
Revision: HCPA-PLI-86-20 CBERC) AT'TACH#E$A 3.1-B 
SEPTEWBER 1986 Plye  1 

CMB no. 09384193  

State/Territory: TENNESSEE 

W U U T ,  DURATIOBI Am) SCOPE OF SBRVICBS PROVIDD 
WgDICALLY EEgDY CROUP(S) : PREGNANT blDnEN/REA2(3NABIE CLASS l F l CAT IONS 

OF LND IV lDUALS UNDER AGE 21 

h e  following mbulatory services u e  provided. (within 1 imi tat ions). 

lnpatient hospital 
Outpatient hospital 
Rural health clinic 
Other laboratory and x-ray 
EPSDtT 
Family planning services 
Physicians 
Home Health 
Clinic 
Dental Services 
Prescribed drugs 
Prosthetic devices 
Eyeglasses 
lnpatient psychiatric facility 
Extended services for pregnant women 
Transport at i on 
Care and services provided in Christian Science Sanitoria 
Skilled Nursing facility services 
Emergency hospital services 

*Description provided on attachment. 

N no. 86-26 
- Iff ectly. Date 

10-1-86 
Supersedes Approval Date 
N no. 82-12 

., , HCFA ID: 0140P/010U 



Revision: HCFA-PU-91- 4 (BPD) 
AUGUST 199 1 

State/Territory: TENhT S SEE 

MOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP (S) : Aned . B&d . D w h i l d r e n  Under 2 : 

P T  f q) . P T P U ~ ~  Wnmen - 
1. Inpatient hospital services other than those p r o v l d d  in an 

institution for mental dimeases. 

~X/~rovided: i7~o limitations / W ~ i t h  limitations* , - 

2.a.Outpatient hospital services. 

~ T ~ r o v i d e d  :  NO limitations D w i t h  limitations* 

b.Rura1 health clinic services ,and other ambulatory servlces 
furnished by a rural health clinic which are otherwise covered 
under_ the plan. 

/X/Provided: & ~ N O  limitations fi~ith limitations* 

c.Federally qualified health center(FQHC) services and other ambulatory 
services that are covered under the plan and furnished by an FQHC in 
accordance with section 4231 of the State Medicaid Manual (HCFA - Pub. 
4 5 - 4 ) .  

Provided: X No limitation - - With limitation* 
3. Other laboratory and X-ray services. 

- 
/Y Provided: /7 No limitations *with limitations* 

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

~ T ~ r o v i d e d :   NO limitations G ~ i t h  limitationsf 

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

XProvlded 
c.famiG planning services and supplies for individuals of 

childbearing age. 

&?provided : f i ~ o  limitations //with limitations* 

*Description provided on attachment. 

TN NO. 9 2 - 5  
Supersedes Approval Date 

3/11/92 
Effective Date 111 192  

TNNo. 91-9 
HCFA'ID: 7986E 



Revis ion :  HCFA-pH-93-5 (XB) 

HAY 1993 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED .mDIClrUY RZEDY 
GROUP ( 8 ) : A % e d , d  r en 

Under 21 , p a r e n t  (s) / C a r e t a k e r  (s) , Pregnant Women 

5. a. P h y s i c i a n s '  r e r v i c a o ,  whether f u r n i r h e d  i n  t h e  o f f i c e ,  the 
p a t i e n t ' u  home, a h o r p i t a l ,  a n u r r i n g  f a c i l i t y ,  or 
e l rewhere .  

Provided:  - No l h i t a t i o n e  - X With l h i t a t i o n r *  

Uedica l  and s u r g i c a l  r e r v i c e e  f u r n i s h e d  by a d e n t i r t  ( i n  
accordance w i t h  r e c t i o n  1 9 0 5 ( a ) ( S ) ( B )  of t h e  A c t ) .  

Provided : - No 1 i m i t a t i o n s X W i t h  limitations: 

+ D e s c r i p t i o n  p rov ided  on a t t achment .  

