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S t a t e / T e r r i t o r y :  TENNESSEE 

AMOUNT, DmTION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED M THE CATEGORICALLY NEEDY 

1. I n p a t i e n t  h o s p i t a l  services o t h e r  t h a n  t h o s e  p rov ided  i n  an i n s t i t u t i o n  for  
mental  d i s e a s e s .  

Provided : 
- 
- No l i m i t a t i o n s  X With l i m i t a t i o n s *  

2.a.  O u t p a t i e n t  h o s p i t a l  services. 

- - 
Provided : No l i m i t a t i o n s  X With l i m i t a t i o n s *  

b. Rura l  h e a l t h  c l i n i c  s e r v i c e s  and o t h e r  ambulatory services f u r n i s h e d  by a  
r u r a l  h e a l t h  c l i n i c  wh ich  a r e  otherwise included i n  the S t a t e  p l a n .  

- 
X Provided:  X No l i m i t a t i o n s  - With l i m i t a t  ione* 

Not p rov ided .  

C.  F e d e r a l l y  q u a l i f i e d  h e a l t h  c e n t e r  (FQHC) se rv . i ces  and o t h e r  ambulatory 
s e r v i c e s  t h a t  are covered  under t h e  p l a n  and f u r n i s h e d  by an FQHC i n  
accordance w i t h  s e c t i o n  4231 o f ' t h e  S t a t e  Medicaid Manual (HCFA-Pub. 4 5 - 4 ) .  

- - -- 

Provided : X No l i m i t a t i o n s  - With l i m i t a t i o n s *  

3. Other  l a b o r a t o r y  and x-ray e e r v i c e s .  

Provided: No l i m i t a t i o n s  X With l i m i t a t i o n s *  . 

* D e s c r i p t i o n  p rov ided  on a t tqchment .  

TN No. 92-5 
Supersedes  Approval Date  3 / 1 1 / 9 2  E f f e c t i v e  Date l / l  

HCFA I D :  79863 



StatelT erritOlY: Tennessee 

3G:l­
ATTACHMENT 3.1-A 
Page 2 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED 

TO THE CA TEGORICALL Y NEEDY 

4.a. Nursing facility services (other than services III an institution for mental diseases) for 
individuals 21 years of age or older. 

Provided: [] No Limitations [X] With limitations* 

4.b. Early and periodic screening, diagnostic and treatment services for individuals under 21 years 
of age, and treatment of conditions found. * 

4.c. Family planning services and supplies for individuals of child-bearing age. 

Provided: [X ] No limitations [] With limitations* 

4.d. Tobacco Cessation Counseling Services for Pregnant Women 

1) Face-to-Face Tobacco Cessation Counseling Services provided (by): 

[X](i) By or under supervision of a physician; 

[l(ii) By any other health care professional who is legally authorized to furnish such services 
under State law and who is authorized to provide Medicaid coverable services other than 
tobacco cessation services; or 

(iii)Any other health care professional legally authorized to provide tobacco cessation services 
under State law and who is specifically designated by the Secretary in regulations. (None are 
designated at this time; this item is reserved for future use.) 

2) Face-to-Face Tobacco Cessation Counseling Services Benefit Package for Pregnant 
Women 

Provided: [X] No limitations 

*Description provided on attachment. 

TN No. 11-010B 
Supersedes 
TN No. 93-15 

Approval Date 04-26-12 

[] With limitations* 

Effective Date 7/1/11 
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State/Territory: Tennessee 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED 

TO THE CA TEGORICALL Y NEEDY 

S.a Physicians' services whether furnished in the office, the patient's home, a hospital, a nursing 
facility or elsewhere. 

Provided: [] No limitations [X] With limitations* 

b. Medical and surgical services furnished by a dentist (in accordance with section 1905(a)(S)(8) of 
the Act}. 

Provided: [] No limitations [X] With limitations* 

6. Medical care and any other type of remedial care recognized under State law, furnished by 
licensed practitioners within the scope of their practice as defined by State law. 

a. Podiatrists' services 

Provided: [] No limitations 

Description provided on attachment. 

TN No. II-OIOB 
Supersedes 
TN No. NEW 

Approval Date 04-26-12 

[X] With limitations* 

Effective Date 7/1/11 
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TENNESSEE 

AMOUNT, DURATIONl AND SCOPE OF lUZDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

b. Optometrists' services. 
- 

&/ Provided: // No limitations D w i t h  llmitatlons* - 
I/ Not provided. 

c .  Chiropractors' services. 
- 

/ Provided: // No limitations //with limitations* 
- 
/x/ Not provided. 

d. Other practitioners' services. 
- 

// Provided: Identified on attached sheet with description of 
limitations, if any. 

Not provided. 

7. Home health services. 

a .  Intermittent or part-time nursing services provided by a home health 
agency or by a registered nurse when no home health agency exists in the 
area. 

Provided:  NO limitations /X'-with limitations* 

b. Home health aide services provided by a home health agency. 

Provided: //NO limitations /xT~ith limitations* 

c. Medical supplies, equipment, and appliances suitable for use in the 
home. 

Provided: //NO limitations m w i t h  limitations* 

*Description provided on attachment. 

TN No. 92 5 - 
Superred s Approval Date 3/11/92 Effective Date 1 /1 I92  
TN NO. 1 9 - 1 ~  

HCFA ID: 7986E 
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State/Territory: TENNE S SEE 

AMOUNT, DURATION, AND SCOPE OF WEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

d. Physical therapy, occupational therapy, or speech pathology and 
audiology aervices providtd by a home health agency or medical 
rehabilitation facility. . - 

// Provided: /I No limitatf ons m ~ i t h  limitations* 
- 
/ Not provided. 

8. Private duty nursing servicer. 
- 
/ Provided: // No limitations /l~ith limitations* 
- 

// Not provided. 

*Description provided on attachment. 

TN NO. 92-5 
Supersedes Approval Date 

3/11/92 
Effective Date 1/1/92 

TN No. 89-17 (page  3 )  
HCFA ID: 7986E 
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AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED 

TO THE CATEGORICALLY NEEDY 

9. Clinic services. 
/X 1 Provided: / / No limitations iX / With limitations* 
/ / Not provided. 

1 0. Dental services. 
1 1 Provided: / / No limitations / / With limitations* 
/XI Not provided. 

1 1. Physical therapy and related services. 

a. Physical therapy. 

/ / Provided: 1 1 No limitations / 1 With limitations* 
/XI Not provided. 

b. Occupational therapy. 

/ / Provided: / / No limitations 1 / With limitations* 
1x1 Not provided. 

c. Services for individuals with speech, hearing, and language disorders (provided 
by or under the supervision of a speech pathologist or audiologist). 

/ / Provided: / / No limitations / / With limitations* 
/XI Not provided. 

*Description provided on attachment. 

TN No. 05-009 Approval Date: 08/09/05 Effective Date: 0810 1/05 
Supersedes 
TN No. 88-1 1 HCFA ID: 0069Pl9992P 
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1 U Y  1985 

A M O W ,  DVRATIOY AHD BCOPL OF MEDICAL 
IPD c m  UTD I ~ R V ~ C L S  PROVIDED t~ r)(~ CAT~WRXCU~Y n m x  

* 
5 

2 ?rescrikb d ~ f t r  Uentures, and prosthetie Uevices: .ha ayegl8sser 
prescribed by 8 phyriciu! #killed In diseases of  tbe ole Or by 8n 
0 p t m t h l ~ t .  

- 
/ I  lot provided. 

c .  Prosthetic Uevicas. 
, - 

/ Provided: ~7 lo limltati~nr with llmltatlons* - 
mot p m ~ i e e d .  

- 
L l  Provided: ~7 Bo llpitations .~y Yitb lhit~tlons* 

C 

1 Other diagnostic, mereonlng, preventive, and rehabilitative rentlces, 
a .m. ,  other thur those provided elsewhere in the plan. 

- 
/X/ lot p m v l d d .  

.L 
# - 5 tplo. 8 9 3  

hrptrsebem Approval ~at;)@)!39T) tffeetlve Data - 1G/1/89 
TB lo. 85-14 

HCIA XD: 0069~/w0u 
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I 

- 
/ X /  l o t  protidod. 

- 
L/ p r o r i m :  ~7 BO l ia i tat ionr j with ~ia l t . t loru* - 
// l o t  pm+ia+b. 

With l id ta t io t~m* 

1 larviear for i n d l v i b r l r  y o  13  or oldrr in inr t i tu t imr  for mental 
4 i r r u . r .  

8 .  Inprtiurt howpita1 r o n i e r r .  

X LI ~ r w 1 d . d :  ~5 BO l i s i t a t i o n s  ~7 with l i s i tat ioru* - 
/ l o t  pr0vid.d.  

b. Nursing f u l l i t y  rrrvicrr . - 
/ P 1 . d :  ~7 l o  l l a l t r t i o n s  - 
/ I  l o t  protibod. 

n no. 91-29 6/18/92 711 /91 
bu~rreadrr Approval Data Utntirr D8to - 
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Page 8 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Tennessee 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CRRE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

19. Came management servicee and Tuberculosis related servicee 

a. Case management servicee as defined in, and to the group rpecified in, 
Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19) 
or section 1915(g) of the Act). 

X Provided: X With limitatione - 
- Not provided. 
b. Special tuberculoeio (TB) related servicee under mection 1902(2)(2)(F) of 

the Act. 

- Provided: - With limitatione* 
Not provided. - 

20. Extended eervicee for pregnant women 

a. Pregnancy-related and postpartum servicee for a 60-day period after the 
pregnancy ende and any remaining days in the month in which the 60th day 
f alle. 

- Additional coverage ++ 

b. Services for any other medical conditione that may complicate 
pregnancy. 

- Additional coverage ++ 

++ Attached is a deecription of increaeee in covered servicee beyond 
limitatione for all groups described in this attachment and/or any 
additional servicee provided to pregnant women only. 

*Deecription provided on attachment. 

TN No. - 
Supersedes Approval Date 2122195 Effective Date 1/1/95 
TN No. 94-3 



~ o v f r i o r :  RCT~-Pl4-91-4 -(BPD) A?TlrCK)IILNT 3.1-A 
A P ~ T  1 9 3 1  Page 8 r  

0(8 lo. t 4338- 

M O U N T ,  DURATION, WD SCOPE 01 #DJCAL 
-DIAL W N l D  LLRVICLS PROVIDED TO TBL C A ? Z G O R I W Y  REEDY 

21. ALmbulatory p r e n r t a l  c r r e  f o r  pregnant  m e n  furnimhed du r ing  r 
presumptive e l i g i b i l i t y  per iod  by e l i g i b l e  p r w i d r r  ( i n  rccordance 
wi th  mmction 1920 of t h e  ~ c t ) .  . - 
U/ Provided: ~7 LO l l m i t r t i o n r  w i t h  l i m i t r t l o n r *  . - 
I/ Lot provided. 

2 

2 2 .  Rmspirrtory c a r 8  mrrvic8r ( i n  rccorclance w l t h  8 e c t i o n  1902(0 ) (9 ) (A)  
t h r o u g h  ( C )  of t h o  Ac t ) .  

Provided: no l i a i t r t i o n r  ~ v ~ i t h  l i m i t a t i o n r *  - I/ Not provided.  

2 3 .  Ce r r i f i ed  p e d i a t r i c  o r  family n u r r e  p r r c t i o n e r r '  r e r u i c e s .  

Provided: /I No l i m i t a t i o n s  ~ 7 ~ 1 t h  l i a i t r t i o n s *  

* D t r c r i p t i o n  provided on r t t rc)rment .  

Ri NO. 94-7 
Superrmdes Approval Date 8/26/94 E f f e c t i v e  Date 7/1/94 
?h' No. 92-5 

HCFA I D :  7986E 



Revirion: HCFA-PM-91-0 (BPD) ATT-IFT 3.1-A 
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O(B lo. t 0938- 
State/Territory: TEMJESSEE 

MOUNT, DURATION, AMD SCOPE OF NEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CAlZOORICAUY NEEDY 

24. Any other medical care and any other type of romdial care recognized 
under State law, specified by the Secretary. 

a. Transportation. - 
// Provf ded : 7 Ro limitations D w i t h  limitationr* .- - 
/ Not provided. ' 

b. Services of Christian Sciance nurrer. - 
/ Provided: 7 No limitations ~ 3 1 t h  limitati on8 

Not provided. 

c. Care and services provided iFChrimtian Science ranitoria. - 
=/ Provided : // No limitation8 k-ith limitationr* - 
/ Not provided. 

d. Nursing facility services for patient8 under 21 year8 of age. 
- 

/X/ Provided: 7 No limitations &T~ith limitations* 
- 
/ Not provided. 

e. Emergency hospital rervices. 
- 

/W Provided: /7 No limitation8 ~ T w i t h  limitations* 
- 
/ Not provided. 

f. Personal care services in recipient's home, prescribed in accordance 
with a plan of treatment and provided by a qualified perron under 
rupervisfon of a regfstered nur8e. 
- 
/ Provided: /7 No limitations ~ 7 ~ 1 t h  limitations* 
- 

/W Not provided. 

*Description provided on attachment. 

TN No. - 
Supersedes Approval Date 3/11/92 Effective Date 1 /92 
TN NO. 91 - 9 

HCFA ID: 7986E 
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State: TENNESSEE 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

4 
25. Home and Community Care for Functionally Disabled Elderly Individuale, 

as defined, described and limited in Supplement 2 to Attachment 3.1-A, 
and Appendices A-G to Supplement 2 to Attachment 3.1-A. 

provided X not provided 

TN No. - 
Supereedee Approval Date 4/20/93 Effective Date 1/1/93 
TN No. NEW 



ATTACHMENT 3.1 -A 
Page 11 

State: Tennessee 

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the 
Categorically Needy 

26. Program of All-Inclusive Care for the Elderly (PACE) services, as described in 
Supplement 3 to Attachment 3.1 -A. 

X Election of PACE: By virtue of this submittal, the State elects PACE as an - 
optional State Plan service. 

No election of PACE: By virtue of this submittal, the State elects to not add 
PACE as an optional State Plan service. 

TN No. 2002-1 
Supercedes Approval Date JUL 1 9 2002 Effective Date 7/1/2002 
TN No. NEW 
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Stateff erritory: Tennessee 

AMOUNT, DURA nON AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED 

TO THE CA TEGORICALL Y NEEDY 

27.(i) Licensed or Otherwise State-Approved Freestanding Birth Centen 

Provided: [X] No Limitations [] With limitations· 

[] None licensed or approved 

27.(ii) Licensed or otherwise State-Recopized covered professionals providing services in the 
Freestanding Birth Center 

Provided: [ ] No limitations [X] With limitations· 

[] Not Applicable (there are no licensed or State approved Freestanding Birth Centers) 

Please check all that apply: 

[X] (a) Practitioners furnishing mandatory services described in another benefit category 
and otherwise covered under the State plan (i.e., physicians and certified nurse 
Midwives). 

[] (b) Other licensed practitioners furnishing prenatal, labor and delivery, or postpartum 
care in a freestanding birth center within the scope of practice under State law 
whose services are otherwise covered under CFR 440.60 (e.g., lay midwives, 
certified professional midwives (CPMs), and any other type of licensed midwife).· 

[] (c) Other health care professionals licensed or otherwise recognized by the State to 
provide these birth attendant services (e.g., doulas, lactation consultant, etc.)· 

·For (b) and (c) above, please list and identify below each type of professional who will be 
providing birth center services: 

TN No. 11-009 
Supersedes 
TN No. NEW. 

Approval Date: 11·02·11 Effective Date 7/111 ) 
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STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

S t a t e / T e r r i t o r y :  Tennessee 

CASE MANAGEMENT SERVICES 

PROGRAM (A) - PREGNANT W O H N  

A. Target  Group: 

The Tennessee Department of  Health and Environment has def ined the  t a rge t  
populat ion f o r  p r e n a t a l  case  management a s  pregnant women who would be 
e l i g i b l e  f o r  a T i t l e  V program. Serv ices  w i l l  be provided i n  accordance 
wi th  the  Medica idITi t le  V agency agreement. 

B. Areas of S t a t e  i n  Which Serv ices  W i l l  Be Provided: 

E n t i r e  S t a t e :  

Only i n  t h e  fo l lowing  geographic a rea8  ( a u t h o r i t y  of Sect ion 
1915(g ) ( l )  of t he  Act i e  invoked t o  provide r e r v i c e r  l e r a  than 
s t a t ewide ) :  

C. Comparabili ty of Se rv i ces :  

Se rv i ces  a r e  provided i n  accordance w i t h  Sec t ion  1902(a)(lO)(B) of 
t h e  Act. 

Serv ices  a r e  not  comparable i n  amount, du ra t ion  and rcope. 
Author i ty  of Sec t ion  1915(g) ( l )  of t h e  &t i r  invoked t o  provide 
s e r v i c e s  without  regard  t o  t h e  requirementa of Sec t ion  
1902(a)(lO)(B). 

