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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
JFK Federal Building, Government Center 
Room 2275 
Boston, Massachusetts 02203 
 
Division of Medicaid and Children’s Health Operations / Boston Regional Office 

 
December 13, 2013 

 
Nicholas A. Toumpas, Commissioner 
Department of Health and Human Services 
State of New Hampshire 
129 Pleasant Street 
Concord, NH 03301 
 
Re: New Hampshire SPA TN 13-015 
 
Dear Commissioner Toumpas, 
 
We are pleased to enclose a copy of approved New Hampshire State Plan Amendment (SPA) No. 13-015 
with an effective date of July 1, 2013.  This SPA transmitted a proposed amendment to your approved 
Title XIX State plan to reflect changes related to the outpatient hospital service limits. 
 
If there are questions, please contact Joyce Butterworth at (617) 565-1220 or by e-mail 
at Joyce.Butterworth@cms.hhs.gov. 
 

Sincerely, 
 
 /s/ 
 
Richard R. McGreal 
Associate Regional Administrator 

Enclosure/s 
 
cc: Kathleen Dunn, State Medicaid Director 
 Diane Peterson, Medicaid Business and Policy 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
 
          Title XIX – NH 
          Attachment 3.1-A 
          Page 1-a 
 
 
1. Inpatient Hospital Services 
 

Payment for inpatient hospital services is limited to medically necessary days only.  Medically 
necessary days are days of stay approved by the State agency responsible for utilization review, or 
its designee, i.e., the Quality Improvement Organization (QIO), which evaluates the quality, 
necessity, and appropriateness of care and renders length of stay determinations. 
 
All accommodations and ancillary services are paid for each approved, medically necessary day.  
The day(s) of discharge does not count toward the limit.  No payment is made for days of stay 
beyond the determination of medical necessity. 
 
Coverage of organ transplantation is limited as per Attachment 3.1-E. 
 
Prior authorization is required for inpatient hospitalizations at out of state hospitals, excluding 
border facilities and emergency hospitalizations. 
 

2. a.  Outpatient Hospital 
Payment for outpatient hospital services is limited to twelve (12) visits per recipient per state fiscal 
year.  Limits may be exceeded if prior authorization is granted by the Department based on medical 
necessity.  Visits to Urgent Care or the Emergency Department (ED) are not limited.  The services 
associated with the outpatient hospital visit, and that may be performed by various practitioners, are 
also limited to twelve.  This is a combination limit meaning that the services of physicians, 
ARNP’s, clinical psychologists and pastoral counselors count in combination toward a limit of 12 
when provided in the outpatient hospital setting.  This limit may be exceeded in conjunction with 
the outpatient hospital limit if prior authorization is granted by the Department based on medical 
necessity. 

 
b.  Rural Health Clinic (RHC) Services – Hospital Based (HB) and Non-Hospital Based (NHB) - 
are provided as defined in Section 1905(a)(2)(B) of the Social Security Act.  RHC services include 
services provided by physicians (to include physician assistants under the supervision and direction 
of a physician in accordance with NH RSA 328-D:1), nurse practitioners, certified nurse midwives, 
clinical psychologists, clinical social workers, visiting nurses and other ambulatory services 
included in the NH Title XIX State Plan.  RHC services also include services and supplies that are 
furnished incident to professional services furnished by a physician (to include a physician assistant 
under the supervision and direction of the physician), nurse practitioner, certified nurse midwife, 
and for visiting nurse care, medical supplies, other than drugs and biologicals.  “Other ambulatory 
services” that are included in the NH Title XIX State Plan and covered as RHC services are covered 
according to the applicable descriptions, service limitations, and payment provisions described 
elsewhere in this Title XIX State Plan.  Limits may be exceeded if prior authorization is granted by 
the Department based on medical necessity 
 
 
 
 
 

TN No:     13-015 
Supersedes    Approval Date  12/13/2013__ Effective Date:  07/01/2013 
TN No:     12-009 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
 
 
 
 
 

4a.  Nursing Facility Services 

Title XIX- NH 
Attachment 3.1-A 
Page 2-a 

 
Payment for nursing facility care is available to both categorically and medically needy recipients in need of 
such care.  Payment is made for a non-private room.   Determination of need for nursing facility care and 
authorization of payment for nursing facility care is made by the Bureau of Elderly and Adult Services. 

 
4b.  Early and Periodic Screening. Diagnosis. and Treatment 

 
Limited to federal requirements for the categorically needy.  Any limits to services provided in Attachment 3.1- 
A do not apply to individuals under EPSDT as long as medical necessity criteria as determined by the Office of 
Medicaid Business and Policy have been met. 