Supersedes  Approval Date  UU I 1 
TN N O .  93-2 



Revision: K?A-Ptl-86-20 <B!IRC) 
SISPTmKR 1986 

AlTA- 3.1-B 
3 
lo. 0938-0193 

OtateITerr i  tory:  Tennessee 

W W T ,  WRATIW llliD SCOPE O? SKRVICtS P%OUDKD 
XDICALLY BEEDY CRWP(S): Aged, Bl ind ,  Disab led ,  Children Under 21, 

P a r e n t  (s) / C a r e t a k e r ( s )  , Pre~nant Women 
1 

6 .  h d i c a l  c u e  and m y  o t h e r  type of d i a l  c u u  r8coyir.d under S ta te  
lw, f u r n i s b d  by l i censed  p r a c t i t i o n e r s  wi thin  tbo #cop. of t h e i r  
p r a c t i c a  u 6.f in .d  by S t a t e  lmw. 

a. P o d i a t r i s t s *  Serv ices  - fi provided: // l o  l i m i t a t i o n s  /X7 with  l imi ta t ions*  

b. Optometrists* Serv ices  - fi provided: /7 l o  l i m i t a t i o n s  a/ with l imi ta t ions*  

- - fi Provided: L/ l o  l i m i t a t i o n s  // With l imi ta t ions*  

d. Other P r a c t i t i o n e r s *  Serv ices  - - 
&T Provided: // l o  l i m i t a t i o n s  / With l imi ta t ions*  

7 .  Home Health Services  

a.  I n t e r m i t t e n t  o r  part- t ime nuraing s o m i c e  provided by a  home hea l th  
8gency o r  by a r e g i s t e r e d  nurse when no home h e a l t h  8gancy a x i s t s  i n  
t h e  u u a .  

- 
~7 provided: // no l i m i t a t i o n s  / with l imi ta t ions*  

b. Home boa l th  a i d e  s e r v i c e s  provided by a h e  h e a l t h  y m c y .  - 
LT provided: // MO l i m i t a t i o n s  wi th  limitations* 

c .  I e d i c a l  rupp l ies ,  oquipmmt, and appl iances  muitable f o r  u re  i n  the  
bcnm. 

- fi provided: // JO l i m i t a t i o n s  fi with  l imi ta t ions*  

d .  Physical  therapy,  occupational therapy,  o r  speech pathology and 
audiology norvices provided by a  home h e a l t h  agency or medical 
 habilitation f a c i l i t y .  

Provided: l i m i t a t i o n r  

Wbscr ip t ion  provided on attachment. 

- 
YP l o .  uy l 1  

Supersedes E f f e c t i v e  D.te 7/1/89 
4 
t rP no. 88-5 

HCIA I D :  0140P/010U 



Revision: HCFA-PM-86-20 (BERC) 
SEPTEMBER 1986 

ATTACHMEN'T 3.1 -B 
Page 4 
OMB NO. 0938-0193 

StateITerritory: Tennessee 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): Children Under 2 1. Pregnant Womm. 

8. Private duty nursing services. 
/ 1 Provided 1 / No limitation / / With limitations* 

9. Clinic services. 
/X / Provided / / No limitation / X/ With limitations* 

10. Dental services. 
/ / Provided / / No limitation / 1 With limitations* 

1 1. Physical therap and related services. Y a. Physica therapy. 
/ / Provided / / No limitation / / With limitati80ns* 

b. Occupational therapy. 
/ / Provided / 1 No limitation 1 1 With limitations* 

c. Services for individuals with speech, hearing, and language disorders provided by 
or under su ervision of a speech pathologist or audiologist. 
/ / Provide d' / / No limitation / / With limitations* 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a 
physician skilled in diseases of the eye or by an optometrist. 
a. Prescribed drugs. 

/ X/ Provided / 1 No limitation /X / With limitations* 
b. Dentures. 

/ / Provided 

*Description provided on attachment 

Dl015193 

/ / No limitation / / With limitations* 

IN No. 05-009 Approval Date: 08/09/05 Effective Date 0810 1/05 
Supersedes 
TN No. 88-1 1 HCFA ID: 0 14010 102A 



Revision: HCFA - Region VI 
November 1990 

TENNESSEE 
s t 8 t 0 n 0 t t i t o ~ :  

MDI& 8XtDY c j t W ( s ) :  Aged, Blind, ~isabled-, 
Children Under 21. Parent(s)lCaretaker(s). Pregnant Women 

c .  P r o s t h e t i c  d o v i c r r .  

d .  t y o g l u r r r .  

~7 Provided: ~7 . lo l l r l t 8 t i o n r  ~7 With l i m i t a t i o n s *  

1 3  Other  d i a g n o s t i c ,  r c r aon ing ,  p n v o n t i v o ,  and n h a b i l i t a t i v o  r a r v i c o r ,  
i . e . ,  o t h e r  than  tho ro  provided a1rruh.n i n  thir p l an .  

