% , Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-A
) AUGUST 1991 Page 1
OMB No.: 0938-

State/Territory: WISCONSIN

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

1. Inpatient hospital services other than those provided in an
institution for mental diseases.

Provided: 1:7No limitations L27 With limitations~*

2.a. Outpatient hospital services.

Provided: /_/No limitations /%/ With limitations*

b. Rural health clinic services and other ambulatory services furnish
by a rural health clinic,wreeh art 2 TAVEL T Mual-lfl/u ,2u i&_a. /M;Fm'?‘gv

— T4
/X7 Provided: /7 No limitations /XWith limitations* 3

/ _/ Not provided.

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. 45-4).

o _ Provided: / / No limitations [¥/With limitations*

d. Ambulatogxy servi a health cknter receivwing funds under

section 329, 330, 340 of the\Public HealMh Service t to a pregnant

CWLLL%V‘ woman or indjvidual
g

(o

3. Other laboratory and x-ray services.

Provided: /X No limitations [/ _/With limitations*

*Description provided on attachment.

TN No. 91-0023 »
Superseges Approval Date /yéf;/éaz—'/ Effective DatelQ/1/91
TN No. = / !
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Attachment 3.1-A

Page 2
State/Territory: Wisconsin__
) Amount, Duration and Scope of Medical
t and Remedial Care and Services Provided to the Categorically Needy
4a. Nursing facility services (other than services in 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.
Provided: __No limitations X With limitations *
4.c.(i) Family planning services and supplies for individuals of child-bearing age and for individuals

eligible pursuant to Attachment 2.2-A, in accordance with section 1905(a)(4)(C) of the Act, if
this eligibility option is elected by the State.

Provided: . No limitations _X_ With limitations

4.c.(ii) Family planning-related services provided under the above State Eligibility Option

5.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 *

5.b. Medical and surgical services provided by a dentist, in accordance with section 1905(a)(5)(B) 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.

6.a. Podiatrists' services.

Provided: —_No limitations X With limitations *

* Description provided on attachment.

N #10-009 DEC 2 3 2010
Supersedes Approval date: Effective date: 11/01/2010
TN # 93-022



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-A.

AUGUST 1991 Page 3
OMB No.: 0938-

State/Territory: WISOQISIN

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

b. Optometrists' services.
/X/ Provided: / / No limitations /X/With limitations*
/__/ Not provided.

¢. Chiropractors' services.

/X / Provided: /_/ No limitations /X/Wwith limitations*

/ / Not provided.
d. Other practitioners' services.

/X / 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: [:7No limitations LZ7W1th limitations¥*
b. Home health aide services provided by a home health agency.
Provided: / /No limitations /X/With limitations*

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

Provided: L:7No limitations Lz7w1th limitations*

*Description provided on attachment.

TN No. _OI-0023 -
Supersedes Approval Date //42;163;52-’/ Effective Date _10/1/91
TN No. SP-002R( i

HCFA ID: 7986E
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AUGUST 1991 Page 3a
OMB No.: 0938-

State/Territory: WISCONSIN.
. AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

d. Physical therapy, occupational therapy, or speech pathology and
audiology services provided by a home health agency or medical
rehabilitation facility.

/ X/ Provided: /_/ No limitations /X/With limitations*

/ _/ Not provided.

8. Private duty nursing services.

(X7 Provided: / / No limitations @With limitations*

/ _/ Not provided.

*Description provided on attachment.

TN No. __O01-0023 '
Supersedes Approval Date /éé / 72— Eftective pate __10/1/91

TN No. _NEW
HCFA ID: 7986E
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n: HCTA-PM-35-3 3BERC) Attachment 2.1.-A
s Tage s
MB N0.: (:is-0102

AMOUNT, DURATION AND SCOPE OF UZIDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THI J¢UZCORICALLY "ZEDY

L
.

Clinic services.

|1

Provided: @ Yo limi:-atiomns Wizh ilimitations*

L1

Not provided.

0. DJentai 3Jervices.

‘
X

N

T 2rovided: :: No Linmitations X With . _zizat:s:ns*
___ Yot »nrovided.
11, Physical therapy and related services.

a. “hysical :herapy.

z: Provided: :] No limitations X | With limitaziozs#*
:_:l Not »rovided.

b. Occupational therapy.
! Provided: :: No limitations -z:, With limitatione*

L1

Not provided.

¢, Services for individuals with speech, hearing, and language disorders
provided by or under the supervision of a speech pathologist or
audiologisc;.

