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DEPARTMENT OF HEALTH& HUMAN SERVICES

Centers for Medicare& Medicaid Services

1961 Stout Street, Room 08- 148

CMSDenver, CO 80294

Region VIII
cEmEns MR MEoRUiE a MEoiaio SEW KES

December 1, 2015

Maggie Anderson, Medicaid Director

Medical Services Division

North Dakota Department ofHuman 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 Medicaid Expansion Alternative
Benefit Plan changes effective January 1, 2015.

Please 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 Number( TNJ in theformat ST- YY-0000 where ST= the state abbrevialwo, IT the last two digits of
the su0mission year, and 0000= o four digit number with leading zeros. The dashes must also be entered
ND- 15- 0002

Proposed Effective Dale

01/ 01/ 2015 rm, eiadlyyYy

Federal Statute/ Regulation Citation

1902( a)( I0)( A h( )( VI I I1 of the Act

Federal Budget Impact

Federal Fiscal Year Amount

First Year    ? 015
1740297. 00

Second Year j2016
2320396. 00

Subject of Amendment

North Dakota Medicaid Expansion ABP changes effective January 1, 2015

Governor' s Offset 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 Hannan 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



C !   S Alternative Benefit Plan

OMB Control Numbci: 0938- 1138
Attachment 3. l- C-    

OM B Expiration date: 10. 31 x1013

hese assurances must be made by the state' onritory if enrollment is mandatary for any of die lar et populations or sub populations.
When mandatorih enrolling eligibility groups in an Alternative Benefit Plan( Benchmark or Benchmad:- Equivalent Plan) that could have
exempt individuals_ pilot to emolhnew

Ihe same nerritors assures it will appropriately identiA any individuals in thee I icibi I it% groups that are exempt from mandator
enrellmmnfor an Alternative Ben eI] t Plan or individuals who meet the exemption criteria and are given a choice of AI emauve Benefit
Plan coverage defined oxine section 1937 requirements or Altemative Benefit Plan coverage defined as the state' territor}' s approved
Medicaid state plan, not subjectto section 1937 requirements.

Hoty will the state tetri ton' identih, these individuals?( Check all Ihat apply)

Review of cIigiIii Iity criteria( e. e-, age, disorder/diagnosis/ condition)

Sell identification

Describe

Individuals a-i11 use a questionnaire for self identification ifthey believe they are medically frail. Enrollees will submit the
completed sm' vexs to the state-  [ he state' s medical services staffwill evaluate the questionnaire for initial screenim_ 11 the
responses to the questionnail' e meet the initial screening criteria, the recipientwill receive a letter askim, them to receive
additional documentation from a physician, physician assistant, or nurse practitioner ofthen health status and prescription
medication list Upon receipt attire documentation Iran the physician, physician assistant or rinse practitioner, the state will

review the documentation and notifi the recipwin afthe decision. Ifdeemed medically frail. the recipient will have a choice of-
remaining fremainingwith the Alternative Benefit Plan or switching to the Medicaid state plan. Ifenrolleec elects to switch to the Medicaid
state plan, the status as medicalh frail would begin the fust day of the fallmving month,

Other'

Q The stain territory must inform the individual they are exempt or meet the exemption criteria and the state ten tors must comply kith
all requirements related to voluntary enrollment or, for beneficiaries in the" Individuals at or below 133vo fPL Age 19lhmugh 63--

chL,ibilip group_ optional enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements or Alternative
Benclit Plan caveragc defined as the stat, Torritoq%s approved Medicaid state plan.

the state'territory assures that for individuals who have become exempt from enrollment in an Alternative Benefit Plan. the state:
nei-nier most inform the individual they are now exempt and the statetten' itory must comply with all requirements related to
eolumar enr' ollnient on for beneficiaries in the" Individuals ator below 133% FPL Age 19 through 63" eligibility group. optional
enrollment in Alternative Benefit Plan coverage defined using section 1937 requirements, or Alternative Benefit flan coverage
defined as the state: tea rors' s approved Medicaid state plan.

Hoa will the state: teeritory identify if an individual becomes exempt"( Check all that apply)

Res iea ofclaims data

SelfIdentification

Review at the lime ofeligibility redetermination

Provider identification

TIN ND- 15- 0002 Approval Date: 11/ 23/ 15 Effective Date'. 1/ 1/ 15
North Dakota Pane I of



Alternative Benefit Plan

Change in elisihilllc group

Other

How GequentII will the slaterterritory review the Alternative Benefit Plan population to determine if individuals are exempt B'om
mandatory enrollment or meet the exemption criteria?

I—  Monthly

C Guar ly

C Annually

Ad her basis

Other

Describe-

Ill, slate is using self- idcnlification as the pitman method for identifying ifan individual is exempt from mandatory
enrollment or meet the exemption criteria. At re- enrollment. the renewal notice will provide notification to the enrolleesjaboultheoption to seek designation as medically fral. In cases where the self- identification is questionable- the state mav rcvic
cluims data to make a final determination.

The state lerritop assums That it will promptly process all requests made by exempt individuals for disenrollment from the Alternative
Benefit Plan and has in place a process that ensures erempl individuals have access to all standard state len tory plan services or, hor
beneliciaries in the- individuals at or below 133°  FPL Age 19 through 64" eligibility group, optional ennillment in Alternative
Bereft Plan coverage defined using section 1937 requirements, m Alternative Henefit Plan coverage defined as the slatenerritnn' s
approved Medicaid state plan.

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

the eligi bilin record for individuals deemed medicalh frail, wlto choose to disenrell from the Alternative Benefit flan, will be updated
to ensure Ihat managed care prenri are not paid and to ensure that claims can process, fee- for'- service. through the smte's Medicaid
Manageluem In fonnaGon S, savor

Other Information Related to Iorolhnenl Assurance for Mandatory Participants( optional):

PRA Disclosure Statement
According m the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infomlatiou unless it display a
valid OMI3 control number. The valid OMH control number to, this information collection is 0938- 1 4& the time requil' ed to complete
Otis intormation collection is estimated to average 5 hours per response, including the time to review instructions. search existing data

resources. gather tile data needed. and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or sugeiestions for improving this form, please write to: CMS. 7500 SecurityBoulevard. Ann: PRA Reports Clcamuce
Officer. Mail Slop C4- 26-04, Baltimore. Maryland 21244- 1850.

4'_ n 14x191`

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



Alternative Benefit Plan

OMB Control Number 093$- 1148
Attachment 3. 1- C- L]    OMB Expiration date: 10313014

m a IWT'
Select one of the follow ine.

C.  the stale territor} is amendin_ one existing benefit package forthe population defined in Section 1.

The staleterrito, is creating a single neap benefit package for the population defined in Section I.

Name at benefit pockaae:   Medicaid Expansion ABP

Selection of the Section 1937 Coverage Option

The slate' herritun selects as its Section 1937 Coverage option the following type of Benchmark Benefit Package or Bcachmark-
Equivalcnt Bcnefit Package under this Alternalive Benefit Plan( check one)

G Benchmark Benefit package-

r Benchmark- Equivalent Benefit Package.

the sfile terruar} will provide the following Benchmark Benefit Package( check one that applies):

The Standard Bloc( rossBlue Shield Preferred Provider Option inhered through the Federal I` rnplocee Health Benefit
Program fFEHBP).

C State emplocee coverage that is offered and generally available to state employees( State Employee Coverage):

A commercial I IMO with the largest insured commercial. non- Medicaid enrollment in the state' tenitor% it oimnercial
IMOt

F`  Secretary- Approved Coverage.