8. D i a y o r t l c  r e r v i c e r .  - - 
Provided: L/ l o  l l r i ta t ioru L/ Uith  l i m i t a t i o n s *  - 

b. I c n r n i n g  r r r v i c o r .  - - 
~7 Providod: L/ no l h l t a t i a u  L/ U i t b  l L . l t a t i o n r t  

c .  P r a v r n t i v e  r r r v i c e r .  

d .  R r h a b i l i t 8 t i v r  r r r v i c o r .  - LF Providod: L/ l o  l i 8 i t a t l a8  LY U l t h  l i d t a t i o n s *  

1 4 .  8 o ~ i c a 8  f o r  i n d i v i d u a l r  y e  65 o r  o l d e r  i n  i n r t i t u t i o n r  f o r  mental 
d i s r u e r  . 

b. Nurslng f a c i l i t y  r e n i c o r .  - 
LT Provided: L/ ISo l i d t a t i o n s  LF With l i r l t a t i o n a *  

* h r c r i p t i o n  provided on a t t a c b n t .  

- Tn no. 91  2 9  
Superr r d e  Approval Date 

6 / 1 8 / 9 2  l f f ~ t i v r  Data 7/1/91 
91-9 ni Yo. 





I 

Revision: HCFA-PM-94-2 (m) 
SEPTEMBER 1994 ' * 

ATTACHMENT 3.1-B 
Page 7 

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

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
WDICALLY NEEDY GROUP (S  ) : Aged, Blind , Disabled 

Children Under 21, Parent (s )  /c-.', - Pr-WnrnPn 

19. Caee management s e rv i cee  and Tuberculoeis  r e l a t e d  s s rv i ceo  

a. Caee management oerv icee  ae  def ined  i n ,  and t o  t h e  group spec i f i ed  i n ,  
~upp lemen t  1 t o  ATTACHMENT 3.1-A ( i n  accordance w i t h  s e c t i o n  1905 ( a )  (19)  
o r  s e c t i o n  1915(g)  of t h e  Act ) .  

Provided8 With l i m i t a t i o n s *  - 
- Not provided. 

b. Spec i a l  t ube rcu loe i s  (TB) r e l a t e d  s e rv i cee  under s e c t i o n  1 9 0 2 ( z ) ( 2 ) ( F )  of 
t h e  A c t .  

- Provided: - With l i m i t a t i o n s *  

X Not provided. - 
20. Extended s e r v i c e e  f o r  pregnant women. 

a .  Pregnancy-related and poetparturn eerv icee  f o r  a 60-day per iod  a f t e r  t h e  
pregnancy ends and f o r  any remaining days i n  t h e  month i n  which t h e  60th 
day f a l l s .  

4. && . . 
X Provided: - - Addit ional  coverage 

b. Se rv i ce s  f o r  any o t h e r  medical cond i t i ons  t h a t  may 
complicate  pregnancy. 

+ ++ 
X Provided: - - Addit ional  coverage - Not provided. 

21. C e r t i f i e d  p e d i a t r i c  o r  family nuroe p r a c t i t i o n e r s '  s e rv i ce s .  

X Provided: - - No l i m i t a t i o n s  X With l imi t a t i one*  - 
- Not provided. 

+ Attached i s  a l i s t  of major ca t ego r i ea  of s e rv i cee  (e .g. ,  i n p a t i e n t  
h o s p i t a l ,  physician,  e t c . )  and l i m i t a t i o n s  on them, i f  any, t h a t  are 
a v a i l a b l e  a s  pregnancy-related s e r v i c e s  o r  s e rv i cee  f o r  any o t h e r  medical 
cond i t i on  t h a t  may complicate  pregnancy. 

++ Attached i s  a d e s c r i p t i o n  of i nc reases  i n  covered o e r v i c e s  beyond 
l i m i t a t i o n s  f o r  a l l  groups descr ibed  i n  t h i e  attachment and/or any 
a d d i t i o n a l  s e rv i cee  provided t o  pregnant women only. 

*Descript ion provided on attachment. 

