0041 
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I 

I 
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Alternative Benefit Plan 

Scope Limit: 
!None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Services include: assessment, early intervention. outpatient treatment services, intensive outpatient 
treatment services, partial hospitalization. clinically managed low - intensity residential services, medically 
monitored inpatient services, and withdrawal management. 

Benefit Provided: Source: I Remove I 
I II 

Authorization: Provider Qualifications: 
[None 11 
Amount Limit: Duration Limit: 

I 11 
Scope Limit: 

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

Add 

TN: 24-0007 Approval Date: 04/19/2024 Effective Date: 01/01/2024 

Supersedes TN: 23-0041 
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� 

Alternative Benefit Plan 

6. Essential Health Benefit: Prescription dmgs 

IZ] The state/territocy assures that the ABP prescription dmg benefit plan is the same as under the approved Medicaid 
State Plan for prescribed dmgs. 

Benefit Provided: 
Coverage is at least the greaterof one dmg in each U.S. Phannacopeia (USP) categocy and class or the 
same number of prescription dmgs in each categocy and class as the base benchmark. 

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

� Limit on days supply [ves 

□ Limit on number of prescriptions 

� Limit on brand dmgs 

� Other coverage limits 

� Preferred dmg list 

Coverage that exceeds the minimum requirements or other: 

Provider Qualifications: 
l etate licensed I 

TN: 24-0007 Approval Date: 04/19/2024 Effective Date: 01/01/2024 

Supersedes TN: 23-0041 

Page 1 5  of 48 



Alternative Benefit Plan 

Ii] 7. Essential Health Benefit: Rehabilitative and habilitative services and devices Collapse All D 

The state/tenitory assures that it i s  not imposing limits on habilitative services and devices that are more stringent than 

I{] limits on rehabilitative services (4 5 CFR l 56.l l 5(a)(5)(ii)). Further, the state/territory understands that separate coverage 
limits must also be established for rehabilitative and habi litative services and devices. Combined rehabilitative and 
habilitative limits are allowed, if these limits can be exceeded based on medical necessity. 

Benefit Provided: 
IOt1tpatient Hospital - Rehabilitative therapies 

Authorization: 
!None 

Amount Limit: 
!None 

Scope Limit: 
loT/PT/SLP 

Source: I !state Plan l 905(a) 

Provider Qualifications: 

I I Medicaid State Plan 

Duration Limit: 

I !None 

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

Benefit Provided: 
IOT/PT/SLP (non- hospital based) 

Authorization: 
I Authorization required in excess of limitation 

Amount Limit: 
!see Att. 3.1- A Item 11 

Scope Limit: 
!None 

Source: I !state Plan 1905(a) 

Provider Qualifications: 
I [Medicaid State Plan 

Duration Limit: 

I !None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage is in accordance with Att. 3.1- A Item 11. 

Benefit Provided: 

I Prosthetic Devices 

Authorization: 
Ives 

Amount Limit: 
!None 

Source: I !state Plan l 905(a) 

Provider Qualifications: 

I I Medicaid State Plan 

Duration Limit: 

I !None 

I I Remove 

I 
I 
I 

I 
I I Remove 

I 
I 

I I Remove 

I 
I 

TN: 24-0007 Approval Date: 04/19/2024 Effective Date: 01/01/2024 

Supersedes TN: 23-0041 
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Alternative Benefit Plan 

Scope Limit: 
!None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage is in accordance with AU. 3.1-A Item 12.C. 

Benefit Provided: Source: 
!Nursing Facility 21 and older; rehab care I [state Plan 1905(a) 

Authorization: Provider Qualifications: I Other ] !Medicaid State Plan 

Amount Limit: Duration Limit: 
!None I !None 

Scope Limit: 
!None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Requires a physician order. Out of state placement requires prior authorization. 

Benefit Provided: 

I Home Health lntenniUent Part Time Nursing 

Authorization: 
'Other 

Amount Limit: 
!None 

Scope Limit: 
!None 

Source: 
I !state Plan 1905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I !None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage is in accordance with AU. 3.1-A Item 7. 

Benefit Provided: 
'Home Health Aide 

Authorization: 
'Other 

Source: I !state Plan 1905(a) 

Provider Qualifications: I !Medicaid State Plan 

l I Remove I 
l 
I 

I I Remove l 

I 
I 

I I Remove I 
I 
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Alternative Benefit Plan 

Amount Limit: Duration Limit: 
!None I !None 

Scope Limit: 
!None 

Other infonnation regarding this benefit, including the Sp!cific name of the source plan if it is not the base 
benchmark plan: 
Requires plan of care and supervision by OT/PT/SLP or nurse. 

Benefit Provided: 
I Home Health: Medical Supplies, Equip. and Applianc 

Authorization: 
!Other 

Amount Limit: 
!None 

Scope Limit: 
!None 

Source: 

I I state Plan 1905(a) 

Provider Qualifi cations: 

I [Medicaid State Plan 

Duration Limit: 

I !None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Coverage is in accordance with Att. 3.1-A Item 7. 

Benefit Provided: 

I Home Health PT/OT/SLP 

Authorization: 
!other 

Amount Limit: 
INone 

Scop! Limit: 
!None 

Source: I I state Plan 1905(a) 

Provider Qualifi cations: 

I I Medicaid State Plan 

Duration Limit: 

I I Four month limit 

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

I Coverage is in accordance with Att. 3.1-A Item 7. 

