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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

1961 Stout Street, Room 08-148

Denver, CO 80294

. CENTERS FOR MEDICARE & MEDICAID SERVICES
Region VIII :

December 1. 2015

Maggie Anderson, Medicaid Director
Medical Services Division

North Dakota Department of Human Services
600 East Boulevard Avenue, Dept. 325
Bismarck, ND 58505-0250

RE: North Dakota #15-0002

Dear Ms. Anderson:

We have reviewed the proposed State Plan Amendment (SPA) submitted under transmittal
number (TN} 15-0002. This amendment reflects North Dakota Medicatd Expansion Alternative

Benetit Plan changes effective January 1, 2015.

Piease be informed that this State Plan Amendment was approved November 23, 2015. We are
enclosing the Summary Report (CMS-179) and the amended plan page(s).

If you have any questions concerning this amendment, please contact Kirstin Michel at
{303) 844-7036.

Sincerely,
/s/

Richard C. Allen
Associate Regional Administrator

Divisions for Medicaid & Children’s Health Operations

cc: Maggie Anderson, ND
Kathy Rodin, ND



Medicaid Alternative Benefit Plan: Summary Page (CMS 179)

State/Territory name: North Dakota

Transmittal Number:
Please enter the Transmittal Naumber (TN) in the format ST-YY-0000 where ST= the state abbreviation, YY = the last two digits of
the submission year, and 0000 = a four digit number with leading zeros. The dashes must also be entered.

IND-15-0002

Proposed Effective Date
10170112015 | tmn/dd/yyyy)

Federal Statute/Regulation Citation
[ 1902(a) 10} AN V1) of the Act

Federal Budget Impact
Federal Fiscal Year Amount

First Year 2015 | §(1740297.00 |

RS —

Second Year [2016 ${2320396.00 |

Subject of Amendment
North Dakota Medicaid Expansion ABP changes effective January 1, 2015

Governor's Office Review
Governor's office reported no comment

Comments of Governor's office received
Describe:

No reply received within 45 days of submittal

® Other, as specified
Describe:
The Department of Human Services, the Single State Medicaid Agency, is designated to file state plan
amendments on behalf of the state Medicaid program.

Signature of State Agency Official

Submitted By: Maggie Anderson
Last Revision Date: Mar 30, 2015
Submit Date; Mar 30, 2015
TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15

North Dakota



CMS Alternative Benefit Plan
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OMB Control Number: 0938-1148
OMB Expiration date: 10:31:2014

Attachment 3.1-C- I:J

These assurances must be made by the state‘territory if enroliment is mandatory for any of the target populations or sub-populations,

When mandatorily enrolling eligibility groups in an Ahernative Benefit Pian {Benchmark or Benchmark-Equivalent Plan) that could have
exempt individuals, prior to enrolhment;

[v] The statesterritory assures it will appropriately identify any individuals in the eligibility groups that are exempt from mandatory
enroliment m an Alternatrve Benefit Plan or individuals who meet the exemption criteria and are given a choice of Alternative Benefit
Plan coverage defined using section 1937 requirements or Alternative Benefit Plan coverage defined as the state’territory's approved
Medicaid state plan. not subject to section 1937 requirements.

How will the state-territory identify these individuals? {Check all that apply )
[ ] Review of chgibility criteria (e.g., age, disorder/diagnosis‘condition)
Self-identification

Desernbe:

Individuals will use a questionnaire for self identification if they belicve they are medically frail. Enrollecs will submit the
completed surveys to the state. The state's medical services staff wiil evaluate the questionnaire for initial screening. Il the
responses to the questionnaire meet the initial screening criteria, the recipient will receive a letter asking them to receive
additionat documentation from a physician, physician assistant, or nurse practitioner of their health staws and prescription
medication fist. Upon receipt of the documentation from the physician. physician assistant or nurse practitioner. the state will
review the documentation and notify the recipient of the decision. 1f deemed medically frail. the recipient will have a choice of
remaining with the Altemnative Benetit Plan or switching to the Medicaid state plan. [f enrollee elects o switch to the Medicaid
state plan. the status as medically frail would begin the first day of the following month,

(] Other

The state teritory must inform the individual they are ¢xempt or meet the exemption criteria and the state ‘territony must comply with
ail requirements related to voluntary enrollment or, for beneficiarics in the “Individuals at or below 133% FPL Age 10 through 647
cligibility group. optional enroliment in Alternative Benefit Plan coverage defined using section 1937 requirements or Altemative
Benelit Plan coverage defined as the siatefterritery's approved Medicaid state plan.

[/] The statesterritory assures that for individuals who have become exempt from enrollment in an Alternative Benefit Plan. the state:
territory must inforin the individual they are now exempt and the statesterritory must comply with all requirements related (o
voluntary enrollment or. for beneficiaries in the “Individuals at or below 133% FPL Age 19 through 647 cligibility group. optional
enroliment in Alternative Benefit Plan coverage defined using section 1937 requirements. or Alternarive Bencfit Plan coverage
defined as the state/territory’s approved Medicaid state plan.

How will the stateterritory identify if an individual becomes exempt? (Check all that apply)

[T Review of claims data
Self-identification
[ Review at the time of eligibility redetermination

] Provider identification

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/115
Narth Dakota Page | of 2



"CMS Alternative Benefit Plan
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[] Change in eligibility group

] Other

How frequently will the state‘territory review the Alternative Benefit Plan population to determine if individuals are exempl from
mandatory enrollment or meet the exemption criteria?

(" Monthly

" Quarnterly
C Annually

(" Ad hoc basis
(& Other

Deseribe:

The state is using self-identification as the primary method for identifying if an individual is exempt from mandatory
enraliment or mect the exemption criteria. At re-enrollment. the renewal notice will provide notification 1o the enrollees about
the option to seek designation as medically frail. In cases where the self-identification is questionable. the state mav review
claims data to make a fina] determination.

The state territory assures that it will promptly process all requests made by exempt individuals for disenrollinent from the Alternative
Benefit Plan and has in place a process that ensures exempt individuals have access to all standard state/territory plan services or. lor
beneltciaries in the “Individuals at or below 133% FPL Age 19 through 64 eligibility group. optional enrollment in Alternative
Benetit Plan coverage defined using section 1937 requirements, or Alternative Benefit Plan coverage defined as the statefterriton's
approved Medicaid state plan.

Describe the process for processing requests made by exempt individuals to be disenrolled from the Alternative Benefit Plan:

The eligibility record tor individuals deemed medically frail, who choose to disenroll from the Alternative Benefit I'lan, will be updated
to ensure that managed care premiums are not paid and to ensure that claims can process. fee-for-service. through the state’s Medicaid

Management Information Systen,

Other Information Related to Enrollment Assurance for Mandatory Participants (optional:

PRA Disclosure Statement
According Lo the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unjess it displays a
valid OMB control number. The valid OMB conirol number for this information collection is 0938-1148. The time required to complete
ths information collection is estimated to average 5 hours per response. including the time to review instructions. search existing data
resources. gather the data needed. and complete and review the information collection. 1f you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form., please write to: CMS, 7500 Security Boulevard, Alin: PRA Reportts Clearance
Officer. Mail Stop C4-26-05, Baltimore, Maryland 21244-1 8350,

V20130917

Approval Date: 11/23/15 Effective Date: 1/1/15

TN: ND-15-0002 .
Page 2 of 2
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CMS Alternative Benefit Plan
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OMB Control Number: 0938-1 148

Atiachment 3.1-C-| ] OMB Expiration date: 10.31°2014

Select onc vl the following:

(¢ The state territory is amending one existing benefit package for the population defined in Section 1.

(" The statesterritory is creating a single new benefit package for the population defined in Section 1.