Plan name:  2012 Sanford Heal[ h Plan HMO

Selection of Bau Benchmark flan

the state tcrriton must select a Base Benchmark Plan as the basis for providing Issential Health Benefits in its Benchmark or
Benchmark- Iiquivalent Package,

The Bar Benchmedc Plan is the same as the Section 1937 Coverage option Yes

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

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

TN-.ND- 15- 0002 Approval Date: 11/ 23/ 15 Effective Date: 1/ 1/ 15
North Dakota Pa" e I of'_



Alternative Benefit Plan

PRA Disclosure Statement

According to the paperwork Reduction Act of 1991, no persons are required to respond to a collection of in formation unless it displays a
valid 066 CerroI number_ "I he valid OMR control nuinberfor this information collection is 0938- 1148. The Gme required to complete

this information collection Is estimated to average 5 howl per response, including the time to reviett instructions, search existing data
resources. gather the data needed, and complete and review the information collection. It you have comments concerning the accuracy of
the time estimate( s) or sugeestions for improving this noun, please write to: CMS, 75005ecurity Boulevard Attn: PRA Reports Clearance
ORlco, Mail Stop C4- 26- 05. Baltimore. Marland 2 1244- IM

TN'. ND- 15- 0002 Approval Date: 11123/ 15 Effective Date: 1/ 1/ 15
North Dakota Pace 2 of 2



6i Mg! Alternative Benefit Plan

OMB Control Number. 0938- 1148
Attachment 3. 1- C-    OMB Expiration date: 10 31

ry v x+r

t.,

Amp 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 siate plan. Any such
cost shoring must comply with Section 1916 ofthe Social Secwity Act.

I he Alternative Bereft Plan for indoiduale with income over 100- v FPI, includes cast- sharing other than that described in
N

Allachment 4 18- A.

ether Intormution Related to Cost Sharing Requirements( optional):

PRA Disclosure Statement

According to the Papeivark Reduction Act of 1995. no persons are required to respond to a collection of information unless it displacs a
crud OMB control number. The valid OMB control number for this information collection is 0938- 1148. The time required to complete

this information collection is estimated to averzge5 hours per response. including the time to review inslmctions. search existing data
resources._eatherthe data needed. and complete and review the information collection.  It have comments concerning the occur icv of

the time estimate(,) of snyestions for improving this dean. please write to: CMS. 7500 Security Boulevard Altn'. PRA Reports Clearance
Othwcr. Mail Stop C4-'- 6- 05. Bahimorc. Maryland 2 1244- 1850.

v. I' ll?091-

TN'. ND- 15- 0002 Approval Date. 11/ 23/ 15 EffeQive Date: 1/ 1/ 15
North Dakota Rica I of I



CMS Alternative Benefit Plan

OMB Control Number 0928- 1148

Allachmcnl 3 1- C-    OMB Expiration date: 10; 31 2014

the slag Icintory proposes a' Benchmark- Equivalentbenefit package. No

Benefits Included in Alternative Benefit Plan

Fnter the specific name of the base benchmark plan selected-

201' Sanknd Health Plan HMO.

Enter the specific name otthe section 1937 coverage option selected, itother than Secretary- Approved Othem ise, enter
Sccrctan- Appn, ed:'

Lamest Commercial Non- Medicaid HMO

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



S Alternative Benefit Plan

ii] Isscntial Health Benefit I: Ainbulatonpatient services Collapse All

Benefit Provided: Source:

Outpatient Hospital Surgical Center Base Benchmark Commercial IIMO j Rethoxe
Authorifution Provider Qua ification s_

Prior Amhonzation Medicaid State Plan

Amount Limit.      Duration Limit

None None

Scope Limit

Excludes surgical procedures that can be done in Practitioner' s office( ix vaseetom)'. toe nail removal),

blood and blood derivatives replaced by the member, and take- home dmgs-

Other intomtation regarding this benefit including the specific name of the source plan if it is not the hose
benchmark plan'.

I ' ClUdes Panniculectom} or scquela( i- e. anemia. breast reduction. hernia repair, gallbladder-iemoval) as

result otgastric b) ptss surgen: cosmetic services and or supplies to repair or reshape a body structure
primal IN forthe improvement or Members appearance or psychological well- being or self i seem.
including but not limited to. breast augmentation, treatment ofgynecomastia and any related reduction
orrice,- skin disorders. rhinoplasty. liposuction. scar revisions, cosmetic dental services; removal of skin

tae,: and complications from a non- covered procedure or service-

Benefit Provided.       Source:

Primarc Care to Treat Illness Injur\   Base Benchmark Commercial I IMO IterpuYe "

Autho' izahon:      Provider Qualifications:

None Medicaid State Plan

Amount Limit,      Duration Limit

None None

Scope Limit.

G, clu, ion, include: Education Programs o, I moring Services( not specifically defined elsewhere)
including. but riot limited to, education on self-care or hone management : and complications from a non-
covered procedure orservice.

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

Benefit Provided:       Source:

Specialist Visits Base Benchmark Commercial HMO

Amhol-vati...       Provider Qualifications:

None Medicaid Stare Plan

TIN ND- 15- 0002 Approval Date' 11/ 23/ 15 Effective Date: 1/ 1/ 15
North Dakcaa



5 Alternative Benefit Plan

Amount Lindt Duration Limit

None None RMfiDvt

Scopc l' im' e.

Other infuriation regarding this benefit, including the specific name ofthe source plan if is not the base
benchmark plan:

Ber, it Provided: Source:

Chiropractic ( Therapeutw' Adjustive-Manipulative) Base Benchmark Commercial HMO RbntOve

Authorization:      Provider Qualifications:

None Medicaid State Plan

Amount Limit Duration Limit

20 Visits per Calendar Yew None

Scope Iunit

L'scludes vitamins esecpt for folic acid and prenatal vitamins for women per plan guidelines, minerals.

Ilmabands. cervical pillows, traction services and hot cold pack therapy including polar icetherapv and
eater c I cit latin devices.

Other Infalnatimn rcearding th is benefit. including the specific name of the source plan ifit is not the base
henchniark plan'

Prior A W horizat1on on h reel uiI ed 1f provider is out of net, vork.

Benefit Provided'. Source-

Chemotherapy Services Base Benchmark Commercial HMO BCmode

Authorbabo¢      Provider Qualifications

None Medicaid State Plan

Amount Limit Duration Limit

None None

Scope Lima

None

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

13enetit Provided. Source-

Radiation Therapy Base Benchmark Commercial HMO

TN' III) is 0002

North Dakota



66:4S Alternative Benefit Plan

Authorization:      Provider Qualifications:

None Medicaid State Plan Remove

Amount Imma Duration Limit

None None

Scope Limit

Non,

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

Benefit PI'ovided:       Source'.

Anesthesia bM Local Infiltration Base Benchmark Commercial HMO Remove

Authorization Provider Qualifications:

None Medicaid State Plan

Amount Limil'.      Duration Limit

Nune None

Scope Limit:

None

Otherinformation regarding this benefit, including the specific name Of tile source plan ifit is not the base
benchmark plan-

Benefit Provided. Sourer

Walk- in Center Scn'ices      _       Base Benchmark Commercial HMO Remove

Aul hori' ati nn'      Provider Qualifications

Nnne Medicaid State Plan

Amount Linut'.      Duration Limit

Hone None

Scope Limit

None

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

TIN ND- 15- 0002 Approval Date: 11/ 23/ 15 Effective Date: 111/ 15
North Dakota



CMS Alternative Benefit Plan

Benefit Provided_ Source.

Home Health Care- Non Rehab Base Benchmark Commercial HMO ReftWva'

Authorization:      Provider Qualifications:

Prim' Authorizatior Medicaid State Plan

Amount Limit:     Duration Limit

30 Visits per Calendar Year,      None

Scope L] ntit

Gcludes nursine care requwed b}', of the convenience ofthe patient or the patients family( rest
cures), custodial or convalescent care.)

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

Member nmst be homebound to receive home health services- The following is covered ifapproved by the
Plan in he of Hospital or Skilled Nursing Facility: pan- time or intermittent care by a RN or I. PN' INN,
part-time or intermittent hone health aide services for direct patient care only: plrysical, occupational.
speech, inhalation, and intravenous therapies up to maximum benefit allowable; and/ or medical supplies.
prescribed medicines, and lab services, to the extent the, would be covered tithe Member were

I lospitaliicd. One(]) hotne health visit constitutes four( d) hours of nursing care

Benefit Prov] ded: Source:

Access to Clinical Trials base Benchmark Cmnmercial I NO R®' ovo

Authorization:      Provider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit Duration Lunit.