 
4c.  Family Planning Services 

 
4c. (i)  Family planning services include those services described in Section 1905(a)(4)(C). 

 
4c. (ii) Family planning-related  services provided under the state eligibility option at Attachment 2.2-A, B, are 
those medical diagnosis and treatment services provided in a family planning setting as part of, or as follow-up 
to, a family planning visit pursuant to Section 1902(a)(IO)(G)(XVI).  Family planning-related services that are 
covered in NH include:  (l) services to treat adverse reactions to, or medical complications of, family planning 
procedures, services, treatment, or therapies (e.g., treatment of perforated uterus due to intrauterine device 
insertion, treatment of severe  menstrual bleeding caused  by Depo-Provera injection); (2) drugs (as  well as 
follow-up visits and re-screens based on CDC guidelines) for the treatment of STD's, except for HIV/AIDS and 
hepatitis, when the STD is identified or diagnosed during a routine or periodic family planning visit; (3) drugs 
and other treatment (as well as follow-up visit) for lower genital tract and genital skin infections/disorders, and 
urinary tract infections, when identified/diagnosed during a routine/periodic family planning visit; and (4) 
vaccinations to prevent cervical cancer routinely provided pursuant to a family planning service in a family 
planning setting. 

 
5a.  Physician Services 

 
Coverage for  physician  services  is unlimited except for  those  physician services affiliated  with outpatient 
hospital visits, which are limited (in combination with ARNP, clinical psychologist, and pastoral counselor 
services- 6d) to 12 per recipient per state fiscal year, except for emergency department (ED) and urgent care 
visits, which are not limited.  Limits may be exceeded if prior authorization is granted by the Department based 
on medical necessity.  Laboratory tests and diagnostic x-rays are not counted against the outpatient physician 
visit limit. 

 
Except for kidney and tissue transplants, to include corneas, bone grafts, and skin transplants, which are covered 
without prior authorization, prior authorization is required for the coverage of physician services for organ 
transplants which include bone marrow, liver, heart, lung, heart-lung, pancreas, and pancreas-kidney.   (See 
Attachment 3.1-E for specific details.)  Certain surgical procedures to include bariatric surgery, breast reduction, 
blepharoplasty, panniculectomy, septoplasty and rhinoplasty also require prior authorization. 

 
Non-covered organ transplantation and procurement services include physician services for the surgery, inpatient 
hospital  services  for  the  surgical  admission(s),  and  organ  procurement  related  to  the  following types  of 
transplants:  any type of organ or tissue transplant not specified above (including hairplasty) or more than two 
transplants of the same type of organ per recipient per lifetime. 

 
In accordance with federal law, coverage for induced abortions is provided when the physician certifies that the 
pregnancy was the result of rape or incest or the woman suffers from a physical disorder, physical injury, or 
physical illness including a life-endangering physical condition caused by, or arising from, the pregnancy itself 
that would place the woman in danger of death unless an abortion is performed. 

 
TN No:  13-015 
Supersedes 
TN No:  13-008 

 
Approval Date  12/13/2013 Effective Date: 07/01/2013 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
 
          Title XIX – NH 
          Attachment 3.1-A 
          Page 3-b.1 
 
 
 
 Home Health Services 

Home health services are provided in accordance with 42 CFR 440.70 and include the services 
specified in 7a-7d.  Home health services are provided to a recipient on his or her physician's orders 
as part of a written plan of care that the physician reviews every 60 days, except as specified in 42 
CFR 440.70(b)(3).  Medical supplies, equipment and appliances suitable for use in the home are 
provided in accordance with physician review as specified in 42 CFR 440.70(b)(3).  Medicaid 
recipients do not have to be homebound in order to receive home health services. 

 
Home health agencies must meet the Medicare conditions of participation in 42 CFR Part 484. 

 
a. & b.  Nursing and Home Health Aide 

 
Services can only be provided in the patient's place of residence, not in a hospital, nursing facility, or 
ICF-MR, except as allowed at 42 CFR 440.70(c). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TN No:     13-015 
Supersedes    Approval Date 12/13/2013  Effective Date:  07/01/2013 
TN No:     11-009 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
 
          Title XIX – NH 
          Attachment 3.1-B 
          Page 2-a 
 
 
1. Inpatient Hospital Services 
 

Payment for inpatient hospital services is limited to medically necessary days only.  Medically 
necessary days are days of stay approved by the State agency responsible for utilization review, or 
its designee, i.e., the Quality Improvement Organization (QIO), which evaluates the quality, 
necessity, and appropriateness of care and renders length of stay determinations. 
 