Benefit Provided: 

I 
Home Health: Private Duty Nursing 

Source: 

I !state Plan 1905(a) 

I 

I I Remove I 

I 
I 

I I Remove I 

I 
I 

I 

I I Remove I 

TN: 24-0007 Approval Date: 04/19/2024 Effective Date: 01/01/2024 
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Authorization: 
INone 

Amount Limit: 
INo ne 

Scope Limit: 
!No ne 

Alternative Benefit Plan 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

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

Benefit Provided: Source: 
!Licensed Applied Behavior Analyst Services I !state Plan 1905(a) 

Authorization: 
I Prior Authorization 

Amount Limit: 
!other 

Scope Limit: 
!None 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 
J [None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Services are limited to those specified in protocols for licensure and reviewed and accepted by the State of 
Vennont, D irector of the Office of Professional Regulation, and are services covered by Medicaid. 
Licensed Applied Behavior Analysts will oversee the supervision of Board Certified Assistant Behavior 
Analysts and Behavior Technicians, and shall assume professional responsibility for the services rendered 
by an unlicensed provider under their supervision .  All services must be medically necessary, prior 
authorized by  the Medicaid program, and delivered in accordance with the recipient's treatment plan. 
Limitations can be found in Attachment 3.1 -A under Licensed Applied Behavior Analyst Services. This 
benefit has the same effective date as SP A 15- 00 l .  

Benefit Provided: Source: 

I 1 1  
Authorization: Provider Qualifications: 

I Prior Authorization I I 
Amount Limit: Duration Limit: I 1 1 
Scope Limit: 

I 
I 

l I 
Remove I 

I 
l 

I Remove I I 

TN: 24-0007 Approval Date: 04/19/2024 Efi!ctive Date: 01/01/2024 
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Alternative Benefit Plan 

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

I Add I 

TN: 24-0007 Approval Date: 04/19/2024 Effective Date: 01/01/2024 

Supersedes TN: 23-0041 
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Alternative Benefit Plan 

Ii] 8. Essential Health Benefit: Laboratory services 

Benefit Provided: I Other Laboratory and X-Ray Services 

Authorization: 
[other 

Amount Limit: 
[ lline drug test limited to 8 per month 

Scope Limit: 
!None 

Source: I !state Plan 1905( a) 

Provider Qualifications: 
J I Medicai d State Plan 

Duration Limit: 
I !None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Exceptions to the urine drug test limitation must be prior approved. Diagnostic imaging requires prior 
authorization for high-tech (CT, CT A, MRI, MRA, PET, PET/CA) unless provided as part of ER or 
inpatient visit. 

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

The state/territory must provide, at a minimum, a broad range of preventive services including: "A" and "B" services recommended 
by the United States Preventive Services Task Force; Advisory Committee for Immunization Practices (ACIP) rec01mnended 
vaccines; preventive care and screening for infants, children and adults recommended by HRSA's Bright Futures program/project; 
and addit ional preventive services for women recommended by  the Institute of Medicine ( IOM). 

Benefit Provided: I Clinic Services 

Authorization: 
!None 

Amount Limit: 
!None 

Scope Limit: 
!None 

Source: 

I I State Plan l 905(a) 

Provider Qualificat ions: 
J !Medicaid State Plan 

Duration Limit: 
J !None 

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

Benefit Provided: 
IOLP: Naturopathic Physician 

Authorization: 
!None 

Amount Limit: 
[None 

Scope Limit: 
!None 

Source: 

I I 
State Plan I 905(a) 

Provider Qualifications: 
J !Medicaid State Plan 

Duration Limit: 
J [None 

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

Benefit Provided: Source: 
I Other diagnostic, screening, preventive and rehab I [ State Plan I 905(a) 

Authorization: Provider Qualificat ions: 
!None J [Medicaid State Plan 

Amount Limit: Duration Limit: 
[None J !None 

I I 
Remove 

I 
I 

I I 
Remove 

I 

l 

l I 
Remove 

l 
I 
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Scope Limit: 
!None 

Other in fonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Tobacco cessation counseling services are available to all non-pregnant Medicaid beneficiaries .  The 
maximum numberofvisits allowed per individual per calendar year is 16. This maximum number of visits 
per calendar year can be exceeded based on medical necessity through a prior authorization process. This 
benefit has the same effective date as SP A 14-009. 

Benefit Provided: I Medication Therapy Management 

Authorization: 
[None 

Amount Limit: 
[See Att. 3.l-A Item 6(0)(9) 

Scope Limit :  
!None 

Source: 

I I State Plan I 905(a) 

Provider Qualifications: 
] [ Medicaid State Plan 

Duration Limit: 
J [None 

Other infonnation regarding this benefit, including the speci fic name of the source plan if it is not the base 
benchmark plan: 
Coverage is in accordance with Attachment 3.1-A Item 6(0)(9). 

Benefit Provided: Source: 
jMedical Nutrition Therapy I [ State Plan I 905(a) 

Authorization: Provider Qualifications: 
!Authorization required in excess of limitation I [ Medicaid State Plan 

Amount Limit: Duration Limit: 
[ See Att. 3.1-A Item l 3 (C)( 11) J [None 

Scope Limit: 
!None 

Other infonnation regarding this benefit, including the speci fic name of the source plan if it is not the base 
benchmark plan: 
Coverage is in accordance with Att. 3.1-A Item 13(C)(l l). 

I I Remove I 
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[j] l 0. Essential Heal th Benefit: Pediatric services including oral and vision care 

Benefit Provided: Source: I Medicaid State Plan EPSDT Benefits ] [state Plan I 905(a) 

Authorization: Provider Qualifications: 
[other I [Medicaid State Plan 

Amount Limit: Duration Limit: 
[None I [None 

Scope Limit: 
!None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
All federally required services in accordance CFR and Statute. 