TN No. 33 - 1 
Supersedes Approval Date / 2 2 /  95 E f f e c t i v e  Date - 111 I 9 5  
TN No. 94-3 



Iovir ion:  ECFA -. ~ e g ~ c ~ 1  YI: 
November 1990 

TENNESSEE 

llllOMrZ* DVRATIOU* M D  UXlPx O? 8xRVICIS  PrnVIDm 
MDICILUY l C I Q Y  CROUP(#) : Aged, Blind,  Disabled,  

C h i l d r e n  Un - der  21.  Par&s)/Caretaker(s) ,  Pregnant Women 

22. Rasp in to t l ,  e a n  rervieea (in aceorbmce with r u t i o n  1902 (a ) (9 ) (~ )  
t h m h  (C) of tb Act). 

~5 Provided: ~7 M l i a i t a t i o n s  Ylth limltationa* 

/T Mot provided. -. 

23. Any other  m d i c a l  c a n  and m y  o the r  typa of d i a l  e w a  nco6niz.d 
under S t a t e  law, spec i f i ed  by tba S e c n t u y .  

a .  Trmrpor ta t ion .  - - - 
/ X I  Provided: // l o  l ~ t a t i o n r  IgI With l i a i t a t ions*  - 

b. Semica r  of Chr is t ian  Science nutr.8. - - 
I I Provided: N M l W t a t i o n .  ~7 U i t h l k l t a t i o r u *  - 

c .  Care a d  se rv ices  pmvidod i n  Chrirtim l e i rnee  rani torfa .  - - - 
/X/ Provi6.d: // l o  l h i t s t i o n r  $1 Yith l M t a t i o n s *  - 

6 .  Nursing f a c i l i t y  aervicer  provided f o r  pat ient#  under 21  years 
o f  88.. 
- - 

/ X I  Provided: L/ l o  1Lr l t a t i o ru  W i t h  l i r l t a t i o n s *  - 
r .  Ibawqeney h o r p l t a l  r e rv ice r .  - - 

/XI Pmvidod: L I  lo liaitati- Uith l i d t a t i o n 8 *  - - 

f. Personal cars  aerv ice r  i n  n e i p i e a t ' a  how, p n r e r i k b  i n  aceordurca 
u i a  a plan of tnrtas+nt and f u m i r h d  by r q u l l f i . 6  p e n o n  under 
supervision of a ng1s tec .d  MUW. 

rY lo. -91-9 
Suprrreder Approval Datr 4 / 4 / 9 1  Iffutive Data 1-1-91 



Revision: HCFA-PM32-7 (m) 
.0ctob-er 1992 

ATTACHMENT 3.1-8 
Page 9 

MOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): Aged, B l i n d ,  D i s a b l e d ,  C h i l d r e n  . Under 2 1 ,  P a r e n t ( s ) /  C a r e t a k e r ( s ) ,  P r e g n a n t  women. 

2 4 .  Home and Community Care for Functionally Disabled Elderly Individuals, ae 
a 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 - 

TNNo. 91-7 - 
Supersedes Approval Date 4/20/93 Effective Date 1/1/93 
TN No. NEW 



A7TAC:KMENT 3.1 -B 
Page 10 

State: Tennessee 

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

25. 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 
TNNo. NEW 

Approval Date JUL 1 9 2002 Effective Date 7/1/2002 



Attachment 3 . 1  .B .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 

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  a n  i n s t i t u t i o n  
f o r  menta l  d i s e a s e s .  

Except f o r  t h e  o rgan  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  days  l i s t e d  below. 

T o t a l  Allowable Days 
T r a n s p l a n t  P rocedure  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  
b .  L i v e r  t r a n s p l a n t s  
c .  Bone Marrow t r a n s p l a n t s  

43 days 
67 days 
40 days 

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  ar?d 
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 i n s u r a n c e  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 
a d ~ i s s i o n s  w i l l  b e  l i m i t e d  t o  emergencies  o r  s u r g e r y  t h e  same o r  nex t  
day. 

TN N O .  92-10 
Supersedes  4-7-92 
Th' No. 89-29 Approval Date  E f f e c t i v e  Date  1-1-92 



Attachment 3.1.B.1 

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

STATE TENNESSEE 

LIMITATION ON MOUNT, DURATION AND SCOPE OF HEDICAL ' 
CARE AND SERVICES PROVIDED 

2 .  a .  O u t p a t i e n t  h o s p i t a l  s e r v i c e s .  

Limited t o  30 v i s i t s  p e r  f i s c a l  y e a r .  

3 .  Other  L a b o r a t o r y  and X-ray S e r v i c e s .  