All accommodations and ancillary services are paid for each approved, medically necessary day.  
The day(s) of discharge does not count toward the limit.  No payment is made for days of stay 
beyond the determination of medical necessity. 
 
Coverage of organ transplantation is limited as per Attachment 3.1-E. 
 
Prior authorization is required for inpatient hospitalizations at out of state hospitals, excluding 
border facilities and emergency hospitalizations. 
 

2. a.  Outpatient Hospital 
Payment for outpatient hospital services is limited to twelve (12) visits per recipient per state fiscal 
year.  Limits may be exceeded if prior authorization is granted by the Department based on medical 
necessity.  Visits to Urgent Care or the Emergency Department (ED) are not limited.  The services 
associated with the outpatient hospital visit, and that may be performed by various practitioners, are 
also limited to twelve.  This is a combination limit meaning that the services of physicians, 
ARNP’s, clinical psychologists and pastoral counselors count in combination toward a limit of 12 
when provided in the outpatient hospital setting.  This limit may be exceeded in conjunction with 
the outpatient hospital limit if prior authorization is granted by the Department based on medical 
necessity. 
 
b.  Rural Health Clinic (RHC) Services – Hospital Based (HB) and Non-Hospital Based (NHB) - 
are provided as defined in Section 1905(a)(2)(B) of the Social Security Act.  RHC services include 
services provided by physicians (to include physician assistants under the supervision and direction 
of a physician in accordance with NH RSA 328-D:1), nurse practitioners, certified nurse midwives, 
clinical psychologists, clinical social workers, visiting nurses and other ambulatory services 
included in the NH Title XIX State Plan.  RHC services also include services and supplies that are 
furnished incident to professional services furnished by a physician (to include a physician assistant 
under the supervision and direction of the physician), nurse practitioner, certified nurse midwife, 
and for visiting nurse care, medical supplies, other than drugs and biologicals.  “Other ambulatory 
services” that are included in the NH Title XIX State Plan and covered as RHC services are covered 
according to the applicable descriptions, service limitations, and payment provisions described 
elsewhere in this Title XIX State Plan.  Limits may be exceeded if prior authorization is granted by 
the Department based on medical necessity. 

 
 
 
TN No:     13-015 
Supersedes    Approval Date 12/13/2013  Effective Date:  07/01/2013 
TN No:     12-009 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
 
           Title XIX – NH 
           Attachment 3.1-B 
           Page 3-b.1 

 
 

7. Home Health Services 
Home health services are provided in accordance with 42 CFR 440.70 and include the services specified in 
7a-7d.  Home health services are provided to a recipient on his or her physician's orders as part of a written 
plan of care that the physician reviews every 60 days, except as specified in 42 CFR 440.70(b)(3).  Medical 
supplies, equipment and appliances suitable for use in the home are provided in accordance with physician 
review as specified in 42 CFR 440.70(b)(3).  Medicaid recipients do not have to be homebound in order to 
receive home health services. 
 
Home health agencies must meet the Medicare conditions of participation in 42 CFR Part 484. 
 
a. & b.  Nursing and Home Health Aide 
 
Services can only be provided in the patient's place of residence, not in a hospital, nursing facility, or ICF-
MR, except as allowed at 42 CFR 440.70(c). 

 
7c. Medical Supplies, Equipment and Appliances 

Prior authorization is required for the purchase of most (prosthetics and orthotics which fall under DME in 
the department's rules, but under item #12 in the state plan, do not require prior authorization) durable 
medical equipment as detailed in the department's rules at He-W 571, as well as for modifications to manual 
or power wheelchairs.  Repairs to power wheelchairs require prior authorization if the repairs total $800 or 
more. 
 
Prior authorization is required for disposable diapers and related incontinence supplies for recipients 21 
years of age and older.  Other medical supplies do not require prior authorization. 
 

7d. Physical and Occupational Therapy, Speech Pathology and Audiology Services 
When provided by a home health agency, visiting nurse association or independent therapist, these services 
are limited to eighty (80), fifteen minute units per recipient per state fiscal year.  The eighty (80) units may 
be used for one type of therapy or in any combination of therapies.  Limits may be exceeded if prior 
authorization is granted by the Department based on medical necessity. 
 
Physical, Occupational and Speech Pathology/Audiology Services are provided in accordance with the 
service and practitioner requirements of 42 CFR 440.110 and 42 CFR 440.70(b)(4). 

 
 
 
 
 
 
 
 
 
 
 
 
TN No:     13-015 
Supersedes    Approval Date 12/13/2013  Effective Date:  07/01/2013 
TN No:     11-009 
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