D. D e f i n i t i o n  of Se rv i ces :  

Targeted c a r e  management is a a c t  of i n t e r r e l a t e d  a c t i v i t i e a  under which 
r e a p o n r i b i l i t y  f o r  l o c a t i n g ,  coo rd ina t ing ,  and monitor ing appropr i a t e  aerv ices  
f o r  an  i n d i v i d u a l  r e a t r  w i th  a s p e c i f i c  per ron  w i t h i n  t h e  c a r e  management 
p rov ide r  agency. The pu rpor t  of c a r e  unagement  aerv icea  f o r  Medicaid 
e l i g i b l e  p r e g w n t  women i a  t o  a s s i r t  t h o r e  i nd iv idua l8  in gain ing  access  t o  
needed medical,  a o c i a l ,  and o t h e r  s t r v i c e a ;  t o  encourage t h e  u r e  of coet-  
e f f e c t i v e  medical  c a r e  by r e f e r r a l a  t o  a p p r o p r i a t e  provider# ;  t o  discourage 
ove ru t  i l i z a t  ion  o r  d u p l i c a t  ion  of c o a t l y  ae rv i cea  ; and t o  reduce i n f a n t  
m o r t a l i t y  and morbidi ty .  Care management i a  no t  t h e  provia ion  of medical 
c a r e ,  bu t  r a t h e r  providea t h e  neceaaary i n t e g r a t i o n  of n o n l e d i c a l  s e r v i c e s ,  
auch a# n u t r i t i o n ,  p rycho log ica l ,  o r  h e a l t h  educa t ion /hea l th  promotion 
a c t i v i t i e a  w i t h  ongoing medical care .  

TN No. 89-24 
Superaeder Approval Dat APR 5 1990 ~ ~ f e c t i v e  7-1-89 
TN No. 87-17 HCFA I D :  10- 
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SUPPLEMENT 1 TO ATTACHMENT 3.1-A 
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STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

S t a t e /Te r r i t o ry :  Tennessee 

CASE MANAGEMENT SERVICES 

PROGRAH (A)  - PREGNANT WOMEN (cont inued)  

S p e c i f i c a l l y ,  comprehensive case management w i l l  include the  following: 

1. Co l l ec t ion  of assessment da t a  t o  i d e n t i f y  c l i en t / f ami ly  eerv ice  needs; 
2. Development of an ind iv idua l ized  p lan  of ca re ;  
3. Coordination of needed se rv i ces  and providers ;  
4. Enhancement of c l i e n t / f a m i l y  s k i l l s  i n  i den t i fy ing  problems and accessing 

needed s e r v i c e s ;  
5. Home v i s i t s  a s  i nd ica t ed ;  and 
6. Maintenance of case  management records.  

Pregnant women may r ece ive  case  management s e r v i c e s  from the  time t h e i r  
pregnancy is  confirmed and through d e l i v e r y  two months postpartum. There i s  
no l i m i t  t o  the  amount of time t h a t  can be spent  providing case management 
s e r v i c e s  dur ing  t h e  period i n  which a woman is e l i g i b l e  t o  rece ive  the 
se rv i ces .  However, t h e  payment mechanism i s  a monthly c a p i t a t i o n  r a t e  based 
on a t  l e a s t  one con tac t  per  month. There i s  a l s o  a l i m i t  of one home v i s i t  
per  month. 

E. Qua l i f i ca t ions  of Providers:  

The case  manager is an ind iv idua l  who a s s i s t s  c l i e n t s  i n  accessing 
t h e  h e a l t h  c a r e ,  s o c i a l  s e r v i c e ,  and educa t iona l  systems t o  obta in  
needed se rv i ces .  Helshe is  a r e g i s t e r e d  nurse o r  s o c i a l  counselor. 
The R.N.  n u s t  be l i censed  i n  Tennessee and have a minimum of one 
year  experience i n  community h e a l t h  nursing. The s o c i a l  counselor 
must have a bachelor ' s  degree i n  a s o c i a l  o r  behavioral  science with 
a minimum of one year experience i n  a r e l a t e d  pos i t ion .  Experience 
working w i t h  pregnant women i s  d e s i r a b l e  f o r  both these 
p ro fe s s iona l s .  A l l  p rov ide r s  of case  management s e rv i ces  under t h i s  
program w i l l  r e ce ive  i n i t i a l  t r a i n i n g  and ongoing t r a i n i n g  developed 
and sponsored by t h e  Department of Heal th and Environment, Maternal 
and Child Heal th Program. 

2. Provider  Q u a l i f i c a t i o n s :  

a.  Must have q u a l i f i e d  case  manager(8); 

b. Must meet a p p l i c a b l e  e t a t e  and f e d e r a l  laws governing the  
p a r t i c i p a t i o n  of p rov ide r s  i n  t h e  Medicaid program; 

c. Hust have a r e f e r r a l  agreement wi th  the  r t a t e  T i t l e  V agency; 



Revision: HCFA-PM-87-4 (BERC ) SUPPLEMENT 1 TO ATTACHMENT 3.1-A 
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OM3 NO.: 0939-0193 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

S t a t e / T e r r i t o r y :  Tennessee 

CASE MANAGEMENT SERVICES 

PROGRAM (A) - PREGNANT WOMEN (cont inued)  

d. Must s i g n  an agreement t o  meet a l l  s t a t e  prena ta l  program 
s tandards  a s  v e l l  a s  Medicaid program standards includtng 
documentation requirements and c o s t  v a l i d a t i o n  methodologies. 

F. The S t a t e  a s su re s  t h a t  t h e  provis ion  of case  management s e rv i ce s  w i l l  not  
r e s t r i c t  an i n d i v i d u a l ' s  f r e e  choice  of p roviders  i n  v i o l a t i o n  of Sect ion 
1902(a)(23) of t h e  Act. 

1. Options t o  Receive Serv ices  - The r e c e i p t  of case  management 
s e r v i c e s  w i l l  be a t  t h e  op t ion  of  t h e  pa ren t s  of t h e  ind iv idua l  i n  
t h e  t a r g e t  populat ion.  No e l i g i b l e  i nd iv idua l  w i l l  be forced t o  
r ece ive  case  management s e rv i ce s .  

2. Free Choice of Providers  - A l l  e l i g i b l e  i nd iv idua l s  w i l l  be f r e e  t o  
r ece ive  case  management s e r v i c e s  from any q u a l i f i e d  provider  of 
those  s e r v i c e s  s ta tewide .  Even i f  t h e  i nd iv idua l  rece ives  a l l  o the r  
Medicaid s e r v i c e s  from a c l i n i c  o r  i n  a p a r t i c u l a r  county, t he  
i n d i v i d u a l  w i l l  no t  be l i m i t e d  t o  ca se  management s e r v i c e s  from t h a t  
c l i n i c  o r  i n  t h a t  county. 

3. Provider  P a r t i c i p a t i o n  - A l l  p rov ide r s  who meet t he  provider  
q u a l i f i c a t i o n s  o u t l i n e d  i n  E.2 above w i l l  be considered q u a l i f i e d  
p rov ide r s  f o r  c a s e  management s e rv i ce s .  

4. Unres t r i c t ed  Access - The s t a t e  a s s u r e s  t h a t  case  management 
s e r v i c e s  w i l l  n o t  be used t o  r e s t r i c t  t h e  access  of t h e  c l i e n t  t o  
o t h e r  s e r v i c e s  a v a i l a b l e  under t h e  r t a t e  plan. 

G. Payment f o r  c a s e  management s e r v i c e s  under t h e  p lan  does not  dup l i ca t e  
payments made t o  p u b l i c  agenc ies  o r  p r i v a t e  e n t i t i e s  under t he  program 
a u t h o r i t i e s  f o r  t h i s  same purpose. 

TN No. 89-24 
Supersedes Approval ~ a t 4 P R  5 - 1990 E f f e c t i v e   ate 7-1-89 

ECPA I D :  1040P/0016P 
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W NO.: 93 -0193 

STATE P U N  UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

S t a t e I T e r r i t o r y :  . Tennessee 

CASE MANAGEMENT SERVICES 

PROCRAH (B)  - INFANTS AND CHILDREN TO AGE 2 

A. Target  Group: 

The Tennessee Department of Heal th and Environment ha8 defined the t a rge t  
populat ion f o r  i n f a n t  and c h i l d  case  management s e rv i ces  a s  i n fan t s  and 
c h i l d r e n  t o  age 2 who would be e l i g i b l e  f o r  a T i t l e  V program. Services 
w i l l  be provided i n  accordance with the  ~ e d i c a i d l ~ i t l e  V agreement. 

B. Areas of S t a t e  i n  Which Serv ices  W i l l  Be Provided: 

E n t i r e  S t a t e :  1 
Only i n  t h e  fo l lowing  geographic a r e a s  ( a u t h o r i t y  of Sect ion 
1915(g ) ( l )  of t h e  Act is invoked t o  provide s e r v i c e s  lerr than 
s t a t ewide ) :  

C. Comparabili ty of Serv ices :  

Se rv i ces  a r e  provided i n  accordance w i t h  Sec t ion  1902(a)(lO)(B) of 
t h e  Act. 

Serv ices  a r e  not  comparable i n  amount, du ra t ion  and scope. 
Author i ty  of Sec t ion  1915(g) ( l )  o f  t h e  A c t  i a  invoked t o  provide 
s e r v i c e s  v i t h o u t  regard t o  t he  r e q u i r e r e n t r  of Sec t ion  
1902(a)(lO)(B). 1 

D. D e f i n i t i o n  of Serv ices :  

Targeted c a s e  management i r  a s e t  of i n t e r r e l a t e d  a c t i v i t i e r  under which 
r e s p o n s i b i l i t y  f o r  l o c r t i n g ,  coo rd ina t ing ,  and w n i t o r i n g  appropr ia te  s e rv i ces  
f o r  an  i n d i v i d u a l  rertr wi th  a s p e c i f i c  person  w i t h i n  t h e  c a r e  management 
provider  agency. The purpore of c a s e  management r e r v i c e r  f o r  i n f a n t s  and 
c h i l d r e n  18 t o  a r r i r t  t hose  i n d i v i d u a l s  i n  g a i n i n g  a c c e r r  t o  needed medical, 
s o c i a l ,  and o t h e r  r e r v i c e r ;  t o  encourage t h e  u r e  of coa t -e f fec t ive  medical 
c a r e  by r e f e r r a l r  t o  a p p r o p r i a t e  p rov ide r r ;  t o  d i r c o u r r g e  o v e r u t i l i z a t i o n  or 
d u p l i c a t i o n  of c o r t l y  r e r v i c e s ;  and t o  reduce i n f a n t  m o r t a l i t y  and morbidity.  
Case management is not  t h e  p rov i s ion  of medical  c a r e ,  but  r a t h e r  provides t he  
necessary  i n t e g r a t i o n  of non-medical  r e r v i c e r ,  much a8 n u t r i t i o n ,  
p rycho log ica l ,  o r  h e a l t h  educa t ion /hea l th  p r o ~ t i o n  a c t i v i t i e r  wi th  ongoing 
medical care .  

- - . - 

S u ~ e r 8 e d e r  Approval Date Y-5-YO J E f f e c t i v e  Date 7-1-89 
BCFA ID:  10- 
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STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

CASE MANAGEMENT SERVICES 

PROGRAM (B)  - INFANTS AND CHILDREN TO AGE 2 (cont inued)  

S p e c i f i c a l l y ,  couprehensive case manageoent w i l l  inc lude  the  f o l l w i n g :  

1. Col l ec t ion  of assessment da ta  t o  i d e n t i f y  c l i e n t l f a m i l y  se rv i ce  needs; 
2. Development of an ind iv idua l i zed  p lan  of ca re ;  
3. Coordination of needed s e r v i c e s  and providers ;  
4. Enhancearent of c l i e n t / f a m i l y  s k i l l s  i n  i d e n t i f y i n g  problem3 and accessing 

needed s e r v i c e s ;  
5. Home v i s i t s  a s  i nd ica t ed ;  and 
6. Maintenance of case m a n a g e ~ n t  records.  

I n f a n t s  and c h i l d r e n  m y  rece ive  case Pranagement s e rv i ces  from the  ti- of 
t h e i r  b i r t h  t o  t h e i r  second bir thday.  There i r  no limit t o  the  amount of 
t i u e  t h a t  can be spent  providing case  mnagement s e r v i c e s  during the  period i n  
which an i n f a n t  o r  c h i l d  is  e l i g i b l e  t o  r ece ive  t h e  serv icee .  However, case 
management w i l l  be t e r adna ted  at any ti= p r i o r  t o  24 pbnths of age when the 
c h i l d  i s  no longer  i n  need of these  se rv i ces .  The payrent  lechanism i s  a 
m n t h l y  c a p i t a t i o n  r a t e  based on a t  l e a s t  one contac t  per  -nth. There i s  
a l s o  a l i n d t  of one holr! v i s i t  per  =nth. 

E. Q u a l i f i c a t i o n s  of Providers:  

1. The case mnage r  is  an i n d i v i d u a l  who a s s i s t s  c l i e n t s  i n  accessing 
t h e  h e a l t h  ca re ,  s o c i a l  s e r v i c e ,  and educa t iona l  systePg t o  obta in  
needed se rv i ces .  Helshe i s  a r e g i s t e r e d  nuree o r  s o c i a l  counselor. 
The R.N. m e t  be  l i c e n s e d  i n  Tennessee and have a dn inum of one 
year  experience i n  comnunity h e a l t h  nurr ing.  The s o c i a l  counselor 
olst have a bachelor ' s  degree i n  a s o c i a l  o r  behavorial  rc ience  with 
a minim. of one year  exper ience  fn a r e l a t e d  pos i t ion .  

Experience working wi th  i n f a n t s ,  c h i l d r e n ,  and f a d l i e s  i s  highly 
d e s i r a b l e  f o r  bo th  these  p ro fe s s iona l r .  A l l  p roviders  of case 
mtnagemnt s e r v i c e s  under t h i s  program w i l l  r ece ive  i n i t i a l  t r a i n i n g  
and ongoing t r a i n i n g  developed and rponrored by the  Department of 
Hea l th  and Environment, Maternal  and Chi ld  Heal th Program. 

2. Provider  Qua l i f i ca t ions :  

a. Must have q u a l i f i e d  ca re  mnage r (a ) ;  

TN No. 89-24 - 
Superse des Approval Date 4-5 90 E f f e c t i v e  Date 7-1-89 
TN No. 87-17 HCPA I D :  10xi%756= 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

S ta t e ITe r r i t o ry :  Tennessee 

CASE MANAGEMENT SERVICES 

PROGRAM ( B )  - INFANTS AND CHILDREN TO AGE 2 (cont inued)  

b. Must meet app l i cab le  s t a t e  and f e d e r a l  laws governing the 
p a r t i c i p a t i o n  of providers  i n  t h e  Medicaid program; 

c. Must have a  r e f e r r a l  agreement with the  s t a t e  T i t l e  V agency; 

d. Must s i g n  an agreement t o  meet a l l  s t a t e  c h i l d  hea l th  standards 
a s  we l l  a s  Medicaid program s tandards  including documentation 
requirements and c o s t  v a l i d a t i o n  methodologies. 

F. The S t a t e  a s s u r e s  t h a t  t he  provis ion  of case  management s e rv i ces  w i l l  not 
r e s t r i c t  an ind iv idua l ' s  f r e e  choice of providers  i n  v i o l a t i o n  of Section 
1902(a)(23) of the  Act. 

1. Options t o  Receive Serv ices  - The r e c e i p t  of case management 
s e r v i c e s  w i l l  be a t  t he  opt ion  of t h e  pa ren t s  of the  ind iv idua l  i n  
t h e  t a r g e t  population. No e l i g i b l e  i nd iv idua l  w i l l  be forced t o  
r e c e i v e  case  management s e rv i ces .  

2. Free Choice of Providers  - A l l  e l i g i b l e  i nd iv idua l s  w i l l  be f r e e  t o  
r e c e i v e  case  management s e r v i c e s  from any q u a l i f i e d  provider of 
t hose  s e r v i c e s  s ta tewide .  Even i f  t h e  i nd iv idua l  rece ives  a l l  other  
Medicaid s e r v i c e s  from a c l i n i c  o r  i n  a  p a r t i c u l a r  county, the 
i n d i v i d u a l  w i l l  no t  be l i m i t e d  t o  case  management s e rv i ces  from t h a t  
c l i n i c  o r  i n  t h a t  county. 

3. Provider  P a r t i c i p a t i o n  - A l l  providers  who meet t h e  provider 
q u a l i f i c a t i o n s  o u t l i n e d  i n  E.2 .  above w i l l  be considered qua l i f i ed  
p rov ide r s  f o r  case  management s e rv i ces .  

4. U n r e s t r i c t e d  Access - The s t a t e  a s s u r e s  t h a t  case  management 
s e r v i c e s  w i l l  not  be used t o  r e s t r i c t  t h e  access  of t he  c l i e n t  t o  
o t h e r  s e r v i c e s  a v a i l a b l e  under t h e  s t a t e  plan.  

G. Payment f o r  c a s e  management s e r v i c e s  under t h e  p lan  does not  dupl ica te  
payment8 made t o  pub l i c  agencies  o r  p r i v a t e  e n t i t i e s  under t he  program 
au tho r1  t i e s  f o r  t h i s  same purpose. 

TN No. 89-24 
Supersedes 
TN NO. 87-17 

Approval Date 5 9 E f f e c t i v e  Date 7-1-89 
HCFA I D :  10- 
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OKB NO.: 0939- 193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: Tennessee 

CbSE UANAGEMENT SERVICES 

PROCRAM ( 0 )  - INFANTS AND CHILDREN TO AGE 2 (continued) 

4. Unrestricted Access - The state assures that case management 
services will not be used to restrict the access of the client to 
other services available under the state plan. 

G. Payment for case management services under the plan does not duplicate 
payments made to public agencies or private entities under the program 
authorities for this same purpose. 