Provided: __ Yo limitations X With limitations*

Not provided.

L1

“Description provided om attachment.

TN No. g&—cﬁﬂ/ Approval Date \5%5/ﬁ; Effective Date 3-1-86
Supersedes
™ No. 45-0/5T HCFA ID: 0069P/0002P



Revision: HCFA-PM-85-3 (BERC) Attachment 3.1.-A
May 1985 Page 5
OMB NO.: 0938-0193

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

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.
E Provided: D No limitations [E With limitations*

D Not provided.

b. Dentures.
[ZI Provided: D No limitations With limitations*

D Not provided.

c. Prosthetic devices.
E Provided: D No limitations E With limitationsv

D Not provided.

d. Eyeglasses.
E Provided: D No limitations E With limitations*
D Not provided.

13. Other diagnostic, screening, preventive, and rehabilitative services,

i.e., other than those provided elsewhere in the plan. e
a. Diagnostic services.
E Provided: E No limitations D With limitations+*

D Not provided.

* Description provided on attachment.

TN No. 96-007 2:///94
Supersedes Approval Date ﬂzz[ iﬂ: EBffective Date t~1—96-

T™ No. 95-022

LT09081.CS/SP
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ievisson:

xay 1985

e. czTe Zacilizy services.
x: Dopviged: : No ii=Zizaczi
—_ Not providec.
*DescTipticz provided on atT=cime=mz.

R TR

ATtachment 3.1.-:
Page §

03 NO.: 0838-0:-

AMOUKRT, DURATION AND SCOPE OF ¥=DICal

YD 2

ScTeezning services,

*X Provided: i No lizsczrions
; Got provided.

Prevencive seTvizes.

X 2wovidad ¥ No li=<zazioms
. Yot providec.

Xenabilizazive services.

Boovided: No li=zZzaci

L]

Not provided,

Sezvigses Izz
diseases. -
Inpatien: dospizal sexvices.
Provided: X No limizations

: Not TTovided.

| l I"’I

kb.l.e" 31.‘8..’.18 'Z.C___—" seTvices.

U‘l

Ng li=mse

Popvided: ziors

Not provided.

1 |><|

ceTmecdizzs

SMEDIAL CARE AND SZRVILCEZS PROVIDEID I0 TEZ

individua®s age 65 orT olae* in instizutions
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»

[

dizh lizicaziousx

"X Wizh lim=s=zsispex
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o Revision: HOPA-PM-86-20 (BERC) ATTACHMEST 3.1-A
SEPTEMEER- 1986 Page 7
| OMB MO.: 0938-0193

AMOUNT, DURATION AND 3COPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

15.8. Intermediate care facility services (other than suech services in an
ingtitution for mental disesses) for persons determined, in ascordance
with section 1902Ca)(31)(A) of the Act, to be in need 0f such care.
/X7 Provided: // %o limitations {7 with limitationax
{7 ot provided.

b. Ineluding such services in = public instititutioa (or distinet part
thereof) for the mentally retarded or persons with related conditions.
. {X/ Provided: /_/ BNo limitations /7 vith limitationge

{_/ ¥ot provided.

- 16. I:’athnt puychiatric facility services for individusls under 22 years
of age.
) LX/ Provided: /X/ Bo limitations /7 uith limitstionst

L/ Not provided.

17. Murse-aiduife services.
LX/. vreviests £] ®e limitations [X/ With limitations®

18. Hospice care ¢in sesordance with section 1905(0) of the Aat).
[X]provided L7 %o limitstions /%7 dith limitationsw

b *Description pml}d on attachment.
T Wo. 03045
supersedess
N Bo., 88=0016

Approval Dete anZ’?_’i Effective Date 10-}-93
HCFA ID: O0O69P/0002P
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M TN No. 95-019

Rerisionr

ATTACHMENT 3.1-A

;FA-PM-94-7 (MB)
EPTEMBER 1994 Page 8§

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: —— WISCONSIN

AMOUNT, DURATION, AND SCOPE OF MEDICAL

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

19.

20.

Case management services and Tuberculosis related services

a.

.o

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

Provided: X_ With limitations

Not provided.

Special tuberculosis (TB) related services under section
1902 (z) (2) (F) of the Act.

Provided: X_ With limitations~*

Not provided.

Extended services for pregnant women

a.

++

Pregnancy-related and postpartem services for a 60-day period
after the pregnancy ends and any remaining days in the month in
which the 60th day falls.

