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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
601 E. 12th St., Room 355 
Kansas City, Missouri 64106 

Medicaid and CHIP Operations Group 

October 3, 2022 

Adal ine Strumolo, Deputy Commissioner 
Department of Vermont Health Access (DVHA) 
280 State Drive, NOB 1 South 
Waterbury, VT 05671-1010 

Re: Vermont State Plan Amendment (SPA) 20-0005 

Dear Commissioner Strumolo: 

MS 
CfNTI:RS FOK MfOICAKt & MEOICAIO Sfl!VICfS 

CENTER FOR MEDIC41D & CHIP SERVICES 

For your records, this is an approved copy of Vermont's Alternative Benefit Plan (ABP) State 
Plan Amendment (SPA) VT 20-0005. This ABP amendment submitted through the Medicaid 
Model Data Lab (MMDL No. VT 0626.R00.08) on March 31, 2020, meets all federal statutory 
and regulatory requirements for establishing an ABP. 

The state submitted this SPA to include an increase of the dental benefit cap to $1,000 per year 
to its ABP. This SPA was approved on October 3, 2022, with an effective date of January 1, 
2020. 

Enclosed are copies of the CMS-179 summary form and approved Alternative Benefit Plan 
pages for incorporation into Vermont's State Plan. 

If you have any questions, please contact Gilson DaSilva at (617) 565-1227 or via emai l at 
gilson.dasilva@cms.hhs.gov. 

Enclosures 

Sincerely, 

James G. Scott, Director 
Division of Program Operations 

cc: Dylan Frazer, Deputy Director of Medicaid Policy 
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OFFICIAL 

Alternative Benefit Plan 

Attachment 3. 1-L- D 
Alternative Benefit Plan Populations 

Identify and define the population that will participate in the Altemative Benefit Plan. 

Alternative Benefit Plan Population Name: INew Adult Group 

0MB Control Number: 09381148 

0MB Expiration date: 10/31/20 14 

ABPl 

I 
Identif-y eligibility groups that are included in the Alternative Benefit Plan's population, and which may contain individuals that meet any 
targeting criteria used to further define the population. 

Eligibility Groups Included in the Alternative Benefit Plan Population: 

Enrollment is 
Eligibility Group: mandatory or 

voluntary? 

-
+ I Adult Group I I Mandatory I X 

Enrollment is available for all individuals in these eligibility group(s). ~es I 
Geographic Area 

The Alternative Benefit Plan population will include individuals from the entire state/territory. IYes I 
Any other infonnation the state/territory wishes to provide about the population (optional) 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid 0MB control number. The valid 0MB control number for this infonnation collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Dat e: 10/03/2022 

V.20130724 

Effect ive Date: 01/01 /2020 

Page I of I 



OFFICIAL 

Alternative Benefit Plan 

Attaclllnent 3. l -L- D 
Voluntary Benefit Package Selection Assurances - Eligibility Group under Section 
1902(a)(l0)(A)(i)(VIII) of the Act 

0MB Control Number: 09381148 

0MB Expiration date: I 0/31/2014 

ABP2a 

The state/territocy has fully aligned its benefits in the Alternative Benefit Piao using Essential Health Benefits and subject to 1937 8 
requirements with its Alternative Benefit Plan that is the state's approved Medicaid state plan that is not subject to 1937 y 
requirements. Therefore the state/tenitory is deemed to have met the requirements for voluntary choice of benefit package for es 
individuals exempt from mandatory participation in a section 1937 Altemative Benefit Plan. 

Explain how the state has fully aligned its benefits in the Alternative Benefit Plan using Essential Health Benefits and subject to 1937 
requirements with its Alternative Benefit Plan that is the state's approved Medicaid state plan that is not subject to 1937 requirements. 

Vennont is an expansion state that will not have newly eligible groups under ACA. However, the state will recognize the New Adult 
group in the state plan and will use the Medicaid State Plan as the benefits plan for the New Adult Group. The Medicaid state plan is 
more co!llprehensive than the state's Benchmark plan selected for the Health Benefits Exchange, the BCBS 'Vennont Health Plan, LLC' 
supplemented with the CHIP and FEDVIP plans. In Vem1ont the CHIP plan lllirrors the Medicaid State Plan for Children. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control munber. The valid 0MB control number for this infonnation collection is 0938-1148. The tillle required to colllplete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltilllore, Maryland 21244-1850. 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 

V .20130807 

Effective Date: 01101 /2020 
Page 1 of l 



OFFICIAL 

Alternative Benefit Plan 

State Name:~l\_'e_n_n_o_nt ______________ ~ Attaclunent 3. l-L-□ 0MB Control Number: 0938-1148 

Transmittal Number: VT - 20 - 0005 

Selection of Benchmark Benefit Package or Benchmark-Equivalent Benefit Package 

Select one of the following: 

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

r The state/territory is creating a single new benefit package for tbe population defined in Section l . 

Name of benefit package: ~I M_e_d_i_ca_id_S_ta_te_P_l_an _______________ _, 

Selection of ERB-Benchmark Plan 

The state/territory must select an ERB-benchmark plan as the basis for providing Essential Health Benefits in its 
Benchmark or Benchmark-Equivalent Package. 

ERB-benchmark plan name: I Blue Care, Vermont Health Plan, LLC, CDHP 

The ERB-benchmark plan is the same as the Section 1937 Coverage option: EJ 
Indicate the EHB-benclunark option as described at 45 CFR l 56.1 l l(b)(2)(B) the state/territory will use as its ERB­
benchmark plan: 

ABP3.1 

State/Territory is selecting one of the below options to design an EHB package that complies with the requirements for 
the individual insurance market under 45 CFR 156. l 00 through 156.125. 

Ce' State/Territory is selecting the ERB-benchmark plan used by the state/territory for the 
2017 plan year. 

(" State/Territory is selecting one of the ERB-benchmark plans used for the 2017 plan year by another 
state/territory. 

State/ Territory selects the following ERB-benclunark plan used for tl1e 2017 plan year but will 
(' replace coverage of one or more of the categories of ERB with coverage of the same category from 

the 2017 ERB-benchmark plan of one or more other states 

Select a set of benefits consistent with the JO EHB categories to become the new ERB-benchmark 
(" plan. (Complete and submit the ABP5: Benefits Description fonn to describe the set of benefits.) 

Type of EHB-benclunark plan: 

(" Largest plan by enrollment of the three largest small group insurance products in the state's 
· small group market. 

C Any of the largest three state employee health benefit plans by enrollment 

('_' Any of the largest three national FEHBP plan options open to Federal employees in all 
· · geographies by enrollment. 

(i Largest insured commercial non-Medicaid HMO. 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 Effective Date: 01/01/2020 
Page 1 of3 



OFFICIAL 

Alternative Benefit Plan 

Assurances 

The state/territory assures the EHB plan meets the scope of benefits standards at 45 CFR 156.11 l(b), does not exceed 

0 
generosity of most generous among a set of comparison plans, provides appropriate balance of coverage among l 0 

./ EHB categories, and the scope of benefits is equal to, or greater tban, tbe scope of benefits provided under a typical 
employer plan as defined at 45 CFR I 56.111 (b)(2). 

[ZI The state/territory assures that all services in the ERB-benchmark plan have been accounted for throughout the benefit 
./ chart found in ABP 5. 

r,i The state/territory assures the accuracy of all infonnation in ABP5 depicting amount, duration and scope parameters of 
LL1 services authorized in the currently approved Medicaid State Plan. 

Selection of the Section 1937 Coverage Option 

The state/territory 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): 

(i Benchmark Benefit Package. 

('. Benchmark-Equivalent Benefit Package. 

The state/territory will provide the following Benchmark Benefit Package ( check one that applies): 

('_ The Standard Blue Cross/Blue Shield Preferred Provider Option offered through the Federal Employee Health Benefit 
. Program (FEHBP). 