- 
TN No. 89-24 
Supersedes Approval Date 4.5 90 Effective Date 7-1-89 
TN No. 87-17 HCPA ID: 10- 
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STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
- 

~ta tm/Tmrr i t o ry :  TENNESSEE 

CASE XANAGEHENT SERVICES 

PmRAX ( C )  - )IENTAL EEEALTEI 

A. Tatge t  Croup: 

Caee management mervicer w i l l  be l i m i t e d  t o  thome Medicaid m l i g i b l e  c l i e n t 8  
who meet c r i t e r i a  a s  mpecified i n  Attachment 3.1.A. 1 Itam 19 (Program C) and 
Attachment 3.1.B.1, Item 19 (Program C ) .  

B. k e a e  of S t a t e  i n  which mervicee w i l l  be provided: 

X E n t i r e  a t a t e .  - 
- Only i n  t h e  fol lowing geographic a rean  ( a u t h o r i t y  of mection 1 9 1 5 ( g ) ( l )  

o f  t h e  A c t  i e  invoked t o  provide mervicee l e e e  t han  Statewide: 

C. Comparabi l i ty  of Serv icee  

- Serv i ce s  ate provided i n  accordance wi th  Sec t ion  1 9 0 2 ( a ) ( l O ) ( B )  of t h e  
A c t .  

X Serv i ce s  a r e  no t  comparable i n  amount, du ra t i on ,  and mcope. Authori ty  - 
of  mection 1 9 1 5 ( g ) ( 1 )  of t h e  A c t  i r  invoked t o  provide bervicee without 
r ega rd  t o  t h e  requirement6 of mection 1 9 0 2 ( a ) ( l O ) ( b )  of t h e  A c t .  

D. D e f i n i t i o n  of Serv ices :  

A l l  c l i e n t e  e l i g i b l e  under t h i n  p l an  w i l l  r e c e i v e  m i n i t i a l  aeeeeement t o  
determine e e r v i c e  neede. A n  i nd iv idua l  mervice p l an  w i l l  be developed no 
l a t e r  t h a n  30 days a f t e r  t h e  c l i e n t  is  admit ted t o  t h o  c a s e  management 
mervice. The mervicm plan  w i l l  addrere  c l i e n t  needm, and a p l a n  t o  addrm.8 
each need. The memice p l a n  w i l l  b e  c o n t i n u a l l y  monitored and formally 
reviewed and r ev i eed  a t  a minimum of every  m i x  months. The aupervimor w i l l  
mign t h e  p l a n  i n i t i a l l y  and a t  each m i x  month update.  

TN NO. 91-7 
Supcarsedee Approval Date 10-18-91 
TN No. 89-24 BCFA I D :  1 0 4 0 ~ / 0 0 1 6 ~  

E f f e c t i v e  Date 4-1-91 
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OMB NO.: 939-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: TENNESSEE 

CASE MANAGEMENT SERVICES 

PROGRAM (C) - MENTAL HEALTH (continued) 
The services covered under this case management program include the 
following for individuals eligible under the plan: 

1. Service planning; 

2. Referral and linkages with a broad array of services and not 
limited just to formal mental health services; 

3. Monitoring of the service delivery; 

4. Client advocacy to ensure the individual has access to needed 
services ; 

5. Assistance to help the client gain adequate community living 
skills and assistance to help the client address problems in 
daily living; 

6. Immediate assistance in. helping the client gain access to 
crisis intervention services. 

E. Qualifications of the Providers 

Providers of case management services must be either a: 

Mental Health Professional - a person with at least a master's 
degree and/or clinical training in an accepted mental health field 
which include8 but is not limited to: counreling, nursing, 
occupational therapy, psychology, social work, vocational 
rehabilitation or activity therapy, 

or: - 
Mental Health Personnel - a staff member with a Bachelor's degree 
who works under the direct supervision of a mental health 
professional. Any exception to the educational requirement must be 
approv'ed by the Department of Mental Health and Mental Retardation 
and the Departaent of Health and Environment. 

- 
TN No. 89-24 
Supersedes Approval Date 3(-5#90 Effective Date 7-1-89 
TN No. 87-17 HCFA ID: 10- 
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o* NO.: 0939-0?93 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

S t a t e / T e r r i t o r y :  TENNESSEE 

CASE MANAGEMENT SERVICES 

PRCIGRAM (C) - MENTAL HEALTH (cont inued)  

Serv ice  providers  w i l l  be those  who meet t h e  program and f i s c a l  standards 
of t he  Department of Mental Heal th and Mental Retarda t ion ,  a s  approved by 
the  s t a t e  Medicaid agency, who a r e  l i censed  by the  Department of Mental 
Heal th and Mental Retarda t ion  and who provide s e r v i c e s  under cont rac t  
wi th  the  Department of Mental Heal th and Mental Retardat ion.  Service 
providers  w i l l  a l s o  meet t he  program and f i s c a l  s tandards  of t he  s t a t e  
Medicaid agency. Qua l i f i ed  providers  w i l l  be requi red  t o  s i g n  a  provider 
agreement spec i fy ing  t h a t  c a s e  management s e r v i c e s  w i l l  be ava i l ab l e  t o  
a l l  who a r e  e l i g i b l e  f o r  t h e  s e r v i c e  r ega rd l e s s  of a b i l i t y  t o  pay o r  
source of payment. 

F. The S t a t e  a s su re s  t h a t  t he  provis ion  of case  management s e rv i ces  w i l l  not  
r e s t r i c t  an i n d i v i d u a l ' s  f r e e  choice of p rov ide r s  i n  v i o l a t i o n  of s ec t ion  
1902(a)(23)  of t h e  Act. 

1. E l i g i b l e  r e c i p i e n t s  w i l l  have f r e e  choice  of t h e  providers  of case 
management s e rv i ces .  

2. E l i g i b l e  r e c i p i e n t s  w i l l  have f r e e  choice  of t he  providers  of o ther  
medical c a r e  under t h e  plan. 

G. Payment f o r  ca se  management s e r v i c e s  under t h e  p lan  doer not dup l i ca t e  
payments made t o  pub l i c  agencies  o r  p r i v a t e  e n t i t i e s  under o the r  program 
a u t h o r i t i e s  f o r  t h e  same purpose. 



Revision: HCFA-PM-87-4 (BERC) 
March 1987 

SUPPLEMENT 1 to ATTACHMENT 3.1-A 
Page 1 (Program D) 
OMB NO.: 0939-0 193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Sratc/Territory: Tenncssce 

CASE MANAGEMENT SERVICES 

PROGRAM (D)- CHILDREN IN STATE CUSTODY OR AT RISK OF STATE CUSTODY 

A. Targct Groups 

Tlic Tcnncsscc Dcpartmcnt of Financc and Administration has defined the target population as children in 
or cnlcring Stalc custody or at immincnl/scrious risk of entering or returning to State custody. The target 
population includcs Mcdicaid-cligiblc childrcn to age 2 1.  

Imminent risk is dcfincd as follows: 

lmrnincnt risk is a status which. abscnt of intcrvcntion. will likcly rcsult in a child being placed in or 
rerurncd lo slalc cuslod!, . A child will bc considcrcd at immincnt risk as long as there is one (1) or more 
factor(s) ~vhicli \vould likcly rcsull in the statc scrving as custodian for the child. Imminent risk can occur 
prior to statc cuslody in cliildrcn wlio havc cncountcrs with the judicial system for acts of delinquency or 
unruliness. tnliincy. runaway. ctc. (acts that arc illcgal according to law solely because they are performed 
by minors) or bccausc ofallcgalions the child has bccn ncglcctcd or abused. Imminent risk can occur after 
statc custody whcn a child is being returncd to tlic family unit on a trial basis after a period of state custody. 
Immincnt risk will bc dccmcd lo not exist in thc absence of a strong suspicion the child will soon be in state 
custody. 

Scrious risk is dcfincd as follows: 

Childrcn at scrious risk of entering custody - Children identified by the Department of Children's Senices 
(DCS) as childrcn who arc highly likcly to come into custody. 

B. Arcas Of Slalc In Which Scn~iccs Will Bc Providcd: 

Entire Statc: I( 

Only in llic follo\ring gcograpliic areas (authority of Scction 1915(g)(l) of the Act is invoked to provide 
scnficcs lcss Illan stalc\vidc): 

C. Comparability of Scniccs: 

Scniccs arc providcd in accordance with Scction 1902(a)(IO)(B) of the Act. 

Scrviccs arc not cornparablc in amount. duration and scope. Authority of Section 1915(g)(l) of the Act is 
invokcd to providc scn,iccs without rcgard to the rcquircments of Section 1902(a)(IO)(B). 21 

TN NO. 200  1-3 
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I STATE PLAN UNDER TITLE W[ OF THE SOCIAL S E C U W  ACT 

Statflerritory: Tennessee 

CASE MANAGEMENT SERVICES 

PROGRAM @)- CHILDREN IN STATE CUSTODY OR AT RISK OF STATE CUSTODY 

D. Definition of Services: 

Targeted Case Management Senices is a set of interrelated ad-{ties thmugh which eligible individuals 
will be assisted in gaining access to needed mdcal ,  social, educational, residential, and other services. 
Case management activities will encourage the use of least restrictive residential environments and cost 
effective child services through referrals to appropriate providers. Case management services will 
discourage over utilization or duplication of costly senices and will focus on the child. Case management 
services are designed to reduce or minimize the number of children in state custody and to utilize a 
community-based arena of senice providers. 

Specifically case management for this Medicaid-Aigiile target population will include the following: 

1. Initial triage to determine potential risk of child entering state custody and services needed for the 
child to preclude custody; 

2. Collection of assessment data history idonnation, and medical, psychological, and related 
evaluations to iden* the child's functioning levels and needs; 

3. Completion of Assessment Protocol to determine the service needs of the child and his family based 
on child and family functioning, behavioral and health status; 

4. Development of an individualized plan of care with child, custody department, parents, and 
appropriate others; modifications of plan of care as warranted; 

5.  Coordination of residentiallplacement services andfor transportation services; 

6. Monitoring of plans of care to assess Department of Children's Services service delivery and chiid 
progress; 

7. Periodic scheduled reviews of plans of care with appropriate individuals including discharge/release 
reviews; 

8. Home, placement, community visits as needed; 

TNNo. 98-7 
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OMB NO.: 0939-0193 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

SlatcTTcrritory: Tcnncssce 

CASE MANAGEMENT SERVICES 

PROlGRAM (D)- CHILDREN IN STATE CUSTODY OR AT RlSK OF STATE CUSTODY 

9. Maintcnancc of individual child case management records; and 

10. Updatc of colnputcri~cd asscssmcnt and scrvice delivcry data tools 

Bccausc tlic nccds of cach child will vary and casc managcment services are individualized, there is no 
minimum or maximum amount of t i~nc to be spent on casc managcment services during the period the 
child is cligiblc for tlic s c~ i cc s .  Childrcn who prcscnt with multiple problems and/or prior involvement 
~vith statc carc will likcly rcquirc morc cxtcnsivc casc managcmcnt serviccs. Case management services 
will bc tcrrninatcd thrcc (3)  months aflcr a child is dischargcd or released from state carelcustody, is 
dctcrmincd to no longcr bc at immincnt/scrious risk, and is successfully reunited with a family in a home 
or community. Casc tnanagctncnt is not thc provision of medical care. but rather provides the necessary 
intcgration and coordination of rncdical and nonmedical care. 

E. Qualifications of Providers: 

I .  Thc casc managcrncnt scnliccs shall bc pcrformcd by clusters of individuals within a Case 
Managcmcnt Tcarn. Tcatns will consist of case managers, team leaders (supervisors), and 
coordinator with support s t a r  Team staff (case managers and team leaders) will possess bachelor's 
dcgrccs and/or liccnsurc and/or expcricncc in the areas of social work, justice and correctional 
systcm. guidance counseling. asscssmcnt and referral, education, nursing, psychology, speech 
patliology. audiology. and othcr rclatcd arcas. Experience working with high risk children and 
dysfunctional familics is highly dcsirablc for all of the casc management staff. All providers of case 
managcmcnt scniccs will rcccivc extensive initial case management training with regular ongoing 
training activities pro\,idcd by tllc Dcpartmcnt of Children's Services. 

Tlic [cam Coordinator tnanilgcs onc or morc tcam Supervisors who coordinate the activities of Case 
Managcrs 1. 2. and 3. Tcarns will collectively recommend initial placement types based on 
documcntcd nccds. Casc Managcment staff will rely heavily upon the multidisciplinary 
backgrounds and input of tcatn mcmbers. 

Thc statc assurcs that thc casc managcrs arc people devoted specifically to this project and their 
dutics do not duplicalc thc functions of social workers from thc various state agencies. 

.> 
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STATE PLAN UNDER TITLE XD( OF THE SOCIAL SECURITY ACT 

State/Territory: Tennessee 

CASE MANAGEMENT SERVICES 

PROGRAM @)- CHILDREN IN STATE CUSTODY OR AT RISK OF STATE CUSTODY 

2. Provider Qualifications: 

The Case Ma;;agement Tms ahall be cmsidered to be se:;.;zlg a ~?k!ic puiipo~= through improving 
and otherwise promoting the health of children in state custody or at risk of state custody. While the 
case management program wdl operate in all areas of Tennessee, the Case Management Teams 
must actively promote community support so that the children are able to receive senices and 
remain in their own communities to the maximum extent possl%le. When it is impractical for a 
child to remain in hidher own community, the Case Management Team must arrange for senices to 
be provided in other communities. In order to achieve these goals, providers must meet the 
following requirements: 

a. Providers must have a sufficient number of Case Management Teams to serve each area of 
the state. 

b. Providers must establish the Case Management Teams in the same geographic areas semed 
by Community Service Agencies (CSAs). These service areas are described in Tennessee 
Code Annotated: Title 37, Chapter 5, Part 3 and include the major metropolitan areas of - 

(1) Memphis and Shelby County; 
(2) Metropolitan Nashville-Davidson County; 
(3) Knoxville and Knox County; and 
(4) Chattanooga and Hamilton County. 

Additionally, Case Management Teams must be established in the eight (8) rural service 
areas where CSAs are established in order to provide a comprehensive network of coverage. 

c. Providers must have written policies, procedures, ordinances, or rules and regulations to 
govern their internal operation at each site and must make and execute contracts or other 
instruments necessary or convenient for the exercise of their duties and responsibilities. 
These documents must include a plan of operation which M t a t e s  interaction between the 
Case Management Teams and the Department of Children's Services. 

d. Providers must comply with State and Federal laws governing the participation of providers 
in the Mdcaid  program. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURTTY ACT 

StawTerritory: Tennessee 

CASE MANAGEMENT SERVICES 

PRlDGRAM 0)- CHILDREN IN STATE CUSTODY OR AT RISK OF STATE CUSTODY 

e. Providers must be providers of Title V services or have an agreement with the State Title V 
agency for the provision of services to the target population. 

f. Providers must have qualified staff for each Case Management Team. 

F. Freedom of Choice: 

The State assures that the provision of case management services will not restrict an individual's freedom of 
choice of providers, in violation of 1902(a)(23) of the Aa.  There will be no restriction on an eligible 
participant's choice of case management providers, nor wdl case management services restrict an 
individual's free choice of providers for other plan covered services. 

1. Options to Receive Services 

The receipt of case management services will be at the option of the custodian of the chlld in the 
target population. No eligible child will be forced to receive case management service. 

2. Free Choice of Providers 

All eligibles will be free to receive case management services from any qualified provider of those 
services statwide. Even if the eligible receives all other Medicaid services from a c h c  or in a 
particular county, the individual will not be limited to case management services from that c h c  or 
in that county. 

3. Provider Participation 

All providers who meet the provider qualf~cations outlined ix "En a5a.e will be am;dered 
p i d i e d  providers for case management services. 

4. Unrestricted Access 

The State assures that case management services will not be used to restrict the access of the eligible 
to other services available under the state plan. 

- 
TN No. 98-7 
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STATE PLAN UNDER TlTLEi XIX OF THE SOCIAL SECURlTY ACT 
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CASE MANAGEMENT SERVICES 

PROGRAM @)- W R E N  IN STATE CUSTODY OR AT RISK OF STATE CUSTODY 

G. Payment Mechanism: 

The State assures that payment for case management services under the plan shall not duplicate payments 
made to public agencies or private cntities under other ? r o w  authoritirs for this sxne purpose. 

TNI NO. 98-7 
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TITLE XIX OF TEE SECURITY 

S t a t e / ~ e r r i t o r y :  Tennessee 

CASE X A N A G K m m  -VICES 

PROGRAM (E) - CEILDREIP'B SPECIAL SERVICES (CSS) TARGETED CASE X A N A G m  

A. Target Croups 

The Tennessee Department of Health has defined t h e  t a r g e t  population 8 6  
infantim/chfldren enrol lod  in t h e  Chi1dren0m Specia l  Bemice8 Program 
(formerly known as t h e  Crippled Children'm Program). The t a r g e t  
population includes Medicaid-eligible i n f a n t s  m d  ch i ld ren  t o  age 21 who 
are phyeical ly handicapped or cr ippled  by r a y  rearon of physical  
in f i rmi ty ,  whether congenital  o r  acqubed,  as 8 r e s u l t  of accident ,  or 
dieease,  which requi re8  medical, murgical, or den ta l  t reatment m d  
r e h a b i l i t a t i o n ,  and i e  o r  may be t o t a l l y  or p a r t i a l l y  incapaci ta ted  f o r  
t h e  r e c e i p t  of a normal education o r  f o r  melf-support. This  d e f i n i t i o n  
s h a l l  not  include thoee chi ldren  whose mole diagnoeim l m  blindneme o r  
deafness; nor s h a l l  t h i e  d e f i n i t i o n  include ch i ld ren  who u e  diagnosed 8s 
psychotic. This d e f i n i t i o n  may include ch i ld ren  with acu te  condit ions 
much a s ,  but not  necesear i ly  l imi ted  t o ,  f r a c t u r e r ,  b u m ,  m d  
osteomyeli t is .  