Name of benelit package:  [Medicaid Expansion ABP

Selection of the Section 1937 Coverage Option

The state/terntory selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Benchmark-
Equivalent Benefit Package under this Alternative Benefit Plan (check one):

(& Benchmark Benefit Package.
{" Benchmark-Equivalent Benefit Package.
The state‘territory will provide the following Benchmark Benefit Package (check one that applies):

e [he Standard Biue Cross/Blue Shield Preferred Provider Option oftered through the Federal Fmployee Health Benefit
Program {FEITBP).

(" State employee coverage that is offered and generally available to state emplovees (State Employee Coverage):

@ A commercial 1IMO with the largest insured commercial. non-Medicaid enrollment in the state‘territory {Commercial
HMOY:

" Secretary-Approved Coverage.

Plan name: |2012 Sanford Health Plan HMO

Selection of Base Benchmark Plan

The state‘territory must select a Base Benchmark Plan as the basis for providing Hssential Health Benefits in its Benchmark or
Benchmark-Lguivalent Package.

The Base Benchmark Plan is the same as the Section 1937 Coverage option. [Yes

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

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

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
North Dakota Page | of 2



CMS Alternative Benefit Plan

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1993, 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 complere
this fnformation colflection is estimated to average 3 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. Atn: PRA Reports Clearance
Officer. Mail Stop C4-26-05. Ballimore. Marvland 2 1244- 1850,

VA7

TN: ND-15-0602 Approvat Date: 11/23115 Effective Date: 1/1/15
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CMS Alternative Benefit Plan

OMB Controel Number: 0938-1148
mtachmcnt .!-CD OMB Expiration date: 10:31.2014

Any cost sharing described in Attachment 4.18-A applies to the Alternative Benefit Plan.

Attachment 4.18-A may be revised to include cost sharing for ABP services that are not otherwise described in the state plan. Any such
cost sharing must comply with Section 1916 of' the Social Security Act.

The Alernative Benefit Plan for individuals with income over 100% FPL includes cost-sharing other than that described in
Attachment 4.1 8-A.

Orther Intormation Related to Cost Sharing Requirements {optional :

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1993, no persons are required 10 respond to a collection of information unless it displavs a
valid OMB control number. The valid OMB control number for this information coliection is 0938-1148. The time required to complete
this information cotlection is estimated to average 5 hours per response. including the time 10 revicw instructions. search existing data
resources. gather the data necded. and complete and review the information collection. [t you have comments concerning the accuracy of
the time estimate(s) or snggestions for improving this form. please write to: CMS. 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer. Mait Stop C4-26-05. Baltimore. Marvland 21244- 1830,

W00 T

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
Narth Daketa Page 1 of |



@g Alternative Benefit Plan

OMB Control Number: 0938-1148
OMB Expiration date: |

Attachmoent 3

The state‘territory proposes a ~Benchmark-Equivalent™ benefit package. |No

Benefits Included in Aliernative Benefit Plan

i-nter the specific name of the base benchmark plan selected:

2012 Sanford Health Plan HMOQO.

Enter the speeific name of the section 1937 coverage option selected. if other than Secretary-Approved. Otherwise. enter
“Secretarn -Approved.”

[Largest Commercial Non-Medicaid HMO

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
North Dakota
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[m] Lissential Health Benetit 1 Ambulatory patient services Collapse All [
Benefit Provided: Source:
Curpatient Hospital Surgical Center Base Benchmark Commercial HMO nefhove I
Authorization: Provider Qualifications:
Privr Authorization Medicaid State Plan
Amount Limit: Duration Limit:
None Nane

Scope Limit

xcludes surgical procedures that can be done in Practitioner’s office {i.e. vasectomy. toe nail removal).
blood and blood derivatives replaced by the member, and take-home drugs.

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

Fxcludes: Panniculectomy or sequela (i.e. anemia. breast reduction. hernia repair, gallbladder removalj as
resuft ol gastric bypass surgery: cosmetic services and’or supplies to repair or reshape a body structure
primarily for the improvement of' a Member’s appearance or psychological well-being or self-esteem.
inchuding but not limited to. breast augmentation. treatment of gynecomastia and any refated reduction
services. skin disorders. rhinoplasty. liposuction. scar revisions, cosmetic dental services: removal of shin
tags: and complications trom a non-covered procedure or service.

Benefit Provided. Source:
h’rima,-}. Care to Treat HHiness Injury Base Benchmark Commercial 1IMO
Authorization: Provider Qualifications:
Nong Medicaid State Plan
Amount Limit: Duration Limit:
None None

Scope Limit:

Lxclusions include: Education Programs or Tutoring Services (not specifically defined elsewhere)
including. but not limited to, education on self-care or home management : and complications from a non-
covered procedure or service.

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

Benefit Provided: Source:
Spectalist Visits Base Benchmark Commercial HMO
Authorization: Provider (ualifications:
None Medicaid State Plan
TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15

North Dakota



Alternative Benefit Plan

Amount Limis: Duration Limit:

None None

Retriove |

Scope Limit;

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

Scope Limit:

Excludes vitamins except lor folic acid and prenatal vitamins for women per plan guidelines, minerals.
therabands. cervical pillows, traction services and hot'cold pack therapy including polar ice therapy and
water circulating devices.

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

Prior Authorization onfy required it provider is out of network.

BBenefit Provided: Source:
Chirepractic { Therapeutic‘Adjustive/Manipulative) Base Benchmark Commercial HMO ’_—W
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
20 Visits per Calendar Year None

Scope Limit;

None

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

B3encfit Provided: Source:
Chemotherapy Services Base Benchmark Commercial HMO - Reémové ]
Authorization: Provider Qualitfications:
Nohe Medicaid State Plan
Amount Limit: Pruration Limit:
Naone None

North Dakota

Benetit Provided: : Source:
Radiation Therapy Base Benchmark Commercial HMO
L TN-ND15 00— Approvai Date 1142345 Effactive-Date: 111115




Alternative Benefit Plan

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

None None

Scope Limit:

None

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

Benefit Provided: Source:
Anesthesia by Local Infiltration Base Benchmark Commercial HMO E Remove
Authorization: Provider Crualifications:
None Medicaid State Plan
Amount Limit; Duration Limit:
None Nonge

Scope Limit:

None

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

Benelit Provided: Source:
Walk-in Center Services Base Benchmark Commercial HMO
Authorization: Provider Qualifications:
None Medicaid Staie Plan
Amount 1imit: Dwuration Limit:
None 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:

TN: ND-15-0002 Approval Date: 11/23/18 Effective Date: 1/1/15
North Dakota



CM.S Alternative Benefit Plan
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Benefit Provided: Source:
Home Health Care-Non Rehab Basc Benchmark Commercial HMO
Authorization: Provider Qualifications:
Prior Authorizalion Medicaid State Plan
Amount Limit Duration Limit:
40 Visits per Calendar Year. None
Scope Limit:
Lxcludes nursing care requested by, or for the convenience of the patient or the patient's family (rest
cures), custodial or convalescent care.)