('_ State employee coverage that is offered and generally available to state employees (State Employee Coverage): 

(' A commercial HMO with the largest insured commercial, non-Medicaid enrollment in t11e state/territory (Commercial 
HMO): 

(i Secretary-Approved Coverage. 

r. The state/territory offers benefits based on the approved state plan. 

Tbe state/territory offers an array of benefits from tlle section 1937 coverage option and/or base benchmark plan 
('_. benefit packages, or tile approved state plan, or from a combination of these benefit packages. 

(i The state/territory offers the benefits provided in tile approved state plan. 

c. Benefits include all those provided in the approved state plan plus additional benefits. 

('. Benefits are the same as provided in the approved state plan but in a different amount, duration and/or scope. 

('_, The state/territory offers only a partial list of benefits provided in t11e approved state plan. 

('_, The state/territory offers a partial list of benefits provided in tl1e approved state plan plus additional benefits. 

Please briefly identify the benefits, the source of benefits and any limitations: 

Other Infonnation Related to Selection of fue Section I 93 7 Coverage Option and tbe EHB-Benclunark Plan ( optional): 

l . The state assures that all services in the base benclunark have been accounted for throughout the benefit chart found in ABPS. 
2. The state assures the accuracy of all infonnation in ABP5 depicting amount, duration and scope parameters of services authorized in 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 Effective Date: 01/01/2020 
Page 2 of 3 



OFFICIAL 

Alternative Benefit Plan 

the currently approved Medicaid state plan. 

PRA Disclosure Statement 
Centers for Medicare & Medicaid Services (CMS) collects this mandatory infonnation in accordance with (42 U.S.C. 1396a) for the 
purpose of standardizing data. The infonnation will be used to monitor and analyze perfonnance metrics related to the Medicaid and 
Children's Health Insurance Program in efforts to boost program integrity efforts, improve perfonnance and accountability across the 
programs. Under the Privacy Act of 1974 any personally identifying infonnation obtained will be kept private to the extent of the law. 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control number. The valid 0MB control munber for this infonnation collection is 0938-1188. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instnictions, 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 fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 

V.20190&13 

Effective Date: 01101 /2020 
Page 3 of 3 



OFFICIAL 

Alternative Benefit Plan 

Attaclllnent 3 .1-L- D 
Alternative Benefit Plan Cost-Sharing 

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

0MB Control Number: 09381148 

0MB Expiration date: l 0/3 1/2014 

ABP4 

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 Sec lion 1916 of the Social Security Act 

The Altemative Benefit Plan for individuals with income over I 00% FPL includes cost-sharing other than that described in 

□ Attachment 4.18-A. 

Other Infonnation Related to Cost Sharing Requirements (optional): 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control number. The valid 0MB control number for this infonnation collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments conceming the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 

V.20130807 

Effect ive Da te: 01/01/2020 
Page 1 of 1 



OFFICIAL 

Alternative Benefit Plan 

State Name:~lv_e_n_n_o_nt ______________ ~ Attachment3.1-L-D 0MB Control Number: 0938-1148 

Transmittal Number: VT - 20 - 0005 

Benefits Description ABPS 

The state/territory proposes a "Benchmark-Equivalent" benefit package. INo I 

Benefits Included in Alternative Benefit Plan 

Enter the specific name of the base benchmark plan selected: 

Blue Care, Vennont Health Plan, LLC, CDHP 

Enter the specific name of the section 1937 coverage option selected, if other than Secretary-Approved. Otherwise, enter "Secretary-
Approved." 

r ecret,uy-Approved 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 

I 

Effect ive Date: 01/01/2020 

Pagel of 45 



OFFICIAL 

Alternative Benefit Plan 

00 1. Essential Health Benefit: Ambulatory patient services Collapse All D 

Benefit Provided: Source: 
I Remove I I Outpatient Hospital I I state Plan 1905(a) I 

Authorization: Provider Qualifications: 

INone I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

Benefit Provided: Source: 
I Remove I I Rural Health Clinic I I state Plan 1905(a) I 

Authorization: Provider Qualifications: 

I Authorization required in excess of limitation I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

1 s visits per month; I visit per day I !None I 
Scope Limit: 

!None 

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

Benefit Provided: Source: 
I Remove I I Federally Qualified Health Center I I state Plan 1905(a) I 

Authorization: Provider Qualifications: 

I Authorization required in excess of limitation I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

1 s visits per month; 1 visit per day I !None I 
Scope Limit: 

!None 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 Effect ive Date: 01/01/2020 

Page 2 of 45 



OFFICIAL 

Alternative Benefit Plan 

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

Benefit Provided: 
Pt!ystcian Services in all Setti:11gs 

Source: 
State Plan 1905(a) 

Remove 

Authorization: Provider Qualifications: 

I Authorization required in excess of limitation I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

I See other infonnation below I !None I 
Scope Limit: 

I See other infonnation below I 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Home & Office - 5 visits per month; Nursing Facility - up to I visit per week; Hospital - up to I admission 
visit per patient per diagnosis per month and up to one visit per day for acute care. Excludes solely 
cosmetic surgery; ineffective or unproven procedures; unnecessary testing; experimental; services provided 
without consent. Prior authorizations apply for certain circumstances and procedures. Limits may be 
exceeded based on medical necessity. 

JJ:~\Wfi~ ~~: Source: 
srnre Pta11 190~ca, Remove 

Authorization: Provider Qualifications: 

INone 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
Scope Limit: 

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

Benefit Provided: 
rvreaicat & Surgiciit servtces rmn1s1mo uy oemtsr 

Source: 
State Plan 1905(a) 

Remove 

Authorization: Provider Qualifications: 

I Prior Authorization I I Medicaid State Plan I 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 Effect ive Date: 01/01/2020 

Page 3 of 45 



OFFICIAL 

Alternative Benefit Plan 

Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

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

Benefit Provided: Source: Remove OtP. et11roprnc1ic State Plan l905(a) 

Authorization: Provider Qualifications: 

I Authorization required in excess of limitation 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

I 10 visits per year I !None I 
Scope Limit: 
I Services are limited to treatment by means of manual manipulation of the spine for the correction of a 
misaligmnent of the spine. 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Treatments for children under 12 years of age require prior authorization. 

mfifibti?l~ed: Source: 
Srnt~ Pl~II t 9o,c~J Remove 

Authorization: Provider Qualifications: 

!None 1 1 Medicaid State Plan I 
Amount Limit: Duration Lin1it: 

!None I !None I 
Scope Limit: 
I Non-routine foot care only. Excludes flat foot; subluxations of foot not requiring surgery; corns, calluses, 
nail trimming, and preventative hygiene. 

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

Benefit Provided: Source: Remove [';lmI-:Emt!rgt!~y n lll~poi'l'ill"icm: State Pl:m 1905(::i) 

TM. ,~ -- - - -- - ,I ... _ ... __ ,tA rt""': .. _ - "- ~- ·- ...__ ... _ _ ...... ,,.,. f~ft'loft . 
Supersedes TN: 19-0003 

Page4 of 45 



OFFICIAL 

Alternative Benefit Plan 

Authorization: Provider Qualifications: 

I Prior Authorization I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

W.;j}Jtr/rovided: Source: 
St.ate: Plan 190:'5(8) Remove 

Authorization: Provider Qualifications: 

!Other 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

16 months prior to end of life. 

I 

Benefit Provided: Source: Remove Ot:l'. l'Mialtic or Pam1ty 1'-!arse: Pra1:t!tto~rs State Plan 1905(a) 

Authorization: Provider Qualifications: 

!Other 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

I See other infonnation below I !None I 
Scope Limit: 

I See other infonnation below I 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Home & Office - 5 visits per month; Nursing Facility - up to 1 visit per week; Hospital - up to l admission 
visit per patient per diagnosis per month and up to one visit per day for acute care. Excludes solely 
cosmetic surgery ; ineffective or unproven procedures; unnecessary testing; experimental; services provided 
without consent. Prior authorizations apply for certain circumstances and procedures. Limits may be 
exceeded based on medical necessity. 