Limited t o  s e r v i c e s  p rov ided  on 30 o c c a s i o n s  p e r  f i s c a l  y e a r .  An 
o c c a s i o n  i s  i n t e r p r e t e d  t o  mean l a b o r a t o r y  a n d l o r  X-ray s e r v i c e s  
performed d u r i n g  a  r e c i p i e n t  v i s i t ,  e . g . ,  t o  a r a d i o l o g i s t ;  o r  t o  
p r o c e d u r e s ,  e . g . ,  l a b o r a t o r y  t e s t s  performed f o r  a  r e c i p i e n t  on a 
g iven  day by a n  independent  l a b o r a t o r y .  

ms [so. CL -& 6 MTE/RSCZIPT 

7.7 NO. 

AT 86-26 
E f f e c t i v e  10-1-86 



STATE PIAN UNDER TIT- X I X  OF THE SOCIAL GECURITY ACT 
STATE TgNNESSBE 

LIMITATION ON MOUNT, DURATION AND SCOPE OF 
XEDICAL CARE AND SERVICES PROVIDED 

4.a. Nursing f a c i l i t y  aervicee (o ther  than metvicee in an i n e t i t u t i o n  f o r  
mental diaeaeee)  f o r  individuals  2 1  yearn of age o r  older .  

Nursing f a c i l i t y  oervices t o  include Level I and Level 11 (other  than 
se rv ices  i n  an i n s t i t u t i o n  f o r  mental dieeaeee)  w i l l  be covered. 
Medicaid w i l l  apply medical c r i t e r i a  f o r  admiasion and continued atay 
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 Care muet r equ i re  on a d a i l y  bas ie ,  24 hours a 
day, l iceneed nursing eervicee which ae a p r a c t i c a l  matter  can only be 
provided on an inpa t i en t  bas i s .  

The r e c i p i e n t  on Level I1 Care muet require on a d a i l y  basie,  24 houre 
a day, skilled/complex nursing o r  akilled/complex r e h a b i l i t a t i v e  
s e r v i c e s  which ae 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 i s .  

l ' l U  NO. 91-9 
lupereedes 
TN No. 87-28 Approval Date 4 / 4 / 9 1  Effectivm Date 1/1/91 



4.b. E a r l y  sad periodic acreenin4 md diaqaomis of  iadfvfdPals u u h ~  21 W 
of age, md treatmmt of  coaditioar found. 

(a) 13PSDT sarem~ingrn are propidd a t  FPtarvrls w U h  mwt 
rorwnrblm m t a n d ~ , r &  of mrdLca1 p r a c t h ,  ar apptoood by the 
Tenamrsw Chapter of tha ~r~ Aadmy of  Padi&~lCa. 

(b) Screening -50.8 m a t  LLICluda tho.. oampon+atm u ort out in 
m i a n  190S(r)(l)(b). InterpuWia .croeaFags will br 
covuod whoa a d i c a l l y  arceorrry to dotmmbo tho mimtenca of 
cartah pbyaical or mental Ulru8um or eanditLona. 

( C )  Am;uopriato laboratory testa and immunixat- ur coard a8 
de8cri&d kr t& Turrumsaa Wicrid ElW'DT Hanu81 ( labor~toty 
testa, rrction 304.2 md immunit~tiada, .rctFoa 305). 

(a) Tho forloving i 8  the T e a a r r m  Hdicaid apptovd ochedule for 
v i a i o n  mcraening exadnatitma.r 

0 through 2 yearr 
3 through 11 years  
12 through 20 year8 

TN No. ~ j p ~ / x ~ r 1 ? ~ 6 / 2 6 / 9 1  
-----A 

SUPERSEDES DA YE/A _r.' J-75 I!?.? 9 - 2 3 - 9 1 --- ----- 
TN No. a - I DA27,Z/E7Fl'L r:;'z 3 b_9 0 

AT 90-7A 
E f f e c t i v e  4-i-90 



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

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MLDICAL 
CAR8 AND SERVICES PROVIDED 

4.b. continued 

(b )  The following v i s ion  s e m i c e a  ara covered f o r  e l i g i b l e  Medicaid 
recipient .  under 2 1  years  of agm, and l i m i t a t i o n  of those 
se rp icea  includes r 

1. one eye examination and re f rac t ion  per  r ec ip ien t ,  per 
f i s c a l  year i a  covered. Additional rcreening examinationo 
are covered baeed on medical neceoeity. 