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

Member must be home-bound to receive home health services. The following is covered if approved by the
Plan in tic of Hospital or Skilled Nursing Facility: part-time or intermittent care by a RN or LPN/LVN:
pari-time or intermitient home health aide services for direct patient care only: physical, occupational.
speech, tnhalation, and intravenous therapies up to maximum benefit allowable; and/or medical supplies.
prescribed medicines, and lab services, to the extent they would be covered if the Member were
Hospitalized. One(1) home health visit constitutes four (4} hours of nursing ¢are

Benefit Provided: Source:
Access to Clinical Trials Base Benchmark Commercial 1IMO
Authorization: Provider Qualifications: |
Prior Authorization Medicaid State Plan
Amount Limit Duration Limit:
None None

scope Limit:

see Other information below

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

Blood or mamow stem cell transplants are covered only in a National Cancer Institute or National Institutes
of Health approved clinical trial at a Plan-designated center of excellence and if approved by the Plans
medical director in accordance with the Plan’s protocols for:

* Allogenic transplants for

= Multiple myveloma

» Nonmyeleablative allogenic transplams for

— Acute hvmphoeytic of non-lymphocytic (i.e., myelogenous) leukemia

- Advanced forms of myelodysplastic syndromes

— Advanced Hodgkin's lymphoma

— Advanced non-Hodgkin™s tymphoma

— Chronic myclogenous leukemia

* Autologous transplants for

— Chronic myelogenous leukemia

- National Transplant Program

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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Renelit Provided: Source:
Dental njury Base Benchmark Commercial HMO
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Lbmit: Duration Limit:
Nong Care must be received within 6 months of'occurenﬂ

Scope Limit:

Excludes routine dental care and treatment: natural teeth replacements including crowns. bridges. braces or
implants: Ossenointegrated implant surgery (dental implants); extraction of wisdom teeth: hospitalization
for extraction of teeth: cont.

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

txcludes dental x-rays or dental appliances; shortening ot the mandible or maxillae for cosmetic Purposes;
services and supplies related to ridge augmentation. implantology, and preventative vestibuloplasty: dental
appliances ol any sort, including but not limited to bridges. braces. and retainers (except for appliances lor
treatment of TMJITMD). Exclusions do not apply to 19 and 20 year olds.

Benetit Provided: Source:
Oral and maxiliofacial surgery Base Benchmark Commercial [FIMQ Remove
Authorization: Provider Qualifications:
Priov Authorization Medicaid State Plan
Aamount Limit: Duration Limir:
No Limit None

Scope Limit

Procedures limited to services required because of injury. accident or cancer that damages natural teetly.
Assoctated radiology services arc included. Covered services include those provided in Hospital or dental
affice,

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

Diagnosis and treatment of Temporomandibular Joint (TMJ) dysfunction and/or Temporomandibular
Disorder (TMD).  TMJ splints are covered if the primary diagnosis is TMJ TMD.

Notcovered: Routine dental care and treatment; natural tecth replacements including crowns, bridges.
braces or implants: osseointergrated implant surgery: extraction of wisdom teeth: hospitalization for
extraction of teeth except for NDCC 26.1-36-09.9: dental x-rays and dental appliances; shortening of the
mandible for cosmetic purposes: services and supplies related to ridge augmentation, implantology: and
preventative vestivuloplasty: dental appliances of any sort,

None of the exclusions apply 1o individuals who are 19 or 20 vears of age.

Care must be recerved within 6 menths of occurance.

| Add

TN: ND-15-0002 Approval Date: 11/23/115 Effective Date: 1/1415
North Dakota
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(m] Essential Heahh Benefit 2: Emergency services Collapse All []
Benefit Provided: Source:
['mergency Room - Facility Base Benchmark Commercial [IMO
Authorization: Provider Qualifications;
None Medicaid State Plan
Amount Limit: Duration Limit:
None None

Scope Limit

Not covered: emergency care provided outside the Service area if need for care could have been foreseen
betore leaving the service area; medical or hospital costs resulting from a normal full-term detivery of g
haby autside of the service area.

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

Benellt Provided: Source:
Ambutance Transporiation Scrvices Base Benchmark Commercial HMO ~ Remove
Authorization: Provider Qualitications:
Nong Medicaid State Plan
Amount Limit; Pruration Limic:
None None

Scope Lumit:

Transters performed only for the convenience ol the enrollee or the enrollee’s family, cont.
| 3 b

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

or the enrallee’s practitioner and‘or provider: services andior travel expenses relating to a non-emergency
medical condition: and complications from a non-covered procedure or service. Coverage is to the nearest
provider equipped to furnish the necessary health care serviees.

Benetlt Provided: Source:
Emergency Room - Professional Base Benchmark Commercial HMO
Authorization: Provider Qualifications:
Nong Medicaid State Plan
Amount Limit; Duration Limit:
Nonge Nong
TN: ND-15-0002 Approval Date: 11/23/15 Effective Date; 1/1/15
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Scope 1imit

Nong

Chher information regarding this benefit. including the specific name of the source plan if it is not the basc
perchmark plan

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date; 1/1/15
Norih Dakota
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Alternative Benefit Plan

(m] Essential Health Benetit 3. Hospitalization

Coltapse All []

Benefit Provided:

Source:

Inpatient Medical and Surgical care

Base Benchmark Commercial HMQO

Fp@ﬁm |

Authorization:

Provider Qualifications;

Prior Authorization

Medicaid State Plan

Amount Limit;

Duration Limit:

None

Noene

Scope Limit:

the enrollee’s practitioner provider.

Excludes take home drugs; persenal comfort items, private nursing care, costs associated with private
rooms. admissions to hospitals performed only for the convenience of the enrollec, the enrollee’s tamily or

benchmark pian:

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

cont. exclusions: custodial care, rest cures, services to assist in the activities of daily living.

[xcludes: Panniculectomy or sequela {i.e. anemia, breast reduction. hernia repair, galibladder removalj as
result of gastric bypass surgery: cosmetic services and/or supplics to repair or reshape a body structure
primarily for the improvement of a Member’s appearance or psvchological well-being or self-esteem.
tncluding but not limited to. breast augmentation, treatment of gvnecomastia and any related reduction
services. skin disorders, rhinoplasty, liposuction. scar revisions, cosmetic dental services: removal of skin
tags: and complications from a non-covered procedure or service.

Benelit Provided:

Source:

Bariatrie Surgery

Base Benchmark Commercial HMO

Remove |

Authorization:

Provider Qualifications:

Prior Authortzation

Medicaid State Plan

Amount Limit:

Duration T.imit:

Once per Lifetime

None

Scope Limit:

None

berchmark plan:

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

Benetit Provided:

Source:

Orean and Tissue Transplants

Base Benchmark Commercial HMO

Authorization:

Provider Qualifications;

Prior Authorization

Medicaid State Plan

TN; ND-15-0002
Naorth Dakota

Approval Date: 11/23/15

Effective Date: 1/1/15




CMS Alternative Benefit Plan
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Amount LimiL Duration Limit:

None Naone

Scope Limit:

Transplants must meet the United Network for Organ Sharing criteria and‘or plan policy requirements and
must be pertormed at Plan Participating Centers of Exeellence.

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

Sotid organ wansplants are limited to: Cornea. Heant. Heart/Lung. Kidney, Kidney/Pancreas. Liver.
Intestinal {small, small with the liver, small with multiple organs), Lung (single. double). Pancreas.
Biood or marrow stem cell transplants limited to the stages of the follow ing diagnoses: (The medical
neeessity limitation is considered satisfied if the patient meets the staging description.)