TN: VT 20-0005 Approval Date: 10/03/2022 Effect ive Dat e : 01/01 /2020 

Page 5 of 45 



TN: VT 20-0005 
Supersedes TN: 19-0003 

OFFICIAL 

Alternative Benefit Plan 

Approval Date: 10/03/2022 Effective Date: 01/01/2020 

Add 

Page 6 of 45 
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Alternative Benefit Plan 

00 2. Essential Health Benefit: Emergency services Collapse All D 

Benefit Provided: Source: 
I Remove I Outpatient Hospital: Emergency Care I I state Plan I905(a) I 

Authorization: Provider Qualifications: 

!None I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I INone I 
Scope Limit: 

!None 

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

Benefit Provided: Source: 
I Remove 

!Transportation: Ambulance I I s tate Plan 1905(a) I 
Authorization: Provider Qualifications: 

I other 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

Other infonnation reg,u-ding this benefit, including the specific name of the source plan if it is not the base 
benchm,u-k plan: 
For emergency services, prior authorization is required for coverage of ambulance service to an out-of-state 
hospital. Transport to a border hospital does not require prior authorization. 

Add 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 Effect ive Date: 01/01/2020 

Page 7 of 45 
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Alternative Benefit Plan 

00 3. Essential Health Benefit: Hospitalization Collapse All D 

Benefit Provided: Source: 
I Remove I Inpatient Hospital I I state Plan 1905(a) I 

Authorization: Provider Qualifications: 

I Concurrent Authorization I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

Benefit Provided: Source: 
I Remove I Inpatient Psychiatric Hospital I I state Plan 1905(a) I 

Authorization: Provider Qualifications: 

I Concurrent Authorization 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

I Not Institutions for Mental Disease (IMD). I 
Other infonnation reg,u-ding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 

I Add 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 Effect ive Date: 01/01/2020 

Page 8 of 45 
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Alternative Benefit Plan 

00 4. Essential Health Benefit: Matemity and newborn care Collapse All D 

Benefit Provided: Source: 
I Remove I IOLP: Licensed Lay Midwife I I state Plan 1905(a) I 

Authorization: Provider Qualifications: 

INone I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

Benefit Provided: Source: 
I Remove I I Nurse Midwife I I state Plan 1905(a) 

I 

Authorization: Provider Qualifications: 

!None I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

Benefit Provided: Source: 
I Remove I I Physician Services: Matemity Care I I state Plan 1905(a) 

I 

Authorization: Provider Qualifications: 

!None I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/2022 Effect ive Date: 01/01/2020 
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Alternative Benefit Plan 

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

Benefit P~vided: f11pati~11rospiml. Mateniicy eare 
Source: 
State Plan 1905(a) 

Remove 

Authorization: Provider Qualifications: 

I Concurrent Authorization I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Current Authorization on the 13th day of stay. 

Benefit Provided: Source: Remove tnteruationat Boarct-Cenlned Lactation co11sa1mm State Plan 1905(a) 

Authorization: Provider Qualifications: 

!Yes 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Breastfeeding health, education, and counseling services are covered. Providers must be licensed and 
enrolled Medicaid providers and hold an International Board-Certified Lactation Consultant certificate. 

Benefit Provided: Source: Remove 

Authorization: Provider Qualifications: 

!None 
1 1 

Amount Limit: Duration Limit: 

I 1 1 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Da te: 10/03/202.2 Effective Date: 01/01/2020 

Page lOof 45 
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Alternative Benefit Plan 

Scope Lim.it: 

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

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approva l Date: 10/03/202.2 Effective Date: 01/01/2020 

Add 
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Alternative Benefit Plan 

'■1 5. Essential Health Benefit: Mental health and substance use disorder services including 
~ behavioral health treatment 

Collapse All D 

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

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

Benefit Provided: Source: 
I Remove 

I Clinic Services - Mental Health Clinic I !state Plan 1905(a) I 
Authoriz.ation: Provider Qualifications: 

INonc 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit 

!None I !None I 
Scope Limit: 

!None 

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

Benefit Provided: Source: 
I Remove 

IOLP: Behavioral Health j I state Plan I905(a) I 
Authorization: Provider Qualifications: 

INonc 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

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

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

Benefit Provided: Source: 
I Remove 

IRehab:Substance Use Disorder Services I I state Plan 1905(a) I 
Authorization: Provider Qualifications: 

Ives I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

I See Att. 3.1-A Substance Use Disorder Services I !None I 
TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Da te: 10/03/202.2 Effective Date: 01/01/2020 

I 

I 

I 
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Scope Limit: 

!None 

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

Benefit Provided: Source: 

Authorization: Provider Qualifications: 

.__INo_n_e _________ __,I I.___ _________ __, 
Amount Limit: Duration Limit: 

I.___ ______ __.I I.___ ______ __, 
Scope Limit: 

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

Remove 

I Add 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/202.2 Effective Date: 01/01/2020 
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6. Essential Health Benefit: Prescription dmgs 

[Z] The stale/territory assures that the ABP prescription dmg benefit plan is the same as under the approved Medicaid 
Slate Plan for prescribed dmgs. 

Benefit Provided: 

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

Prescription Drng Limits (Check all that apply.): Authorization: Provider Qualifications: 

~ Limit on days supply I Yes I !state licensed I 
□ Limit on number of prescriptions 

~ Limit on brand drugs 

~ Other coverage limits 

~ Preferred dmg list 

Coverage that exceeds the minimum requirements or other: 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/202.2 Effective Date: 01/01/2020 
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7. Essential Health Benefit: Rehabilitative and habilitative services and devices Collapse All D 

The state/territory assures that it is not imposing limits on habilitative services and devices that are more stringent than 

0 
limits on rehabilitative services ( 45 CFR 156.l l S(a)(S)(ii)). Further, the state/ territory understands that separate coverage 
limits must also be established for rehabilitative and habilitative services and devices. Combined rehabilitative and 
habilitative limits are allowed, if these limits can be exceeded based on medical necessity . 

Benefit Provided: Source: 
I Remove I Outpatient Hospital - Rehabilitative therapies I I state Plan l905(a) I 

Authorization: Provider Qualifications: 

!None I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
Scope Limit: 

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

I 

Benefit Provided: Source: 
I Remove 

IOT/PT/SLP (non-hospital based) I I state Plan I905(a) I 
Authorization: Provider Qualifications: 

I Authorization required in excess of limitation 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!Under 21 , 8 visits; over 21 , 30 visits/year combin 1 INone I 
Scope Limit: 

!None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Under 21, prior authorization after 8 visits; over 21, prior authorization for over 30 visits per year of any 
type. Both rehabilitative and habilitative. 

Benefit Provided: Source: 
I 

Remove I Physical Therapies & Related Service: Hearing Aids I I state Plan I905(a) I 
Authorization: Provider Qualifications: 

I Authorization required in excess of limitation I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

I Every three years I INone I 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Da te: 10/03/202.2 Effective Date: 01/01/2020 

I 
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ScoEe Limit: 

INone I 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Hearing loss has to meet certain conditions. Prior authorization is required for other degrees of hearing loss. 

Benefit Provided: Source: Remove Prosthetic Devices Slate Plan I 905(a) 

Authorization: Provider Qualifications: 

!other I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
ScoEe Limit: 

INone I 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Physician order is required for breast prostheses, trusses and socks; all others require prior authorization. 

Benefit Provided: 
mm:m:g f'm::iliry 2t am:1 ott11:!r, retrnti cm 

Source: 
Stale Plan I 905(a) 

Remove 

Autl1orization: Provider Qualifications: 

I Other 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

Benefit Provided: Source: Remove HOl!IC J=tell!UI nirnrmtcrem rm I Tlllll:! l'ifUISlllg State Plan 1905(a) 

Authorization: Provider Qualifications: 

!other 1 1 Medicaid State Plan I 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Da te: 10/03/202.2 Effective Date: 01/01/2020 
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Amount Limit: Duration Limit: 

INone I INone I 
Sco12e Limit: 

INone I 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Requires physician order and plan of care. Services delivered through the home telemonitoring delivery 
system are available to Medicaid beneficiaries eligible for home health services. This benefit has the same 
effective date as SP A 14-021. 