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

3. one dispensing f e e  per  r ec ip ien t ,  per fimcal year  is  
covered f o r  Ophthalmologiets, Optometrimtr and Opticianr. 

4. o p t i c a l  l a b s  can only be rmimburaed f o r  t h e  lenses  and 
frames; a dispensing f e e  i e  not allowed. 

5. one replacement l ens  and frames f o r  eyeglasses i f  t h e  
o r i g i n a l  p a i r  are l o s t ,  broken o r  damaged beyond repa i r ,  
o r  a r m  no longer ueablo duo t o  a changm i n  t h e  r e c i p i e n t ' s  
v i s ion  s o  t h a t  a new presc r ip t ion  i a  required. 

6. one replacement diapenaing f f o r  Ophthalmologiets, 
Optometrists and Opticians. 

7. diagnoeie and t reatment of amblyopia f a  covered only f o r  
recipient .  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 sxercire is  not covered by 
Medicaid. - 

(c) Those vimion servicee  requ i r ing  p r i o r  approval are l i s t e d  i n  
t h e  Tenneosee EPSDT Vieion Manual, aec t ion  304. 

( 3 )  Speech and/or hearing aervicee a r e  covered f o r  e l i g i b l e  Medicaid 
rec ip ient .  only through speech and heat ing cen te r s  approved by the  
Tenneesee Department of Health and Environment. 

( a )  The following i s  t h e  Teneesee Medicaid approved schedule f o r  
speech and/or hearing examinatione: 
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STATE PLAN UNDER TITLE XIX OF TH8 SOCIAL SECURITY ACT 
STATE TENNESSEE . .  

LIMITATION ON AMOUNT, DURATION AND SCOPE OF PLgDICAL 
CARE AM) SERVICES PROVIDED 

%s Number of V i s i t s  

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

Speech and/or hearing examinations are provided on t h e  b a s h  of two 
examination8 per  r e c i p i e n t  per  # t a t 8  f i s c a l  y e u ,  ucept f o r  ages 0 
through 1 year of age f o r  which only hearing examinations are 
covered. 

( 4 )  Dental s8rvicemr 

( a )  The following is t h e  Tennessee Medicaid apprw8d mchedule f o r  
d e n t a l  screening axaminationmr 

!9.2 N u m b e r  of Via i t8  

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

Dental screening examinations are provided onc8 every 6 months 
pe r  r e c i p i e n t  per  s t a t e  f i s c a l  year.  

(b )  Requests f o r  den ta l  se rv ices  requi r ing  p r i o r  approval s h a l l  
includa a complete plan of t reatment including a l l  procedures 
t o  be performed regardless  of whether a spec i f i ed  procedure 
r e q u i r e s  p r i o r  approval, char t ing  of a l l  procedures t o  be done, 
and full-mouth s e t  of X-rays; however, when an emergency 
e i t u a t i o n  e x i s t e  and t h e  r e c i p i e n t  has had f u l l  mouth X-rays o r  
a panorex wi th in  t h e  previous t h r e e  f i s c a l  yearm, bitewings and 
a p e r i a p i c a l  X-ray s h a l l  c o n e t i t u t e  s u f f i c i e n t  X-rays. 
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Attachment 3.1.B.1 

STATE PLAN UNDER TIT= X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION OW AMOUNT, DURATION AND SCOPE OF MXDICAL 
CARE AND SERVICES PROVIDED 

4. b. continued 

(c)  The following list of servicee,  t o  t h e  u t e n t  thay are covered 
by Medicaid, s h a l l  requi re  p r i o r  approval frcnn t h e  Nedicaid 
medical d k e c t o r ,  o r  a designated repremeatative, fa order fo r  
t h e  oervicrm t o  be reimburmed by Xodicaidr 

1. Preventive periodontics,  rou t ine  periodontal  scal ing,  root  
planing, subgingival cure t tage  per quadrant. 

2. Pulpotomy on permanent t e e t h  is l imi ted  t o  apexi f ica t ion  
only. 

3. R o o t  canale s h a l l  be l imi ted  t o  one 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 .crowns, permanent a n t e r i o r  t e e t h  only; 
when a too th  cannot be res 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  must be evidence of tooth  
maturi ty.  

5. Space maintainere; approval f o r  which s h a l l  be l imi ted  t o  
f ixed  u n i l a t e r a l  band type,  f ixed 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 r e  a e t a i n l e s s  o t e e l  crown), and f k e d  band type 
with crown included. 

