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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State Montana

REASONABLE LIMITS ON AMOUNTS FOR NECESSARY MEDICAL OR REMEDIAL CARE NOT

COVERED UNDER MEDICAID

For institutionalized individuals only those medically necessary medical or remedial care
services that are

1 Unpaid at the time of application
2 recognized and regulated by State law as medical services supplies or equipment
3 not payable by any third party including Medicaid

will be deducted from income in post eligibility treatment of income

In addition the deduction ofmedical and remedial care expenses that were incurred during a
penalty period applied as a result of an uncompensated transfer of assets is limited to zero
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