Benefit Provided: I Medicaid State Plan EPSDT Benefits 

Authorization: 
[other 

Amount Limit: 
!None 

Scope Limit: 
!None 

Source: I !state Plan l905(a) 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 
1 lone year 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
N ursing facility under 21. Rehabilitation Center services provided in nursing facilities located outside of 

Collapse All D 
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ID l l. Other Covered Benefits from Base Benchmark Collapse All D 
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IX] 

Alternative Benefit Plan 

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

Base Benchmark Benefit that was Substituted: Source: I Remove 
jOutpatient Hospital Fee J [Base Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication -The Medicaid State Plan Outpatient Hospital service was used in order to ensure identical 
benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB l: Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: I Remove 
!Outpatient Surgery Physician/Surgical Services I [Base Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Outpatient Hospital service was used in order to ensure identical 
benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB l: Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: I Remove 
jUrgent Care Centers or  Facilities J IBase Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Other Ambulatory Services - Rural Health Clinic and FQHC's and 
P hysician Services in all Settings service was used in order to ensure identical benefits for all beneficiaries 
in the Medicaid program. Certain clinics provide urgent care, however Vermont does not have stand alone 
urgent care center providers who are not affiliated with a health clinic or hospital. 

This benefit maps to EHB l: Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: I Remove 
j Primary Care Visit to Treat an Injury or Illness J IBase Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Dup lication - The Medicaid State Plan Physician Services in all Settings service was used in order to 
ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB l: Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: I Remove 
[ Dental Services (not routine) J [Base Benchmark I 

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

��8M9/! - Thi:; Mi:;!1i�ai!1 Stati:; Plan Medic�,:wal �-�Y !11:;ntist si:;rvi�i:; was ��� 1&�10112024 
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ensure identical benefits for alfbeneficianes m ilieMed1ca1d program. 

Base benchmark benefit limitation(s): Prior approval required. 

This benefit maps to EHB l : Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: 
[ Chiropractic Care 

Source: 
1 1 Base Benchmarlc I 

Explain the substitut ion or duplication, including indicat ing the substituted  benefit(s) or the duplicate section 
1937 benchmarlc benefit(s) included above under Essential Health Benefits: 
Duplication -The Medicaid State Plan Chiropractic service was used in order to ensure identical benefits 
for all beneficiaries in the Medicaid program. 

Base benchmarlc benefit limitation(s): Prior Approval is required after the 12th visit. 

This benefit maps to EHB l : Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: 
[OLP: Routine Foot Care for Diabetics Only I [ Base Benchmarlc I 

Explain the substitution or duplication, including irdicating the substituted  benefit(s) or the duplicate section 
1937 benchmarlc benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Podiatry service was used in order to ensure identical benefits for all 
beneficiaries in the Medicaid program. 

Base benchmarlc benefit limitation(s): Covered for Diabetics only; excluded for all other members. 

This benefit maps to EHB l : Ambulatory Patient Services. 

Base Benchmarlc Benefit that was Substituted: 
[Emergency Room Services 

Source: I I Base Benchmarlc I 
Explain the substitut ion or duplication, including indicat ing the substituted  benefit(s) or the duplicate section 
1937 benchmarlc benefit(s) included above under Essential Health Benefits: 
Duplication -The Medicaid State Plan Outpatient Hospital Emergency Care service was used in order to 
ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 2: Emergency Services. 

Base Benchmarlc Benefit that was Substituted: 
[Emergency Transportation/ Ambulance 

Source: 

I IBase Benchmarlc I 
Explain the substitut ion or duplication, including indicat ing the substituted  benefit(s) or the duplicate section 
1937 benchmarlc benefit(s) included above under Essential Health Benefits: 
Duplication -The Medicaid State Plan Transportat ion: Ambulance service was used in order to ensure 
identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 2: Emergency Services. 

I Remove I 

I Remove I 

I Remove l 

I Remove I 
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Base Benchmark Benefit that was Substituted: Source: 
I Inpatient Hospital Services I [Base Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient Hospital, Physician Services in all Settings was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 3: Hospitalization. 

Base Benchmark Benefit that was Substituted: 
I Inpatient Physician and Surgical Services 

Source: I !Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient Hospital, Physician Services in all Settings was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 3: Hospitalization and EHB l : Ambulatory Care. 

Base Benchmark Benefit that was Substituted: I Substance Use Di sorder Inpatient Services 
Source: 

I I Base Benchmark l 
Expla in the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 

1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient Hospital, Physician Services in all settings was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 3: Hospitalization and EHB l : Ambulatory Care. 

Base benchmark benefit limitation(s): Excludes services provided by non- participating providers or 
facilities, treatment without concurrent review, non-traditional or alternative therapies, services that focus 
on education or socialization or delinquency, custodial care that is no t  medically necessary and 
biofeedback, pain management, stress reduction classes or pastoral counseling. 

Base Benchmark Benefit that was Substituted: 
!Cosmetic Surgery ifReconstructive 

Source: I !Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient Hospital, Physician Services In all settings was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 3: Hospitalization and EHB l : Ambulatory Care. 

Base Benchmark Benefit that was Substituted: 
IBariatric Surgery 

Source: 

I !Base Benchmark l 

I Remove I 

I Remove I 

I Remove I 

I Remove I 

I Remove I 
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient Hospital, Physician Services In all settings was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Requires prior authorization. 

This benefit maps to EHB 3: Hospitalization an d  EHB I: Ambulatory Care. 