None None

Scope I init.

c Other information below

011ier information regarding this benefit, including the specific name ofthe source plan if it is not the base
benchmark plan:

Blood or manors stem cell transplants arc covered omk in a National Cancer Institute of National Institutes

of Health approved clinical trial at a Plan- designated center of excellence and if approved by the Plan- s
medical director in accordance w]th the Plan' s protocols for

Allogenic transplants for

Multiple mecloma

Nornm eloablative allogenic transplants for

Acute Iymphacytic or non- lymphocytic Q. e., myelogenous) leukemia
Advanced forms of myelodysplastic syndromes

Advanced Hodgkin' s lymphoma

Advanced non- Hochul,n slymphoma

Chron is mvcloscnous leukemia

Autologous transplants for

Chronic myelogenous leukemia

National Transplant Program

TN'. ND- 15- 0002 Approval Date. 11/ 23115 Effective Date: 1/ 1/ 15

North a ota



CMS Alternative Benefit Plan

Benelil Provided: Source.

Uental Into,    Base Benchmark Commercial HMO ReDtpsre

Authorization:      Provider Qualifications:

Prior Authol' izal ion Medicaid Slate Plan

Amount Limit.     Duration Limit

None Cnremust be received within 6 months of oculren i

scope limit:

veludes routine dental care and neannew natural teeth replacements including citmits. bridges, braces or
implants; Ossenointeerated implant surgery( dental implants); extraction of, isdoin teeth; hospital izalion
for cctrnetion of teeth: cool.

Other information regarding this benefit, including the specific name ofthe sowce plan if it is nor the base
benchntork plan:

Lxcludes dental s- rays or dental appliances. shortening ofthe mandible or maxi I lae for cosmetic purposes:
services and supplies related to ridge augmentation. implantology, and preventative vestibuloplasty: dental
appliances of stat, including but not limited to bridges. braces- and retainers( except Por appliances for
Ireralment Of [ NH TMD). Exclusions do not appk to 19 and 20} ear olds.

Benefit provided'. Source:

Oral and mash lotccial sitrgerC Base Benchmark Commercial HMO Remo6E

Authowntion'.      provider Qualifications-

Prior Authorization Medicaid State Plan

Amoam I- wilt Duration Limit,

No Limit None

scope Limit.

Procedures limited to services required because of injury, accident or cancer that damages natio teeth-
Associated radiology services are included Covered services include those provided in Hospital or dental
office.

Other information regarding this benefit, including the specific conte ofthe source plan if it is net the base
benchmark plan:

Dial-rosis and treatment of femporomandibular. loint( TMJ) dysfenction anchor Temporomandibular

Disorder( IMD).  TMJ splints are covered it the primary diagnosis is I MJ' TMD.
Not covered: Routine dental care and treatment; natural teeth replacements including crowns, bridges-
bracus or implants: osseointergiated implant surgery: cstiaction of wisdom teeth: hospitalisation for

estmction ofteeth except For NDCC 26. 1- 36- 09 9: dental c- rays and denial appliances; shortening of the
mandible for cosmetic purposes services and supplies related to ridge augmentation, implanrolog): and
presentative sestivuloplasts, dental appliances of sort.

None of esdusions apply to individuals who are 19 or 20 years of age.

Care court he received w alar, 6 months ofoccurance.

Add

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



CMS Alternative Benefit Plan

0 Essential Walla Benefit 2: Emergency services Collapse All

Benefit Provided. Source

LmcrvcnqRoom- Facility Base Beach mark Commercial I IMO Remove

Authorization:      Provider Qualifications:

None Medicaid State Plan

Amount Limit Duration Limit

None None

Scope Limit

Not covered- emerneney care provided outside the Service area if need for care could have been foreseen

hefore leasing the service area; medical vu hospital costs resulting from a normal full- term delivep ofa
baht outside of service area.

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

Benefit Provided: Source.

Ambulance Transportation Services Base Benchmark Commercial HMO Remove

Authorization:      Provider Qualifications:

None Medicaid State Plan

Amount Limit Duration Lintit

None None

Scope Limil:

Iransfc, pertbnnc l only- for the convenience of the enrollee or the enrollee' s family, cant.

Other information resari ing this benefit. including the specific name ofthe source plan if it is not the base
benchmark plan

or the enrol Ice' s practitioner and or provider: services andortravel expenses relating to a non- emergency
medical condition. and complications from a non- covered procedure of Service. Coverage is to the nearest
provider equipped to fm' nish the necessary health care services.

Benefit Provided-       Source'.

Enieteenc% Room- Professional Base Benchmalic Commercial HMO

Authomation_      Provider Qualifications_

None 77 Medicaid State Plun

Amount Limit Duration Limit:

None None

TN'. ND- 15- OOD2 Approval Date: 11/ 23/ 15 Effective Date: 1/ 1/ 15
North Dakota



S Alternative Benefit Plan

supe Limit

IN.... s
Remove

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

Add .

TN'. ND- 15- 0002 Approval Date: 11123/ 15 Effective Date. 111115
North Dakota



S Alternative Benefit Plan

i I sscptial Health Benefits'. Hospitalization Collapse All

Benefit Provided:       Source:

Inpatient Medical and Surgical care Base Benchmark Commercial HMO Reroove

Authorization:      Pros ider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit.     Duration Limit

None None

Scope Limit

Excludes take home drugs; personal comfort items, private nursing care, costs associated with private
rooms. Amisss.. ns to hospitals performed only for the convenience ofthe enrollee, the enrollee's farnil_v or
the enrollee' s practitioner/ provider.

Othar inf( nmation regarding this benefit, including the specific name ofthe source plan ifit is not the base
benchmark plan:

contexclusions: custodial care, rest cures, services to assist in the activities ofdad, living.
Excludes.  Panniculectomy or sequela ii.e. anena. breast reduction. hernia repair, gallbladder removal) as

result ofgastne hepass surgery: Cosmetic services and/ or supplies to repair or reshape a body structure
pi inaril} for the improvement of a Member' s appearance or psychological well- being or self-esteem.
includme but not limited to, breast augmentation, treatment ofeyneeomastis and am related reduction

servicesskin disorders, rhinoplasty, liposuction. scar revisions. cosmetic dental services: removal ofskin
tagr: and complications from a non- covered procedure Orservire.

Benefit Provided:       Source'.

Bariatric Surgery Base Benchmark Commercial HMO RnmbVk'

Authorization:      Provider Qualifications:

Prior Authontenon Medicaid State Plan

Amount I. i,, it Durafiou Limit

Once per Lifetime None

Scope I. imit

None

Other information regarding this benefit including the specific name ofthe source plan if it k not the base
benchmark plan:

BCnetit Provided: Source'

Organ and 0...u, Transplants 13as'e Benchmark Commercial I IMO

Authorization'.      Provider Qualifications:

Prior Anhonlanon Medicaid State Plan

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



CMS Alternative Benefit Plan

Amount Lima,      Duration Lunit

None None

Scope Limit

ftansplants muet raze[ the United Neloork for Organ Sharing criteria and/ or plan policy requirements Carl
must be pert an nt Plan Participating CentersofExcellence

Other information regarding this benefit, including the specific mare of source plan if it is not the base
hcochmark plan'.