* Allogenic transplants for:

- Acute or chronic lymphocytic er non-lymphocytic (i.e.. myclogencous) leukemia

— Burkitt's lymphoma for adolescents and voung adults

— Advanced Hodgkin's lymphoma

- Advanced non-Hodgkin's ivmphoma

- Chronic myvelogenous leukemia

— Severe combined immunodeficiency

= Jevere or very severe aplastic anemia

+ Autelogous transplant for:

— Acute Ivmphocytic or nontymphocytic (i.e., myelogenous) leukemia

- Advanced Hodgkin's [ymphoma

— Advanced non-Hedgkin's lvmphoma

— Advanced neuroblastoma

— Autologous tandem transplants for recurrent germ cell umors {including testicular cancer)

* Blood or marrow stem cell rransplants for:

= Allogenic transplants for

— Phagocvtic deliciency discases {e.g.. Wiskott-Aldrich syndrome)

- Advanced forms of mvelodvsplastic syndromes

- Siekle cell anemia

* Autolozous transplants for:

- Multiple myvcloma

Testicular. mediastinal. retroperitoneal, and ovarian germ cell tumors

- Breast cancer

— Epithelial ovarian cancer

— Amvloidosis

- Ependymaoblastoima

— Ewing's sarcoma

- Medulloblastoma

- Pincoblastoma

Blood or marrow stem cell transplants are covered only in a Nationat Cancer Institute or National Institutes
of Health approved clinical trial at 2 Plan-designated center of excellence and if approved by the Plan’s
medical director in accordance with the Plan’s protocols for:

* Allogenic transplants for

= Multiple mye¢loma

« Nonmyeloablative allogenic transplants for

— Acute lymphocyvtic or non-lvmphocytic {i.e.. myelogenous) leukemia

— Advanced forins of myelodysplastic syndromes

- Advanced llodgkin's [ymphoma

Advanced non-Hodekin's [ymphoma

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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= Chranic myelogenous leukemia
+ Autologous transplants for

— Chronic inyelogenous leukemia
-- National Transplant Program

Benefit Provided: Source:
Anesthesia Base Benchmark Commercial HMQO
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
None Nong

Scope Limit:

Services of an ancsthesiologist or other certified anesthesia provider in conjunction with a certified
inpatient or oulpatient procedure or treatment.

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

Benelit Provided: : Source:
Hospice Base Benchmark Commercial HMOQ
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit Duration Limit:
None None

Scope Limit:

Excludes independent nursing. homemaker services.

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

The tollowing circumstances appiy: (1) the enrollee has been diagnosed with a terminal disease and a life
expectancy of six months or less. {2) the enrollec has chosen a palliative treatment focus: and {3) the
enroflee continues to meet the terminally il] prognosis,

The toHowing Hospice Services are Covered Services:

a. Admaission 10 a hospice Facitity, Hospital. or skilled nursing Facility for room and board. supplics and
services for pain management and other acute’chronic symptom management

b. In-home hespice care per Plan guidelines {available upon request)

¢. Part-time or intermittent nursing care by a RN, LPN/LVN, or home health aid for patient care up to eight
{8) hours per day

d. Social services under the direction of a Participating Provider

e Psychological and dietary counseling

f. Physical or occupational therapy. as described under Section 3(z)

¢. Consultation and Case Management services by a Participating Provider

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
NorttrDakot
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Alternative Benefit Plan

Member

BTGl supplics. 1IME and drugs prescriped by a Participating Provider

i. Expenses for Participating Providers for consultant or Case Managerent services. or for physical or
occupational thevapists. wha are not Group Memburs of the buspice, to the extent of coverage R these
services as listed in this Section 3{a). but only where the hospice retains responsibility for the care of the

Heneltt Provided:

Source:

Anesthesia by Local Infiltration

Fase Benchmark Commercial HMO

Authorization: Provider Quatifications:
Nowne Medicaid Siate Plan

Amount Lingic:

Duration Limig:

Mone

Hone

Scope Limit

None

Other information regarding this benefit. includiny the specific name of the source plan iFit is not the base

benchmark plan

Reneiil Provided:

Souree:

Blood Transfusions

Base Benchmark Commercial HMO

Authorization:

Provider Gualificaiions:

Noao

sedicaid State Plan

Amount Limit:

Daration Limit:

Mone

Mone

Steope §imie

Nnafie

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

Benchmark plan

Pheresis Therapy is a covered service,

Renetit Provided:

Lource:

Breast Reduction

[3ase Benchmark Comimercigl HMO

Adthorization:

Provider Oualifications

Priog Authorization

Medicaid Stawe Plan

Amounl Lunit:

Duracion Limit:

Mone

MNone

TN: ND-15-0002
Nodh Dakota

Approval Date: 112315

Effective Date: 1/1/15
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Scope Limit:

Not covered as a resull ol gastric bypass surgery. "h Remove -
Other information regarding this benefit. including the specific name of the source plan if it is not the base
benchmark plan:
Benetit Provided: Source:
Reconstructive Surgery Base Benchinark Commercial HMO | Remove
Authorization: Provider Qualitications:
Prior Authorization Medicaid State Plan
Aanount Limit: Duration Limit:
None Nong

Scope Limit:

Surgery to restore bodily function or correct a deformity caused by illness or injury: mastectomy: and
related benefits.

Other information regarding this benefit. including the specific name of the source plan il'it is nol the base
benchmark plan:

Not covered: sex transformation/gender reassignment; cosmetic surgeries, removal. revision or re-
implementation of saline or silicone implants: prophylactic surgeries. Excludes: Panniculectomy or
sequeta (e, anemia. breast reduction, hernia repair. galibladder removal) as result of gastric bypass
surgery: cosmetic services and/or supplies to repair or reshape a body structure primarily for the
improvement of a Member’s appearance or psychological well-being or self-esteem. including but not
limited to. breast augmentation. treatment of gynecomastia and any related reduction services. skin
disorders, rhinoplasty. lipesuction. scar revisions. cosmetic dental services: removal ol skin tags, and
prophylactic {preventive} mastectomy.

Benefit Provided: Source:
Inhalation Therapy Base Benchmark Commercial HMO Remogml
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Lint:
None Nane

Scope Limit;

None

Onher inlormation regarding this benefit, including the specific name of the source plan if it is not the basc
benchmark plan:

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date; 141415
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[m] Essential Health Benefit 4: Maternity and newbom care Collapse All []
Benefit Provided: Source:
Pre and Postnatai Care Base Benchmark Commercial HMO | ' Rémés:fe
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit; Duration Limnit:
Nong Negne

Scope Limit:

Includes prenatat through postnatal maternity care and delivery and care for complications of pregnancy of
the mother, Up to 4 routine ultrasounds per pregnancy to determine fetal age. size and development are
allowed.

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

Ixeludes Amniocentesis or chorionic villi sampliing (CVS) solely for sex delermination.

Benefit Provided: Source:
Delivery and Maternity Services Base Benchmark Commercial HMO | Remove
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration Limit:
Up to 4 Ulirasounds per Pregnancy None

Scope Limit:

Covers prenatal through postnatal maternity care and delivery and care for complications of preenancy of
the mother.

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

Plan must be natificd of expected due date when the pregnancy is contirmed. The minimum inpatient stay.
when complications are nol present. ranges from 48 hours lor a vaginal delivery 1o a minimum of 96 hours
for a cesarean birth. excluding the day of delivery. Such inpatient stavs may be shortened if the treating
practitioner andror provider. after consulting with the mother. determines that they mother and child meet
certain criteria and that discharge is medically appropriate. [1such an inpatient stay is shortened, a post-
discharge follow-up visit shall be provided to the mother.

Benefit Provided: Source:

Infertility Services Base Benchmark Commercial HMO
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan

i 5
T TR RS 000 T Approvat Date— 42345 Effective-Date—4#4
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Amount Limit: Duration Limit;

Limited to Plan Guidelines None

Scope Limit:

Includes testing for the diagnosis of infertility.

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

Nat covered: treatment of infenility including artificial means of conception such as artificial insemination.
in-vetro fertilization, ovum:embryo placement or transfer. or gamete intra-fallopian tube transfer:cryogenic
ot other preservation technigues used in such or similar procedures; infertility medication: any other service
or supplies related 10 artificial means of conception: reversals of prior sterilization procedures; andior any
expenses related to surrogate parenting.

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
Narth Cakota
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Essential Tleaith Benetfit 5: Mental health and substance use disorder services including Collapse Al []

@ behavioral health treatment

Benefit Provided: Source:

Mental Inpatient Treatment Base Benchmark Commercial HMO Remove

Authorization: Provider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit: Duration Limit:

None None

Scope Limit;

As with other medical'surgical benefits, failure to get prior authorization for inpatient services. including
those provided by a hospital or residential treatment facility, may result in a reduction or denial of benefits.