Base Benchmark Benefit that was Substituted: Source: 
[Transplant-deceased donor ] !Base Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient Hospital, Physician Services in all Settings was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Requires prior authorization (except kidney). 

This benefit maps to EHB 3: Hospitalization an d  EHB I: Ambulatory Care. 

Base Benchmark Benefit that was Substituted: 
'Transplant-live donor 

Source: 

I !Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 

1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient Hospital, Physician Services in all Settings was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Requires prior authorization (except kidney). 

This benefit maps to EHB 3: Hospitalization an d  EHB I: Ambulatory Care. 

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

Source: I !Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient psychiatric Hospital service was used in order to ensure 
identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 3: Hospitalization. 

Base benchmark benefit limitation(s): Excludes services provided by  non- participating providers or 
facilities, treatment without concurrent review, non- tr aditional or alternative therapies, services that focus 
on education or socialization or delinquency, custodial care that is not medically necessary and 
biofeedback, pain management, stress reduction classes or pastoral counseling. 

I Remove I 

I Remove I 

I Remove I 
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Base Benchmark Benefit that was Substituted: 
I Other Pract itioner Office Visit (Nurse, Physician) 

Source: I !Base Benchmark I 
Explain the substitution or duplication, inch1ding indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Pediatric or Family Nurse Practitioners' Services was used in order 
to ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB l: Ambulatory Patient Services. 

Base Benchmark Benefit that was Substin1ted: 
I Prenatal and Postnatal Care 

Source: I !Base Benchmark I 
Explain the substitution or duplication, inch1ding indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medica id State Plan Licensed Lay Midwife; Physician Services: Maternity Care 
were used in order to ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 4: Maternity and Newborn Care. 

Base Benchmark Benefit that was Substin1ted: Source: I Delivery and All Inpat ient Services for Maternity I jBase Benchmark I 
Explain the substitution or duplication, inchiding indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medica id State Plan Nurse Midwife; Physician Services: Maternity Care; Inpatient 
Hosp ital: Maternity Care was used in order to ensure identical benefits for all beneficiaries in the Medicaid 
program. 

This benefit maps to EHB 4: Maternity and Newborn Care. 

Base Benchmark Benefit that was Substin1ted: Source: 
jDiagnostic Test (Lab Work) I jBase Benchmark I 

Explain the substitution or duplication, inch1ding indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Other Laboratory and X-Ray Services was used in order to ensure 
identical benefits for all beneficiaries in the Medicaid program 

This benefit maps to EHB 8: Laboratory Services. 

Base Benchmark Benefit that was Substin1ted: 
'Diagnostic Tests and Imaging 

Source: 

I !Base Benchmark I 
Explain the substitution or duplication, inch1ding indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Other Laboratory and X-Ray Services was used in order to ensure 
identical benefits for all beneficiaries in the Medicaid program. 

I Remove I 

I Remove I 

I Remove I 

I Remove I 

I Remove l 
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This benefit maps to EHB 8: Laboratory Services. 
Base Benchmark Benefit that was Substituted: Source: I Preventive Care ] [Base Benchmark l Explain the substitution or  duplication, including indicating the substituted benefit(s) or  the duplicate section 193 7 benchmark benefit(s) included above under Essential Health Benefits: Duplication - The Medicaid State Plan Physician Services in all Settings, Clinic Services, and Other Diagnostic, Screening, Preventive and Rehab Services were used in order to ensure identical benefits for all beneficiaries in the Medicaid program. This benefit maps to EHB 9: Preventive and Wellness Services and Chronic Disease Management and EHB 1 : Ambulatory Care. 
Base Benchmark Benefit that was Substituted: I Nutritional Counseling Source: I !Base Benchmark I Explain the substit ution or  duplication, including indicating the substituted benefit(s) or  the duplicate section 193 7 benchmark benefit(s) included above under Essential Health Benefits: Duplication - The Medicaid State Plan Naturopathic Physician and Physician Services were used in order to ensure identical benefits for all beneficiaries in the Medicaid program. Base benchmark benefit limitation(s): 3 visits per year; unlimited for diabetes. This benefit maps to EHB 9: Preventive and Wellness Services and Chronic Disease Management and EHB 1 : Ambulatory Care. 
Base Benchmark Benefit that was Substituted: Source: [Gener ic Drugs I [Base Benchmark I Explain the substitution or  duplication, including indicating the substituted benefit(s) or  the duplicate section 193 7 benchmark benefit(s) included above under Essential Health Benefits: Duplication - The Medicaid State Plan Generic dmg benefit was used in order to ensure identical benefits for all beneficiaries in the Medicaid program. This benefit maps to EHB 6: Prescription Drugs. 
Base Benchmark Benefit that was Substituted: Source: !Preferred brand, non-pref. brand, & specialty dmg I [Base Benclnnark I Explain the substit ution or  duplication, including indicating the substituted benefit(s) or  the duplicate section 193 7 benchmark benefit(s) included above under Essential Health Benefits: Duplication - The Medicaid State Brand Name drug benefit was used in order to ensure identical benefits for all beneficiaries in the Medicaid program. This benefit maps to EHB 6: Prescription Drugs. 

I Remove l 

I Remove I 

I Remove l 

I Remove I 
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Base Benchmark Benefit that was Substituted: 

I Nutritional Fonnulae 
Source: I IBase Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Generic, Brand Name and OTC dmg benefit was used in order to 
ensure identical benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Formula for inherited metabolic disease only; up to 11 cases per 
year. Or prescription formula through a feeding tube. 