Solid organ transplano are limited to: Cornea, Heat, Heart Lung, Kidney, Kidney Pancreas, Liver.
Intestinal( small, small with the liver, small with multiple organs), Luog( single. double). Pancreas.
Blood of marrow stem cell transplants limited to the stages of the follon ing diagnoses' ( The medical
necessity limitation is convidered satisfied ifthe patient meets the staging description.)
Allogenic transplants for:

Acute of chrouis lymphocytic or nondl mphocytie( i. e_ myelogcncous) leukemia

Burkitt' s lymphoma for adolescents and young adults
Advanced Hodgkin s lyalphoma

Advanced non- Hodgkin' s lymphoma

Chronic myelogenous leukemia

Severe combined imntmtodeficienc

severe oryep severe aplastic anemia
Autologous transplant for:

Acute lymphocytic or nonlymphocytic( i. e., myelogenous) leukemia
Advanced Ilodgkin' s lymphoma

Advanced non- Hodgkin s lymphoma

Advanced neuroblastoma

Aumlogous tandem transplants for recurrent gena cell tumors( including testicular cancer)
Blood or marrow stem cell transplants for:

Allogenic transplants for

Phagocytic deficiency diseases e.g., Wiskott- Aldrich syndrome)
Advanced lorms of mvelodcsplastic ssmdromes

Sickle cell anemia

Autologous transplants for:

Multiple nrycloma

lesticular. nxdiaslinal, retroperitoneal, and ovarian germ cell tunmts

Breast cancer

Epithelial ovarian cancer

Amdoidgsis

Ependymoblastoma

Ee' inn' s sarcoma
4fedulloblastoma

Pineoblasmma

Blood or man'ow start cell transplants are covered only in a National Cancer Institute m National Institutes

of health approved clinical trial at a Plan- designated center ofexcellence and if approved by the Plan' s
medical director in accordance with the Plans protocols for:

Allogenic transplants for

Multiple myeloma

Nonmyeloablatiye allogenic transplants for

Acute Ipmphocy2ic or non- 1% nnphoevtic( i. e_ inyelogenous) leukemia

Advanced forms of myelodysplastic syndrome

Advanced I lodgkins Iymphoma

Advanced non- Hodgkins Ivmphoma

TN ND 15- 002 Apprmal Date. 11/ 23/ 15 Efhotive Data 1/ 1/ 15
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5 Alternative Benefit Plan

rano mce ogenous eu em is

Autologous transplants for

Chronic myelogenous leukemia Ret oVC
SaGonal I mnsplant Piovmam

Benefit Pro ided, Source:

Anesthesia Base Benchmark Commercial HMO I RemJVe

Authorization:      Provider Qualifications:

Nona Medicaid State Plan

Amount Limit'.      Duration Limit'

None None

Scope limit

Services of an anesthesiologist or other certified anesthesia provider in conjunction w ith a certified
inpatient or outpatient procedure or treatment.

Other ink .. 1, umn resarding this benefit. including the specific name ofthe source plan if it is not the base
benchmark plan:

Bereft Provided'. Source'.

Hospice
Base Benchmark Commercial HMO

Authonialion-      Provider Qualifications:

Prior Authori, ation Medicaid State plan

Alnomn Lintic Duration Limit:

None None

Scope Limit

Pscludes independent nursine. homemaker services.

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

the following circumstances apply ( I) the enrollee has been diagnosed with a( aminal disease and it life
cepcctancv ofsi.e months or less( 2) the enrollee has chosen a palliative treatment focus, and( 3) the
enrollee continues to meet the Ienninally ill pro trosis.
The following Hospice Services are Covered Service:
a. Admission to a hospice Facilit3 Hospital. or skilled nursing Facilitc forroom and board, supplies and
services for pain manaeement and other acute chronic symptom management
b. In- home hospice care per Plan guidelines( available upon request)

c. Part- time of 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 ofa Participating Provider
e- Psychological and dietary counseling
f Physical or occupational ther apy. as described under Section 3( a)
g. Consultation and Case Mana_eement services by a Participating Provider
TN: ND- 15- 0002 Approval Date: 11/ 23/ 15 Effective Date1/ 1/ 15
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c lea sup ms. ) Moan rugs prose" mt y a amnpanng rove er
1 fspenses fol Pali,, Providers for consultant of Case Management senaices. or for physical of
occupational therapists, who are not Group Members ofthe hospice, to the extent oI coverage but these RernovE

services as listed in this Section 3( a). but onh where the hospice retains responsibilih for the care of
Member.   

J

Bereft Provided: Source:

Anesthesia by Local lnf prat ion B,   Benchmark Commerci;d HMO Rttaove

Authorization_      Provider Qualifications'

None Medicaid State Plan

Amount Limit Dw' ation Limit:

None None

Scope Limit

None

Other information re=_aiding this bereft. including the specific name ofthe source plan if it is not the base
benchmark plan'.

Benefit Provided: Source

Blood lmnsfusiuns Base Benchmark CormnercialHMO Remove

Authorization'.      Provider Qua I ifcations:

None Medicaid Sete Plan

Amount Limit Duration Limit

Non, None

Scope Limn:

none

Other information re_ arding this benefit. including the specific name ofthe source plan if it is not tile base
benchmark plan'.

Pheresis Iherapc is a covered service.

Bereft Provided: Source:

Breast Reduction Base Benchmark Commercial HMO

Authorizlrtiom.      Provider Qualifications:

Prior Authorization Medicaid State plan

Amount Limit Duration Limit:

None Nw

TN: ND- 15- 0002 Approval Date: 11123/ 15 Effedive Date: 111/ 15
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Scope Limit,

Not covered as a result of gastric bypass surgery. Remora

Other information regarding Ihis benefit. including the specific name oflhe source plan if it Is not the base
benchmark plan.

13cneft Provided: Source.

RlIellonctive Surgery Base Benchmark Commercial HMO Remove

Authorizationprovider Qualifications:

Prior Authorivatlon Medicaid State Plan

Amount Limit Duration Limit.

None None

Scope Iunit

Suruery to restorY bodily function or comet,[ a deformity caused by illness or injury: mastectomy: and
related lleaeltlS.

Other information re=aiding this benefit including the specific name of the source plan it it is not the hose
benchmark plan:

Not covered_ sev translbnnation.,gendei rcissignmentt cosmetic surgeries; removal. revision orre-

implementationofsaline orsilicone inplants: prophNfactic surgeries. E.vcludes. Panniculectomy or
sequela me. anemia. breast reduction, hernia repair. gallbladderemoval) as result of u stric bypass

surges}: cosmetic services and or supplies to repair or reshape a body structure primarily foi the
improvanenl of a Member' s appearance or psychological well- being or self-esteem, including but not
tinned to. breast ain mentation. treatment of gpnecomastia and any related reduction services. skin
disorder, rhinoplasty, liposuction. scar revisions, cosmetic dental services: removal of skin tags, and
prop, lactic( preventive) mastectomy.

Benefit Provided: Source:

Inhalation lllelapy Base Benchmark Commercial HMO Remove

Authoniearon Pmvider Qualifications:

None Medicaid State Plan

Amount Liniit Duration Limit:

None None

Scope Limit'.

Nolte

Other tnlbrIll reUarding this benefit, including the specific name ofthe source plan if it is not the base
henehmn'k plan:

Add

TN ND- 15- 0002 royal Dale 11/ 23/ 15 Effective Date'. 111/ 15

North Dakota



CMS Alternative Benefit Plan

Bsential Health Beneft4: Maternity and newhorn care Collapse All ED

Benefit Prov ided: Source

Pre and Postnatal Care Base Benchmark Commercial HMO Raroove

Authorization:      Provider Qualifications:

None Medicaid State Plan

Amount Limit:     Duration Limit

None None

Scope Limit

Includes prenatal throueh postnatal matemity care and delivery and care for complications of preenancv of
the mother. Up too routine ultrasounds per pregnancy to determine fetal age. size and development are
allowed.

Other inlimnavon regarding This benefit. including the specific name ofthe source plan if it is not the base
benchmark plan'.

Gxcludes Amniocentesis or chorionic villi sampling( CVS) solely for ses determination.

Benefit Provided:       Source'.

Deliver. and Maternity Services F3ase Benchmark Commercial HMO liemnve

Authorization:      Provider Qualifications:

Prior Authorization Medicaid State Plan

Amount Limit Duration Limit:

Up to 4 Ultrasounds per Pregnancy None

Scope Limit

Covers prenatal through postnatal maternit) care and delivery and care for complications ofpregnzncy of
the mother_

Other information rceardin,, this benefit including the specific name ofthe source plan if is not the base
henchmark plan'.

Plan must be notified of expected due date when the preguancv is confirmed, 'Ihe minimum Inpatient sm,

when complications are not present, ranees from 48 hours for a vaginal delivery to a minimmn of 96 hours

fur a cesarean birth. excluding the day ofdcint,_ Such inpatient stays may be shortened it the beating
practitioner and or provider, after consulting with the mother. determines that they mutter and child miser
certain criteria and that discharge is medically appropriate. It such an inpatient stay is shortened, it post-
discharge follow- up visitshad be provided to themother.