Other informatton regarding this benetit. including the specific name of the source plan if it is not the basc
henchmark plan:

Not covered: convalescent care; marriage, lamily. bereavement. pasioral, [fnancial, legal, or custodial care
counseling: Austim spectrum disorder: learning disabilities; behavioral problems; mental disability or
mental disorder that, according to generally accepted professional standards, is not amenable to favorable
modification services: services related to environmental change; behavioral therapy, modification or
training: milieu therapy: sensitivity training; or conduct disorder. For enrollees ages 21 and older. services
rendered iy an IMI} and room and board at a Residential Treatment Facility are not covered.

Benefit Provided: Source:

Substance Use Disorder Inpatient Treatment

Base Benchmark Commercial HMO

Authorization:

Provider Qualifications:

Prior Authorization

Medicaid State Plan

Amount Limit:

Duration Limit:

Nong

None

Scope Limit:

As with other medical’surgical benefits. failure to get prior authorization for inpatient services, including
those provided by a hospital or residential treatiment tacility, may result in a reduction or denial of benefits.

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

Not covered: confinement services 1o hold or confing an enrollee under chemical influence when no
Medically Necessary services are provided, regardless of where services are received (c.g. detoxitication
centers): convalescent care: marriage, family, bereavement. pastoral. financial. legal. or custodial care
counseling: Austim spectrum disorder: learning disabilities: behavioral problems: mental disability or
mental disorder that, according to generally accepted protessional standards, is not amenable to favorable
modilication services: services related te environmental change: behavioral therapy, modification or
training; milicu therapy; sensitivity training: or conduct disorder. For enrollees ages 21 and older, services
rendered in an IMI and room and board at a Residential Treatment Facility are not covered.

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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Benelit Provided: Source:
Mental Qutpatient Treatment Base Benchmark Cammercial HMO ~ Remove |
Authorization: Provider Qualifications:
Prior Authorizalion Medicaid State Plan
Amount |.imit: Duration Limit:
None Nong

Scope Limit

Coverage includes outpaticnt professional services. including individual/group therapy by providers such
as psy chiatrists, psychologists. or clinical social workers: medication management: diagnostic tests,
clectroconvulsive therapy (ECT):

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

partial hospitalization, and‘or intensive oulpatient; *telephenic consultation for an enrollee diagnosed with
depression {within 12 weeks of starting antidepressent therapy (Himit of | per enrollee for depression and |
per envollee for Attention Deficit Hyperactive [Hsorder). Limit of 1 telephone consult per vear. in
conjunction with other in-person services needed.

Not covered: convalescent care: marriage, family, bercavement, pastoral, financial, legal, or custodial care
counscling: Austim spectrum disorder: leaming disabilities; behavioral problems: mental disability or
mental disorder that, according to generally accepted professional standards, is not amenable to favorable
moditication services: services relafed to envirenmental change: behaviorat therapy. modification or
training: milicu therapy: sensitivity training; or conduct disorder.

Benetit Provided: Source:
Substance Abuse Disorder Outpatient Treatment Base Benchmark Commercial HMO
Authorization: Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration 1.imit:
naong none

Seope Limit:

Coverage includes alcohol. chemical and gambling treatment: outpatient professional services, including
individual‘group therapy by providers such as psychiatrists, psychologists, clinical social workers. licensed
chemical dependency counselors. or

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

other qualificd mental health and substance abuse disorder professionals; partial hospitalization; and
intensive putpatient programs.

Not covered: continement services 10 hold or confine an enrollee under chemical influence when no
Medically Necessary services are provided, regardless of where services are received (e.g. detoxification
centers ) detoxitication services related to methadone and cyclazocine therapy; long term care in a mental
health facility: convalescent care; marriage, faniily. bereavement. pastoral, financiai, legal, or custodial care
counseling: Austim spectrum disorder; leaming disabilities: behavioral problems: mental disabilitv or
mental disorder that. according to gencrally accepted professional standards, is not amenable to favorable

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
NoHh Jarkota :




CNMS Alternative Benefit Plan

TR O W ST N 8 il . e e

modification setvices: services related to envirenmental change: behavioral therapy, modification or

training: milieu therapy: sensitivity training: conduct disorder: or custodial, intermediate. or domiciliary

care. Remove .
TN: ND-15-0002 Approval Date: 11/23115 " Effective Date: 1/1/15

North Dakota
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[m] Essenuizl Health Benefit 6: Prescription drugs
Benelit Provided:

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

Prescription Drug Limits (Check all that apply.): Authorization: Provider Qualifications:
Limit on days supply Yes Blate licensed

[7 timit on number of prescriptions
[L] Limit on brand drugs

B4 Other coverage limits

{1 Preferred drug fist

Coverage that exceeds the minimum requirements or other:

Coverage includes a formulary which contains specifics on which medications require prior authorization.
Not cavered:Drugs lor treatment of sexual dysfunction. impotence, or erectile dysfunction (oreanic or
NO-Organic in nature}

* Drugs not listed in the Sanford Health Plan Formulary or without Certification or a formulary exception
from The Plan

= Replacement of a presceription drug due to loss. damage, or theft

+ Qutpatient drugs dispensed in a Provider’s office or non-retail pharmacy location

* Drugs for cosmetic purposes. including baldness, removal of facial hair, and pigmenting or anti-
pizmenting of the skin

* Refills of any prescription older than one(1) vear

* Compound medications with no legend (prescription) medications

* Acne medication such as Renova and Retin-A Microgel for Members over age thirty {30)

+ B-12 tnjection {except for pemicious anemia)

* Drug Efficacy Study Iimplementation (*DESI™) drugs

* Experimental or Investigational drugs or drug usage

* Growih hormone, except when medically indicated and approved by The Plan

* Onthomelecular therapy. including nutrients, vitamins {including but not limited to prenatal
vitamins).multi-vitamins with iron and/or fluoride. food supplements and baby formula (except to treat
PKLU or otherwise required to sustain life or amino acid based elemental oral formulas). nutritional and
clectrolyte substances

» Over-the-counter (OTC) Medications: any medication that is equivalent to an OTC medication: drugs
not approved by the FDA for a particular use except as required by law (unless

Provider certifies off-label use with a leter of medical necessity)

* Weight management drugs (except when Medically Necessary to treat morbid obesity and approved by
The Plan {e.g. Meridia. Xenical. diethylpropion. and phenteramine)

+ Whole Blood and Blood Components Not Classified as Drugs in the United States Pharmacopogia

« Medication used to treat infertiity

* Drugs and associated expenses and devices not approved by the FDA for a particular use ¢xcept as
required by law (unless the

Practitioner certifics ofl-label use with a letier of medical necessity).

« Immunological agents {allergy shot extracts)

For the Prescription Drug Coverage Assurance in ABP7 that states: " The state/terrilory assures that
procedures are in place to allow a beneficiary 10 request and gain access to clinically appropriate
prescription drugs when not covered.” This assurance only applics to covered outpatient drugs as defined
in 42 CFR and subsections 1937 and 1927 of the Social Security Act, respectively,

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
North Dakota
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@] Essential Jicalth Bepeft 7: Rehabilimtive and habilitstive services and devices Collapse AL
Benelit Provided: P
Physical. Speech and Occupational Therapy Base Benchmark Commercial 1TMQ
Authorization; Provider Qualifications:
Nemg Medicaid Suate Plan
Amount Limit: Duration Limit
30 Visits per Year per Therapy MWone

Scope Limit

txchudes services provided in enrollee’s home for convenience, cont.