This benefit maps to EHB 6: Prescription Dmgs. 

Base Benchmark Benefit that was Substituted: Source: 
I Mental/Behavioral Health Outpatient Services J IBase Benchmark l 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication -The Medicaid State Plan Clinic Services - Mental Health Clinic (group therapy; individual 
psychotherapy; day hospital; diagnosis and evaluation; emergency care; chemotherapy) and OLP: 
Behavioral Health services were used in order to ensure identical benefits for all beneficiaries in the 
Medicaid program. 

This benefit maps to EHB 5: Mental Health and Substance Use Disorder Services Including Behavioral 
Health Treatment. 

Base benchmark benefit limitation(s): Prior authorization is required for psychological testing, electroshock 
therapy; and intensive outpatient mental health services. 

Base Benchmark Benefit that was Substituted: 
INeuropsychological Testing 

Source: 

I IBase Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 

1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Clinic Services - Mental Health Clinic (group therapy; individual 
psychotherapy; day hospital; diagnosis and evaluation; emergency care; chemotherapy) service was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 5: Mental Health and Substance Use Disorder Services Including 
Behavioral Health Treatment. 

Base Benchmark Benefit that was Substituted: Source: 
jSubstance Use Disorder Outpatient Services J IBase Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication -The Medicaid State Plan Substance Use Disorder Services were used in order to ensure 
identical benefits for all beneficiaries in the Medicaid program. 
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llus benefit maps to EHB 5: NientafHealth and St1bstance Ose Disorder Services lncludmg 
Behavioral Health Treatment. 

Base Benchmark Benefit that was Substituted: Source: I Remove l I Outpatient Rehabilitation Services ] [Base Benchmark l 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 

1937 benchmark benefit(s) included above tmder Essential Health Benefits: 
Duplication -The Medicaid State Plan Outpatient Hospital - Rehabilitative Therapies ( OT/PT/SLP) service 
was used in onier to ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 7: Rehabilitative and Habilitative Services and Devices. 

Base Benchmark Benefit that was Substituted: Source: I Remove I I Ot1tpatient physical, speech and occupational thera I [Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above tmder Essential Health Benefits: 
Duplication - The Medicaid State Plan OT/PT/SLP (non-hospit al based)service was used in order to ensure 
identical benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Covered up to 30  visits combined per plan year. 

This benefit maps to EHB 7: Rehabilitative and Habilitative Services and Devices. 

Base Benchmark Benefit that was Substituted: Source: I Remove l I Durable Medical Equipment ] [Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 

1937 benchmark benefit(s) included above tmder Essential Health Benefits: 
Duplication -The Medicaid State Plan Home Health: Medical Supplies, Equipment and Appliances were 
used in onier to ensure identical benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Some durable medical equipment and supplies require prior 
approval. Threshold applies. 

This benefit maps to EHB 7: Rehabilitative and Habilitative Services and Devices. 

Base Benchmark Benefit that was Substituted: Source: I Remove I I Skilled Nursing Facility ] !Base Benchmark l 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above tmder Essential Health Benefits: 
Duplication - The Medicaid State Plan Nursing Facility 2 1  and older was used in onier to ensure identical 
benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Covered by participating facility only for Acute Care. 

This benefit maps to EHB 7: Rehabilitative and Habilitative Services and Devices. 
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Base Benchmark Benefit that was Substituted: 
!Home Health Care Services 

Source: 
I !Base Benchmark I 

Explain the substitution or duplication, including indicat ing the substituted benefit (s) or the duplicate section 
193 7 benchmark benefit( s) included above under Essential Health Benefits: 
Duplication - The Medica id State Plan Home Health Aide and Home Health PT/OT and SLP Services were 
used in order to  ensure identical benefits for all beneficiaries in the Medica id program. 7a. Home Health 
lntennittent part time nursing. 

This benefit maps to EHB 7: Rehabilitative and Habilitative Services and Devices. 

Base Benchmark Benefit that was Substituted: 
!Private- Duty Nursing 

Source: 
I !Base Benchmark I 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
193 7 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medica id State Plan Home Health: Private Duty Nursing service was used in order to 
ensure identical benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Requires prior approval and recertification of treatment plan every 
60 days. 

This benefit maps to EHB 7: Rehabilitative and Habilitative Services and Devices. 

Base Benchmark Benefit that was Substituted: 
!Hospice Services 

Source: 

I !Base Benchmark I 

Explain the substitution or duplication, including ind icat ing the substituted benefit(s) or the duplicate section 
193 7 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medica id State Plan Hospice service was used in order to ensure identical benefits for all 
beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Up to two skilled nursing visits per day; up to l 00 hours per month 
of home health aide services for personal care services only; up to l 00 hours per month of homemaker 
services for house cleaning, cooking, etc.; up to five days or 120 hours of continuous care services in your 
home; up to 72 hours p er  month of Respite Care services; up to six social service visits before the patient's 
death and up to two bereavement visits following the patient's death (for counseling and emotional support, 
assessment of  social and emotional factors related to the patient's condition, assistance in resolving 
problems, assessment of financial resources, and use of available community resources); and other 
Medically Necessary services. 

This benefit maps to EHB l: Ambulatory Services. 

Base Benchmark Benefit that was Substituted: 
IHabilitation Autism 

Source: 
I !Base Benchmark I 

Explain the substitution or duplication, including ind icat ing the substituted benefit(s) or the duplicate section 
193 7 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medica id State Plan EPSDT service was used in order to ensure identical benefits for all 
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Base benchmark benefit limitation(s): Prior authorization required. 