6. Oral  surgery, approval f o r  which s h a l l  be lhn i t ed  t o  
r o u t i n e  ex t rac t ions  of permanent t e e t h  requir ing 
p r o s t h e t i c  replacement, su rg ica l  extraction. of prFmaty o r  
permanent t e e t h  with complicating fac to re ,  treatment of 
s 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  ate 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  denturea with a c r y l i c  bases, 
without claepe o r  with wrought w i r e  c laepe o r  with c a s t  
c l a s p s  and l ingua l  o r  p a l a t a l  s trengthening 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  with c a s t  c l a sps  and 
an a c r y l i c  base. 

Tfl NO. 90- 7 A c;, TZ/KFCB.T?T 6 / 2 6 / 9 1 AT 90-7D 
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Attachment 3.1.B.1 

STATE PLAN UNDER TIT= XIS OF TEiX SOCIAL SECURITY ACT 
STATE TENNESSEE 

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

4.b. continued 

9. Orthodontics, p r i o r  approval rmqueoto f o r  which aha l l  
include,  in addi t ion  t o  t h e  rmquFrarwnts li8t.d above f o r  
a l l  p r i o r  approval request., d iagnost ic  modelo, an 
eetFmate of t h e  t o t a l  length of planned treatment not t o  
exceed 24 months f o r  orthodontic treatment and 8 schedule 
f o r  monthly adju~tmento .  

10. Hospi ta l iza t ion  f o r  den ta l  merviceo. 

11. Proe the t i c  appliancem which oha l l  be l imi ted  t o  
reconst ruct ion  i n  conjunction with previou8ly completed 
o b l a t i v e  surgery pr imar i ly  done i n  case. of cancer therapy 
and/or conjoin t  e f for t .  a t  maxi l lofac ia l  surgica l  
reconstruct ion.  Service. mumt k rendered by a board 
c e r t i f i e d  proathodontist .  

12. Intravenoue sedat ion  f o r  den ta l  memice8 given on an 
ambulatory baeio f o r  recipient .  with extenuating physical  
o r  mental hea l th  probl-. Approval w i l l  ba granted only 
when sedat ion  is administered 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 
m i x i l l o f a c i a l  aurgery; o r  

b. Authorized by t h e  Tenneooee Board of Dent is t ry  t o  use 
genera l  anes thes ia  o r  intravenou. medation pursuant 
t o  T.C.A. 63-5-108(d) e t  eeq. of t h e  Board of 
Dent is t ry .  

( d )  Routine aervicee  not requi r ing  p r i o r  approval are:  

1. Routine examinations; bitewing x-rays, o r a l  prophylaxis, 
and app l i ca t ion  of f luor ide  once every sbc monthe, per 
r e c i p i e n t ;  

2. Panographic o r  full-mouth x-ray0 , l imi ted  t o  one s e t  Per  
t h r e e  ( 3 )  f i s c a l  years, per r ec ip ien t ;  

TN No. O -  A D ~ . ~ ; / ~ ~ ~ P I F T  6 / 2 6 / 9 1  AT 90-7r9 
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STATE PLAH UNDER TITI3 XIX OF TBE SOCLAL SECURITX ACT 
STATE TENNESSEE 

LIHITATION ON AHOUNT, DURATION AND SCOPE OF KKDICU. 
CARE AND SERVICES PROVIDED 

4. b . cont  h u e d  

3. Amalgam reo to ra t iona  which a h a l l  bm 1imit.d t o  two 
r e s t o r a t i o n a  per  t o o t h  ourface,  p e r  f i s c a l  year; 

4. P ins  for  t h e  r e t e n t i o n  of mult i -surface p l awt i c  o r  amalgam 
r e e t o r a t i o n e ;  

5. S i l i c a t e ,  a c r y l i c ,  p lamt ic  o r  canpooi te  r r a i n  or  acid-etch 
which s h a l l  be limited t o  two r e s t o r a t i o n a  p e r  t o o t h  
su r f ace ,  per f i a c a l  year ,  per r e c i p i e n t ;  

6. S t a i n l e e s  steel s i n g l e  crowns; 

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

8. Primary-pulpotomy which .hall  be l h i t e d  t o  one pe r  t o o t h ,  
per r e c i p i e n t ,  per l i f e t i m e .  

Ocl=3a LIAT.E/RZCEIPT m No. 
6 / 2 6 / 9 1  
- - 1  
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