~tifJ:filtWffi~e ;ourc; - rn ce-ta:II ! 90:,(a:J Remove 

Authorization: Provider Qualifications: 

I other I I Medicaid State Plan 

Amount Limit: Duration Limit: 

INone I INone I 
Sco12e Limit: 

INone I 
Other infonnatiou regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Requires plan of care and supervision by OT/PT/SLP or ntnse. 

Benefit Provided: 
Ro1'iie Heatn1: Mechcal Suppll~s, cqalp. am:t :;tppt1m1c 

Source: 
StatePlan 1905(a) 

Remove 

Authorization: Provider Oualifications: 

I other I I Medicaid State Plan 

Amount Limit: Duration Limit: 

INone I INone I 
Sco12e Limit: 

!None I 
Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
I Requires physician order. 

I 

Benefit Provided: 
Home Health PT/OT7$LP 

Source: 
State Plan I905(a) 

Remove 

I ••• 1f I A pprova.1 Date: 1 . ···- -·-- Effective Date: 01 /01/2020 
Supersedes TN: 19-0003 
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Authorization: Provider Qualifications: 

I Authorization required in excess of li1nitation I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I I four month limit I 
Sco~e Limit: 

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

Benefit Provided: Source: Remove f=Jome Flea tel1. Private Oaty l~orsing State Plan l905(a) 

Authorization: Provider Qualifications: 

I Prior Authorization I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
ScoEe Limit: 

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

Benefit Provided: 
ti~eu!:M :A:pptiM Betrn,it~r :A:mi:ty!:f Se!'vil:e!: 

Source: 
State Plan 190:'i(a) 

Remove 

Authorization: Provider Qualifications: 

I Prior Authorization 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

lather I INone I 
Scope Limit: 

!None 

Other information regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Services are limited to those specified in protocols for licensure and reviewed and accepted by the State of 
Vermont, Director of the Office of Professional Regulation, and are services covered by Medicaid. 
Licensed Applied Behavior Analysts will oversee the supervision of Board Certified Assistant Behavior 
Analysts and Bebavior Tecbnicians, and shall assume professional responsibility for the services rendered 
by an unlicensed provider under their supervision. All services must be medically necessary, prior 

TN: VT 20-0005 Aei;>roval Date: 10/03/2022 Effective Date: 01 /01 /2020 
. , ... - - - - -
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authorized by the Medicaid program, and delivered in accordance with the recipient's treatment plan. 
Limitations can be fotmd in Attachment 3.1-A under Licensed Applied Behavior Analyst Services. This 
benefit has the same effective date as SP A 15-00 I. 

I 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approva l Da te: 10/03/202.2 Effective Date: 01/01/2020 

Add I 
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[j] 8. Essential Health Benefit: Laboratory services 

Benefit Provided: Source: 

~I O_th_e_r_L_a_bo_ra_t_o_ry_an_d_X_-_R_a_y _S_erv_ic_es ______ ~I I State Plan 1905(a) 

Authorization: Provider Qualifications: 

~IO_th_e_r ______________ ~I I Medicaid State Plan 

Amount Lim.it: Duration Limit: 

~I U_nn_· _e_d_n_1_g_te_s_t _linu_· _·t_ed_to_8_pe_r_m_o_n_th ____ ~I I None 

Scope Lim.it: 

!None 

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

Collapse All D 

I ~I _R_e_m_o_v_e__,
1 

r Add 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/202.2 Effective Date: 01/01/2020 
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00 9. Essential Health Benefit: Preventive and wellness services and chronic disease management Collapse All D 
The state/territory must provide, at a minimum, a broad range of preventive services including: "A" and "B" services recommended 
by the United States Preventive Services Task Force; Advisory Committee for Immunization Practices (ACIP) recommended 
vaccines; preventive care and screening for infants, children and adults recommended by HRSA 's Bright Fuh1res program/project; 
and additional preventive services for women recommended by the Institute of Medicine (IOM). 

Benefit Provided: Source: Remove 
\..,nmc .::,erv1ces State Plan 1905(a) 

Authorization: Provider Qualifications: 

!None I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

Benefit Provided: Source: Remove OtP. Namropm:titc Pliysici:m State Plan l905(a) 

Authorization: Provider Qualifications: 

!None 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

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

Benefit Provided: 
oumr ctlagm,sm:, screimtl'!g, pr~vrnrtv~ a:rrct renai, 

Source: 
State Pl:m 1905(::i) 

Remove 

Authorization: Provider Qualifications: 

!None 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Da te: 10/03/202.2 Effective Date: 01/01/2020 
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Scope Lim.it: 

None 

Other infonnation regarding this benefit, including the specific name of the source plan if it is not the base 
benchmark plan: 
Tobacco cessation counseling services are available to all non-pregnant Medicaid beneficiaries. The 
maximum number of visits allowed per individual per calendar year is 16. Th.is max.imtun number of visits 
per calendar year can be exceeded based on medical necessity through a prior authorization process. This 
benefit has the same effective date as SPA l 4-009. 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approva l Date: 10/03/202.2 Effective Date: 01/01/2020 

Add 
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00 10. Essential Health Benefit: Pediatric services including oral and vision care Collapse All D 

Benefit Provided: Source: 
I Remove 

I Medicaid State Plan EPSDT Benefits I I state Plan 1905(a) I 
Authorization: Provider Qualifications: 

I other I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone 1 INone I 
ScoEe Limit: 

!None I 
Other information regarding this benefit, including tbe specific name oftl1e source plan if it is not the base 
benchmark plan: 
All federally required services in accordance CFR and Statute. 

Benefit Provided: Source: 
I Remove 

I Medicaid State Plan EPSDT Benefits I I state Plan 1905(a) I 
Authorization: Provider Qualifications: 

I other I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I lone year I 
Seo~ Limit: 

INone I 
Other information regarding this benefit, including tbe specific name of tl1e source plan if it is not the base 
benchmark plan: 
Nursing facility under 21. Rehabilitation Center services provided in nursing facilities located outside of 
Vennont for the severely disabled such as head injured or ventilator dependent people require authorization 
prior to admission from the Medicaid Director or a designee. 

I Add 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approva l Da te: 10/03/202.2 Effective Date: 01/01/2020 
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0 11. Other Covered Benefits from Base Benchmark 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/202.2 

Collapse All 0 

Effective Date: 01/01/2020 
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f8I 12. Base Benchmark Benefits Not Covered due to Substitution or Duplication Collapse All D 

Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Outpatient Hospital Fee I I Base Benclunark I 

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

This benefit maps to EHB l : Ambulatory Patient Services. 

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

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

This benefit maps to EHB I: Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: 
I 

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

This benefit maps to EHB l : Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: 
I 

Remove I I Primary Care Visit to Treat an Injury or Illness I I Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Physician Services in all Settings service was used in order to 
ensure identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB I: Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: 
I 

Remove I I Dental Services (not routine) I !Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
I Duplication - The Medicaid State Plan Medical & Surgical furnished by dentist service was used in order tol 

1n; VI A roval Date: 10/0 3/2022 Effective Date: 01/01/2020 
Supersedes TN: 19-0003 

pp 
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ensure 1ctenuca1 benetits tor all benetic1anes in the MeC11ca1ct program. 

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

This benefit maps to EHB l : Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: Remove 
Chiropractic Care Base Benchmark 

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

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

This benefit maps to EHB I : Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: Remove Ot:P. R:m1tine: Foor eare for Oiatmtics On1y Base Benchmark 

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

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

This benefit maps to EHB I : Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Somce: Remove 
Emergency Room Services Base Benclunark 

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

This benefit maps to EHB 2: Emergency Services. 