Benefit Provided'.       Source:

Infertility Service,      Base Benchmarl. Commercial HMO

Amhorbat ion:      Provider Qual ifications'

Prior Authorization Medicaid State Plan

North Dakota
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Amount Lima Duration Limit,    

r
Limiled to Plan Guidelines None ITPteidie'

Scope Limit

Includes leslin_ for the diagnosis of infertiliy.

Other information iemiding this benefit. including the specific name ofthe source plan if it is not the base
benchmark plan,

Not covered: treatment of in fenilits including artificial means ofconception such as artificial insemination.
in- ocuv fertilization, ovum/ embryo placement ortransfer. or gamete intra- fallopian tube transferervogenic

or other preservation lechniyues used in such or similar procedures, infertility medication; any other service
or supplies related to artificial means of conception: reversals of prior sterilization procedures: and' or am
expenses related to surrogate parenting.

Add
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Essential I lealth Benefits_ Mental health and substance use disorder scrvice> includin,    Collapse All 

bchavioml health treatment

Benefit Provided: Source:

Mental Inpatient Treatment Base Benchmark Commercial HMO Remove  .

Authorization Provider Qualifications:

Prior And ori . lion Medicaid State Plan

Amount Limit Duration Limit

None None

Supe limit:

As w ith other.. edicapsurgical bene Fits, failure to get prior authorization for inpatient services, including
Ohose provided by a hospital( it residential treatment facility, may result in a reduction or denial of benefits-

Other information regarding this benefit, including the specific name ofthe source plan if it is not tire base
herchmark plan:

Not urvered: convalescent care, marriage, family, bereavement. pastoral, financial, legal, orcustodial care
counsehim: Austim spectrum disorder: learning disabilities: behavioral problems: mental disability or
mental disorder that, according to general] accepted professional standards, is not amenable to favorable
modification services: services related to environmental change; behavioral Iherti modification or
training: milieu therapy; sensitivity training. or conduct disorder. For enrollees ages 21 and older, services

rendered in an IMI) and room and board ata Residential Treatment f=acility are not covered.

Benefit Provided:       Source'.

Substance Use Disorder Inpatient Treatment Base Benchmark Commercial HMO Reraoke

Authorization:      Provider Qualifications:

Prior Awhori/ ation Medicaid State Plan

Amount Limit Duration Limit

None None

Scope Limit.

As e it other medica PsuraicaI benefits. failure to get prior authorisation for inpatient services, including
those provided by a hospital or residential treatment trellis. may result in a reduction or denial of benefits.

011ier infor ion regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan:

Net covered: confinement services to hold or confine an em'ollee under chemical influence when no

Medically Necessmg services arc provided, regardless ofol ere services are received( er,. detoxification
centers). convalescent care: marriage. family, bereavement. pastoral- financial- legal. or custodial care
counseling: Austim spectrum disorder: learnim: disabilities: behavioral problems in ental disabiIiis or
mental disorder drat, according to generally accepted professional standards, is not amenable to favorable
modification services: services related to envtroninental change behavioral therapy, modification or
training. nit beu therapy; sensitivity training; or cond act disorder_ For enrollees ages 21 and older, seryices
rendered in an IMV) and room and board ata Residential Treatment Facility are not covered.

TN. ND- 15- 0002 Approval Date. 11/ 23/ 15 Effective Date 1/ 1/ 15
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Benefit Provided:       Source

Mcnhd Outpatient Treahnent Base Benchmark Commercial IiMO Remove-

Authorization:      Provider Qualifications:

Prior A uth ...... ion Medicaid Stale Plan

Amount Limit:     Duration Limit

None None

Scope [, unit:

Coverage includes outpatient professional services, including individuallgr' oup therapy by providers such
as psychiatrists, psychologists, or clinical social workers; medication ncanageri diagnostic tuts,

electroconvulsive therapy( ECTg

Other information regardin_ this benefit, including the specific name ofthe source plan if it Is not the base
benchmark plan:

partial hospitalization, andor intensive outpatient: * telephonic consultation for an enrollee diagnosed with

depression( within 12 weeks ofstar- ing antidepressent therapy( limit of I per enrollee for depression and I
per em'ullee for Attention Deficit Hyperactive Disorder). Limit of I telephone consult per year. in
conjunction with other in- person services needed.

Not covered: eon, aleseentcare: marriage, family, bereavement. pastoral, financial, legal, orcustodial care
counseling-. Austria spec rmn disorder: learning disabilities: behavioral problems: mental disability or
rental disorder that, according to eenerally accepted professional standards, is not amenable to favorable
modification services: services related to enviromnental change: behavioral therapy, modification of
training; milieu therapy': sensitivity training- or conduct disorder_

Benefit Provided: Source'

Substance Abuse Disorder Outpatient Treatment Base Benchmark Commercial HMO

Authorization'.      Provider Qualifications:

Prior Autonation Medicaid State Plan

Amount l. lmlt.      Duration Limit'

oac non,

Scope Limit:

Coverage includes alcohol. chemical and gambling treatment: outpatient professional services, including
individua Ggr'oup therapy he providers such as pscchiatrists, pscehologists, clinical social workers- licensed
chemical dependency counselors- or

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

other qualified mental health and substance abuse disorder professionals, partial hospitalization: and
imensive outpatient programs.

Net covered: confinement services to hold or confine an enrollee under chemical influence when no

Medicalh Necessan services are provided, regardless of where services are received( e( g. deowification
cent,,,): d, tosilication services related to methadone and cyclazocine therapy: long term care in a menial
health kwilin': convalescent care: marriage, fancily, bereavement pastoral, financial, legal. or custodial care
counseling: Austim spectrum disorder: learning disabilities: behavioral problems: mental divabilitc or
toenail disorder that. according to generalIv accepted professional standards. is not amenable to favorable

TN'. ND- 15- 0002 Approval pate: 11123115 Effective Date: 11115
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ma icatlon. ervmes services re ate to ennmvimerta change.  e aviora mt erapc,   o i icahnoor

trainine: milieu therapy: sensitivity training: conduct disorder, or custodial, Intermediate. or domlciliar
erre

Remove .

Add
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r Lssential Health Benefit G: Prescription drugs

Benefit Provided:

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

Prescription Drug [. units(( heck all that apply_)  
Authorization:      Provider Qualifications:

Limit on days supply Yes fete licensed

Limit on number ofprescriptions

Limit on brand drugs

Other coverase limits

PTafact ad dreg list

Coventga IItat exceeds the miniinum requirements or other

outrage includes a lonoaIiM which contains specifics on which in edicat ions require prior authorization.
Jot covered: Drugs for treatment ofsexua1 dysfunction. impotence, or erectile dysfunction( organic or
nunKtrganic in nature)

In not listed in the Sanford I leallh Plan Fomnulary or without Certification or a formulary exception
frorn The Plan

Replacement ofa prescription drug due to loss. damage. or theft

Outpatient drugs dispensed in a providers office or non- retail pharmacy location
Drugs lot cosmetic purposes- including baldness, removal of facial hair, and pigmenting or anti-

pigmenting of skin

Refills of any prescription older than one( I) year
Compound medications cv th no legend( prescription) medications

Acne medication such as Renova and Retic- A Microgel for Members over age thirty( 30)
B- I' injection( except for pernicious amentia)

Drug Efficacy Study Implementation(' DESF) drugs
Experimental or Investigational drugs or drug usage
Growth hormone, except when medically indicated and approved by The Plan
Orthomolecular therapy. including nutrients, vitamins( including but not limited to prenatal

vi tamins)- multi- vitamins v, fill iron and/or Fluoride. food supplements and baby formula( except to treat
PKU or otheiuise required to sustain life or amino acid based elemental oral formulas). nutritional and
dcctrolvte substances

Over-Hie- cnunter( OTC) Medications: any medication that is equivalent to an OTC medication: drugs
not approved by the FILA for a particular use except as required by law( unless
Provider certifies off-label use with a letterof mdicol necessity)

Weight management drugs( excepts hen Medically Necessary to treat morbid obesity and approved by
The Plan( eg. Merichm, Xenical, swill, 1propion. and phentcramine)

Wholes Blood and Blood Components Not Clarified as Dregs in the Landed States Phamtacopoeia
Medication used to treat infertility

Drugs and associated expenses and devices not approved by the FDA for a particular use except as
recall ed by law( unless the
practitioner certifies oh- label use with a lever of medical necessit}').