B. Areas Of S t a t e  I n  Which Services W i l l  Be Provided: 

En t i r e  S ta te :  

Only i n  t h e  following geographic areae  (au thor i ty  of Sect ion  1915(g) ( l )  
of t h e  A c t  i s  invoked t o  provide services .less than  s ta tewide) :  

C. Comparability of Servicer: 

Services are provided i n  accordance with Gection 1902(a)( lO)(B) of t h e  
Act. - , 
Services are not comparable i n  amount, dura t ion  and scope. Authority of 
Section 1 9 1 5 ( g ) ( l )  of t h e  Act i m  invoked t o  provide 6ervices  without 
regard t o  t h e  requhementr  of Sect ion 1902(a)( lO)(B).  

D. Def in i t ion  of Services: 

Targeted Caee Management Services i m  a m e t  o f  i n t e r r e l a t e d  a c t i v i t i e r  
through which e l i g i b l e  individuals  w i l l  be a s e i s t e d  i n  gain ing accesr  t o  
needed medical, mocial, educational ,  r e s i d e n t i a l ,  and o t h e r  services.  
Af ter  a c h i l d  i s  r e f e r r e d  t o  CSS, an assesement is done t o  c o l l e c t  
information required t o  i d e n t i f y  c l i e n t  problems and mervicea needed mo 
t h a t  appropriate refer ra l .  and follow-up can be a s s u r d .  The Individual  
Family Service Plan (IFSP) w i l l  be s t a r t e d  a t  t h e  t i m e  of appl ica t ion  m d  
w i l l  be continued a t  t h e  i n i t i a l  home v i e i t  ae  w e l l  am a t  t h e  regional  
c l i n i c .  Each e l i g i b l e  c h i l d  w i l l  have a designated care coordinator who 
w i l l  serve a s  t h e  one cons i s t en t  1- among a l l  the agencies and 
profess ionals  providing eervices  t o  t h a t  p a r t i c u l a r  pa t i en t .  
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OKB NO. : 0939-0193 

STATE PLRN UNDXR TITLE XIX OF TEiE SOCIAL SECURITY ACT 

CASE UANAGEmNT SERVICES 

( E l  - CEiILDREN'S SPECIAL SERVICES ( - 6 )  TARGE.TX? CASE MANAGEMENT 
(c:ontFnued) 

Once all the aesesamenta have been cocapleted, comprehenmive data b u t  
the child will be available. This data will be umed by the care 
coordinator to identify problem and to plan actions for eliminating or 
lessening them. 

S:pecifically, CSS comprehensive case management will include the following: 

1. Collection of aeeeesment data to identify the child's service neetde; 

2. Developnent of an individual family mervice plan (IFSP) for each 
child; 

3. Coordination of needed mervicee and providere; 

4. Home visite ae indicated; and 

5. Haintenance of caee management records. 

E. Qualifications of Providers: 

1. Care coordinators will poeeeee good knowledge of health and mocial 
agenciee and community resourcee; excellent communication mkille 
with both clients and other profeseionals; working knowledge of 
baeic medical terminology; ability to ertablimh md maintain 
effective working relations with other.; ability to react calmly and 
effectively to patient8 and other8 in rmergency aituationa; ability 
to participate in the preparatioa of 8 variety of standard 
operational records and report.; ability to express themeelves 
clearly and concisely, both orally and in writing; ability to 
organize, implement and maintain 8 tracking symtsm which 8seureo 
that basic client aeedr are met. 

T'N NO. 93-4 MAY 4 Supereedee Approval Date ~f fective Date 1/1/93 
Z'N No. fJEW 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

~ta te / l ! e r r i to ry r  Tennessee 

CASE HMAGEMENT SERVICES 

PPloGRAX (E)  - CHILDREN'S SPECIAL SERVICICS (CSS) TARGETXD CASE WA#AG- 
( oon thued  ) 

The care coordinator  must have graduated from an approved mchool of 
nursing and/or graduated f r a n  an accredi ted  co l l ege  o r  un ive r s i ty  
wi th  a Bachelor's Degree fn 8 s o c i a l  or behavioral  mcience. 
The care coordinator  nm8t amet t h e  requirement8 of mocial counselor 
o r  s o c i a l  worker. 

If t h e  care coordinator  i s  a graduate of  m apprwed mchool of 
nursing, t h e  person murt a l s o  be l i censed  in t h e  S t a t e  of Tenneesee. 

2. C a r e  Coordination Team must have w r i t t e n  p o l i c i e s ,  proceduree, 
ordinances, o r  r u l e s  and r egu la t ions  t o  govern ' t h e i r  i n t a r n a l  
operat ion a t  each mite and must make and execute cont rac t8  or o the r  
instruments necessary f o r  t h e  uercise of t h e i r  d u t i e s  and 
reepone ib i l i t i e s .  Theee documentr mus t  include a plan of operat ion 
which f a c i l i t a t e s  i n t e r a c t i o n  between t h e  p r o v i d e r / ~ a r e  Coordination 
Teame, t h e  parent  o r  cuetodian of t h e  i n f a n t / c l ~ i l d  and a11 agencies 
involved i n  any ampect of t h e  child'. care. 

. - 
3. CCT must comply with S t a t e  and Federal  laws governing t h e  

p a r t i c i p a t i o n  of providers  i n  t h e  Xedicaid program. 

4. CCT must be providers  of T i t l e  V services o r  have an agreement with 
t h e  S t a t e  T i t l e  V agency f o r  t h e  provision of services. 

5. CCT must 'have q u a l i f i e d  s t a f f  f o r  mach Tmam. 

F. Freedom of Choicer 

The S t a t e  assures  t h a t  t h e  provision of case  management eervicas  w i l l  not 
r e e t r i c t  an individual 'e  freedom of choice o f  providers ,  in v i o l a t i o n  of 
1902(a)(23) of t h e  Act .  There w i l l  be no r e s t r i c t i o n  on m e l i g i b l e  
part icipant ' .  choice o f  cane management providers ,  nor w i l l  c a r e  
management servicee  r e e t r i c t  an individual ' s  f r e e  choice of p r w i d e r r  f o r  
o the r  p lan  covered services. 

- 
TEINO. 93-4 
Supersedee Approval Date Ig94 Effec t ive  Date 1/1/93 
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STATE PLAN UNDER TITLE XIX OF T H E  SOCIAL SECURITY ACT 

~ t a t e / ~ e r r i t o r y :  Tennemnee 

CASE MANAGEWENT SXRVICES 

PRiffiRAn (E )  - CBILDREN'S SPECIAL SERVICES ( a s )  TARGETED CASE MANAG- 
(continued) 

1. Option8 t o  Receive &rvices 

The r e c e i p t  of case  management mervicem w i l l  be at  t h e  option of t h e  
parent  o r  custodian of t h e  in fan t / ch i ld  in the t a r g e t  population. 
No e l i g i b l e  c h i l d  w i l l  be forced t o  rece ive  came managemant mervice. 

2. Free Choice of P r w i d e r e  

A l l  e l i g i b l e e  w i l l  be fr.e t o  rece ive  came management 8enic.s from 
any qua l i f i ed  provider  of those  mervicee atatewide. Even i f  t h e  
e l i g i b l e  rece ives  a l l  o the r  Medicaid mervices f r a n  a 'clinic o r  in a 
p a r t i c u l a r  county, t h e  individual  w i l l  n o t  be Ikn i t ed  t o  c & B e  
management mervices from t h a t  clinic or i n  that county. 

3. Provider Pa r t i c ipa t ion  

A l l  providers  who m e e t  t h e  provider gualif icat ionm ou t l ined  in 'En 
above w i l l  be considered q u a l i f i e d -  providers  f o r  came managemant 

. .. . mervices . 
4. Unrestricted Access 

The S t a t e  assure8 t h a t  case  management mervices w i l l  no t  be umed t o  
r e s t r i c t  t h e  access of t h e  e l i g i b l e  t o  o t h e r  aervices  ava i l ab le  
under t h e  s t a t e  plan. 

G. Payment Uechanirunt 

The Gtate aeeures t h a t  payment f o r  case  management merviceo under t h e  
plan s h a l l  not  dup l i ca te  payment6 made t o  pub l i c  agencies or p r i v a t e  
e n t i t i e s  under o the r  program a u t h o r i t i e s  f o r  t h i n  same purpose. 

- 
TN No. 93-4 
Supereedee Approval Date MAY 4 lgg4 E f f e c t i v e  Date 1/1/93 
TNNo. NEW 







Supplement 3 to Attachment 3.1 -A 3% 
Page 3 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: Tennessee 

PACE 
- 

2. NA 209(b) State, a State that is using more restrictive eligibility requirements than SSI. 
The State is using the post-eligibility rules at 42 CFR 435.735. Payment for PACE services is 
reduced by the amount remaining after deducting the following amounts Erom the PACE 
enrollee's income. 

(a) 42 CFR 435.735--States using more restrictive requirements than SSI. 

1 .. Allowances for the needs of the: 
(A ) Individual (check one) 

1 .- The following standard included under the State plan (check 
one): 
( 4  - SSI 
(b) - Medically Needy 

The special income level for the institutionalized (c) - 
Percent of the Federal Poverty Level: (dl - % 

(el - Other (specify): 
2.- The following dollar amount: $ 

Note: If this amount changes, this item will be revised. 
3.- The following formula is used to determine the needs allowance: 

Note: If the amount protected for PACE enrollees in item 1 is equal to, or greater than the maximum 
amount of income a PACE enrollee may have and be eligible under PACE, enter N/A in items 2 and 3. 

(B) Spouse only (check one): 
The following standard under 42 CFR 435.12 1 : 1 .- 

2.- The Medically needy income standard 

3.- The following dollar amount: $ 
Note: If this amount changes, this item will be revised. 
The following percentage of the following standard that is not 4 .- 
greater than the standards above: % of standard. 

5 ,  The amount is determined using the following formula: 

6. Not applicable @/A) 

(C) Family (check one): 
1 .- AFDC need standard 

- n'l No. 2002-1 
Supercedes Approval Date ' 2002 Effective Date 7/1/2002 
TIGNo. NEW 
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STATE PLAN UNDER TITLE XIX OF TBE SOCIAL, SECURITY ACT 

State: Tennessee 

PACE 

ATTACHMENT 

ELIGIBILITY - SECTION 1 

COVERAGE GROUPS FOR THE PACE WAIVER: 

TN NO. 2002-1 
Supercedes 
TN No. NEW 

Income Cap 

Approval Dat d U L 1 9 2002 Effective Date 71112002 

435.236 -- Individuals in an institution who are eligible 
under a special income cap. This income cap is 300% of 
the SSI-FBR. 



STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

1. I n p a t i e n t  h o s p i t a l  s e r v i c e s  o t h e r  t h a n  t h o s e  provided i n  an  i n s t i t u t i o n  
f o r  mental  d i s e a s e s .  

Except f o r  t h e  organ t r a n s p l a n t s  l i s t e d  below, i n p a t i e n t  h o s p i t a l  days 
s h a l l  be covered a s  m e d i c a l l y  n e c e s s a r y .  The fo l lowing  organ t r a n s p l a n t s  
a r e  l i m i t e d  t o  t h e  number of  i n p a t i e n t  h o s p i t a l  d a y s  l i s t e d  below. 

T r a n s p l a n t  P rocedure  
T o t a l  Allowable Days 

P e r  T r a n s p l a n t  

a .  H e a r t  t r a n s p l a n t s  . 4 3  days 
b .  L i v e r  t r a n s p l a n t s  6 7  days 
c .  Bone Marrow t r a n s p l a n t s  40 davs 

Excep t ions  t o  t h e  above l i s t  of t r a n s p l a n t s  may be made f o r  o t h e r  non- 
exper imenta l  t r a n s p l a n t s  i f  i t  i s  found t o  be m e d i c a l l y  necessa ry  and 
c o s t  e f f e c t i v e  a s  determined by Medicaid .  The a l l o w a b l e  i n p a t i e n t  days 
w i l l  be t h e  average l e n g t h  of s t a y  f o r  t h a t  t r a n s p l a n t .  

Any h o s p i t a l  days  p a i d  by insurance  o r  o t h e r  t h i r d  p a r t y  b e n e f i t s  w i l l  be 
cons ide red  t o  b e  days  p a i d  by t h e  Medicaid  program. F r i d a y  and Saturday 
admiss ions  w i l l  be l i m i t e d  t o  emergencies  o r  s u r g e r y  t h e  same or  n e x t  
day.  

TN N O .  92-10  
Supersedes  
TN No. 89-29  Approval  Date  4 - 7 - 9 2  E f f e c t i v e  Date  1-1-92 
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ST,-4TE PL,AN UNDEK TITLE SIX OF THE SOCIAL S E C U R I T Y  ACT 
1 

-* 
, L S T A T E  T E N N E S S E E  
' LI,\.IIT.ITION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 

C A R E  AND SERVICES PROVIDED . - 

2. ( a u t p a t i e n t  h o s ~ i t a l  s e rv i ce s  
.Limited t o  30 visits per  f i s ca l  y e a r  

3. O t h e r  labora?orv and  X-ray se rv i ce s  - 
]Limited t o  s e rv i ce  provided o n  30 occas ions  p e r  f i s c a l  year .  An occasion is  
i n t e r p r e t e d  t o  mean l abo ra to ry  and/or  X-ray se rv i ce s  p e r f o r m e d  during a rec ip ien t  
visit ,  e.g., t o  a radiologist;  o r  t o  procedures ,  e.g., l abo ra to ry  tests pe r fo rmed  f o r  a 
rec ip ien t  on  a given day by a n  independen t  l abo ra to ry .  

Revised 9-1 5-78 
AT 78-15 
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STATE PLAH UNDER TITLE XIX OF THE SOCIAL SEZURIm ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

4.,a. Nursing f a c i l i t y  se rv ices  (o ther  than se rv ices  i n  an i n s t i t u t i o n  f o r  
mental d i seases )  f o r  individuals  2 1  years  of age o r  older .  

Nursing f a c i l i t y  eervices  t o  include Level I and Level I1 (o ther  than 
se rv ices  i n  an i n s t i t u t i o n  f o r  mental d i seases )  w i l l  be covered. 
Medicaid w i l l  apply medical c r i t e r i a  f o r  admission and continued s t a y  
a t  t h e  l e v e l  of c a r e  designated and approved by t h e  Tennessee Medicaid 
program. 

The r e c i p i e n t  on Level I C a r e  must r equ i re  on a da i ly  b a s i s ,  24 hours a  
day, l icensed nursing se rv ices  which a s  a  p r a c t i c a l  matter  can only be 
provided on an i n p a t i e n t  bas is .  

The r e c i p i e n t  on Level I1 C a r e  must r equ i re  on a  d a i l y  bas i s ,  24  hours 
a  day, skilled/complex nursing o r  skilled/complex r e h a b i l i t a t i v e  
se rv ices  which a s  a  p r a c t i c a l  matter  can only be provided on an 
i n p a t i e n t  b a s i  s . 

TFI NO. 91-9 
Sripereedes 4 / 4 / 9 1  
Tli No. 87-28 Approval Date E f f e c t i v e D a t e  1/1/91 
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STATE PLAN UNDER TITLE XIX OF TE?3 SOCIAL SECURITY ACT 
8TATg TWHESSEE 

LIHITATION ON AMOUNT, DURATION AND SCOPE OF KEDICAL 
CARE W M D  SERVICES PROVIDED 

4.b. continued 

( b )  The following v i s ion  nervicea are covered f o r  e l i g i b l e  Medicaid 
r ec ip ien t6  under 21 years  of age, and . l i m i t a t i o n  of those 
eervicee includee x 

1. one eye examination and r a f r a c t i o n  p u  r ec ip ien t ,  per 
f i a c a l  year i e  covered. Additional m c r ~ n f n g  u l m i n r t i o n a  
are covered based on medical necrmaity. 

2. one permanent p a i r  of eyeglaasem per r ec ip ien t ,  per f i s c a l  
year  i a  covered. 

3. one dfepenaing fee per rec ip ien t ,  r f i s c a l  year  i a  
covered f o r  Ophthalmologiata, O p t a m t r f s t s  and Opticians. 

4. o p t i c a l  lab. can only ba rainburaod f o r  thm lansea and 
frame81 a dfepenaing f a a  i a  no t  all@. 

5. one replacement lena and f r a w s  f o r  eymglaaaee i f  t h e  
o r i g i n a l  p a i r  axe l o a t ,  broken o r  damagad bayond repa i r ,  
o r  are no longer usable  due t o  a change Fn t h e  recipient's 
v i s ion  80 t h a t  new prescription i a  r.quFtmd. 

6. one replacement dispenaFng fa@ f o r  Ophthalmologiste, 
optomstriata  and Opticians. 

7. d iagnosis  and treatment of amblyopia i a  covered only f o r  
r ec ip ien t9  8 years  of age and under. 

8. o r t h o p t i c  t r a i n i n g ,  eye exercime a not  covered by 
xadicaid.  

(c )  Those v ia ion  servicee  requi r fng p r i o r  approval u e  l i s t e d  i n  
t h e  Tenneaeee EPSDT Vision Xanual, s ec t ion  304. 

( 3 )  Speech and/or hearing servicee  are covered f o r  e l i g i b l e  Medicaid 
r e c i p i e n t s  only through speech and heat ing  c e n t e r s  approved by the 
Tenneesee Department of Health and Environment. 