Base Benchmark Benefit that was Substituted: Source: Remove 
Emergency Transportation/ Ambulance Base Benchmark 

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

This benefit maps to EHB 2: Emergency Services. 

TN: VT 20-0005 Approval Da te : 10/03/2022 Effective Da te: 01 /01/2020 .,, TN• 19.nnn-t 
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Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Inpatient Hospital Se1vices I IBase Benchmark I 

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

This benefit maps to EHB 3: Hospitalization. 

Base Benchmark Benefit that was Substituted: Source: 
I 

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

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

Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Substance Use Disorder Inpatient Services I I Base Benchmark I 

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

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

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

Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Cosmetic Surgery if Reconstructive I I Base Benchmark I 

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

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

Base Benchmark Benefit that was Substituted: Source: 
I 

Remove I IBariatric Surge1y I !Base Benclunark I 
TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Da te: 10/03/202.2 Effective Date: 01/01/2020 
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient Hospital, Physician Services In all settings was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid program. 

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

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

Base Benchmark Benefit that was Substituted: Source: Remove 
Transplant--deceased donor Base Benchmark 

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

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

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

Base Benchmark Benefit that was Substituted: Source: Remove 
Transplant--live donor Base Benchmark 

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

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

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

Base Benchmark Benefit that was Substituted: Source: Remove 
Mental/Behavioral Health Inpatient Services Base Benclunark 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
I 937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Inpatient psychiatric Hospital service was used in order to ensure 
identical benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB 3: Hospitalization. 

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

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Da te: 10/03/202.2 Effective Date: 01/01/2020 
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Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Other Practitioner Office Visit (Nurse, Physician) 1 IBase Benchmark 

I 

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

This benefit maps to EHB l : Ambulatory Patient Services. 

Base Benchmark Benefit that was Substituted: Source: 
I 

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

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

Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Delivery and All Inpatient Services for Maternity I !Base Benchmark I 

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

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

Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Diagnostic Test (Lab Work) I !Base Benchmark I 

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

This benefit maps to EHB 8: Laboratory Services. 

Base Benchmark Benefit that was Substituted: Source: 
I 

Remove I I Diagnostic Tests and Imaging I I Base Benchmark I 
Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Other Laboratory and X-Ray Sen1ices was used in order to ensure 
identical benefits for all beneficiaries in the Medicaid program. 

TN: VT 20-0005 Approval Date: 10/03/2022 Effective Date: 01/01/2020 - -
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This benefit maps to ERB 8: Laboratory Services. 

Base Benchmark Benefit that was Substituted: Source: Remove 
Preventive Care Base Benchmark 

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

This benefit maps to EHB 9: Preventive and Wellness Services and Chronic Disease Management and EHB 
1: Ambulatory Care. 

Base Benchmark Benefit that was Substituted: Source: Remove 
Nutritional Counseling Base Benchmark 

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

Base benchmark benefit limitation(s): 3 visits per year; unlimited for diabetes. 

This benefit maps to EHB 9: Preventive and Wellness Services and Chronic Disease Management and EHB 
l : Ambulatory Care. 

:1™ie§cri5~~rk Benefit that was Substituted: Source: Remove Base BenctunafR'. 

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

This benefit maps to EHB 6: Prescription Dmgs. 

Base Benchmark Benefit that was Substituted: Source: Remove 
Preferred brand, non-pref. brand, & specialty drng Base Benchmark 

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

This benefit maps to ERB 6: Prescription Dmgs . 

1n: VI ... pprova, u ate: -, ..... ec~1ve ua ~e: v .. v ,, ... v ... v 
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Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Nutritional Fonnulae I IBase Benchmark I 

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

Base benclunark benefit limitation(s): Fonnula for inherited metabolic disease only; up to 11 cases per 
year. Or prescription fonnula through a feeding rube. 

This benefit maps to EHB 6: Prescription Drugs. 

Base Benchmark Benefit that was Substituted: Source: 
I Remove I I Mental/Behavioral Health Outpatient Services I !Base Benchmark I 

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

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

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

Base Benchmark Benefit that was Substituted: Source: 
I Remove I INeuropsychological Testing 1 1 Base Benchmark I 

Explain the substitution or duplication, including indicating the substinited benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Clinic Services - Mental Health Clinic (group therapy; individual 
psychotherapy; day hospital; diagnosis and evaluation; emergency care; chemotherapy) service was used in 
order to ensure identical benefits for all beneficiaries in the Medicaid progran1. 

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

Base Benclunark Benefit that was Substituted: Source: 
I Remove I I Substance Use Disorder Outpatient Services I !Base Benchmark I 

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

TN: VT 20-0005 Approval Date: 10/03/2022 Effect ive Date: 01/01 /2020 ~-
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J his beneht maps to l:Htl :,; Mental Health and :::iubstance Use U1sorcter :::ierv1ces Incluctmg 
Behavioral Health Treatment. 

Base Benchmark Benefit that was Substituted: Source: Remove 
Outpatient Rehabilitation Services Base Benchmark 

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

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

Base Benchmark Benefit that was Substituted: Source: Remove 
Outpatient physical, speech and occupational thera Base Benchmark 

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

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

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

Base Benchmark Benefit that was Substituted: Somce: Remove Durante MMtcat Equfpmem Base Benchmark 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Communication Devices, Wheelchair, Physical Therapies & Related 
Services: Hearing Aids, Prosthetic Devices, Home Health: Medical Supplies, Equipment and Appliances 
were used in order to ensure identical benefits for all beneficiaries in the Medicaid program. 

Base benchmark benefit limitation(s): Some durable medical equipment and supplies require prior 
approval. Includes supplies and equipment necessary for administration, orthotics (if approved), 
prosthetics, and devices. Threshold applies. 

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

Base Benchmark Benefit that was Substituted: Source: Remove 1>1dttert l~msmg :Pm:mry Base Benchmark 

Explain the substihltion or duplication, including indicating the substihlted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Nursing Facility 21 and older was used in order to ensure identical 
benefits for all beneficiaries in the Medicaid program. 

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

TN: VT 20-0005 ADDroval Date: 10/03/2022 Effective Date: 01/01 /2020 ..... 
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This benefit maps to EHB 7: Rehabilitative and Habilitative Services and Devices. 

"Mse B~nc~lJ!~ B~efit that was Substituted: Source: Remove unr_e ea 1 are c;tv1ces R::ise Rencfim::irl<' 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Home Health Aide and Home Health PT/OT and SLP Services were 
used in order to ensure identical benefits for all beneficiaries in the Medicaid program.7a. Home Health 
Intem1ittent part time nursing. 

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

~ase Benchm~k aenefit that was Substituted: Source: Remove 1mne-lJ11ty <:lcnsarg R::ise RencFim::irl< 

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

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

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

!rfJ:p~c~n§~Mt"s Benefit that was Substituted: Somce: Remove 
R:ise Rencfim:irl<' 

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

Base benchmark benefit lirnitation(s): Up to two skilled nursing visits per day; up to 100 hours per month 
of home health aide services for personal care services only; up to 100 hours per month of homemaker 
services for house cleaning, cooking, etc.; up to five days or 120 hours of continuous care services in your 
home; up to 72 hours per month of Respite Care services; up to six social service visits before the patient's 
death and up to two bereavement visits following the patient's death (for counseling and emotional support, 
assessment of social and emotional factors related to the patient's condition, assistance in resolving 
problems, assessment of financial resources, and use of available community resources); and other 
Medically Necessary services. 

This benefit maps to EHB 1: Ambulatory Services. 

Base Benchmark Benefit that was Substituted: Source: Remove 
Habilitation Autism Base Benchmark 

''"• VI · r - .,., • .,. I -··--- ·- - u a .. C'. V ■ IV 11&.V&.V 
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid Stale Plan EPSDT service was used in order to ensure identical benefits for all 
beneficiaries in the Medicaid program. 

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

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

This benefit maps to EHB IO: Pediatric Se1vices Including Oral and Vision Care. 