V T  requires private insurers to cover services to children up to the age of 21  who have an ASD regardless 
of whether they are gaining a new skill or recovering a lost skill. This is the same coverage that EPSDT 
provides e.g. to ameliorate, or prevent from worsening or promote healthy development 

This benefit maps to EHB 10: Pediatric Services Including Oral and Vision Care. 

Base Benchmark Benefi t  that was Substituted: Source: 
[Preventive Care/Screening/Immunization l [Base Benchmark l 

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

Duplication - The Medicaid State Plan EPSDT and Physician Services in All Settings was used in order to 
ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB l : Ambulatory Patient Services and EHB 10: Pediatric Services Including Oral 
and Vision Care. 

Base Benchmark Benefit that was Substituted: I Eye Glasses for Children 
Source: I !Base Benchma rk l 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark bene fit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan EPSDT service was used in order to ensure identical benefits for all 
beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): One item per year. 

This benefit maps to EHB 10: Pediatric Services Including Oral and Vision Care. 

Base Benchmarlc Benefit that was Substituted: I Dental Check- Up for Children 
Source: 

I !Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 

1937 benchmark bene fit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan EPSDT service was used in order to ensure identical benefits for all 
beneficiaries in the Medicaid program. 

This benefit maps to EHB 10: Pediatric Services Including Oral and Vision Care. 

Base Benclnnarlc Benefit that was Substituted: Source: 
[Family Planning: All Other Services I [Base Benchma rk l 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark bene fit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Family Planning service was used in order to ensure identical 
benefits for all beneficiaries in the Medicaid prograin 

I Remove l 

I Remove I 

I Remove l 

I Remove I 
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This benefit maps to EHB l : Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: I Remove 
!Prosthetic Devices ] [Base Benchmark l 

Explain the substitution or duplication, inch1ding indicating the substituted benefit(s) or the duplicate section 
1937 benchmark bene fit(s) inch1ded above under Essential Hea lth Benefits: 
Duplication -The Medicaid State Plan Prosthetic Devices service was used in order to ensure identical 
benefits for all beneficiar ies in the Medicaid program. 

This benefit maps to EHB 7: Rehabilitative and Habilitative Services and Devices. 

I Add l 
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ID 13. Other Base Benchmark Benefits Not Covered Collapse All D 
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IX] 

Alternative Benefit Plan 

14. Other 1937 Covered Benefits that are not Essential Health Benefits Other 1937 Benefit Provided: !Dental 
Authorization: lather Amount Limit: I see Att. 3.1-A Item 10 Scope Limit: I see Att. 3.1-A Item 10 Other: 

S ource: I !Section 1937 Coverage Option Benchmark Benefit Package Provider Qualifications: 
I I Medicaid State Plan Duration Limit: 
I !None 

Coverage is in accordance with See Att. 3 .1-A Item 10. 
Other 1937 Benefit Provided: IICF/IID 

Authorization: !Prior Authorization Amount Limit: INone Scope Limit: !None Other: 
Other 1937 Benefit Provided: !OLP: High Tech Nursing 

Authorization: !Prior Authorization Amount Limit: INone Scope Limit: !None 

S ource: 1 1section 1937 Coverage Option Benchmark Benefit Package Provider Qualifications: 
I I Medicaid State Plan Duration Limit: 
I !None 

S ource: I !Section 1937 Coverage Option Benchmark Benefit Package Provider Qualifications: 
I I Medicaid State Plan Duration Limit: 
I !None 

Collapse All 0 

I Remove I 
I 
I 
I 

I Remove I 
I 
I 

I Remove I 
I 
I 
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Other: 

Other 1937 Benefit Provided: 
!Extended Services (home visits) for Pregnant Women 

Authorization: 
IPrior Authorization 

Amount Limit: 
INone 

Scope 
I 

Other: 

Other 1937 Benefit Provided: 
IOLP: Opticians 

Authorization: 

I 
Amount Limit: 
INone 

Scope Limit: 
[Limited to eyeglass dispensing only. 

Other: INo authorization requirement. 
Other 1937 Benefit Provided: 
I Face-to-Face Tobacco cessation for pregnant women 

Authorization: 

I 
Amount Limit: 
INone 

Source: 
I !Section 19 3  7 Coverage Option Benchmark Benefit 

Package 

Provider Qualifications: 

I I Medicaid State Plan 

Duration Limit: 

I INone 

Source: 

1 1 Section 19 3  7 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: I I Medicaid State Plan 

Duration Limit: 

I INone 

Source: 
I !Section 1937 Coverage Option Benchmark Benefit 

Package 

Provider Qualifications: I I Medicaid State Plan 

Duration Limit: 

I INone 

I Remove I 
I 
I 
I 

I Remove I 
I 
I 
I 
I 

I 
I Remove l I 

I 
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Alternative Benefit Plan 

Scope Limit: 116 visits per calendar year. Other: 
I 
No auth orization requiremeM. 

Other 193 7 Benefit Pr ovided: jCase Management for TB related services 
Authorization: 
I Amount Limit: INone Scope Limit: !None Other: 
I 
No aulh orizatWn requirement. 

Other 193 7 Benefit Pr ovided: IOt1tpatient Hospital - Partial Hospitalization 
Authorization: 
Amount Limit: INone Scope Limit: !None Other: 
I 
No auth orization requirement. 