(a) The following is the Teneesaca Medicaid approved schedule for 
speech and/or hearing examinationat 

AT 90-78 
Effect ive  4-1-90  
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Attachment 3 .1 .A .1  

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
STATE TENWESSEE 

LIXITATION ON AMOUNT, DURATION AND SCOPE OF XKDICAL 
CARE AND SERVICES PROVIDED 

4.b. continued 

W ~umtnar of V i s i t e  

0 through 2 yeare 
3 through 11 yeare 
12 through 20 years 

Speech and/or hearing examinations are provided on t h e  bas ie  of two 
examinatione per  r ec ip ien t  per  s t a t e  f i s c a l  year ,  except f o r  ages 0 
through 1 year of age f o r  which only hearing examinations are 
covered. 

( 4 )  Dental services :  

( a )  The following i n  t h e  Tennertaea M i c a i d  approvrd rchedule fo r  
den ta l  mcreening examinationet 

!Ed!? Number of Vi6i te  

0 through 2 yearn 
3 through 11 years 

12 through 20 yeare 

Dental screening examinations are provided once every 6 months 
per r e c i p i e n t  per  e t a t e  f i s c a l  yeat .  - 

(b) Requests f o r  den ta l  se rv ices  r equ i r ing  p r i o r  approval e h a l l  
include a complete plan of t reatment including a l l  procedures 
to be performed regardless  of whethor a mpecified procedure 
require6 p r i o r  approval, cha r t ing  of a l l  procedures t o  be done, 
and full-mouth s e t  of X-rays; however, when an emergency 
s i t u a t i o n  e x i a t e  and t h e  r e c i p i e n t  ha8 had f u l l  mouth X-rays o r  
a panorex within t h e  previous three f i s c a l  years ,  bitewings and 
a p e r i a p i c a l  X-ray s h a l l  c o n s t i t u t e  mufficient X-rayta. 

!Ri NO. 
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Attachment 3.1.A.1 

STATE PLZLN ma TITLE XIX OF TBX ~ L A Z  EECUIPITP ~ C T  
STATE TENNESSEX 

LIMITATION ON AXOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SRRVICXS PROVIDKD 

4. b. cont inued 

(c) The following l i ~ t  of aervicea, t o  t h a  axtent  they a r e  covered 
by Uedicaid, s h a l l  r e q u i t e  p r i o r  approval f t a n  t h e  Hedicaid 
amdical d i r e c t o r ,  o r  r derrignatod r r p r e a m t a t i p . ,  in order f o r  
t h e  servic.8 t o  be reimbursed by l b d i c r i d r  

1. Preventive periodontica,  rou t ine  p r f o d o n t a l  scal ing,  root  
planing,  eubgingival cu re t t age  p r  quadrant. 

2. Pulpotamy on permanent t e e t h  l a  1imit.d t o  a p u i f i c a t i o n  
on1 y . 

3. Root cana l s  s h a l l  k l imi ted  t o  on. per  tooth ,  per  
r e c i p i e n t ,  per l i f e t ime .  

4. Porcela in  t o  metal crown., permanent a n t e r i o r  t e e t h  only; 
when a too th  cannot be r e s to red  s a t i s f a c t o r i l y  with a 
f i l l i n g  mater ia l ;  and, t h e r e  muat k evidonce of tooth  
maturi ty.  

5. Space m a i n t a h e r s ;  approval f o r  which s h a l l  be l imi ted  t o  
fixed u n i l a t e r a l  band type, f h o d  l ingua l  o r  p a l a t a l  arch 
band type  ( t o  be approved only when too th  adjacent  does 
not  r e q u i t e  a s t a i n l o s a  steel crown), and £had  band type 
with crown included. - 

6. Oral  surgery, approval f o r  which a h a l l  ba l imi ted  t o  
r o u t i n e  ex t rac t ion8  of pe rmana t  t e e t h  requi r ing  
p r o s t h e t i c  replacement, au rg ica l  axt rac t iona  of primary o r  
prrmanent t e e t h  wfth complicating f a c t o r s ,  t reatment of 
e o f t  t i s s u e  impaction, p a r t i a l  impaction o r  complete bony 
impaction root  recovery (removal of r e s idua l  r o o t ) ,  and 
per iodonta l  surgery where t h e r e  are r e l a t e d  medical 
f a c t o r s .  

7. Complete dentures and p a r t i a l  dentures with a c r y l i c  bases, 
without c l a sps  o r  with wrought w i r e  c laspa  o r  with c a s t  
c laepe  and l ingua l  o r  p a l a t a l  etrengthening bar ,  and 
u n i l a t e r a l  o r  one tooth  p a r t i a l  p l a t e  wfth cae t  c l a sps  and 
an a c r y l i c  base. 

9 0 - 7 A  6 / 2 6 / 9 1  AT 90-7fl TN lo. DA?E/RECZI-?T Effec t ive  4-1-90 
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STATE PLAN UNDER TITLE X I X  OF THg SOCIAL SECURITY PICT 
STAT' TENNESSEE 

LIHITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

4. b . c a n t  inued 

9. Orthodont ics ,  p r i o r  approval  requeetn f o r  which e h a l l  
i nc lude ,  i n  a d d i t i o n  t o  t h e  requirements  l imted  above f o r  
a l l  p r i o r  approval  reques to ,  d i agnoo t i c  models, an 
emtimate of t h e  t o t a l  l eng th  of  plaanod t rea tment  no t  t o  
exceed 24 months f o r  o r thodon t i c  t rea tumnt  and a echedule 
f o r  monthly adjustments.  

10. Hoep i t a l i za t i on  f o r  d e n t a l  eervicem. 

11. P r o s t h e t i c  appl iances  which e h a l l  be l imi t ed  t o  
r econs t ruc t ion  i n  conjunc t ion  w i t h  p rev iou r ly  completed 
o b l a t i v e  eurgery p r i m a r i l y  done i n  camem of cancer  therapy  
and/or  c o n j o i n t  e f f o r t o  a t  m a x i l l o f a c i a l  s u r g i c a l  
r econe t ruc t ion .  Serv icee  must be rendered by a  board 
c e r t i f i e d  pros thodont ia t .  

12. In t ravenous  s eda t ion  f o r  d e n t a l  mervicem given on an 
ambulatory b a s i e  f o r  r ec ip i en t .  wi th  ee t enua t ing  phys i ca l  
o r  mental h e a l t h  problemr. Approval w i l l  be gran ted  only  
when seda t ion  i s  adminis tered by a d e n t i s t  who is: 

a. Board e l i g i b l e  o r  board c e r t i f i e d  i n  o r a l  and 
rn&i l lo fac i a l  surgery ;  o r  

b. Authorized by t h e  Tennesoea Board of Den t i e t ry  t o  use 
gene ra l  a n e s t h e s i a  o r  intravenoum seda t ion  pursuant  
t o  T . C . A .  63-5-108(d) e t  eeq. of t h e  Board of 
Den t i s t ry .  

( d )  Rout ine s e r v i c e s  no t  r e q u i r i n g  p r i o r  approval  are: 

1- Routine e x m i n a t i o n e ;  b i tewing  x-rays,  o r a l  prophylaxis ,  
and a p p l i c a t i o n  of f l u o r i d e  once every  six months, per  
r e c i p i e n t ;  

2 .  Panographic o r  full-mouth x-rayo limited t o  one e e t  per 
t h r e e  ( 3 )  f i s c a l  yea r s ,  per r e c i p i e n t ;  

2W No. 93=77i Gc:-~,iF?.Ti3.?1;3T 6 / 2 6 / 9 1  
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Attachment 3.1 .A.1  

STATE PLlLN UNDgR TITLE X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIXITATION ON AXOUNT, DURATION AND SCOPE OF HgDICAL 
CARE U?) SERVICES PROVIDED 

4. b . continued 

3. Amalgam ree to ra t ions  which s h a l l  be l imi ted  t o  two 
ree to ra t ions  per  too th  nutface, per fimcal year;  

4. Pine f o r  t h e  r e t en t ion  of mult i-muface p l a s t i c  o r  amalgam 
ree tora t ione;  

5. S i l i c a t e ,  ac ry l i c ,  p l a n t i c  o r  composite r en in  o r  acid-etch 
which s h a l l  be l imi ted  t o  t w o  rentorat ion.  per tooth  
aurface, per  f i s c a l  year ,  par  roc ip ien t ;  

6. Stainlean e t e e l  s i n g l e  crownn; 

7. Pulp cap d i r e c t  l imi ted  t o  one per tooth ,  per  r e c i p i e n t ;  
and 

8. Primary-pulpotomy which s h a l l  be l imi ted  t o  one per  too th ,  
per r e c i p i e n t ,  per l i f e t ime .  

Th' NO. w46 7 A DATE/RECE-'PT ,--V--- 2--- 1 9 
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Attachment 3.1.A.1 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

5. Physician 's  s e n i c e s  furnished by a  physician,  whether furnished i n  t h e  
o f f i c e ,  t h e  p a t i e n t ' s  home, a  hosp i t a l ,  a  s k i l l e d  nursing f a c i l i t y ,  o r  
elsewhere; and medical and su rg ica l  se rv ices  furnished by a  d e n t i s t  i n  
accordance with Section 1905(a ) (5 )  of t h e  A c t  as amended by Section 
4103(a) of P.L. 100-203 (OBRA ' 8 7 ) .  

a. Limit o f f i c e  v i s i t s  t o  24 per  s t a t e  f i s c a l  year.  V i s i t s  made f o r  
podia t ry  and optometry se rv ices  w i l l  count toward t h i s  l i m i t .  

b. I n p a t i e n t  hosp i t a l  v i s i t s  w i l l  be l imi ted  t o  twenty (20) per  s t a t e  
f i s c a l  year  except when c e r t a i n  transplant procedures occur. 
Addit ional  i n p a t i e n t  hosp i t a l  v i s i t s  w i l l  be a v a i l a b l e  a s  indica ted  
below f o r  t h e  following t r ansp lan t  procedures: 

Liver  t r a n s p l a n t  - 47 v i s i t s '  
H e a r t  t r a n s p l a n t  - 23 v i s i t 8  
Bone marrow t r a n s p l a n t  - 20 v i s i t s  

c. P r i o r  approval by t h e  Medicaid Medical Director  i s  required f o r  
those  procsduree es t ab l i shed  by t h e  Single  S t c t e  Agency. 

d. I n p a t i e n t  psych ia t r i c  physician v i s i t s  f o r  individual  under 21 years  
of age i s  l imi ted  t o  t h e  allowable i n p a t i e n t  psych ia t r i c  under 21 
h o s p i t a l  days per  s t a t e  f i s c a l  yeax. 

e. Except f o r  an emergency t h e  de l ive ry  of a newborn i n f a n t  w i l l  be 
covered only when provided i n  a  hoep i t a l  o r  in an Ambulatory 
Surg ica l  Center c l a s s i f i e d  t o  provide materni ty services .  

TN NO. 91-8 
Supersedes 
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Attachment 3.1.A.1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF XXD1CA.L 
CARE AND SERVICES PROVIDED 

6. Medical care and any other type of remedial care recognized under State 
law, furnished by licensed practitioners within the scope of their 
practice as defined by State law. 

6a. Podiatrists' Services 

Limited to : 

1. Routine foot care such as cutting or removing corns, calluses or 
nails when the patient has a systemic disease of sufficient severity 
that unskilled performance of such procedure would be hazardous. 
The patient's condition must have been the result of severe 
circulatory embarrassment or because of areas of deseneitization in 
the legs or feet. 

2. Routine services if they ate performed ae a necessary and integral 
part of otherwise covered services, much as the diagnosis and 
treatment of diabetic ulcers, wounds, and infections. 

3. Debridement of mycotic toenails to the extent such debridwent is 
performed no more frequently than once every 60 days, unless the 
medical necessity for more frequent treatment ia documented by the 
billing podiatrist. 

4. Office vieite will be limited to two (2) per recipient per fiscal 
year. These visits will count toward the twenty-four (24) physician 
visit limit as set out in Attachment 3.1.A.1, Item 5 of the 
Tennessee State Plan. 

5 .  All other lbitations that apply to physician services aa set out in 
Attachment 3.1.A.1 of the TeMese€M State Plan. 

'TN NO. 91-8 - 
Supersedes 
TX NO. 88-5 - 



Attrc-t 3.1.A.1 

STATE PLMl UNDER TITLE XIX OP 80Cm 8ECClRIm 

#TA!L% TENNESSEE 

LIHITATION ON AMOUNT, DURATION AND SCOPE OP m I C A L  
CARE AND SmVICES PROVIDED 

6. Uedical care and any other type of remedial care recognized under State 
law, furnished by liceneed practitioner. within the meope of their 
practice ae defined by State law. 

6b. Optometriste* mervicee 

Limited to : 

1. The performance of external m d  internal umuination of the human 
eye or eyelid and m y  diagnorris, treatment (other than by surgery) 
of patient6 with infections, inflammatione, and abraeionr of the eye 
or eyelid with topically applied drops, ointment8 or creams, or any 
referral of patients for coneultation or treatment. Optometrirrte 
also have the authority to adminieter benadryl, epinephine or 
equivalent medication to counteract anaphylaxim or anaphylactic 
reaction. An optometrirt may ume or preecribe topical eteroide for 
not more than eeven (7) calendax daye from the onset of treatment. 

2. The same standardrr of c u e  an thorre of prFmary c u e  physicians 
providing ~Fmilar .ervices. 

3. Removal of superficial foreign bodierr f r m  the conjunctiva of the 
eye and eyelid. 

4. Optometry eeroicee for recipients over age 2 1  do not include 
eemices for the purpoeee of prescribing or providing eyoglarsee or 
contact lenmes. Offica rimit8 will k limitad to four (4) per 
recipient per fiscal year and will count toward the twmnty-four (24) 
phylrician vimit limit ae eet out in Attachment 3.1.A.1, Item 5 of 
the Tenneesee State P l m .  

5.  All other limitation. that apply to physician eemices as met out in 
Attachment 3 . 1 . A . 1  of the ~enneieee State Plan. 

TN NO. 91-8 - 
Supereedee 
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Attachment 3.1.A.1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

6. Medical care and any other type of remedial care recognized under State 
law, furnished by licensed practitioners within the scope of their 
practice as defined by State law. 

6d. Other practitioners' service!! 

1. Physician Assistant 

a. Services of a physician assistant (other than as an assistant- 
at-surgery) when rendered at an SNF, ICF, or hospital. 

b. Services of a physician assistant as an assistant-at-surgery. 

c. All services provided by a physician assistant must. be ordered 
and billed by a physician. 

2. Certified Registered Nurse Anesthetist 

Services by a Certified Registered Nurse Anesthetist are covered 
when she/he has completed an advanced course in anesthesia, and 
holds a current certific:ation from the American Association of Nurse 
Anesthetists as a nurse anesthetist. 

TN KO. 'E9-17 ECT~:,RF~?T.F T 
SU?EA9.7EDEf EJ. : L; . 

TN No. -#Eh DATEIEFFECTIVE 

AT-89-17 
Effective 7/1/89 



STATE PLAN UNDER TITLE X I X  OF TEE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE 011 IIH)I= 
CAM AND SERVICES PROVIDH) 

7. Home Heal th  Serv ices  

'Provided t o  persons who are homebound and l i m i t e d  t o  a t o t a l  of r i x t y  
(60 )  s e rv i ce6  per year  provided i n  accordance wi th  fa. ,  b. and d. 

c. Durable medical equipnent and r u p p l i e s  w i l l  be covered when provided 
through e i t h e r  of t heee  approved Medicaid provider.; home h e a l t h  
agency o r  DKE r u p p l i e r ,  and i n  accordance wi th  gu ide l ines  of t h e  
Agency. 

1. The l i s t  of covered DKE and rupp l i ee  w i l l  be e r t a b l i r h e d  by t h e  
S i n g l e  S t a t e  Agency. 

2.  Thoee items requ i r ing  p r i o r  approval  by t h e  Medicaid D i r ec to r  
( o r  deeignee)  s h a l l  a l s o  be eatabl imhed by t h e  s i n g l e  S t a t e  
Agency. 

3. Durable medical equipnent m d  auppl iea  w i l l  no t  be counted 
a g a i n s t  the s i x t y  (60)  home h e a l t h  s e rv i ce6  pe r  year .  

d .  Speech eva lua t ion  must be provided by a c e r t i f i e d  speech 
p a t h o l o g i s t .  

TN NO. 91-33 
Supersedes n n~ 
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Attachment 3.1.A.1 
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_____________________________________________________________________________________
_____________________________________________________________________________________ 

9. Clinic Services

The following types of clinic services are covered with limitations described for each.

a. Community Mental Health Centers – Services limited to those authorized to be provided.

b. Community Clinics

(1) Community Health Clinics, Community Health Agencies, Community Services Clinics.

Services limited to those authorized to be provided by each of the above type clinics.

(2) Ambulatory Surgical Centers – Services limited to those procedures designated by the
state agency that can be performed outside the inpatient facility setting.

(3) Methadone clinic services are covered.

____________________________________________________________________________________
TN No. 20-0003
Supersedes Approval Date __________ Effective Date 06/2/20
TN No. 05-009
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  LIMITATION ON AMOUNT DURATION AND SCOPE OF MEDICAL    

     CARE AND SERVICES PROVIDED 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician 

skilled in diseases of the eye or by an optometrist. 