Immunological agents( alleigy shot extracts)

I or the Prescription Drug Coverage Assurance in ABP7 that states' " llie state/ territory assures that
procedures as in place to allow a beneficiarc in request and gain access to clinically appropriate
prescription drugs when not covered." this assurance only applies to covered outpatient di a" as clefined
in 42 CFR and subsections 1937 and 1927 of fl e Social Security Act, respect veh.

TN'. ND- 15- 0002 Approval Date. 11/ 23/ 15 Effective Date: 1/ 1/ 15
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Essential I health Benefit 7: Rehabi l dative and habiIitat ive services and devices Collapse All

Benefit Provided: Source:

Physical. Speech and Occupational Therap) Base Benchmark Commercial IIMO ReNC'vr

Aulhorizatlon: Provider Qualifications:

None Medicaid State Plan

Amount Limit Duration Limit

30 Visits perYearpar Iherapc None

Scope Limit

Excludes services provided in em'ollecti home for convenience, cont.

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

out. hotcold pack therapy and water circulating devices: speech therapy for the purpose of correcting
speech impedinhents( stuttering or lisps), or assisting in the initial development ofveibal facility or clarity:
voice training or voice therap).  Exclusions include Alternative treatment therapies including, but not
limited to: acupuncture, aquatic whirlpool therapy. chelation therapi massage therapy. naturopathy,
homeopathy. holistic medicine, hypnotise, hypnotherapy_ hypnotic anesthesia- sleep therapy ( except for
treatment of obstructive apnea). therapeutic touch. lifestyle improvement services, such as phN sical lime,

programs. or health or weight loss clubs orclinics, educational programs, vocational radjob rehabilitation.
recreational therapy. traction services, and special education including sign language lessons to instruct a
member

This benefit covers both habilitation and rehabilitation. Limits are cumulative for both habilitation and
rchabilitarion.

Benefit Provided:       Source'.

Cardiac Rehabilitation Base Beach mark Commercial IIMO Remove

Authorization:      Provider Qualifications:

None Medicaid State Plan

Amount Limit:     Duration Limit

30 Days perCalendar Year None

Scope Iran

None

Other information regarding this benefit, including the specific name ofthe source plan if is not the base
hcnchmzrk plan:

Benefit Provided:       Source:

Durable Medical Lquipmvol Base Benchmark Commercial HMO

Tki ND- 15- 0002 Approval Date: 11/ 23/ 15 Effective Date: 1/ 1/ 15
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Authorization:      Provider Qualifications;

Ocher Medicaid State Plan Zprppq

AmOm1I 1, 111111 Duration Limit;

None None

Scope Limit:

See Other inlormmion hclaa-

Ocher information regarding this benefit, including the specific name ofthe source plan if is not the hale
bcnchmm' k plan;

Requires Prior Author nation. respirator\ equipment such as ventilators, pleural catheters, hand- held
Nato, operated nebulacrs. and suction pumps: gastrointestinal equipment; parenteral nutrition;

muscoloskelatal equipment: integmnentmq supplies, wheelchairs. home IV therapy supplies and
medication. Not Covered:

Home Traction I nits

Orthopedic shoes; eastern made orthotics; over- the- counter orthotics and appliances

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

Revision otdurable medical equipment. except when made necessary by normal wear or use
Replacement or repairat equipment if items are damaged or destroyed by Member misuse, abuse. or

carelessness. lost. or stolen

Duplicate or smilax items

Sales tax, mailing, delivery charges, service call charges. or charges for repair estimates
hems t+ hich are primarily educational in nature or ka vocation, cation. convenience or recreation
Communication aids or devices to create, replace or augment communication abilities including, but not

linuted to, hearing aids rim enrollees 21 and older, speechprocessor' s. receivers. communication boards. of
computer or electronic assisted communication

Household equipment which primarily has customms uses other than medical. such as, but not limited to.
all puAGers. central or unit air conditioners. aster mariners, nomaller_ic pillows, mattresses or waterbeds-
physical f mes equipment, hot tubs. or whirlpools

Household fixtures including. but not limited to, escalators or elevators, ramps- swimming pools cad
saunas

Home Moddleali erns including. but not limited to, its wiring. plumbing or changes for installation of
equipment

Vehicle modifications including, but not limited to, hand brakes, hydraulic lifts, and car carrier
Remote control devices as optional accessories

Benefit Provided: Source'.

Prosthetics and Orthotics Base Benchmark Commercial HMO

Amh oriiatiom Provider Qualifications:

Drone Medicaid State Plan

Amount Linm:     Duration Limit

I per I , beoa,ele*     None

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

tic limbs sockets and supplies, and prosthetic eyes. Externally wrorn breast prostheses

andbraslollowine a maslectanv**

ormation regaring this benefit. including the specific name ofthe source plan ifit is not the base
rk plan_

es 2ecternal prosthesis per Calendar Year and 2 bras per CY. For double mastectomy, coveiaee
4 external prostheses perCY and 2 bras per CY. Prior Authorization is required for cochlear

and devices that are permanently implanted such as artificial joints, pacemakers. and Sit fro II
implanted breast implant following mastectomy-
Nor covered experimental or investigational services or devices: revision! replacetnent of prosthetics;
replacement gar repair of items( if destroyed by enrollee' s misuse, abuse or carelessness, lost or stolen):
duplicate or. similar items: service call charges, charges for repair estimates. wigs; cranial prosthesis. or hair
it ansplants. cleaning and polishing of prosthetic eye.

Benefit Provided: Source

Skilled Nursing l' acililc Base Benchmark Commercial HMO Remaye

Authorization:      Provider Qualifications:

Prior Arthiaization Medicaid State Plan

Amount Limit Duration Limit

JO Days in a Consecutive 13: Mo: I:h: Nr:,od=  None

Scope Limit.

Ilscludes custodial care. convalescent care, rest cures, services to assist in activities of daily living.
Scniccs in lieu of continued or anticipated hospitalization.

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

Skilled nursing care in ahospital is covered it the level ofcare needed by the enrollee has been classified
from acute cn'e to skilled nursing care and no designated skilled nursing care beds or swine beds are
available in the hospital or in another hospital within a 30 mile radius of the hospital.

Benefit Prot ided: Source:

ionic Health Care- Rehab( PT. OT, Speech Therapy)       Base Benchmark Commercial HMO

Authorization:      Provider Qualifications:

Prior Aulhurizadon Medicaid State Plan

Amuum Lintit.     Duration Limit.

40 Visits per Year None

Scope Limit

None

TN: ND- 15- 0002 Approval Date: 11/ 23/ 15 Effective Date: 1/ 1/ 15
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Other information regarding th is benefit including the specific name of the source plan it it is not the base
benchmark plan:      

Remote

Ibis benefit covers both habilitation and rehabilitation. I, iinits are cumulative for both habilitation and
rchnhilitation.

Add
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I_ sscutial Health Benefit 8: Laboraton- services Collapse All [ f

Benefit Provided: Source:

Lah I  , ts. X- ia, Services. and Pathology Base Benchmark Commercial HMO Refrioye

Authorization_      Provider Qualifications:

None Medicaid Slate Plan

Amount Limit.     Duration Limit:

None None

Scope Limit

None

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

Benefit Provided_       Source.

Imagine' Diagnostics( MRL Cf Scan. PEf Scan)  Base Benchmadc Commercial I IMO Remove

Authol' izatlen:      Provider Qualifications-

None Medicaid State Plan

Amount Limit Duration Limit

None None

Scope Limit.

None

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

Benefit Providt.1 Source'

Outpatient Diaynostie Labs, X- Ray and Pathology Base Benchmark Commercial HMO

Authorization:      Provider Qualifications:

None Medicaid State Plan-
Ann) nt lanAmountLimit Duration Limit:

None None

Scope Limit:

Notcovered flierniogrannsor Thennologc

TN: ND- 15- 0002 Approval Date. 11/ 23/ 15 Effective Date: 1/ 1/ 15
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Other information regard ing this benefit. including the specific name of the source plan if it is not the base
benchmark plan:

Itemore

naa

TN: ND- 15- 0002 Approval Date: 11123115 Effective Date: 1/ 1115

No It Dakota



S Alternative Benefit Plan

Essential I lei lth Benefit 9: Preventive and wellness services and chronic disease management Collapse All

The state: territory must provide. at a minimum. a broad range of prevenlive services including:" A" and" B' services recommended

br the United States Preventive Services Truk Force: AdvisorCommittee for Immunization Practices( ACIP) recommended

vacdnes: pneventive 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 Medicine( IOM).