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

Cont. hot'cold pack therapy and water circulating devices: speech therapy for the purpose of correcting
speech impediments (stultering or lispsh. of assisting in the initial developmont of verbal facility or clarity:
yoice teaining or voice therapy. Exclusions include: Allernative trealment therapies including, bul not
Hmited (o acupuncture, squatic whitlpoo! therupy. chelation therapy. massage therany. noturopathy,
homeopathy. holistic medicine. hypnotism, hypnotherapy. hyprotic anesthesia, sleep therapy (exgept for
treatment of obstructive apnea). therapautic touch. lifestyle improvement services, such as physical fitaoss
programs. or health or weight loss clubs or clinics. educational programs, vocational and job rehabifitation.
recreational therapy . traction services, and special education including sign fanguage lessons o instruct a
iember

This benefit covers both habilitation and rehabilitation. [.imits are cumulative for both habiiitation and
rohubilitation.

Benefll Provided: Source:
Cardiac Rehabilitation Base Benchmark Commergial HMO [MTWe :
Authorization: Provider Qualifications:
Nome Medicaid State Plan ;
Amount Limit Puration Lanit
30 Davs per Calendar Year None

scope .imit:

N

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

henchmark plan:
Bouedit Provided: Seured:
Durable Medical Lquipment Base Benchmark Commercial HMO
TN: ND-15-000% Approval Date: 11/23/15 Fffective Date: 1/1/15
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Authorization: Provider Qualifications:

Other Medicaid State Plan | Remove |
Amount Limit Duration Limit:

None None

Scope L

See Other information below.

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

Requires Prior Authorization: respiratory equipment such as ventilators, pleural catheters. hand-held
battery operated nebulizers. and suction pumps: gastrointestinal equipment: parenteral nutrition:
muscoloskelatal cquipment: integumentary supplies, wheelchairs. home 1V therapy supplies and
medication. Not Covered:

* Home Traction Linits

» Orthopedic shoes: custom made orthotics: over-the-counter orthotics and appliances

* Disposable supplies {including diapers) or non-durable supplies and appliances. including those
associaled with equipment determined not to be eligible for coverage

* Revision of durable medical equipment. except when made necessary by normal wear or use

* Replacement or repair of equipment il items are damaged or destroyed by Member miisuse, abuse, or
carclessness, lost, or stelen

* Duplicate or similar items

* Sales tax. mailing, delivery charges. service call charges, or charges for repair estimates

+ ltems which are primarily educational in nature or for vocation, comfort. convenicnce or recreation

« Communication aids or devices to create, replace or augment communication abilities including, but not
timited Lo, hearing aids for enrollees 21 and elder. speech processors. receivers. communication boards. or
computer or electronic assisted communication

* Household equipment which primarily has customary uses other than medical. such as, but not limited to,
aiv purifiers. centrai or unit air conditioners. water purifiers, non-allergic pillows, mattresses or waterbeds.
physical fitness equipment. hot tubs. or whirlpools

* Houschold fixwres including. but not limited to, escalators or elevators, ramps. swimming pools and

saunas
¢« Home Maodhlications including. but not limited to, its wiring. plumbing or changes for installation of
equipment

* Vehicle modifications including. but not fimited to. hand brakes. hvdraulic fifts, and car carrier
* Remate control devices as optionat accessories

Benefit Provided: Source:
Prosthetics and Orthotics Base Benchmark Commercial HMO
Avithorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit; Duration Limit:
1 per Lifetime® None
TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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Scope Lt

*prosthetic limbs. sockets andd supphies. and prosthetic eyes. Externally worn breast prostheses and
surgical bras following a masteciomy **

Onher information regarding this benefit. including the specific name of the Sourve plan it it s not the base
Benchimark plan:

+# inciudes 2 external prosthesis per Calendar Year and 2 bras per CY. For double mastectony, coverage
extends 10 4 external prostheses per CY and 2 bras per (Y. Prior Authorization is required for cochlear
implants and devices that arc permanenths implanted such as artificial joints, pacemakers. and surlically
implanted breast implant following mastectomy.

Nat covered: experimental ar invesiieational services or devices: revision/replacement of prosthetics;
replacoment or repair of items (if destroyed by enrollec’s misuse, abuse or carelessness, fost or s1ofen:
duplicate or shnilar items: service call charges. charges for repair estimates; wigs: cranial prosthesis. or hair
ransplants: cleaning amd polishing of prosihetic eve.

Beneftt Pronvided: SOUree
Skilled Nursing Facility Base Benchmark Commercial HMQ | Remove
Authorization; Provider Qualilications:
Prior Authorization Medicaid State Plan
Amount Himi: Duuration Lhni
30 Days in a Consecutive 12 Menth Period WNone
Scope Limit
Vxeludes custodial care. convalescent care, rest cures, Services 1o assist in activities of dally living.
Services in lien of continued or anticipated hospitalization.
Other information regarding this bene M including the specific name of the sowmce plan i is nof the base
henchmark plare:
Skilted nursing care in 2 hospiial is covered i the level of care needed by the enrnilee has been classificd
from acute care to skilled nursing care ang no designated skilled nursing care beds or swing beds are
availzhie in the hospital or in ancther hospital within a 30 mile radius of the hospital,
Benefit Prov ided: SOUECe:
Home Health Care«Rehab (PT, OT, Specch Therapy) Base Benchmark Commercial HMO
Aunthorization: Provider Quaiiﬁcatim‘is:
Prior Authorization Medicaid State Plan
Amount Limit: [Dration Limit:
40 Visits per Year Mone
Scope Limit
Nang
TN: ND-15-0002 Approval Date: 11423115 Effective Date: 1/1/15
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Other information regarding this benefit, including the specific mame of the source plan it is not the base
henchimark plan:

This bepetit covers both habilitaton and rehabifitation. Limits are cumulative for both habilitation and
rehabilitation.

- Add

TN: ND-15-0002 Approval Date: 112315 Effective Date: 1/1/15
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{] Lssential Health Benetit 8: Laboratory services

Collapse All [}

Benefit Provided:

Source:

Lab Tests. X-ray Services. and Pathology Base Benchmark Commercial HMO | ‘Renjove ]
Authorization: Provider Qualifications:
Nong Medicatd State Plan
Amount Limit: Duration Limit:
Nong None
Scope Limit:
None
Other information rezarding this benetit, including the specilic name of the source plan if it is not the basc
benchmark plan:
Benefit Provided: Source:
Imaging - Diagnostics (MRI. CT Scan. PET Scan) Base Benchmark Commercial 1TMO I Rsmesw: ]

Authorization:

Provider Qualifications:

Noneg

Medicatd State Plan

Amount Limit:

Duration Limit;

None

None

Scope Lt

None

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

benchmark plan:

Benefit Provided:

Saurce:

Outpatient Diagnostic Labs, X-Ray and Pathology

Base Benchmark Commercial HMO

Authorization:

Provider Qualifications:

Naone

Medicaid State Plan

Amount Limit:

Duration Limit;

Nuone

None

Scope Limit:

Not covered: Thermograms or Themmology

TN: ND-15-0002
North Dakota

Approval Date: 11/23/15

Effective Date: 1/1/15
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Other information regarding this benefit, including the specific name of the source plan if it is not the base
benchmark pian:

Add

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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[w] Essential tlealth Benefit 9: Preventive and wellness services and chronic disease management Cotlapse All []

The statesterritory 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 Comumittee for Immunization Practices (ACIPY 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 Institute of Medicineg {([{OM).

Benefit Provided: Source:
Colorectal Cancer Screening Base Benchmark Commercaial HMO
Authorization: Provider Cualifications:
Nong Medicad State Plan
Amount Limit; Duration Limit:
None None

Scope Limit:

Excludes virtual colonoscopies

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

Benetit Provided: Source;
Nutritional Counseliny, Base Benchmark Commercial HMO
Authorization; Provider Qualifications:
Nohe Medicaid State Plan
Amount Limit: Duration Limit:
Nong None

Scope Limit

Excludes weight loss programs. Coverage includes foods and low-protein moditied food products
determined by a physician 1o be medically necessary for the therapeutic treatment of an inherited
metabolic disease of amino acid or organic acid.