Other 193 7 Benefit Pr ovided: !Therapeutic Substance Abuse Services (PNMI) 
Authorization: 
I 
TN: 24-0007 
Supersedes TN: 23-0041 

I 

I Source: I Remove I I !Section 1 93 7 Coverage Option Benchmark Benefit I Package Provider Qualif ications: 
I jMedicaid State Plan I Duration Limit: 
I INone I 

I 

I Source: I Remove I I !Section 1 937 Coverage Option Benchmark Benefit I Package Provider Qualif ications: I jMedicaid State Plan I Duration Limit: 
I INone I 

I 

I Source: I Remove I I !Section 1 937 Coverage Option Benchmark Benefit I Package Provider Qualif ications: I jMedicaid State Plan I 
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Amount Limit: INone Scope Limit: !None Other: INo authorization requiremcrt. 
Other 1937 Benefit Provided: !Community Mental Health Center Services 

Authorization: 
I Amount Limit: INone Scope Limit: !None Other: No authorization requirement. 

Duration Limit: 
I INone 

Source: 
J ISection 1937 Coverage Option Benchmark Benefit Package Provider Qualifications: I !Medicaid State Plan Duration Limit: 
I INone 

Diagoosis and evah1ation; emergency care; psychotherapy; chemotherapy; group therapy; specialized rehabilitation services provided by Mental Health Designated Providers authorized by DMH and required by state law. The benefit category in  Vennont's State plan is "Other Diagoostic, Screening, Preventive and Rehabilitative Services." 
Other 1937 Benefit Provided: IAssistive Community Care Services (PNMI) 

Authorization: 
I Amount Limit: INone Scope Limit: 

Source: 
J ISection 1937 Coverage Option Benchmark Benefit Package Provider Qualifications: I [Medicaid State Plan Duration Limit: 
I INone 

I Persons with fi.mctional impainnents and/or cognitive disabilities. Other: INo authorization requiremm. 

I 

I 
I Remove I 

I 

I 
I 

I Remove I 
I 

I 
I 

I 
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Other 1937 Benefit Provided: I Adult Day Health Services 
Authorization: [Other Amount Limit: [None Scope Limit: 

Source: 
I 1�:�e��ol937 Coverage Option Benchmark Benefit 

Provider Qualifications: I !Medicaid State Plan Duration Limit: J [None 
!Excludes residents o f  nursing homes or enhanced residential care facilities. Should not exceed 7 days per week, 12 hours per day. Other: Adult Day Health Services is a comprehensive, non-residential program designed to address the health, safety, and psychological needs of adults through individual plans of care that may include a provision o f  medication administration, health monitoring and oversight, personal care, maintenance therapies, and care coordination. No prior authorization required. This benefit has the same effective date as SP A 15-007. 

Other 1937 Benefit Provided: Source: 
I Targeted Case Management (4 targeted groups) I !Section 1937 Coverage Option Benchmark Benefit Package Authorization: Provider Qualifications: I [Medicaid State Plan Amount Limit: Duration Limit: INone J [None Scope Limit: !None Other: No authorization requirement. Three target groups for persons over 1 8  years old: ( l )  Persons with developmental disabilities who are unable to access needed medical, social, educational and other services because of adaptive deficits due to their level of disability, or who lack the active assistance of a family member or other interested person to assist them in accessing needed services; (2) Individuals and families who have a history of child abuse or neglect, trauma, behavioral challenges, family dysfunction, and/or family violence who are in need of assistance to identify, obtain and monitor needed medical (including mental health and substance abuse), social, educational, and other services; (3) Pregnant and postpartum women and infants through twelve months of age enrolled in the Vermont Department for Children and Families, Healthy Babies, Kids, and Families Program; ( 4) Individuals who receive special education and related medically necessary Medicaid covered services pursuant to an Individualized Education Plan (IEP). 
Other 1937 Benefit Provided: [ Respiratory Care Services 

Authorization: 
Supersedes TN: 23-0041 

Source: J ISection 1937 Coverage Option Benchmark Benefit Package Provider Qualifications: I !Medicaid State Plan 

I I 
Remove I 

I 
I 

I Remove I 
I 
I 
I 

I 
I Remove j 

I 
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Amount Limit: !None Scope Limit: !None Other: INo authorization requiremm. 
Other 1937 Benefit Provided: !Personal Care Services 

Authorization: !Prior Authorization Amount Limit: !None Scope Limit: !None Other: 
Other 1937 Benefit Provided: !Nursing Facility 2 1  and older; custodial care 

Authorization: I Other Amount Limit: !None Scope Limit: !None Other: 

Duration Limit: 
I !None 

Source: I !Section 193 7 Coverage Option Benchmark Benefit Package Provider Qualifications: 
I I Medicaid State Plan Duration Limit: 
I !None 

Source: I !Section 193 7 Coverage Option Benchmark Benefit Package Provider Qualifications: 
I I Medicaid State Plan Duration Limit: 
I !None 

Requires a physician order; Out of state requires prior authorization. 
Other 1937 Benefit Provided: IOLP: Optometry Source: I !Section 193 7 Coverage Option Benchmark Benefit Package 

I 

I 

I I 
Remove I 

I 
I 

I I 
Remove I 

I 
I 

I I 
Remove l 
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Authorization: 
!other 

Ammmt Limit: 
!Routine exam 1/2 years; diagnostic exam 1/2 years 

Scope Limit: 
!None 

Other: 

Provider Qualifications : 

I I Medicaid State Plan 

Duration Limit: 

1 INone 

Contacts and special lenses may require prior authorization; Other aids to vision approved when legally 
blind and will improve at least one ADL or  IADL. 