 

 12.a. Prescribed drugs 

 

  (1) Prescription outpatient drugs of any manufacturer which has entered into and 

complies with an agreement under Section 1927(a) of the Social Security Act 

will be a covered benefit for all TennCare members when prescribed by an 

authorized licensed prescriber, unless coverage is excluded or otherwise 

restricted by TennCare in accordance with the following:  

 

  (a)  TennCare will not cover any drugs that are permitted to be excluded or    

restricted under the Social Security Act, Section 1927(d)(2), except 

agents when used to promote smoking cessation.  Effective January 1, 

2006, the Medicaid agency will not cover any Medicare Part D drug for 

full benefit dual eligible individuals who are entitled to receive Medicare 

benefits under Part A or Part B. 

 

  (b) Coverage of prescription drugs will be limited to five (5) prescriptions 

per month, pursuant to which at least three (3) out of any five (5) 

prescriptions or refills in the same month must be generic and no more 

than two (2) prescriptions or refills in the same month may be for brand 

name (branded) products.  Any branded prescriptions are subject to a 

requirement of prior authorization by the TennCare Bureau as a 

condition of coverage, and the State shall designate the covered 

outpatient drugs to which a prior authorization requirement applies.  The 

monthly coverage limitation shall not apply to medications included on a 

list to be maintained by the State in accordance with the State’s Uniform 

Administrative Procedures Act.  Pharmacies, providers and beneficiaries 

shall be made aware of this list through appropriate notice.  Individuals 

under the age of 21 who are receiving benefits under the EPSDT 

Program, as well as individuals 21 years of age or older who receive 

services in nursing facilities (NFs) or in intermediate care facilities for 

individuals with intellectual disabilities (ICFs/IID), will not be subject to 

this benefit limit. 

 

 

 

 

_____________________________________________________________________________________

TN No. 20-0002                                  Approval Date  05/22/20     Effective Date 03/01/20 

Supersedes 

TN No. 11-010A 
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_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

     

(c) Buprenorphine and buprenorphine/naloxone products and sedative 

hypnotics for persons aged 21 and older are restricted to the quantity 

limits specified below: 

 

(i) Generic buprenorphine, Subutex (buprenorphine), and Suboxone 

(buprenorphine/naloxone) products shall not exceed sixteen 

milligrams (16 mg) per day for a period of up to six (6) months from 

the initiation of therapy.  For enrollees who are pregnant while 

receiving this dosage, the six-month period does not begin until the 

enrollee is no longer pregnant.  At the end of either six-month 

period, the covered dosage amount shall not exceed eight milligrams 

(8 mg) per day. 

 

(ii) Sedative hypnotic medications shall not exceed fourteen (14) pills 

per month for sedative hypnotic formulations in pill form such as 

Ambien and Lunesta, one hundred forty milliliters (140 ml) per 

month of chloral hydrate, or one (1) bottle every sixty (60) days of 

Zolpimist. 

  

 (2) No payment will be made for an innovator multiple source drug (brand name 

drug) if, under applicable State law, a less expensive multiple source drug could 

have been dispensed, but only to the extent that such amount exceeds the upper 

payment limit for such multiple source drug.  In the event a prescriber indicates 

on the face of the prescription (“dispense as written”) that he is requiring a 

specific brand name drug be dispensed for a specific TennCare member or if a 

TennCare member appeals coverage of a generic drug and the appeal process 

 

 

 

 

 

 

 

 

 

 

 

 

____________________________________________________________________________________

TN No. 20-0002                                 Approval Date  05/22/20   Effective Date 03/01/20 

Supersedes 

TN No. 11-010A 
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results in approval of a specific brand name drug, then the reimbursenient 
methodology for that prescription will the same as that for innovator single 
source drugs covered under tlie TennCal-e plia~~iiacy prograin. 

(3) A prior approval system for drugs requiring prior autliorization will comply with 
Section 1927 of the Act and be administered by tlie pliariiiacy benefits manager 
(PBM) or pharmacy benefits administrator (PBA) under contract to TennCare to 
provide those services. The prior autliorization process provides for a turii- 
around response by either telephone or other telecommunicatioiis device within 
twenty-four hours of receipt of a prior autliorization request. In emergency 
situations, providers may dispense at least a seventy-two hour supply of 
medication. 

(4) Participating pharmaceutical manufacturers will be furnished drug rebate 
utilization data and allowed to audit this data as set forth and according to the 
Centers for Medicare and Medicaid Services (CMS) guidelines pursuant to tlie 
Act. 

( 5 )  As provided by the Act, a new drug manufactured by a company wliicli has 
entered into a rebate agreement lnay be covered subject to prior approval, unless 
tlie drug is subject to the allowable exclusion categories provided by the Act. 

(6) As specified in section 1927(b)(3)(D) of the Act, notwithstanding any other 
provision of law, info~~nation disclosed by manufacturers shall not be disclosed 
by the State in a forin which discloses the identity of a specific ~nanufacturer or 
prices charged for drugs by such ~iianufacturers, except as tlie Seci-eta~y 
dete~mines to be necessary and/or to permit tlie Comptroller General to review 
the infonnation provided. 

(7) Separate agreements between tlie State and tlie manufacturers require CMS 
autliorization. The State has CMS autliorization for the collectio~i of 
suppleine~ital rebates that are negotiated with pl-~ari~iaceutical manufactu~-ers 
pursuant to the TennCare preferred drug list (PDL) as required by the Act. 
TennCare will report supplemental rebates from separate agreements to CMS. 

(8) The state is in compliance with Section 1927 of the Social Security Act. 

TN No. 05-004 
Supersedes Approval Date: 0610 1/05 Effective Date: 1.1710 1/05 
TN No. 03-002 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT 
RATES - OTHER TYPES OF CARE 

Except as otherwise specifically provided in this State Plan, the state will cover 
drugs of federal rebate participating manufacturers, The state is in comp1iance 
with reporting requirements for utilization and applicable restrictions to 
coverage. Pharmaceutical manufacturers can audit utilization data. The unit 
rebate amount is confidential and cannot be disclosed for purposes other than 
rebate invoicing and verification. 

The state will be negotiating supplemental rebates in addition to the federal 
rebates provided for in Title XIX. Rebate agreements between the state and a 
pharmaceutical manufacturer will be separate from the federal rebates. 

CMS has authorized the state of Tennessee to enter into supplemental rebate 
agreements with drug manufacturers for drugs provided to Medicaid 
beneficiaries. The Supplemental Rebate Agreement (SRA) submitted to CMS on 
August 28, 2015, has been authorized for pharmaceutical manufacturers' new 
agreements and renewals. 

Supplemental rebates received by the State in excess of those required under the 
national drug rebate asreement will be shared with the Federal government on 
the same percentage basis as applied under the national rebate agreement. 

All drugs covered by the program. irrespective of a prior authorization 
agreement, will comply with the provisions of the national drug rebate 
agreement. 

(9) Reserved. 

(10) In accordance with the provisions of the Act, TennCare began the development 
and implementation of a preferred drug list (PDL) on July l, 2003. TennCare 
will move to a single, statewide preferred drug list (PDL) for the entire pharmacy 
program. Furthermore, TennCare will employ a single phannacy benefits 
manager (PBM) to process all TennCare pharmacy claims and respond to all 
prior approval requests. 

TN No. TN-15-0002 
Supersedes Approval Date 03-09-16 Effective Date 10/0II15 
TN No. 08-007 
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Pursuant to 42 U.S.C. Section 1396r-8 the state is establishing a preferred drug 
list with prior authorization for drugs not included on the preferred drug list. 
Prior authorization will be provided with a 24-hour turn-around from receipt of 
request and a 72-hour supply of drugs in emergency situations. 

Prior authorization will be established for certain drug classes, particular drugs or 
medically accepted indication for uses and doses. 

The state will appoint a Phannaceutical and Therapeutic Committ.ee or utilize the 
drug utilization review committee in accordance with Federal law. 

(1 1) When a provider with prescribing authority prescribes a covered medication for a 
TennCare member, and the prescription is presented at a pharmacy that 
participates in the TennCare program, the member is entitled to either: 

(a) The drug as prescribed, if the drug is covered by TennCare and does not 
require prior authorization; or 

(b) The drug as prescribed, if the prescribing provider ha:; obtained prior 
authorization or established the medical necessity for the medication; or 

(c) An alternative medication, if the pharmacist consults the prescribing 
provider when the member presents the prescription to be filled, and the 
provider prescribes the substituted drug; or 

(d) An emergency supply of the prescribed drug, if the pharmacist is unable, 
when the member presents the prescription to be filled, to obtain 
authorization from either Termcare or the designated 'ITe~mCare point- 
of-sale (POS) pham~acy claims processor to fill the prescription as 
written or the prescribing provider's authorization to substitute an 
alternati~ie medication. If the member does not receive the medication of 
the type and amount prescribed, the phannacist shall immediately 
provide written notice of the right to appeal, including the right to 
request continuation of services pending appeal, as required by the Grier 
Revised Consent Decree. The member's entitlement to receive an 
emergency supply of the prescribed drug is subject to the provisions as 
set out below. 

-- 
Tr'J No 2003-2 

r \ i  

Supersedes Approval Date _ , ld Effective Date 71112003 
TN NO 2000-6 
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(12) The member is entitled to an emergency supply of the prescribed drug provided that: 

(a) The manufacturer has a rebate agreement and the medication is not classified by the 
FDA or regarded by CMS to be less than effective (DESI, LTE or IRS drug); or 

(b) The medication is not a drug in a non-covered TennCare therapeutic category or 
class of drugs or products such as: 

I. Agents used for anorexia, weight loss or weight gain; 
2. Agents used to promote fertility; 
3. Agents not listed on the TennCare preferred drug list used for the 

symptomatic relief of cough and colds; 
4. Agents used for cosmetic purposes or hair growth; 
5. Agents not listed on the TennCare preferred drug list which are 

vitamin and mineral products; 
6. Agents not listed on the TennCare preferred drug list which are 

nonprescription (over-the-counter) products and drugs, except 
for nonprescription drugs for smoking cessation. 

TennCare will exclude from coverage all of the allowable exclusions described above; or 

( c) Use of the medication has not been determined to be medically contraindicated 
because of the member's medical condition or possible adverse drug interaction; or 

(d) The prescriber did not prescribe a total quantity less than an emergency supply, in 
which case the pharmacist must provide a supply up to the amount prescribed. 

( 13) There are some cases in which it is not feasible for the pharmacist to dispense an 
emergency supply because the drug is packaged by the manufacturer to be sold as the 
original unit or because the usual and customary pharmacy practice would be to dispense 
the drug in the original packaging (inhalers, eye drops, topicals, etc.). When coverage of 
an emergency supply of a prescription would otherwise be required and when, as 
described above, it is not feasible for the pharmacist to 

TN No. 13-003 
Supersedes 
TN No. l l-OlOA 

Approval Date 12-13-13 Effective Date 01101114 
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TN No. 11-002 
Supersedes 
TN No. 2003-2 

dispense an emergency supply, it shall be the responsibility of TennCare to 
provide coverage for either the emergency supply or the usual dispensing 
amount, whichever is greater. 

(14) Pharmacies should bill prescriptions for TennCare members with other third 
party insurance to the appropriate third party payer (primary insurer) and bill any 
applicable copays for covered drugs to TennCare. 

(15) Covered drugs under the TennCare Pharmacy Program shall be limited to: 

(a) Those legend drugs covered under the Medicaid Drug Rebate Program as 
described in Section 1927 (k) of the Social Security Act and outlined in 
the TennCare Pharmacy Program Preferred drug list; and 

(b) Non-legend drugs which are listed on the covered OTC drug list; and 

(c) Legend and non-legend drugs which are covered and prescribed by an 
authorized prescriber; and 

(d) Those drugs which are not included in the list of excluded therapeutic 
categories or classes contained in Section I 927(d) of the Social Security 
Act (listed above in (I2)(b); and 

(e) Those drugs not considered to be DES I, less-than-effective (L TE) or 
identical, related or similar (IRS) to DESI drugs; and 

(f) Select active pharmaceutical ingredients (APIs) and excipients used in 
extemporaneously compounded prescriptions when dispensed by a 
pharmacist, who is employed by a pharmacy participating in the PBM 
National Network or the TennCare Network pursuant to a prescription 
issued by a licensed prescriber following all State and Federal laws. This 
includes only APIs and excipients that are determined by the State to be 
cost effective to TennCare (compared to other covered alternatives). 
APIs that have been identified as being cost effective by TennCare 
111 
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed 
by a physician skilled in diseases of the eye or by an optometrist. 

r2.c. Prosthetic Services 

Prostheses, including braces, will be provided on the written 
request of the attending physician with proper documentation of 
necessity and prior approval of the Medicaid Director. 

TN NO. 91-15 
Supersedes Approval Date my 27  1932 Effective Date 1-1-91 
TN NO. 89-35 
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13. Mher diagnostic, screening, preventive, and rehabilitative services, 
i.e., other than those provided elsewhere in the plan. 

13.d. Rehabilitative Services 

A. Rehabilitative Services by Community Mental Health Centers 

Rehabilitative services which are restricted to mental health 
services are covered for eligible Medicaid recipients. Providere of 
rehabilitation services will meet the following criteria: 

1) provide services to individuals with mental illness; 

2) provide an array of community mental health services which, at 
a minimum include outpatient services, crisis intervention 
services, and symptom management eervices; 

3) comply with applicable "Liceneure Rules of the Tennessee 
Department of Mental Health and Mental Retardationw and have 
appropriate licensure; 

4) comply with all applicable program standards as defined by 
"Community Mental Health Center Standards"; 

5 )  adhere to the Bureau of Medicaid's and the Department of Mental 
Health and Mental Retardation'e fiscal reporting requirements; 

6) have a documented ability to provide off-site mental health 
services; and 

7) offer services that are compatible with the Department of 
Mental Health and Mental Retardation'e Mental Health Master 
Plan. 

It is important for providers to meet these criteria in order to 
assure that recipients of services under the rehabilitation option 
receive the highest quality and most appropriate services possible. 
The services to be covered under the rehabilitation servicee option 
meet the definition of rehabilitation services found in 42 CFR 
440.130(d) ar?d include the following: 

super eeaes 
TN NO. 91-29 

5 / 2 7 / 9 4  
-- - Approval Date Effective Date 7/1/92 
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13.d. Rehabilitative Senices (continued) 

1) individual therapy treatment by individual interview including 
psychotherapy, relationship therapy, insight therapy, 
peychoanalyais, and couneeling; 

2) group therapy treatment through the use of group interactions 
including group psychotherapy, group psychoanalysie, therapy 
with groups of families or married couples or eimilar services; 

3) family therapy applied to a family as a unit, where significant 
members of the family are seen together; 

4 )  couple therapy through planned therapeutic eessions involving 
two people in a marital relationship who are seen together as a 
unit ; 

5 )  medication maintenance treatment through individual interview 
and through the use of psychotropic drugs, including 
prescribing medication and monitoring the patient's condition 
and progress; 

6) peychological evaluation and testing through evaluation of 
cognitive processee and emotions and problems of adjustments in 
individuals or in groups, through interpretations of tests of 
mental abilities, aptitudes, interests, attitudes, emotions, 
motivation and personality characteristics, including the 
interpretation of psychological tests of individuals; 

7) psychiatric evaluation using the psychodiagnostic process, 
including a medical history and mental status, which notes the 
attitudes, behavior, estimate of intellectual functioning, 
memory functioning, orientation and an inventory of the 
patient's assets in a descriptive (but not an interpretative) 
fashion, impressions, and recommendations; 

8) symptom management services aimed exclusively at medical 
t~eatmen? which includes ongoing monitoring of the patient's 
sen t .  ;I. illness symptoms and response to treatment interventions 
t,, >sip tile natient manage his/her symptoms, aesistance with 
aet i i .cat ic\n ,otuplia,ce and the understanding of the effects of 

S u p r ~ e a e a  . - 7 ' .  
A /  L- 1 / 7'f 
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1 3  Rehabilitative Services (continued) 

medication, introduction of the patient to eymptom management 
techniques to alleviate eymptoms not reduced by medication, 
assisting the patient in developing coping ekills, and 
consultation with family, legal guardian, and/or eignif icant 
others to promote understanding and management of the patient's 
mental illness; and 

9) crisis intervention services using ehort term, intensive 
services, including crisis oriented counseling, eupport, and 
medication, aimed at stabilizing individuals experiencing a 
psychiatric crisis in order to assist them to return to their 
pre-crisis level of functioning, and eervices to assist 
individuals and members of their natural eupport eystems to 
resolve situations that may have precipitated or contributed to 
the crisis. 

Service providers will be offering a comprehensive array of mental 
health services to eligible individuals throughout the state of 
Tennessee and will be offering them in the most appropriate eettings 
possible (for example, their homes). All eervices to an individual 
are provided as directed in an individualized treatment program by a 
Mysician or other licensed practitioner of the healing arts within 
the scope of his/her practice under state law. The treatment plan 
also directs the duration and scope of services to be provided in 
order to achieve the goals and objectives of the plan. Therefore, 
it can be assured that each service to be offered under the 
rehabilitation services option will be sufficient in amount, 
duration, and scope to reasonably achieve its purpose. 

Provision of services where the family is involved will be directed 
to meeting the identified client's treatment needs. Services 
provided to non-Medicaid eligible family members independent of 
meeting the identified client's treatment needs are not covered by 
Medicaid. 