Benefit Provided: Source:

Colorectal Cancer SoeeningBase Benchmark Commercial HMO RemgXe.

Authorization:      Provider Qualifications:

None Medicaid State Plaa

Amount Lanil:     Duration Limit:

None 71None
Scope Limit

I' cI dc' virtual colonoscopies

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

Benefit Provided- Source:

Nutritional Counseling IFBase Benchmark Commercial HMO
Authenzatlon:      Provider Qualifications:

None Medicaid state Plan

Amount Limn.     Duration Limit:

None None

Scope Limit.

Excludes weight loss programs. Coverage includes foods and low- protein modified food products

determined by a physician to 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 ofthe source plan if it is not the base
benchmark plan:

Not anered: dietary, desserts and snack items. For Pliers keto uaia( PKU); coverage includes testing,
dlamtosis, and treatment of PKU including dietary management, formulas. case management, intake and
screening, assssmcnt comprehensive care planning and service referral. Not covered for PKU: dietan
des; crls and snack items.

Benefit Proyidcd:       Source

Smoking Cessation Program Base Benchmark Commercial HMO

Authorization:      Provider Qualifications'.

Nana Medicaid State Plan

TN: ND- 15-0002 Approval Date. 11/ 23/ 15 Effective Date: 1/ 1/ 15
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Amount L nut Duration Linlit:

2 attcnlIll, per tear None R6m6Vc

Scope 1. unit.

Not covered_ hopnotisnl rindacupuncture

Other infortnatiod regia ding this berieft, including the specific name of the source plan if it is not the base
benchmark plan:

Benctii Provided'. Source

AllergTesting and Infections Base Benchmark State Employees Remove

Authorization'.      provider Qualifications:

Nurse Medicaid State Plan

Amount Limit:     Duration Limit.

None None

Scope Linlit_

hmludes provocatirc food testing and sublingual allergy desensitization.

Other in[ bnnta ion regarding this benefit. including the specific name of the source plan if it is not the base
bcnchrmark plan:

Includes wslmggand treatment- allergy injections, and allergy serum.

Benefit ProvidedSource

Eamily planning Base Benchmark Commercial HMO

Adthorizafon:      provider Qualifications'.

Noae Medicaid State Plan

Amount Limit.     Duration Limit

None None

Scope Limit_

Includes consultations and pre- pregnancy planning. The following drugs, services. and devices are
covered: Ina... cr methods- diaphragn and cervical cap fitting/purchase nlirena and paragard intrauterine
devices only with placementrremoval covered

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

once every five( 5) leers, and/ or generic oral contraceptives, other contraceptives including injectable
medroxyprogesterone acetate, and emergency contraception with generic Plan B are covered at 1009',,( no

m9). Voluntary sterilizations are covered and include: medical- occlusion Of tile fallopian robes by use of
perntanent implants( C. g. Essule) and,'or surgical - tubal ligation or vasectomies. ' Tubal ligation covered at

100"-a of allowed only when performed as the primary procedure and ifperformal as part of a matem itv
delivery or for env other medical reason it will be covered as a medical benefit tsith the applicable cost-

TN ND- 15- 0002 Approval Date: 11123/ 15 Effective Date: 1/ 1/ 15
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a" app IC(.

Not covered emetic counseling or testing except for services that have a rating of ' A" of " B" in the current
reconlmendinions ofthe United States Preventive Services Task Force- prior authorization required:     Remove

Reproductive Health Care Services which are prohibited by the laws oflsortb Dakota, elective abortions:
and or reversal of voluntary sterilization.

Benefit Provided: Source'.

Diabetes Lquipman and Supplies: Education Base Benchmark Commercial HMO ReiiN+ue

AwhorizationProvider Qualifications:

Other Medicaid State Plan

Amount I- unit Duration Limit,

None None

Scope Limit.

I_' scludes food items for medical nutritional therapy: continuous glucose monitoring system.

Other in foaration regarding this benefit, including the specific name of the source plan if it is not the base
benchmark plan'.

Coverage includes:  Blood glucose monitors. Blood glucose monitors for the legally blind," fest strips for
elucose monitors. Urine testing strips, Insulin injection aids, Lancets and lancet devices, Insulin pumps and
all supplies for the pump, Caston diabetic shoes and inserts limited to one( I) pair of depth- inlay shoes and
three( 3) parts of inserts: or one( 1) pair ofcustom molded shoes( including inserts) and two('_) additional
pair ofinsens, Syrimies. Insulin infusion devices- prior authorization required, Prescribed oral agents for

controlling blood sugars. Glucose agents. Glucagon kits, Insulin measurement and administration aids for

the visualls impaired and other medical devices forthe ueatmcnt of diabetes, Routine fool care including
toenail trimming

Coverage ofdiabetes self-management training is limited to( I) persons newly diagnosed tsith diabetes,[')
persons who require a ,. Image in current ther apq, ( 3I per'sells who have it co- morbid condition such as Kean
disease or renal failure:( d) persons whose diabetes conditions are unstable- No more than two( 2)

comprehensive education progrmns per lifetime and up to eight( 8) follow- up visits per year.
Diahates self management training and education shall be covered if the service is provided by a Physician,
nuns,. dietitian. pharmacist or other licensed health care Practitioner and/ or Provider who satisfies the

ar cat academic eligibility requirements of National Certification Board for Diabetic Educators and

has completed acourse in diabetes education and training or has been certified by a diabetes educator and:
the training and education is based upon a diabetes program recognized by the American Diabetes
Association ora diabetes program with a curriculum approved by the American Diabetes Association or the
North Dakota Depanmcnt on Health-

Benefit Provided:       Source:

Foot Care Base licnhanolirl, Commercial I IMO

Authorization:      Provider Qualifications:

None Medicaid State Plan

Annular Limit:     Duration Limit

None None

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

Scopc Limit

xludes cunni removal, or treatment of corns, calluses, or nails for reasons other than amhorized p07pyp

corrective surguvl diagnosis and treatment of weak, strained. or flat feet.

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

Include routine foot care ba diabetes; non- routine diagnostic testing and treatment ofthe fool due to illness
or injury.

Benefit Provided: Source-

Diahsis Base Benchmark Commercial HMO BeSbove

Authorization:      Provider Qualificatimts:

Prior A- 111- 1ation Medicaid State Plan

Amount Limit:      Duration Limit:

None None

Scope Lintir

covered until the eivollec qualifies for the federally funded dialysis services under ESRD.

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

Services include equipment. training, and medical supplies required for effective dialysis care.

Bendit Provided: Source:

Pr<vemive Services Base Benchmark Commercial HMO

Authorization:      Provider Qualifications:

None Medicaid State Plan

Amount Limit:      Duration Limil.

Noac None

Scope Limit'.

I- scluding sports physicals, pre- cmploymentand employment physicals. insurance physicals, or

gmernme t licensing physicals( including. but not limited to physicals and eye exams for drivel' s
eased.

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

The tblloving preventive services. as defined in the AlTordable Care Act, received from an in- network

provider are covered at no chaise: evidenced based items or services that have in effect a rating of " A" or
B" in the concur recommendations ofthe United States Preventive Semler,,' task Force. n urmniia tions

tier routine use that have in effecta recommendations from the Advisory Commiuccnit Immunization
Practices of the(' enters of Disease Control and Prevention with respect to the Member involved; with

respect to covered persons who are age Poland ' 01 informed preventative care and screening,
provided for in the comprehensive guidelines supported by the Health Resources and Services
Administration and EPSDT: and with respectto covered persons who arc women. such additional

TN'. ND- 15- 0002 Approval Date'. 11123/ 15 Effective Date. 111115



S Alternative Benefit Plan

pmvcnnvc cure and screening not escrl e a ove are provided or in compre lensive gm e I Ines soppone<
by the Health Resources and Services Administration -

R2move

TIN ND- 15- 0002 Approval Date'. 11/ 23/ 15 Effective Date. 1/ 1/ 15
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Alternative Benefit Plan

0 L'ssential Ilea I th Benefit 10: Pediatric services including oral and vision care Collapse All

benefit providedSource:
Medicaid State Plan EPSDT Benefits

Base Benchmark Commercial HMO RCNOi'e-:

Auth privation Provider Qualifications.