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

Not covered: dietary desserts and snack items. For Phenylketonuria (PKL}); coverage includes testing,
diagnosis. and treatment of PK1 including dictary management, formulas. case management. intake and
screening, assessment, comprehensive care planning and service referral. Not covered for PK LU dietary
desserts and snack items.

Benefit Provided: Source:
Smoking Cessation Program Base Benchmark Commercial HMO
Authorization: Provider Qualifications:
Naong Mcdicaid State Plan
TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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Amoun Limiv Duration Limii:

J atiompts per vear Nomne Remicve

Seope Limit

Mot covered: hypnotism and acupuncture

Other information regarding this benefit, including the specific name of the sowrce plan i it oot the base
benchmark plan:

Benaelit Provided: Source:
Adlergy Testing and Injections Base Benchmark State Emplovees ‘ ; IIIIIII Remove i
Authoriration: Pravider Qualifications:
None Medicaid Statg Plan
Amount Limir: Dharatior Limit:
None Noneg

Seope Limil:

Fxcludes provocative food testing and sublingual allergy desensitization.

Other information regarding this benefit. including the specific name of the source plan i i s not the base
benchmark phan:

includes wsting and treatment. aflergy mjoctions, and allergy serum.

Benelit Provided: Source:
Family Planning Base Benchmark Commergial HMO
Authorizotion: Pravider Quatifications:
Mone Medicaid State Plan
Amount fimil Puration Limil
None None

Scope Limit:

includes consultations and pre-pregnancy planning. The follownig drugs, services, and devices are
covered: barrier methods - diaphragm and cervical cap (itting/purchase: mirena and paragard intrauterine
dovices only with placomentremoval covered

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

once every five {5) vears; andior generic oral contraceptives. other contraceptives including injectahle
medros vprogeslerone acetals, and emergency contraception with generic Plan B are covered at 196% (no
cost). Voluntary sterilizations are covered and include: medical - ocelusion of the fallopian tubes by usc of
permanent implants {¢.8. Essure) andlor surgical - tuhal Heation or vasectomies. Tubal Hgation covered m
(0075 of allowed only when performed as the primary procedure and if performed as part of a maternity
dolivery or for any other medical reason it will be covered a5 a medical benefit with the applicable cost-

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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share applied.

Not covered: genetic counseling or testing except for services that have a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force - prior authorization required:
Reproductive Health Care Services which are prohibited by the laws of North Dakota; clective abortions:
and or reversal of voluntary sterilization.

Benetit Provided: Source:
Diabetes tguipment and Supplies; Education Base I3enchmark Commercial HMO - Rmm;e
Authorization: Provider Qualitications:
Other Medicaid State Plan
Amount Limigt: Duration Limit;
None None

Scope Limit:

Excludes tood items for medical nutritional therapy: continuous glucose monitoring svstem.

Other information regarding this benefit. inciuding the specitic name of the seurce plan if it is not the base
benchimark plan;

Coverage includes: Blood glucose monitors. Blood glucose monitors for the legally blind, Test strips for
glucose monitors, Urine testing strips. Insulin injection aids, Lancets and lancet devices. Insulin pumps and
all supplies for the pump. Custom diabetic shoes and inserts limited to one (1) pair of depth-inlay shoes and
three (3) pairs of inserts: or one (1) pair of custom molded shocs {including inserts) and two (2) additional
pairs of inserts, Svringes. [nsulin infusion devices - prior authorization required, Prescribed oral agents for
controlling blood sugars. Glucose agents. Glucagon kits, Insulin measurement and administration aids for
the visually impaired and ether medical devices for the treatment of diabetes, Routine fool care including
toe nail trimming

Coverage of diabetes self-management training is limited to (1) persons newly diagnosed with diabetes, (2)
persons who require a change in current therapy. (3) persons who have a co-morbid condition such as heart
disease or renal lailure: (4 persons whose diabetes conditions are unstable. No more than two (2)
comprehensive education programs per lifetime and up to eight {(8) follow-up visits per vear.

Diabetes self management training and education shall be covered if the service is provided by a Physician.
nurse. dietitian. pharmacist or other licensed health care Practitioner andfor Provider who satisfies the
current academic eligibility requirements of the National Certification Board for Piabetic Fducators and
has completed & course in diabetes education and training or has been certitied by a diabetes educator and:
the training and education is based upon a diabetes program recognized by the American Diabetes
Assaciation or a diabetes program with a corriculum approved by the American Diabetes Association or the
North Dakota Department on Health.

Benefit Provided: Source:
Foot Care Base Benchmark Commercial 1HIMO
Authorization: Provider Qualifications:
None Medicaid State Plan
Amount Limit: Duration Limit:
None None
TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15

North Dakota
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Seope Limit

Fxcludes cutting, romoval, or weatment of coms, calluses, or nails for reasons other than auwthorized
corrective surgery: diagnosis and treatment of weak, strained. or flat feet.

Other informution regarding s heneBit. including the specific name of the souree plar it i 15 ot the base
benchmark plan:

tnclude routine fout care Tor diabetes: ron-rowting dingnostic testing and reatment of the foot duv 1o Hliness

v injurs.
Benelit Provided: Source:
Drslvais Rase Benchmark Commarcial HMO ! \ ‘Retove
Asnthorization, Provider Qualifications:
Prior Authorization Medicaid State Plan
Amount Limit: Duration imit:
N None

Scope Limit

covered until the envollce gualifies for the federally funded diatysis services under ESRD.

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

Servicey include cquipment, training. and medical supplies required for effective dialysis carc.

Benelit Provided: Source:

{?rc\-'cmivc Services fase Benchinark Commuercial HMO

Authorization: Provider Quahtications

None Medicaid State Plan
Amount Limit; Duration Limi:
Nong None

Scope Limit:

lixcluding sports physicals. pre-employment and employment physicals. insurance physicals, or
government licensing physicals ¢including, but not limited to physicals and eye exams for driver's

Heensesh

(nher information regarding this henefit. including the specific name of the source plan i it is not the base
Benchmark plan:

[The foltowing preventive servives, as defined in the Attordable Care Act. received from an in-notwork
provider are covered at no charge: evidenced based items or services that have in effect a rating of” "A”"or
"1 in the current recommendations of the United States Preventive Services Task Farce: innunizations
far routine use that have in effect a recommendations fromn the Advisory Comimitiee on bmmunization
Practices of the Centers of Disease Contre) and Prevention with respect to the Member involved: with
rospect 1o covered porsens who are age 19 and 20 - evidence informed preventalive care and screenings
provided for in the comprehensive guidelines supported by the Health Resources and Services
Admimistration and EPSDT, and with respect to covered persons whe are women. such additional

TN ND-15-0002 Approval Date: 11/23/15 Effective: Date: 1/1/15
MNoah Dgkata
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preventive care and screening not described above are provided Tor in comprehensive guidelines supporied
by the Health Resources and Services Administration

© Rémove

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1415
North Dakota
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| CMS Alternative Benefit Plan

[(m] Essential Health Benefit 10: Pediatric services including oral and vision care

Collapse Al [7]

Benefit Provided:
Medicaid State Plan EPSDT Benefits

Authorization:

Source:

Base Benchmark Commercial HMO

Provider Qualifications:

Prior Authorization

Medicaid Siate Plan

Amount |.imit:

Duration Limit:

None

None

Scope Limit:

Services noted as not covered in all other benefit areas must be provided when medically necessary for
enrotlees under 2 vears of age. Some services may require prior authorization.

benchmark plaiv:

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

TN: ND-15-0002
Naorth Dakota

Approval Date: 11/23/15

Effective Date: 11115




@g Alternative Benefit Plan

P4 Other Covered Benelits from Base Benchmark Collapse All []

Other Base Benefit Provided: Source:
Base Benchmark

Viston Services (Reter to Attachment B)

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date; 1/1415
Narth Dakota
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[] Base Benchmark Benefits Not Covered due to Substitution or Duplication Collapse AN K

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
North Dakota
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P4 Other Base Benchimark Benefits Not Covered

Collapse Al []

Base Benchmark Benefit not [ncluded in the Alternative  Source:
Benetit Plan: Base Benchmark

Newborn Coverage

Explain why the state‘territory chose not to include this benefit;

" Remove

Newborn Coverage will be provided under the newborn's eligibility under the traditional Medicaid
program,

BRase Benchmark Benefit not Included in the Alternative  Source:
Benefit PMan: Rase Benchmark

Residential Treatment Room and Board Coverage

Lxplain why the state‘territory chose not to inchude this benefit:

- Remove

For those members 21 and older, coverage at a Residential Treatment Facility does not include room and
board.
TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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] Other 1937 Covered Benetits that are not Fssential Health Benefits Collapse AlI[]

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1115
North Dakota
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O Additional Covered Benefits ( This category of benefits is nol applicable to the adult group under Collapse Al L]
section 1902(a) TN AKINVIID of the Act)

PRA Disclosure Statcment
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 control number. The valid OMB contrel number for this information collection is 0938-1148. The time required 10 complete
this information collection is estimated to average 3 hours per response. including the time to review instructions, search existing data
resources. gather the data needed. and complete and review the information collection. if you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7300 Security Boulevard. Attn: PRA Reports Clearance
Otficer. Mail Stop C4-26-05. Baltimore, Marvland 21244-1850,

VOIS

TN; ND-15-0002 Approval Date; 11/23#115 Effective Date; 1/1/15
Narth Dakota



ATTACHMENT B

North Dakota State Plan Amendment (SPA) 15-0002: Alternative Benefit Plan

X1 Other Covered Benefits from Base Benchmark
Other Base Benefit Provided: Source:
| Vision Services | Base Benchmark
Authorization: Provider Qualifications:
| None | Medicaid State Plan
Amount Limit: Duration Limit:
‘ None { None

TN:

Scope Limit:

Non-routine vision exams relating to eye disease or injury to the eye.
Eyeglasses/contacts lenses with diagnosis of aphakia.

Eyeglasses, including one frame per lifetime up to $200 or clear contact
lenses for the aphakia eye for 2 single lenses per CY.

Scleral Shells: soft shells limited to 2 per calendar year; hard shells limited to
1 per lifetime.

Other:

Not covered: routine vision exams, refractive errors of the eye; purchase,
examinations, or fitting of eyeglasses or contact lenses; radial keratotomy,
myopic keratomileusis, and any surgery involving corneal tissue for the
purpose of altering, modifying, or correcting myopia, hyperopia, or stigmatic
error; replacement of lost, stolen, broken, or damaged lenses or glasses,
bifocal contact lenses, special lens coating or lens treatment for prosthetic
eyewear; glasses and/or contacts after cataract surgery; routine cleaning of
scleral shells.

ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15

Page 1 of 3
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OMB Control Number: 0938-1 148
Artachment 3.1-C- D OMDB Expiration date; 107317

Provide detail on the tvpe of delivery system(s) the stateterritory will use for the Alternative Benefit Plan‘s benchmark benelit package or
benchmark-equivalent benefit package, including any variation by the participants’ geographic area.

Type of service delivery system(s) the state/territory will use for this Alternative Benelit Plangs).

Select ohe or more service delivery svstems;

B Managed care.
B Managed Care Organizations (MCO).
[] Prepaid Inpatient Health Plans (PIHP),
[ Prepaid Ambulatory Health Plans (PAHP),
{77 Primary Care Case Management {PCCM}).

Fee-for-service.

[T Other service delivery system.

Managed Care Options

Managed Care Assurance

The state territory certifies that it will comply with all applicable Medicaid laws and regutations. including but not limited o sections
1963 {(m}). 1905(1). and 1932 of the Actand 42 CFR Part 438, in providing managed care services through this Alternative Benefit
Ptan. This includes the requirement for CMS approval of contracts and rates pursuant to 42 CFR 438.6.

Managed Care Implementation

Please deseribe the implementation plan for the Alternative Benefit Plan under managed care including member. stakeholder. and
provider outreach eflorts.

The Department of Human Services has conducted outreach through: providing testimony Lo vatious legislative commitiees. presenting
to provider and advocacy groups. presenting to county social service board and commissioners, developing a dedicated web page.
meeting with tribal health and Indian Health Services representatives, and developing public service announcements.

MCO: Managed Care Organization

The managed care delivery system is the same as an already approved managed care program. Yes

The managed care program is operating under {select one):

(" Section 1915(a) voluntary managed care program.

(& Section 1915(b) managed care waiver.

(" Section 1932(a) mandatory managed care state plan amendment.

(" Section |13 demonstration.

[dentity the date the managed care program was approved by CMS: December 20, 2013

ThND-15.0002 Approval Date- 11!9".11|=. Effective Date: 1/1/15
North Dakota
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Describe program befow:

The State has chosen the section 1937 benchmark option of the commercial HMO with the largest insured commercial. non-
Medicaid enrolliment in the state. [n addition. Alternative Benefit Plan will incorporate the Essential Health Benetits and will
¢nsure compliance with Mental Health and Substance Abuse parity. This group enrolled in the MCO will be solely Timited to
those individuals eligible in the new aduit group under the Medicaid expansion. Medicaid Expansion beneficiaries. including
American Indians. will be mandatorily enrolled in one managed care plan offered statewide. The Medicaid Expansion wil
include individuals who meet the quaiifications of the exempt populations as outlined in Section 1937{(a)(2}ol the Act.
Individuals who meet the qualifications ol the exempt population can choose to receive the ABP that is the Medicaid State Plan
benefit or the ABP that includes Essential Health Benefits. The Medicaid State Plan benefit will be provided through a fee-for-
service delivery system. The Alternative Benefit Plan will be provided through a managed care delivery svstem as outlined in
the approved section 1915(b) waiver. Section 1113 expenditure authority gramis authority to limit choice to one managed care

plan.

Additional Information: MCO (Optional)

Pravide any additional details regarding this service delivery system {optional);

Fee-For-Service Options
Indicate whether the statefterritory offers traditional fee-for-service andior services managed under an administrative services
organization;

(& Traditional state-managed fee-tor-service
(" Services managed under an administrative services organization (ASQ) arrangement

Please describe this fee-for-service delivery system. including any bundled payinent arrangements. pay for performance. fee-for-
service care management models‘mon-risk. contractual incentives as well as the population served via Lhis delivery svstem.

For those individuals determined medically frail who elect ABP that is the Medicaid State Plan benefit: for those individuals who
are incarcerated who receive only qualifving inpatient care: and for those non-citizen individuals who receive treatment for an
emergency medical condition as required under 42 CFR §435.139.

Additional information: Fee-For-Service (Optional)

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

PRA Disclosure Statement
According 1o the Paperwork Reduction Act ol 1995, no persons are required to respond to a collection ol information unfess it displays a
valid OMB control number. The valid OMB control number for this informatien collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions. search existing data
resources. gather the data needed. and complete and review the information collection. 1 vou have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this torm. please write to: CMS, 7300 Security Boulevard. Atim: PRA Reports Clearance
Officer. Mail Stop C4-26-05. Baltimore. Maryland 21244-1830.

V097

TN: ND-15-0002 Approval Date: 11/23/15 Effective Date: 1/1/15
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