B. Reh~bilitative Services by Community Mental Retardation Clinics 

Rehabilitative svrvicee which axe restricted to Community Mental 
R?tardation Clinics axe covered for eligible Medicaid recipients. 
Providers of rehabilitation services s h a l l  meet the following 
criteria: 

------- -- -- - --- 
TN No. 92-3t 
SUpr~zeuc2a 

TN No. 91-25 -- Effective Date 7/1/92 
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1 3  R e h a b i l i t a t i v e  S e r v i c e s  (con t inued)  

1) Be under  c o n t r a c t  w i t h  t h e  Department o f  Mental  Hea l th  and 
Mental R e t a r d a t i o n  t o  p rov ide  community menta l  r e t a r d a t i o n  
e e r v i c e s ;  

2 )  The agency w i l l  have a minimum of three y e a r s  exper ience  i n  
e e r v i n g  persons  w i t h  mental  r e t a r d a t i o n ;  

3 )  The agency w i l l  be  l i c e n s e d  by t h e  Department o f  Mental Hea l th  
and Mental R e t a r d a t i o n  and demonstra te  a  c o n s i s t e n t  h i s t o r y  of 
conformi ty  t o  l i c e n s u r e  law; 

4 )  There s h a l l  b e  a  pe rson  s p e c i f i e d  by t h e  c l i n i c  who e h a l l  have 
t h e  a u t h o r i t y  and r e s p o n s i b i l i t y  f o r  t h e  management, c o n t r o l ,  
and a d m i n i s t r a t i o n  o f  t h e  c l i n i c ;  Thie  pe rson  ehould have a t  
l e a s t  three y e a r s  e x p e r i e n c e  i n  t h e  f i e l d  o f  p r o v i d i n g  services 
t o  pe rsons  w i t h  mental  r e c a r d a t i o n  and a degree  i n  t h e  f i e l d  of 
human e e r v i c e a ;  

5 )  Medical pe rsonne l  employed and t r e a t m e n t  s e r v i c e s  d e l i v e r e d  i n  
a  mental  r e t a r d a t i o n  c l i n i c  e h a l l  be under t h e  e u p e r v i s i o n ,  
c o n t r o l  and r e s p o n s i b i l i t y  of a  p h y s i c i a n  c u r r e n t l y  l i c e n s e d  i n  
t h e  S t a t e  of Tennessee.  The p h y s i c i a n  s h a l l  v i s i t  t h e  c l i n i c  
a s  r e q u i r e d  t o  i n s u r e  good q u a l i t y  care; 

6 )  There  s h a l l  be a l i c e n s e d  person ( P h y s i c i a n ,  RN, LPN, Teacher,  
S o c i a l  Worker, P s y c h o l o g i s t )  on t h e  grounds o f  t h e  f a c i l i t y  
whenever s e r v i c e s  a r e  be ing  provided;  

7 )  The agency w i l l  m a i n t a i n  an adequa te  account ing  eyetem a s  
r e q u i r e d  by t h e  Compt ro l l e r ' s  o f f i c e  and must adhere  t o  t h e  
Department o f  Mental Hea l th  and Mental  R e t a r d a t i o n ' s  f i s c a l  
r e p o r t i n g  requ i rements ;  

8 )  The a u t h o r i t y ,  r e s p o n s i b i l i t y ,  and f u n c t i o n  f o r  each  ca tegory  
o f  s t a f f  s h a l l  b e  c l e a r l y  d e f i n e d  i n  t h e  form of w r i t t e n  
p o l i c i e s  and job d e s c r i p t i o n s ;  

9 )  The agency w i l l  m a i n t a i n  adequa.;e t r e a t m e n t  r e c o r d a  on a l l  
c l i e n t s  i n c l u d i n g  a n  i n d i v i d u a l  h a b i l i t a t i o n  plaii ,  s o c i a l  
h i s t o r y ,  medical  h i s t o r y ,  and a r e c o r d  of a l l  s e r v i c e s  provided 
under t h e  c l i n i c  o p t i o n ;  

-..I" ""'-- 

TN No. New Approval Date  ! 3 /2 / !94  Sf f 2 c t i v e  Date  7/1/92 
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13.d. R e h a b i l i t a t i v e  Serv ices  (cont inued)  

10) The agency w i l l  meet Dm Qual i ty  Assurance Standard6 and must 
no t  have had any c r i t i c a l  e tandards  d e f i c i e n t  i n  t h e  pae t  t h r e e  
yea r s  which w e r e  no t  co r r ec t ed  i n  a  t ime ly  manner; 

11) The agency must have a  letter of  #upport from t h e  
Superintendent  and be approved a s  a mental r e t a r d a t i o n  c l i n i c  
provider  by t h e  Div is ion  of Mental Reta rda t ion  and t h e  
Department of  Health,  and must have an approved provider  
c o n t r a c t  f o r  c l i n i c  s e r v i c e s  wi th  t h e  Department of Health,  
Bureau of Medicaid p r i o r  t o  providing any eerv icee ;  

12) Be w i l l i n g  t o  submit q u a r t e r l y  r e p o r t 6  t o  t h e  Divis ion of 
Mental Reta rda t ion  on t h e  numbers eerved and t h e  u n i t s  of 
service provided t o  each pereon; 

13) The a p p l i c a n t  may not  be a  h o s p i t a l .  

1 4 )  I n  o r d e r  t o  q u a l i f y  a s  a Mental Reta rda t ion  C l i n i c  provider ,  an 
agency must meet t h e  e l i g i b i l i t y  c r i t e r i a  of a c l i n i c ,  be 
approved by DMR, and must o b t a i n  a  c e r t i f i c a t e  of a u t h o r i t y  
from t h e  Department of Health.  The agency must eubmit a  
completed a p p l i c a t i o n  on a  form prepared and furniehed by t h e  
Department of Health.  The a p p l i c a t i o n  e h a l l  con ta in  t h e  name 
of t h e  provider ,  t h e  person i n  charge of t h e  C l i n i c ,  t h e  t ype  
of persons t o  be  served,  t h e  l o c a t i o n  of  t h e  f a c i l i t y ,  t h e  
phys ic ian  i n  charge,  t h e  names and o f f i c i a l  c apac i ty  of t h e  
governing body, and any o t h e r  r equ i r ed  information.  The 
a p p l i c a t i o n  w i l l  a l s o  be  reviewed by DMR and upon approval by 
both Departments. DOH w i l l  execute  a  c o n t r a c t .  

1 5 )  The f a c i l i t y  must meet t h e  cond i t i ons  of p a r t i c i p a t i o n  ou t l i ned  
above which inc lude  a  phys ic ian  d i r e c t i o n  requirement and a  
requirement t h a t  each f a c i l i t y  have a l i c ensed  s t a f f  person on 
t h e  premises when s e r v i c e s  axe being de l ivered .  The l i censed  
person can be a  phys ic ian ,  R.N., L.P.N., e o c i a l  worker, o r  
t e ache r .  

TN NO. 92-36 
S u p e r u e d e ~  r 1 - 7  / n s  

- I  . 
TN No. New Approval Date - _  S-ffecti-re Date 7/1/92 
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STATE PLAN UNDER TITLE X I X  OF TEE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF KEDICAL 
CARE AND SERVICES PROVIDED 

3 . .  R e h a b i l i t a t i v e  Semices ( c o n t i n u e d )  

I t  i s  i m p o r t a n t  f o r  p r o v i d e r e  t o  meet t h e s e  c r i t e r i a  i n  o r d e r  t o  
a s e u r e  t h a t  r e c i p i e n t s  o f  ne rv icee  under  t h i s  r e h a b i l i t a t i o n  o p t i o n  
r e c e i v e  t h e  h i g h e s t  q u a l i t y  and moat a p p r o p r i a t e  e e r v i c e s  possible. 
The e e r v i c e e  t o  be covered under t h i e  r e h a b i l i t a t i o n  e e r v i c e e  o p t i o n  
meet t h e  d e f i n i t i o n  o f  r e h a b i l i t a t i o n  e e m i c e s  found i n  42 CFR 
440.130(d) and i n c l u d e  t h e  fol lowing:  

1) Chi ld  Treatment - Home Based S e r v i c e e  - Home Based S e r v i c e s  
are d e f i n e d  as: The p r o v i s i o n  of g o a l  d i r e c t e d  t r a i n i n g  i n  t h e  
home o f  a c h i l d  t o  assist t h e  c h i l d  i n  l e a r n i n g  a e l f - h e l p ,  
communication, and g r o s s  motor s k i l l e  by t r a i n i n g  p a r e n t s  how 
t o  d i r e c t  and carry over  t h e  t r a i n i n g  begun by t h e  t r a i n e r s .  
These e e r v i c e e  are provided by l i c e n e e d  t e a c h e r s  (B.S. o r  H.S.) 
and/or  t e a c h e r  a s s i s t a n t s  (A.A. o r  H.S. e d u c a t i o n ) ,  under  t h e  
d i r e c t i o n  o f  a  l i c e n s e d  teacher. 

2 )  Day Treatment S e r v i c e s  - The p r o v i s i o n  of s e r v i c e s  which assist 
i n d i v i d u a l s  who are p a s t  s c h o o l  a g e  i n  a c q u i r i n g  and 
m a i n t a i n i n g  p e r s o n a l  and community l i v i n g  s k i l l s  and t o  f u r t h e r  
deve lop  t h e i r  p h y s i c a l ,  mental ,  and o o c i a l  f u n c t i o n i n g .  
I n c l u d e s  programs designed t o  t e a c h  independent l i v i n g ,  e e l f -  
h e l p ,  and conrmunication. Off S i t e  S e r v i c e e  are d e f i n e d  as t h e  
p r o v i s i o n  o f  e e r v i c e s  des igned  t o  a s s i s t  i n d i v i d u a l s  i n  
a c q u i r i n g  community l i v i n g  and independent  l i v i n g  e k i l l s .  
These s e r v i c e s  may be  provided i n  t h e  c l i e n t s  home o r  i n  o t h e r  
community e e t t i n g e  which enhance t h e  c l i e n t e  i n t e g r a t i o n  i n t o  
normal community a c t i v i t i e s .  

3 )  D i a g n o s t i c  and Eva lua t ion  S e r v i c e s  - The p r o v i s i o n  of 
d i a g n o s t i c  e v a l u a t i o n s  by q u a l i f i e d  p r o f e s s i o n a l s  i n  o r d e r  t o  
de te rmine  s t r e n g t h s  and weaknesses i n  t h e  a r e a s  o f  p h y e i c a l  
h e a l t h ,  speech,  h e a r i n g ,  i n t e l l e c t u a l  f u n c t i o n i n g ,  motor 
f u n c t i o n  and c o o r d i n a t i o n .  

J ~ i p e r s e d e s  
TN No. New Approvsl  Uate  5 / 2 7 ;  1 4  - E f f e c t i v e  D r t e  7/1/92 



STATE PLM UNDER TI- XIX OF TEE SOCIAL BICURIm ACT 
STATE TENNESSEE 

LIXITATION ON AMOUNT, DURATIW M D  -PI OF 
XEDICAL CAM AND BERVICXS PROVIDED 

14. Services for individual. age 65 or older in inmtitutionm for mental 
diaeaaee. 

X4.b. Nuroing facility mervicee. 

Nurming facility aervices for individual. age 65 or older will be 
provided at Level '1 or ,&vet1 XI Cue. Nedicaid will apply medical 
criteria for admiamion and continued mtay at the level of care 
deeignated and approved by the Tenneeoee Medicaid program. 

The recipient on Level I Care muat require on a daily bamim, 24 houro a 
day, licenaed nurming aervices which as 8 practical matter can only be 
provided on an inpatient baaio. 

The recipient on Level I1 Care mumt require on a daily bamim, 24 houro 
a day, mkilled/complex nurming or mkilled/complex rmhabilitative 
oervicee which ae a practical m8tter can only be provided on an 
inpatient bamie. 

TI4 NO. 91-9 
Superaedem 
TN No. 82-23 Approval Date 

4 / 4 / 9 1  
Effective Date 1/1/91 
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STATE PLAN UNDER'TITLE X I X  OF TEZ SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIXITATION ON AMOUNT, D m U T I O N  UPD SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

.. 15. S e r v i c e s  i n  an  i n t e r m e d i a t e  care f a c i l i t y  f o r  t h e  m e n t a l l y  r e t a r d e d  
j o t h e r  t h a n  i n  an i n s t i t u t i o n  f o r  mental  d i reacme)  f o r  i n d i v i d u a l e  who 
a r e  determined,  i n  accordance w i t h  S e c t i o n  1 9 0 2 ( a ) ( 3 1 ) ( A ) ,  t o  be i n  
need of such care. - ,  . .  

I n t e r m e d i a t e  care f a c i l i t y  merpicms in a i n m t i t u t i o n  ( o r  d i e t i n c t  p a r t  
t h e r e o f )  f o r  t h e  m e n t a l l y  r e t a r d e d  o r  permone w i t h  x e l a t e d  c o n d i t i o n e  
r h a l l  be l i m i t e d  t o  pergone who have a preadmimaion e v a l u a t i o n  approved 
by t h e  Tenneeeee Medicaid program. 

TN NO. 92-40 
Supersedee 
TN No. 91-9 Approval D a  &0v 0 2 1992 ~ t f e c t i v e  Date  10/1/92 
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STATE PIAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF K K D I W  
CARE AND SERVICES PROVIDED 

16. I n p a t i e n t  p a y c h i a t r i c  f a c i l i t y  s e r v i c e s  f o r  ind iv idua lm under  22 y e a r s  of 
9. 

I n p a t i e n t  p s y c h i a t r i c  f a c i l i t y  services f o r  i n d i v i d u a l s  under  22 y e a r s  of 
a g e  are l i m i t e d  t o  an a c u t e  l e v e l  o f  p s y c h i a t r i c  h o s p i t a l  care f o r  
r e c i p i e n t s  who meet s t a t e  e s t a b l i s h e d  medical n e c e s s i t y  cr i ter ia  a s  
s p e c i f i e d  i n  subparagraph  ( w )  o f  pa ragraph  (1) of  s t a t e  administrative 
r u l e  1200-13-1-.03. Acute p s y c h i a t r i c  i n p a t i e n t  car. i s  h o s p i t a l  based 
t r e a t m e n t  p rov ided  under  t h e  d i r e c t i o n  o f  a p h y s i c i a n  f o r  a p a y c h i a t r i c  
c o n d i t i o n  which h a s  a  r e l a t i v e l y  audden o n s e t  and a  o h o r t ,  s e v e r e  course .  
The p a y c h i a t r i c  c o n d i t i o n  s h o u l d  be of  nuch a n a t u r a  as t o  pose  a  
s i g n i f i c a n t  and Fmmediate danger  t o  s e l f ,  o t h e r s ,  o r  t h e  p u b l i c  s a f e t y  o r  
one  which h a s  remul ted  i n  marked p a y c h o a o c i a l  d y s f u n c t i o n  or g r a v e  mental  
d i s a b i l i t y  o f  t h e  p a t i e n t .  The t h e r a p e u t i c  i n t e r v e n t i o n  shou ld  be 
a g g r e s s i v e  and aimed a t  e x p e d i t i o u s l y  moving t h e  p a t i e n t  t o  a l e s s  
restricted environment .  

E f f e c t i v e  Oc tober  1, 1992, o d u c a t i o n  c o s t s  w i l l  be c o n s i d e r e d  as a  p a r t  
o f  t h e  o p e r a t i n g  component, when e d u c a t i o n a l  services are an  i n t e g r a l  
p a r t  o f  a r e c i p i e n t ' s  a c u t e  i n p a t i e n t  p s y c h i a t r i c  care i n v o l v i n g  a c t i v e  
t r e a t m e n t ,  p u r a u a n t  t o  a n  i n d i v i d u a l  p l a n  o f  care developed by an i n t e r -  
d i s c i p l i n a r y  t r e a t m e n t  team, and o r d e r e d  by t h e  r e c i p i e n t ' e  a t t e n d i n g  
p h y s i c i a n .  

T N  NO.  92-31 
Supersedes ~ 8 2 5 m  
TN No. . 90-30 Approval  b a t e  E f f e c t i v e  Date lO/l/92 



Attachment 3 . 1 . A . 1  -* 
m 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIHITATION ON AMOUNT, DURATION 
AND SCOPE OF MEDICAL. CARE AND SERVICES PROVIDED 

17. Nurse-midwife services 

a. Restriction of Practice: All delegated medical tasks and drug 
qanagement services must be rendered in accordance vith a protocol 
jvintly developed by the physician and nurse-midwife. Uaternity 
services performed by the nurse-midwife are not to include the 
assisting of child birth by an artificial, forcible, surgical or 
mechanical means not addressed in the protocol. Newborn services 
are limited to routine newborn care. 

b. Participation: In order for a nurse-midwife to obtain a Hedicaid 
provider number and receive reimbursement the follwing requirements 
must be met: 

1. Completion and submission of a nurse-mibife enrollment form 
which includes a copy of the certification issued by the 
American College of Purse-Midwives and a copy of a current 
Tennessee Registered Nurse license: 

2. Submission of a nurse-midwife consultation and referral 
agreement vith a physician(s) actually engaged in the practice 
of obstetrics and participating in the Tennessee Hedicaid 
program; and 

3 .  Execution of a Hedicaid provider agreement. 

c. Covered Services: Hedicaid covered services provided by the nurse- 
midwives are limited to those diagnoses and procedures related to an 
uncomplicated maternity cycle, an uncomplicated delivery, and 
routine nevborn care. Reimbursement for these services vill not be 
made unless one of the diagnoses and procedures listed below are 
documented on the claim. 