X Additiocnal coverage++

Services for any other medical conditions that may complicate
pregnancy.

X Additional coverage++
Attached is a description of increases in covered services beyond

limitations for all groups described in this attachment and/or any
additional services provided to pregnant women only.

* Description provided on attachment.

Supersedes
94-025

TN No.

Approval Date /GAQSka;— Effective Date 7/1/95

LT09081.CS/SP



Revision: HCFA-PM-91- (BPD) ATTACHMENT 3.1-A
AUGUST 1991 Page 8a
OMB No.: 0938-

State/Territory: WISCOMSIT

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

21. Ambulatory prenatal care for pregnant women furnished during a
presumptive eligibility period by a gualified provider (in accordance
with section 1920 of the Act). :uaﬂkﬁtb darn Prin-3-93

/X7 provided: /_/ No limitations /¥ wWith limitations*
/__/ Not provided.

22. Respiratory care services (in accordance with section 1902(e)(9)(A)
through (C) of the Act).

/ X/ Provided: /_/ No limitations /3JWith limitations*
/ _/ Not provided.

tdid (fen Pm 3-93)

23.YPediatric or family nurse practitioners' services.

X Provided: 4:7 No limitations Az7w1th limitations¥*

*Description provided on attachment.

TN No. _91-0023
Supersedes Approval Date ///ém/?il— Effective Date 10/1/91
TN No. 89-0012 S

HCFA ID: 7986E




ﬁ Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-A
aveust 1991 Page 9
OMB No.: 0938-
State/Territory: WISCONSIH

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

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

a. Transportation.

E Provided: [_7 No limitations &"_/With limjitations*
/_/ Not provided.

b. Services of Christian Scilence nurses.

/__/ Provided: / / No limitations /_/With limitations+
Lz_/ Not provided.

c. Care and services provided in Christian Science sanitoria.
/X/ provided: /_/ No limitations /X/With limitations*
/__/ Not provided.

d. Nursing facility services for patilents under 21 years of age.
E Provided: J No limitations EWith limitations¥*

b" D Not provided.

e. Emergency hospital services.

E Provided: LX7 No limitations L—/-With limitations*
/__/ Not provided.

f. Personal care services in recipient's home, prescribed in accordance
with a plan of treatment and provided by a qualified person under
supervision of a registered nurse.

E Provided: £_7 No limitations L?With limitations*
L_j Not provided.

*Description provided on attachment.

TN No. __JI=0023_
Supersedes A;g)/roval Date L//@/?:’—« Effective Date 10/1/91
TN No. -

HCFA ID: 7986E
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‘fROvilion: HCFA-PM-94-9 (ﬁB) ATTACHMENT 3.1-A

DECEMBER 1994 Page 10

State: Wisconsin

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

25. Home and Community Care for Functionally Disabled Elderly Individuals,
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,

__X__ provided not provided

26, Personal care services furnished to an individual who is not an
inpatient or resident of a hospital, nursing facility, intermediate
care facility for the mentally retarded, or institution for mental
disease that are (A) authorized for the individual by a physician in
accordance with a plan of treatment, (B) provided by an individual who
is qualified to prcvide such services and who is not a member of the
individual's family, and (C) furnished in a home.

X Provided: __ State Approved (Not Physician) Service Plan
Allowed
—_ Services Outside the Home Also Allowed
X Limitations Described on Attachment

Not Provided.

TN No. 94={129
Supersedes Approval Date 3/1/9s” Effective pDate 10/1/94

TN No. 93-001




Attachment 3.1-A
Page 11
State of Wisconsin

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

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in Supplement
2 to Attachment 2.2-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. 03-001
Supersedes Approval Date oS lo 2 /0 3 Effective Date 01/01/03

TN No. New




Attachment 3.1-A
Page 12

State of Wisconsin
1915(j) Self-Directed Personal Assistance Services

Amount, Duration, and Scope of Medical and Remedial Care Services Provided to the Categorically Needy
_ Self-Directed Personal Assistance Services, as described in Supplement 2 to Attachment 3.1-A.

v Election of Self-Directed Personal Assistance Services: By virtue of this submittal,
the State elects Self-Directed Personal Assistance Services as a State Plan service
delivery option.

No election of Seif-Directed Personal Assistance Services: By virtue of this
submittal, the State elects not to add Self-Directed Personal Assistance Services as a
State Plan service delivery option.

TN No.09-014
Supersedes Approval date:'JUN 2 2 2010 Effective Date: 07/01/2009

New