Base Benchmark Benefit that was Substituted: Source: Remove 
Preventive Care/Screening/Immunization Base Benchmark 

Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Healt11 Benefits: 
Duplication -Tbe Medicaid State Plan EPSDT and Physician Services in AH Settings was used in order to 
ensure identical benefits for all beneficiaries in the Medicaid program. 

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

Base Benchmark Benefit that was Substituted: 
f:y e Classes tbr etrilnren 

Source: 
Base Benchmark 

Remove 

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

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

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

Base Benchmark Benefit that was Substituted: 
rmmtl eMi:~-t1p ror enm1rnr1 

Source: 
Base Benchmark 

Remove 

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

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

Base Benchmark Benefit that was Substituted: 
Family Pmnrri:rlg. tt;:11 Other Services 

Source: 
B::ise Benchmark 

Remove 

TN: VT 20-0005 Aoaroval Date: 10/03/2022 Effective Date: 01 /01/2020 - -- .... - - -
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Explain the substitution or duplication, including indicating the substituted benefit(s) or the duplicate section 
1937 benchmark benefit(s) included above under Essential Health Benefits: 
Duplication - The Medicaid State Plan Family Planning service was used in order to ensure identical 
benefits for all beneficiaries in the Medicaid program. 

This benefit maps to EHB I: Ambulatory Patient Services. 

I 

TN: VT 20-0005 
Supersedes TN: 19-0003 
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0 13. Other Base Benchmark Benefits Not Covered 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approval Date: 10/03/202.2 

Collapse All 0 

Effective Date: 01/01/2020 
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14. Other 1937 Covered Benefits that are not Essential Health Benefits Collapse All D 

Other 1937 Benefit Provided: Source: Remove 
Uc-ma, 

1

_ 17.J t \....Vv1.1ai;v v µuuu _ " KDt:UClll 

I Package 

Authorization: Provider Qualifications: 

!other I I Medicaid State Plan 

Amount Limit: Duration Limit: 

I See Att. 3.1 -A Item 10 I INone I 
ScoQe Limit: 

I See Att. 3.1-A Item l 0 I 
Other: 
Coverage is in accordance with See Att. 3.1-A Item 10. 

Other 1937 Benefit Provided: Source: Remove 
lL-l'/U U 1;::~::e 193 7 c:uvernge OPCIUII BellCllID:UR Betrem 

I 
Authorization: Provider Qualifications: 

I Prior Authorization I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
Scoee Limit: 

INone I 
Other: 

Other 1937 Benefit Provided: Source: Remove 
VLY: tt1gn 1ecn Nursmg 1;::~::e I 93 7 cuvernge opmm m:ncmmtIK Benem 

I 
Authorization: Provider Qualifications: 

I Prior Authorization I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
Scoee Limit: 

INone I 

TN: VT 20-0005 
Supersedes TN: 19-0003 

Approva l Da te: 10/03/202.2 Effective Date: 01/01/2020 
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Other: 

Other 1937 Benefit Provided: Source: Remove 
CXlt:IIUt:U .:>t:rv11;e::s lllOlllt: VISllSJ 1or r-rt:g11am WOll lt:JI 1;::::;~c9:,' c::o ,;,eiage c,pm,a r:sern:::mrmr F: r:serrem 

I 
Authorization: Provider Qualifications: 

I Prior Authorization I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone 
I 

INone I 
Scope Limit: 

!None 

Other: 

Other 1937 Benefit Provided: Source: Remove 
VLr : vpm;1aus 1::::;~ 19:, 1 cuvernge opmm rse11c1mm1K rse11em 

I 
Authorization: Provider Qualifications: 

I 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Lu.nit: 

I Limited to eyeglass dispensing only. I 
Other: I No anthori,alion requiremenl 

I 

Other 1937 Benefit Provided: Source: Remove 
ra1.:c-lU·ra1.:t: lOlJi:11,;\;0 l.:CSSi:IUOll lUl µ1cg11<11ll WOlllCII 1:::~:: r , :, , c:::uvernge c,pmm rsem:1nrmnc nenem 

I 
Authorization: Provider Qualifications: 

I 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 

TN: VT 20-0005 
Supersedes TN: 19-0003 
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ScoEe Limit: 

i 16 visits per calendar year. 

Other: I No aulhori,alion requirement. 

Other 1937 Benefit Provided: 
1..-ast: 1viauagt:11Jt:lll wr 1 D rt:l<llt:ll St:! V l\.:t:S 

Authorization: 

I 
Amount Limit: 

INone 

Scope Limit: 

!None 

Other: 

I No aulhorization requirement 

Other 1937 Benefit Provided: 
vutpaut:m nuspmu - ra1ua1 nu::,pua11muuu 

Authorization: 

I 
Amount Limit: 

!None 

Scope Lilnit: 

!None 

Other: I No au1hori,ation requirement 

Other 1937 Benefit Provided: 
l llt:Lapt:Ull\.: ~LIOSlaJl(;t: ~oust: ~t:l Vl\.:t:S ~t'l'I IVU J 

Authorization: 

I 

TN: VT 20-0005 
Supersedes TN: 19-0003 

I 

I 

Source: Remove 1;::::;~1 51:,, c:u,;,ernge c,pm:m 1:5e111:11.111m11: i:se11em 

I 
Provider Qualifications: 

1 1 Medicaid State Plan I 
Duration Limit: 

I INoue I 

I 

I 

Source: Remove 1;:::;~1,:, 1 coverage opnon tie11cm11m K tie11e111 

I 
Provider Qualifications: 

1 1 Medicaid State Plan I 
Duration Limit: 

I !None I 

I 

I 

Source: Remove 1:::::: I,, 1 c:::overnge opnou r:sencmmr:rx r:senem 

I 
Provider Qualifications: 

1 1 Medicaid State Plan I 

Approva l Da te: 10/03/202.2 Effective Date: 01/01/2020 
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Amount Limit: Duration Limit: 

INone I INone I 
ScoEe Limit: 

INone I 
Other: 
I No au1horizalioo requirement. 

I 

Other 1937 Benefit Provided: Source: Remove 
\..,OIJllllUIUl)' [Vlt:Ulal nt:aJUI \..,t:lllt:r .:,1;:rv u.:t:s 1:::::;~ c:s,:,, co,;,ernge opm:m ?Se11c1rrua1 K ?Seaem 

I 
Authorization: Provider Qualifications: 

I 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
Scope Limit: 

!None 

Other: 
No authorization requirement. 

Diagnosis and evaluation; emergency care; psychotherapy; chemotherapy; group therapy; specialized 
rehabilitation services provided by Mental Health Designated Providers authorized by DMH and required 
by state law. The benefit category in Vermont's State plan is "Other Diagnostic, Screening, Preventive and 
Rehabilitative Services." 

Other 1937 Benefit Provided: Source: Remove 
Jo\.SSISUVt: \..,OUllllllllll)' \.,a.rt: .:,1::rv11.:t:s ~rt'I IVHJ lsecoou 195 1 coverage opuoo neuctmmtK neuem 

I Package 

Authorization: Provider Qualifications: 

I 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
Scope Limit: 

I Persons with functional impainnents and/or cognitive disabilities. 

Other: 
I No au1horization requirement 

I 

TN: VT 20-0005 
Supersedes TN: 19-0003 
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Other 1937 Benefit Provided: Source: Remove 
f-\UUI l uay t] C:alll I vV• V "''"' l vC:l,llVU I 7J I \..-Vv ..,, <l):,v Vl,JUVIJ UClll,IUll<ll 1'. UCllC:lll 

I Package 

Authorization: Provider Qualifications: 

!other I l~tledicaid State Plan 

Amount Limit: Duration Limit: 

INone I INone I 
Scooe Limit: I Excludes residents of nursing homes or enhanced residential care fac ilities. Should not exceed 7 days 
per week, 12 hours per day. 