AT-88-13 
Effective 411188 



Attachment 3 . 1 . A . 1  

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION 
AND SCOPE OF MEDICAL CARE AND SERVICES PROVIDED C 

1 7 .  Nurse-midwife s e r v i c e s  (cont inued)  

1. Covered C l a s s i f i c a t i o n s  a r e :  

i. Supervis ion of normal f i r s t  pregnancy; 

ii. Supervis ion of o the r  normal pregnancy; 

iii. Single  l i v e b o m  - except  f o r  an emergency only when born 
i n  a  h o s p i t a l  o r  i n  a n  Ambulatory S u r g i c a l  C e n t e r  
c l a s s i f i e d  t o  provide matern i ty  s e r v i c e s ;  o r  

i v .  Del ivery i n  a completely normal ca se .  

2 .  Covered Procedures a r e :  

i. To ta l  o b s t e t r i c  c a r e  ( a l l - i n c l u s i v e ,  ' g l o b a l "  c a r e )  
inc ludes  anteparturn c a r e .  vag ina l  de l i ve ry  and postpartum 
c a r e .  This  excludes forceps  o r  breech d e l i v e r y .  

ii .  Vaginal de l i ve ry  only inc luding  i n - h o s p i t a l  p o s t p a r t u m  
c a r e  ( s e p a r a t e  procedure) .  T h i s  e x c l u d e s  f o r c e p s  o r  
breech d e l i v e r y .  

iii. Anteparturn c a r e  only ( s e p a r a t e  p rocedure ) .  

i v .  Postpartum ca re  only ( s e p a r a t e  procedure) .  

v .  Antepartum o f f i c e  v i s i t s  (new o r  e s t a b l i s h e d  p a t i e n t ) .  

v i .  Newborn c a r e  i n  h o s p i t a l ,  i nc lud ing  phys i ca l  examination 
of baby and con fe rence ( s )  w i t h  p a t i e n t ( s 1 .  

vii/ A s s i s t  a t  surgery  f o r  Cesarean d e l i v e r i e s .  
, 
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STATE TENNESSEE 

LLHXTATION ON MOUNT, DUUTION AND SCOPE OF KEDICAL 
CARE AND SERVICES PROVIDED 

18. Hospice Care ( i n  accordance v i t h  r e c t i o n  1905(0) of t h e  Act) .  

Hospice r e r v i c e s  v i l l  be covered v i t h  m e s t r b l i s h e d  maximum l i m i t  o f :  

210 days  of hosp ice  c a r e  c o n s i s t i n g  of t h r e e  ( 3 )  b e n e f i t  p e r i o d s  - 
two ( 2 )  90-day p e r i o d s  and one (1)  subsequent 3 O d a y  per iod .  

Hospice b e n e f i t s  paid  by Medicare o r  o t h e r  i n s u r a n c e  vi l l  be considered 
t o  be b e n e f i t s  paid  by the  Medicaid program. 

A2 90-12 
E f f e c t i v e  7/1/90 



STATE TENNESSEE 
r 

LIWITATION ON AMOUNT, DWTION AND SCOPE OF HEDICAL 
CARE AND SERVICES P B D n D E D  

19. Cane management r e r v i c e r  a r  d e f i n e d  Ln, and t o  the  group r p e c i f i e d  i n ,  
Supplement I t o  ATIACHKENT 3.1-A ( i n  rccordance  w i t h  o e c t i o n  1905(r) (19)  
o r  r e c t i o n  1915(g)  o f  t h e  A c t ) .  

Program ( A )  - Pregnan t  Women 

P r e n a t a l  care mnrgement  is  l i m i t e d  t o  p regnan t  v o w n  vho would be 
e l i g i b l e  f o r  a T i t l e  V program. S e r v i c e r  v i l l  be prov ided  in accordance 
w i t h  t h e  M e d i c a i d / T i t l e  V agency agreement.  There is a l s o  8 l i m i t  of 
one h o w  v i s i t  p e r  month. 

AT-89-24 
E f f e c t i v e  7/1/89 
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STATE PLAN UNDER TITLE XXX OF TEIE S O C U L  SECURITY AC7 
* 

STAIE TENNESSEE 

LMITATION ON M O U N T ,  D W l O N  AND SCOPE OF MZDICAL 
AND SERVICES PROVIDED 

19. Case management r e r v i c e r  a8 d e f i n e d  ln, and t o  t h e  group r p t c i f i e d  in, 
Supplement 1 t o  ATTACHMENT 3.1-A ( i n  accordance  v i t h  r e c t i o n  1905(a)(19) 
o r  r e c t i o n  1915(g) of t h e  Act). 

Program (1) - I n f a n t s  and C h i l d r e n  t o  Age 2 

I n f a n t  and c h i l d  c a s e  r rn rgement  r e r v i c e r  a r e  l i m i t e d  t o  i n f a n t 8  and 
c h i l d r e n  t o  age  2 who would k e l i g i b l e  f o r  8 T i t l e  V program. S a r v i c e r  
v i l l  be p rov ided  in accordance v i t h  t h e  K e d i c a i d / T i t l e  V agency r g r e e r c n t .  
There  i r  a l s o  a  l i m i t  o f  one (1) h o w  v i r i t  p e r  -nth. 

m-89-24 
E f f e c t i v e  7/1/89 
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(Program C) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AHOUNT, DCTRATION AND SCOPE OF KEDICAL 
CARE AND SERVICES PROVIDED 

19. Case management services as define2 in, and to the group epecified in, Supplement 
1 to ATTACHMENT 3.1-A ( in accordace with section 1905 (a) (19 ) or section-i.915 (g) 
of the Act). 

Program (C) - Mental Health 

Case management services will be limited to those Medicaid eligible clients who 
meet the criteria as specified below: 

Children under age 21 must meet at least one of the following conditions: 

a. have a history of hospitalization or out-of-home placements for serious 
emotional problems; or 

b. be at imminent risk (placement within 48 hours) of hospitalization or out-of- 
home placement at state expense for emotional problems; or 

C. be seriously emotionally disturbed, as evidenced by the clinical diagnosis of 
major mental illness, euch as pervasive developmental disorders, childhood 
schizophrenia, schizophrenia of adult type manifesting in adolescence, severe 
behavioral disorders requiring long-term residential care, mental 
r e t a r d a t i o n / d e v e l o p e n t a l  disabilities with accompanying mental disorders, or 
other disorders fitting disability requirements of this definition (or likely 
to have a duration of) at least one year; or 

d. have functional problems of sufficient eeverity to result in substantial 
limitations of major life activities in two or more of the following 
categories: self-care at an appropriate developmental level, perceptive and 
expresaive language, learning, self-direction, and capacity for living in a 
family or family equivalent. 

Recipients over age 21 must meet at least one of the following conditions: 

a. have a history of hospitalization for psychiatric problem(s) within the past 
five years; or 

b. have a major DSM 111-R psychiatric diagnosis, i.e., schizophrenia, mood 
disorders (bipolar disorders, major depression), dslusional (paranoid) 
disorder; and organic mental disorder (except substance abuse); or 

c. have a rating of 6 (very poor) or 7 (grossly impaired) on Axis V of DSK III- 
R .  

TK .;NO. 91-7 
Supersedes Approval Date 10-18-91 Effective Date 4-1-91 

TN NO. 89-24 
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(Program D) 

STATE PLAN W E R  TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT. DURATION AND SCOPE OF MEDICAL 
CARE AND SERVlCES PROVIDED 

19. Casc managcrncnt scmiccs as dcfincd in. and to thc group specified in, Supplement 1 to ATTACHMENT 3.1-A (in 
accordancc with scction 1905(a)(19) or scction 19 15(g) of the Act). 

Program (D) Childrcn In Statc Custody or At Risk of State Custody 

Casc managcrncnt scniccs arc li~nitcd to childrcn to age of 2 1 in or entering state custody or at imminentlserious risk of 
cntcring statc custod! Scn,rccs \\ill bc provrdcd in accordancc with Mcdicaimitle V agency agreement. 

TN NO. 200 1-3 
Supcrscdcs 
TN No. 98-7 

0C.i 2 3 ;"j3 
Approval Date Effective Date 7111200 1 
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(Progtam E) 

STATE PLAN U'NDgR TITLE XfX OF GOCIAL SECURTTP ACT 
STATE TENNESSEE 

L W T A T I O N  ON AHDUNT, DURATION AND SCOPE OF MXDICAL 
ChRE AND SERVICES PEMVIDIID 

19. Came management mervices 18 dof ind  in, m d  t o  the provp a p e ~ i f i e d  in, 
Supplement 1 t o  ATTACAWENT 3 , I -A  (Fa accordance w i t h  mection 1905 ( a )  (19) 
or  o e c t h  1915(g)  of t h e  A c t ) .  

PROGRAM (E) - Children'm Spec i a l  Serv ices  (CSS) Targeted Caee Management 

Caee management ae rv i ce s  are l i m i t e d  t o  i n f a n t a  and c h i l d r e n  t o  age 21 
e n r o l l e d  i n  t h e  Children'. Spec i a l  s e r v i c e e  Program. S e r v i c e s  w i l l  be 
provided in accordance wi th  i l e d i c a l d / ~ i t l e  V i n t e r agency  agretemnent by 
p rov ide r s  who are T i t l e  V agencies o r  who are mubcontractors t o  a T i t l e  V 
agency. 

T N  No. 93-4 
Supersedes Approval Date MAY 4 1994 E f f e c t i v e  Date  1/1/93 
TN No. NEW 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION OF M O U N T ,  DURATION AND SCOPE OF KEDIW 
CARE AND SERVICES PROVIDED 

C 

20. Extended Services for Pregnant Women 

Subject to the rune medical rervices, limitations at other Hedicaid 
recipients (i.e., days for inpatient hospital, physician visits, etc.). 

. Ambulatory prenatal care for pregnant vomtn furnished during a 
presumptive eligibility period by a qualified provider (in accordance 
vith section 1920 of the Act). 

Subject to the e r n e  medical rervices, limitations as other Medicaid 
recipients with the exception of inpatient rervices , which are not 
cove red. 

Respiratory Care Services 

Respiratory Care Services are limited to the medical equipment and 
medical supplies that are listed as medicrlly necessary by the attending 
physician. 

AT-89-4 
Effective 2-1-89 



K-fi No  94-3 
Supersedes 
TK KO Xeu Approval Date 8 / 2 6 / 9 4  Effective Date 7/1/94 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION, AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

23. Certified Pediatric or Family Nurse Practitioners Services. 

Ltrmred to senices provided through the TennCare waiver and M d c a r e  crossovers 



Attachment 3.1.A.1 

STATE PLAN UNDER TITLE X I X  OF TEFE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

% 4 ~ 3 .  Any o t h e r  r e d i c a l  care and any o t h e r  t y p e  o f  remedial care recognized 
under S t a t e  law, s p e c i f i e d  by t h e  Secre ta ry .  

d & - a .  T ranspo r t a t i on  

T ranspo r t a t i on  i n  compliance wi th  42.CFR 440.170 w i l l  b e  covered under 
t h e  fo l lowing  condi t jons :  . I  

(1) Emergency ambulance t r a n s p o r t a t i o n  e h a l l  be provided f o r  r e c i p i e n t s  
i n  c a s e  of  i n j u r y  o r  acu t e  medical cond i t i on  where t h e  same i s  
l i a b l e  t o  cause  dea th  o r  s eve re  i n j u r y  o r  i l l n e s s  as determined by 
t h e  a t t e n d i n g  phys ic ian  paramedic, emergency medical t e chn ic i an ,  o r  
r e g i s t e r e d  nurse.  Coverage s h a l l  be  l i m i t e d  t o  one-way 
t r a n s p o r t a t i o n  t o  t h e  n e a r e s t  app rop r i a t e  f a c i l i t y .  Appropriate 
f a c i l i t y  s h a l l  mean an i n s t i t u t i o n  t h a t  i s  g e n e r a l l y  equipped and 
s t a f f e d  t o  provide  t h e  needed h o s p i t a l  care f o r  t h e  i l l n e s s  o r  
i n j u r y  involved. The f a c t  t h a t  a  more d i s t a n t  i n s t i t u t i o n  may be 
b e t t e r  equipped t o  c a r e  f o r  t h e  p a t i e n t  s h a l l  n o t  warrant  a  f i nd ing  
t h a t  a  c l o s e r  i n s t i t u t i o n  does no t  have "app rop r i a t e  f a c i l i t i e s " .  
An i n s t i t u t i o n  s h a l l  no t  be cons idered  an app rop r i a t e  f a c i l i t y  i f  
t h e r e  i s  no bed a v a i l a b l e .  

Coverage of  a i r  ambulance t r a n s p o r t a t i o n  s h a l l  be  l i m i t e d  t o  
s i t u a t i o n s  where t r a n s p o r t a t i o n  by land  ambulance was 
con t r a ind i ca t ed  because t h e  p o i n t  of  pickup was i n a c c e s s i b l e  by land 
v e h i c l e  o r  t h e  t ime/d is tance  t o  reach  a  h o s p i t a l  w i th  app rop r i a t e  
f a c i l i t i e s  was p r o h i b i t i v e  because of  t h e  p a t i e n t ' s  medical 
cond i t i on .  

( 2 )  Non-Emergency Ambulance services w i l l  be  reimbureed when t h e  
r e c i p i e n t ' s  cond i t i on  i s  such t h a t  u s e  of  any o t h e r  method of 
t r a n s p o r t a t i o n  i s  con t r a ind i ca t ed .  For reimbursement, a phys ic ian ,  
paramedic, emergency medical t e chn ic i an ,  r e g i s t e r e d  nurse,  o r  
l i c e n s e d  p r a c t i c a l  nurse  must p repare  w r i t t e n  documentation t h a t  t h e  
p a t i e n t ' s  c o n d i t i o n  warran ts  such services. This  documentation must 
be  a t t ached  t o  t h e  ambulance p rov ide r ' s  r eques t  f o r  payment. 
Assurance of t r a n s p o r t a t i o n  i n  accordance wi th  42 CFR 431.53 1s 

provided i n  s e c t i o n  3.1-D of t h e  Tennessee S t a t e  Plan. 

TN NO. 92-13 7,' '.- ' Supersedes L .  2 - . .  A.v J 

TN No. 91-24 Approval Date E f f e c t i v e  Date 1/1/92 

D4012072 



Attachment 3.1 .A. 1 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

. a. Transport a t  ion - Continued 

( 3  ) Commercial t r anspor ta t ion  services  such a s  t ax icabs ,  buses, vans, 
common c a r r i e r s  e t c .  w i l l  covered f o r  r e c i p i e n t s  who a r e  
determined e l i g i b l e  f o r  t r anspor ta t ion  cervices. 

(4) Volunteer t r anspor ta t ion  se rv ices  such a s  those  provided by 
f r i ends ,  neighbors and family m e m b e r s  w i l l  be covered f o r  
r e c i p i e n t s  who a r e  determined e l i g i b l e  f o r  t r anspor ta t ion  
services .  

( 5 )  The Bureau of Health Services Administration (HSA) and Health 
System Developments (HSD) through intradepartmental  agreements a r e  
responsible f o r  negot ia t ing  t h e  most coat  e f f e c t i v e  provider 
agreements between commercial providers  and Medicaid. HSA and HSD 
a r e  a l s o  responsible f o r  a c t u a l l y  arranging t r anspor ta t ion  
services and f o r  monitoring provider  compliance with provider 
agreements. S t a t e  employees o r  o the r  employees of HSA and HSD who 
t r anspor t  r e c i p i e n t s  w i l l  do s o  only a s  a  l a s t  r e so r t .  
Reimbursement f o r  t r anspor ta t ion  se rv ices  provided by s t a t e  
employees w i l l  be requested a t  t h e  adminis t ra t ive  match r a t e .  

TN NO. 92-13 
Supersedes . .V 

TN No. 91-24 Approval Date .,,, E f f e c t i v e D a t e  1/1/92 



Attachment 3.1.A.l 

STATE PIAR UNDER TITLE X I X  OF TE5 SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION M D  SCOPE OF 
WEDICAL CARE AND SERVICES PROVIDED 

c .  Care and se rv i ce8  provided i n  C h r i s t i a n  Science S a n i t o r i a  

Limited t o  10  days per f i s c a l  year .  
2 
a3.d.  Nursing f a c i l i t y  ee rv i ce s  f o r  p a t i e n t s  under 21 yeare  of  age. 

Nursing f a c i l i t y  services t o  i nc lude  Level I and Level I1 ( o t h e r  than 
e e r v i c e s  i n  an  i n s t i t u t i o n  f o r  mental d i s eaeee )  w i l l  be covered. 
Medicaid w i l l  apply medical c r i t e r i a  f o r  admieeion and continued s t a y  
a t  t h e  l e v e l  of care des igna ted  and approved by t h e  Tenneseee Medicaid 
program. 

The r e c i p i e n t  on Level I C a r e  muet r e q u i r e  on a d a i l y  bas i e ,  24 hours a 
day, l i c ensed  nureing e e r v i c e s  which a s  a p r a c t i c a l  ma t t e r  can only be 
provided on an i n p a t i e n t  ba s i e .  

The r e c i p i e n t  on Level I1 Care muet r e q u i r e  on a d a i l y  bae i e ,  24 hours 
a day, ski l led/complex nurs ing  o r  ekilled/complex r e h a b i l i t a t i v e  
s e r v i c e s  which a s  a p r a c t i c a l  ma t t e r  can only  be provided on an 
i n p a t i e n t  ba s i e .  

2 3 .  e. Emergency Boepi ta l  Serv ices  

Sub jec t  t o  t h e  oame l i m i t a t i o n s  a s  i t e m  1 ( i n p a t i e n t  h o s p i t a l  
e e r v i c e e )  . 

TN NO. 91-12 
Supersedes 
TN No. 91-9 Approval Date 8 / 2 / 9 1  E f f e c t i v e  Date 1/1/91 
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