Prior Aulhor,' ation Medicaid State plan

Amount Limit Duration Limit

None None

Scopc Limit

Services noted as not covered in all other benefit areas must be provided when medically necessan for
enrollees under 21 } ears of age. Some services may require prior authol' izalion.

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

AM

TN: ND- 15- 0002 Approval Date: 11123/ 15 Effective Date: 1/ 1/ 15
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CMS Alternative Benefit Plan

Other Covered Ilen eIlls from Base Benchmark Collapse All

Usher Base Benefil PR' ovided.  Solace:

Vivon Services( Beier to Attachment B)      
Rase Benchmark

TN'. ND- 15- 0002 Approval Date11/ 23115 Effective Data 1/ 1/ 15
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S Alternative Benefit Plan

Bask Benchmark Benefits Not Covered due to Substitution or Duplication Collapse All

TN: ND- 15- 0002 Approval Date'. 11/ 23/ 15 Effective Date 1/ 1/ 15
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C SMS Alternative Benefit Plan

OthelBase Benchmark Benefits Not Covered Collapse All

Basc Benchmark Benefit not Included in the Alternative Source:

Benefit plan:     Base Benchmark
Retuove

Nettborn C' uvei age

Explain why the state territory chose not to include this benefit

Newborn Cocera_ e kill be provided under the newbonis eligibility under the traditional Medicaid
prosram.

Base Ilenchawk Benefit not Included in the Alternative Source:

Bereft Plan'     Base Benclunaik

Remove.
kesdential Trcannent Roam and Board Coverage

Lsplain wh} the state: territory chose not to include this benefit

Forthose members 21 and older, coverage at a Residential Treatment Facility does not include room and
board

Add

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

Other 1937 Covered Benetlte that arc not Essential Health Benefits Collapse All 

TN'. ND- 15- 0002 Approval Dale'. 11/ 23/ 15 Effective Date: 1/ 1/ 15
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S Alternative Benefit Plan

Additional Covered Benefits( This categoryof benefits is not applicable to the adult group under Collapse All [ J
section 1902( an 10)( A)( i)( Vllp of the Act.)

PRA Disclosure Statement

According to the Paperwork Reduction Act of] 995, no persons are required to respond to acol Iection ofinlot mat on unless it displays a
valid OMB cont of number. The valid OMB control number for this information collection is 093& 1148- The time required to complete
this information collection is estimated to average 5 hours per response. including the time to review instructions, search existin_ data
I esources. gather the data needed, and complete and rev few the information collection. If have comments concerning the accuracw of

the time esnmalc(s) or suggestions for improving this Corm, please write to: CMS, 7500 Security Boulevard, Ann: PRA Reports Clearance
Office, Mail Stop t 4- 96- 05. Baltimore, Maryland 21344- 1850.

4. n 1_ f19R
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ATTACHMENT B

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

x 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

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.

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

OMI3 Control Number: 0938- 1148

Attachment it-C-    OMR Espimtion date 10912014

Provide detail on the tape ofdelivery system( sf the state.'territory will use for the Alternative Benefit Plan' s benchmark henelit package or
benchmark- equivalent benefit package, including ami variation by the panicipants' geographic area.

I\ pe of service dehi ery svgem( s) the state ten will use for this Alternative Benefit Plan( s).

Select one or mor, service deliver s, stein,

Managd at,

Nianaued Care Organisations( NICO).

Prepaid Inpatient Health Plans( PIHP).

Prepaid. Anrbulmon Health Plans( PAHP).

Primar} Care Case Management( PCOM).

Fee- for-... vice.

Other sery ice deliver, system.

Managed Care Options

Managed Care Assurance

fhe state' teiritor certifies that it will comply with all applicable Medicaid lues and regulations. including but not limited to sections
I903( m)_ 1903( 0. and 1937 ofthe Act and 41 CFR Pail 4i8, in providing managed care services through this Alternative Benefit
Plan.  Ihis includes the rialmorment for CMS approval ofcontracts and rates pursuant to 42 CPR 4386.

Managed Care Implementation

Plcaoe describe the implementation plan for the Alternative Benefit Plan under managed care including member- stakeholder. and
provider outreach albs.

I lie Department of I Ionian Sertices has conducted outreach 0unueh: providing testimom to various legislative commietis. presenting
to provider and advocacy groups, presenting to county social service board and commissioners, develops m, a dedicated uch page.
meetimu with tribal health and Indian Health Seryices representatives, and developing public service announcements.

MCO: Managed Care Organization

The managed care deliver-.- stern is the same as an already approved managed care proaun.      Y, s

the managed care program is operating under ( select one):

I' Section 1915( a) voluntar managed care program.

Section 191 Sib) managed care waiver.

C Section 1932( a) mandatory managed care state plan amendment

Section I I IS demonstration.

C Section 1937 Alternative( Renchmark) Benefit Plan state plan amendment..
Identify the date dee managed care program "" approved by CMS:     December 20, 2013

rs, oi, 1. 1- 1 Approval D, ap 111211
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Alternative Benefit Plan

Describe rogiam below:

The Stale has chosen the section 1937 benchmark option otthe commercial HMO with the largest insured colnm orbit 1, non-

Medicaid croulhaenI in the state- In addition, Ahemativc Benefit Plan mill incorporate theII Ihealth Benefls and kill

ensure compI ionce with Mental Ilealth and Substance Abuse parity. This group enrolled in the MCO trill be soIeh Iimilcd to
those individuals eIi;_ible in the nese adult group under the Medicaid expansion. Medicaid Expansion beneficiaries. incIudill
American Indians. will be mandatorily enrolled in one managed cam plan offered statewide. The Medicaid Expaasiun , ill
include indieiduals who meet the qualifications of the exempt pops Iations as outlined in Section 1937( a)( 2) oflhe Act.
Individuals who mectIhe qualifications of the exempt population can choose to receive the ABP that is the Medicaid State plan

benefit or the ABP that includes Essential Ilealth BenefIs, The Medicaid State Plan benefit will be provided through a fee- for-
sen'icede livers system.  The Alternative Benefit Plan will be provided through a managed care deliver ssstcnh as outlined in

the approved section 1915( b) waiver. Section I I I5 expenditure authority giants zuthoilpto limit choice to one managed care
plan.

Additional Information: MCO( Optional)

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

Fee- For-Sen ice Options

Indicate s, bother the sI atc' ten' ilcry offers it aditionaI fee- for-servicc and of services managed under an administrative services

fordoGonal state- managed fee- for- service

C Services mantled under an administralive services organisation( ASO) arrangement

Please describe this fee- for- service delivery s stem, including am bundled payment arrangements. pas fn perforriance fico- to,
setv ice care management mudels' non- risk. contractual incentives as w01 as the population served via this deliver system.

Ear those indieiduals delennined medically frail who elect ABP that is the Medicaid State Plan benefit for allose individuals who
are incarcerated oho receive only qualifying inpatient care: and for those non- citizen individuals who receive treatment loran
emcreency medical condition as required under 42 CPR§ 435. 139.

Additional Information: Fee- For- Sen ice( Optional)

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

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of inlonnation unless it displays a
laid OMB control number. The valid OMB control number for this information collection is 0938- 1148. The time required to complete

this ition, alion collection is estimated to average 5 hours per response, including the trine to revile instructions. search csisting data
rcsoua-es. either the data needed_ and complete and review the information collection I I Noll have mlmnenG concerning the acewan of
till time cstimute(s) or suy_'.eltions for improving this bean, please write to: CMS, 7500 Securin Boulevard. Alto PRA Reports Clearance
Olficer. Mail Stop C4- 2G- 05. Baltimore Maryland 21244- 1850.

200091'
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