Other: 
Adult Day Health Services is a comprehensive, non-residential program designed to address the health, 
safety, and psychological needs of adults through individual plans of care that may include a provision of 
medication administration, health monitoring and oversight, personal care, maintenance therapies, and care 
coordination. No prior authorization required. This benefit has the same effective date as SPA 15-007. 

Other 1937 Benefit Provided: Source: Remove 
1 argeteo 1.,ase Management l '+ cargeteo groups J 1;::~:~~1,:, 1 c overage c,pcma nem:mm11 i,:: nenem 

I 
Authorization: Provider Qualifications: 

I 1 1 Medicaid State Plan 

Amount Limit: Duration Limit: 

!None I INone I 
Scoee Limit: 

INone I 
Other: 
No authorization requirement. 
Three target groups for persons over 18 years old: ( I) Persons with developmental disabilities who are 
unable to access needed medical, social, educational and other services because of adaptive deficits due to 
tbeir level of disability, or wbo lack tbe active assistance of a family member or otber interested person to 
assist them in accessing needed services; (2) Individuals and families who have a history of child abuse or 
neglect, trauma, behavioral challenges, family dysfunction, and/or family violence who are in need of 
assistance to identify, obtain and monitor needed medical (including mental health and substance abuse), 
social, educational, and other services; (3) Pregnant and postpartum women and infants through twelve 
months of age enrolled in the Vennont Department for Children and Families, Healthy Babies, Kids, and 
Families Program; (4) Individuals who receive special education and related medically necessary Medicaid 
covered services pursuant to an Individualized Education Plan (IEP). 

Other 1937 Benefit Provided: Source: Remove 
Kesp1rarory 1.,are ::,erv1ces 1;::~:;~ 193 7 c:uvernge opmm mmcmrnn R: Btmem 

I 
Authorization: Provider Qualifications: 

I 1 1 Medicaid State Plan I 

TN: VT 20-0005 A pp roval D at e: 1 Effect ive Date: 01/01 /2020 
Supersedes TN: 19-0003 
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Amount Limit: Duration Limit: 

INone I INone I 
ScoEe Limit: 

INone I 
Other: 
I No authorization requU'ement 

I 

Other 1937 Benefit Provided: Source: Remove 
rt:1:surnu \.-art: ~crvu.:cs 1:::::;~ c:s,:,, c:o ,;,ernge c,pm:m ?Se11c1rrua111: ?Seaem 

I 
Authorization: Provider Qualifications: 

I Prior Authorization 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
Scope Limit: 

!None 

Other: 

Other 1937 Benefit Provided: Source: Remove 
1\IUl:SII~ ra<.:uuy L.1 auu OIUt:r; <.:ll:SlOUlal (;alt: 1;::::; 1 ,:i, c:o,;,ernge opnoa nencmmmc nenem 

I 
Authorization: Provider Qualifications: 

I Other 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

Other: 
Requires a physician order; Out of state requires prior authorization. 

Other 1937 Benefit Provided: Source: Remove 
VLt'. Vl)lOIUCUY 1:::::; 1 ?:11 co\'lernge opmm nencmmrnc rsenem 

I 
TN: VT 20-0005 
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Authorization: Provider Qualifications: 

!other I I Medicaid State Plan I 
Amount Limit: Duration Limit: 

!Routine exam l/2 years; diagnostic exam 1/2 years I I None I 
ScoEe Limit: 

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

Other 1937 Benefit Provided: Source: Remove 
111paut:m rsyt.:11. ~t:1v11.:t:s 10r u1u1v1uua1s uuu t:r LL 1;::::;~ 1 si:,, c:;01?ernge c,pcm11 r5em:m11a111: .r:semmc 

I 
Authorization: Provider Qualifications: 

I 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

INone I INone I 
Scope Limit: 

!None 

Other: 
I No aulhorization requirement 

I 

Other 1937 Benefit Provided: Source: Remove 
Llt.:t:JJSt:U LJt:lll<ll nyg1t:111s1 ~t:IV!t.:t:S 1:::::;~ 1 ?J 1 coverage opcm11 :m:mcm11arK .rieue11c 

I 
Authorization: Provider Qualifications: 

I 1 1 Medicaid State Plan I 
Amount Limit: Duration Limit: 

!None I !None I 
Scope Limit: 

!None 

Other: 
Services provided by licensed dental hygienists are covered when those services are provided by a dental 
hygienist who is in a collaborative agreement with a dentist licensed in Vennont. Cover services are limited 
to those specified in protocols for licensure and reviewed and accepted by the State of Vennont, Director of 
the Office of Professional Regulation, and are services covered by Medicaid. 

TN: VT 20-0005 
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Other 1937 Benefit Provided: Source: 

Package 

Authorization: Provider Qualifications: ------------------1 .... M_ed_i_ca_i_d_S_ta_te_P_l_an __________ ___, 

Amount Limit: Duration Limit: 
~IN-on-e----------~I !None 

ScoJ>e Limit: 
Health Homes provide coordinated, systemic, whole-person care to Medicaid beneficiaries who receive 
medication assisted therapy (MAT) for opioid dependence. 

Other: 

Remove 

Add 

TN: VT 20-0005 
Supersedes TN: 19-0003 
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D 15. Additional Covered Benefits (This category of benefits is not applicable to the adult group 
under section l 902(a)(] 0)(A)(i)(VIII) of tl1e Act.) 

PRA Disclosure Statement 

Collapse All D 

Centers for Medicare & Medicaid Services (CMS) collects this mandatory infonnation in accordance with ( 42 U.S.C. 1396a) for the 
purpose of standardizing data. The infonnation will be used to monitor and analyze perfonnance metrics related to the Medicaid and 
Children's Health Insurance Program in efforts to boost program integrity efforts, improve perfonnance and accountability across tlle 
programs. Under the Privacy Act of 1974 any personally identifying infonnation obtained will be kept private to the extent of the law. 
According to tlle Paperwork Reduction Act of I 995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control number. The valid 0MB control number for this infonnation collection is 0938-1 188. The time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instn1ctions, 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 fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 

TN: VT 20-0005 
Supersedes TN: 19-0003 
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Attachment 3. 1-L- D 
0MB Control Number: 09381148 
0MB Expiration date: 10/31/2014 

Benefits Assurances ABP7 

EPSDT Assurances 

If the target population includes persons under 21, please complete the following assurances regarding EPSDT. Otherwise, skip to the 
Prescription Dmg Coverage Assurances below. 

The alternative benefit plan includes beneficiaries under 21 years of age. 

Prescri1>tion Drug Coverage Assurances 
D 

[Z) The state/territory assures that it meets the minimum requirements for prescription drng coverage in section 1937 of the Act and 
implementing regulations at 42 CFR 440.347. Coverage is at least the greater of one dmg in each United States Phannacopeia (USP) 
category and class or the same number of prescription dmgs in each category and class as the base benchmark. 

[Z) The state/territory assures that procedures are in place to allow a beneficiary to request and gain access to clinically appropriate 
prescription drugs when not covered. 

[2) The state/territory assures that when it pays for outpatient prescription drugs covered under an Alternative Benefit Plan, it meets the 
requirements of section 1927 of the Act and implementing regulations at 42 CFR 440.345, except for those requirements that are 
directly contrary to amount, duration and scope of coverage pennitted under section 1937 of the Act. 

IL] The state/territory assures that when conducting prior authorization of prescription dmgs under an Alternative Benefit Plan, it 
complies with prior authorization prognun requirements in section 1927( d)( 5) of the Act. 

Other Benefit Assurances 

[2) The state/territory assures that substituted benefits are actuarially equivalent to the benefits they replaced from the base benchmark 
plan, and that the state/territory has actuarial certification for substih1ted benefits available for CMS inspection if requested by CMS. 

[2) The state/territory assures that individuals will have access to services irl Rural Health Clirlics (RHC) and Federally Qualified Health 
Centers (FQHC) as defined in subparagraphs (B) and (C) of section l905(a)(2) of the Social Security Act. 