Other 1937 Benefit Provided: I Inpatient Psych. Services for Individuals Under 22 

Authorization: 

I 
Amomt Limit: 
INone 

Scope Limit: 
!None 

Other: INo aulltorizaHon requirement. 
Other 1937  Benefit Provided: 
[ Licensed Dental Hygienist Services 

Authorization: 

I 
Amomt Limit: 
INone 

Scope Limit: 
!None 

Other: 

Source: I !Section 193 7 Coverage Option Benchmark Benefit 
Package 

Provider Qualifications: 

I !Medicaid State Plan 

Duration Limit: 

I INone 

Source: 
1 1section 193 7 Coverage Option Benchmark Benefit 

Package 

Provider Qualifications: I !Medicaid State Plan 

Duration Limit: 

I INone 

Services provided by licensed dental hygienists are covered when those services are provided by a dental 
hygienist who is in a collaborative agreement with a dentist li censed in Vennont. Cover services are limited 
to those specified in protocols for Ii censure and reviewed a nd  accepted by the State of Vermont, Directorof 
the Office of Professional Regulation, and are services covered by Medicaid. 

I 
I 
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Other 1937 Benefit Provided: Source: I Health Home Services for Opioid Dependence I !Section 1937 Coverage Option Benchmark Benefit 
Package 

Authorization: Provider Qualifications: I [Medicaid State Plan 

Amount Limit: Duration Limit: 
!None J INone 

Scope Limit: 

!Health Homes provide coordinated, systemic, who le- person care to Medicaid beneficiaries who receive 
medication assisted therapy (MA 1) for opioid dependence. 

Other: 

Other 1937 Benefit Provided: 
IOLP: Licensed Clinical Phannacist 

Authorization: 
Ives 

Amount Limit: 
Jsee Att. 3 .1-A Item 6(DX9) 

Scope Limit: 
!None 

Other: 

Source: 
J ISection 1937 Coverage Option Benchmark Benefit 

Package 

Provider Qualifications: I JMedicaid State Plan 

Duration Limit: J JNone 

Coverage is in accordance with Att. 3 .1-A Item 6(D)(9). 

Other 1937 Benefit Provided: 
'Medical Nutrition Therapy 

Authorization: 

Amount Limit: 
J See Att. 3 .1-A Item l 3(C)( 11) 

Scope Limit: 
!None 

Other: 

Source: 
1 1section 1937 Coverage Option Benchmark Benefit 

Package 

Provider Qualifications: I JMedicaid State Plan 

Duration Limit: J JNone 

Coverage is in accordance with Att. 3 .1-A Item l 3(CX1 l)  . 
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Other 1 937 Benefit Provided: Source: !Routine Patient Cost in Qualifying Clinical Trials I !Section 1937 Coverage Option Benchmark Benefit Package Authorization: Provider Qualifications: [other ] [Medicaid State Plan Amount Limit: Duration Limit: INone 1 INone Scope Limit: None Other: Coverage in alignment with item 30 in Att. 3.1-A and Att. 3. 1-B. 
Other 1 937 Benefit Provided: [Licensed Dental Therapist Se rvices 

Authorization: 
Amount Limit: !Aligns with item 6(D)(l2) in Att. 3.1-A Scope Limit: [Aligns with item 6(D)(l2) in Att. 3.1-A. Other: 

Source: ] !Section l 93 7 Coverage Option Benchmark Benefit Package Provider Qualifications: I [Medicaid State Plan Duration Limit: 1 INone 
Coverage in alignment with item 6(D)( 12) in Att. 3. l-A. 

Other 1 937 Benefit Provided: IEMT, AEMT, and Paramedic Provider Services 
Authorization: 
Amount Limit: INone Scope Limit: None Other: 

Source: 
J ISection 1937 Coverage Option Benchmark Benefit Package Provider Qualifications: I !Medicaid State Plan Duration Limit: 
J [None 

Coverage is in accordance with Att. 3.1-A Item 6(D)l2, 13, and 1 4  . 
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Other 1937 Benefit Provided: 'Community Based Mobile Crisis 
Authorization: 
I Amount Limit: INone Scope Li1nit: jscope in accordance with Att. 3. 1-A Item 13( 15). Other: Coverage in accordance with Att. 3.1-A Item 13(1 5). 

Other 1937 Benefit Provided: 
I Authorization: 

I Amount Limit: 
I Scope Li1nit: 
I Other: 

Source: I !Section 1937 Coverage Option Benchmarlc Benefit Package Provider Qualifications: I !Medicaid State Plan Duration Limit: I I Duration in accordance with Att. 3. l-A Item 13( 15) 

Source: J ISection 1937 Coverage Option Benchmark Benefit Package Provider Qualifications: 
1 1 Duration Limit: 
1 1 
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D 
15. Additional Covered Benefits (This category of benefits is not applicable to the adult group 
under section 1902(a)(IO)(AXi)(VIII) of the Act.) 

PRA Disclosure Statement 

Collapse All D 

Centers for Medicare & Medicaid Services (CMS) collects this mandatory infonnation in accordance with ( 42 U . S .C. 1396a) for the 
purpose of standardizing data. The infonnation will be used to monitor and analyze perfonnance metrics related to the Medicaid and 

Children's Health Insurance Program in efforts to boost program integrity efforts, improve perfo nnance and accountability across the 
programs. Under the Privacy Act of 1974 any personally identifying infonnation obtained will be kept private to the extent of the law. 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control number. The valid 0MB control number for this infonnation collection is 0938-1188. The time required to complete 
this info nnation collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4- 26- 05, Baltimore, Maryland 21244-1850. 
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