IL] The state/territory assures that payment for RHC and FQHC services is made in accordance with the requirements of section 
1902(bb) of the Social Security Act. 

[Z) The state/territory assures that it will comply with the requirement of section l 937(b )(5) of the Act by providing, effective January I, 
2014, to all Alternative Benefit Plan participants at least Essential Health Benefits as described in section l 302(b) of the Patient 
Protection and Affordable Care Act. 

IZ] The state/territory assures that it will comply with the mental health and substance use disorder parity requirements of section 
I 93 7 (b )(6) of the Act by ensuring that the financial requirements and treatment limitations applicable to mental health or substance 
use disorder benefits comply with the requirements of section 2705(a) of the Public Health Service Act in the same maimer as such 
requirements apply to a group health plan. 

[2) The state/territory assures that it will comply with section l 937(b)(7) of the Act by ensuring that benefits provided to Alternative 
Benefit Plan participants include, for any individual described in section I 905(a)(4)(C), medical assistance for family planning 
services and supplies in accordance with such section. 

[Z) The state/territory assures transportation (emergency and non-emergency) for individuals enrolled in an Alternative Benefit Plan in 
accordance with 42 CFR 431.53 . 
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fl] The state/territory assures, in accordance with 45 CFR l56. l l 5(a)(4) and 45 CFR 147.130, that it will provide as Essential Health 
Benefits a broad range of preventive services including: "A" and "B" services recommended by the United States Preventive Services 
Task Force; Advisory Committee for Immunization Practices (ACIP) 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 Medicine (IOM). 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid O:MB control number. The valid 0MB control number for this infonnation collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instn1ctions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attachment 3 .1 -L- D 
0MB Control Number: 093 81148 

0MB Expiration date: I 0/31/2014 

Service Delivery Systems ABP8 

Provide detail on the type of delivery system(s) the state/territory will use for the Alternative Benefit Plan's benchmark benefit 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 Benefit Plan(s). 

Select one or more service delivery systems: 

D Managed care. 

~ Fee-for-service. 

~ Other service delivery system. 

Fee-For-Service Options 

Indicate whether the state/territory offers traditional fee-for-service and/or services managed under an administrative services 
organization: 

r. Traditional state-managed fee- for-service 

(" Services managed under an administrative services organization (ASO) arrangement 

Please describe this fee-for-service delivery system, including any bundled payment arrangements, pay for perfonnance, fee-for­
service care management models/non-risk, contractual incentives as well as the population served via this delivery system. 

!
Choices for Care 1115 Long Term Care (Control # 11-W-00 191/6) and CHIP beneficiaries receive all state plan services using all 
state plan approved payment methodologies including a variety of bundled rate options. 

Additional Information: Fee-For-Service (01>tional) 

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

Other Service Delivery Model 

Name of service delivery system: 

Global Commitment to Health (MCO) model (Control# l l-W-001941) and Choices for Care 1115 (Control #I 1-W-00191/6) 
Demonstration Waivers 

Provide a narrative description of the model: 

I 

rne state operates its Mect1ca1ct Program uncter two J 11, v emonstratton wa1 vers. u ne tor 1ong tenn care ( con1ro1 # 11-w-vv I Y 1/C>) anct 
one using a managed care model and adhering to the MCO regulatory structure and 42 CFR 438 as per the STC's (Control # l l -W-
001941/1). The new adult is moving from an 'expansion population' in the Global Commitment to Health (MCO) waiver to a state plan 
~roup under the same waiver. For Global Commitment populations, Medicaid eligibility is considered synonymous with MCO 
enrollment under the model. Current beneficiaries will be converted from 'expansion' population to 'state plan' as part of the state's CMS 
approved transition plan. Other members will move seamlessly into their new ACA group during annual recertification reviews. As of 
January I , 2014 new members will be enrolled directly into the new adult group upon eligibility detennination for the Medicaid 
program. Members who qualify for Long Tenn Care Medicaid will receive all state plan and any approved demonstration services under 
he state's long tenn care waiver Choices for Care. Fonner 1915 Home and Community Based Waivers and fonner 1115 (b) 
Demonstrations are incorporated into the 1115 Demonstration for individuals with a Developmental Disability, Traumatic Brain Injury, 
Severe and Persistent Mental Illness and Children with a severe emotional disturbance and their families. The state has a several 
1etworks of designated specialty providers for the behavioral health and disability related carve outs under the current 1115 
Demonstratioil All fonner 1915 services for the elderly have been incorporated into the 1115 Choices for Care, Long Tenn Care waiver. 
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PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control number. The valid 0MB control number for this infonnation collection is 0938-1148. The time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instn1ctions, 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 fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attachment 3 .I -L- D 
Employer Sponsored Insurance and Payment of Premiums 

0MB Control Number: 09381148 

0MB Expiration date: 10/31/2014 

ABP9 

The state/territory provides the Alternative Benefit Plan through the payment of employer sponsored insurance for participants EJ with such coverage, with additional benefits and services provided through a Benchmark or Benclunark-Equivalent Benefit 
Package. 

Provide a description of employer sponsored insurance, including the population covered, the amount of premium assistance by 
population, employer sponsored insurance activities including required contribulion, cost-effectiveness test requirements, and benefit 
infonnation: 

The state assures that ES! coverage is established in sections 3.2 and 4.22(h) of the state's approved Medicaid state plan. The 
beneficiary will receive a benefi t package that includes a wrap of benefits around the employer sponsored insurance plan that equals 
the benefit package to which the beneficiary is entitled. The beneficiary will not be responsible for payment of premiums or other 
cost sharing that exceeds nominal levels as established at 42 CFR part 447 subpart A. 

The state/territory othetwise provides for payment of premiums. EJ 
Other Infonnation Regarding Employer Sponsored Insurance or Payment of Premiums: 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control number. The valid 0MB control number for this infonnation collection is 0938-1 148. The time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 2 1244-1850. 
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Alternative Benefit Plan 

0MB Control Number: 09381148 

0MB Expiration date: 10/31/2014 

ABPIO 

[Z] The state/territory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper payment limit 
requirements and other economy and efficiency principles that would otherwise be applicable to the services or delivery system 
through which the coverage and benefits are obtained. 

Economy and efficiency will be achieved using the same approach as used for Medicaid state plan services. 

Compliance with the Law 

Ill Toe state/territory will continue to comply with all other provisions of the Social Security Act in the ad.ministration of the 
state/territory plan under this title. 

EJ 

Ill Toe state/territory assures that Alternative Benefit Plan benefits designs shall confonn to the non-discrimination requirements at 42 
CFR 430.2 and 42 CFR 440.347(e). 

ll] Toe state/territory assures that all providers of Alternative Benefit Plan benefits shall meet the provider qualification requirements of 
the Base Benclunark Plan and/or the Medicaid state plan. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control number. Toe valid 0MB control munber for this infonnation collection is 0938-1148. Toe time required to complete 
this infonnation collection is estimated to average 5 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Attaclllnent 3. l -L- D 
Payment Methodology 

Alternative Benefit Plans - Payment Methodologies 

0MB Control Number: 09381148 

0MB Expiration date: 10/3 1/2014 

ABPll 

IZ] The state/territory provides assurance that, for each benefit provided under an Alternative Benefit Plan that is not provided through 
managed care, it will use the payment methodology in its approved state plan or hereby submits state plan amendment Attachment 
4.19a, 4.19b or 4.19d, as appropriate, describing the payment methodology for the benefit. 

An attachment is submitted. 

PRA Disclosure Statement 
According to the Paperwork Reduction Act of I 995, no persons are required to respond to a collection of infonnation unless it displays a 
valid 0MB control number. The valid 0MB control number for this infonnation collection is 0938-1 148. The time required to complete 
this information collection is estimated to average 5 hours per response, including the time to review instnictions, search existing data 
resources, gather the data needed, and complete and review the infonnation collection. If you have comments concerning the accuracy of 
the time estimate(s) or suggestions for improving this fonn, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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