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OKS No. 0938-0193 

State/Territory: WISCONSIN 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
 
MEDICALLY NEEDY GROUP(S): ~A~l~l~ __
 

The	 following ambulatory services are provided. 

The	 following required services are provided tc alJ medically needy individuals; 

1.	 Pre-natal care and delivery services for pregnant women; 

2.	 Inpatient Hospital Services; 

3.	 Skilled Nursing Facility Services 

4.	 Home Health Services, or nursing services if a home health agency is 
unavailable; 

5.	 Services in an institution for mental diseases or an intermediate 
care facility for the mentally retarded; 

6.	 Ambulatory Services: 

a.	 Early and periodic screening and diagnosis of persons under 21 
years of age and all medical treatment and dentists' services 
found necessary by this screening and diagnosis; 

b.	 Mandatory services provided by any hospital outpatient clinic; 

c.	 Family planning services and supplies; 

d.	 Nurse midwifery services. 

*Description provided on attachment.· . 

TN No. ~06~
 
Supersedes Approval Date ~~ Effective Date 10-1-86
... TN No .
 

HCFA ID: 0140P/0102A
 



STATE OF WISCONSIN	 3.11\ 
p. 2 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVlDlITl 

MEDICALLY NEEDY GROUP(S): ALL 

The following optional services are available to all medically' tlHOY
 

individuals:
 

1.	 Transportation by emergency medical vehicle to obtain emergency 
~edical care, transportation by specialized medical vehicle to obtain 
medical care or, if authorized in advance by the county dEp~rtm~fit ~f. 

public welfare or social services, transportation by common carI-ier or 
private motor vehicle to obtain medical care; . 

2.	 Physical and occupational therapy; 

3.	 Speech, hearing and language disorder services; 

4.	 Medical supplies and equipment; 

5.	 Insulins, antacids, analgesics, cough preparations and O?thalmic 
lubricants listed in the Wisconsin Medicaid Drug Ind~~; 

6.	 Antibiotic, anticonvulsant, psychotropic and muscle rel.u:a.fit l~ge:t!d. 

drugs listed in the Wisconsin Medicaid Drug Index; 

7.	 Physician services; 

8.	 Rural health clinic services; 

9.	 Laboratory and radiology services; 

10.	 Personal Care - effective 7/1/88; 

11.	 Case Management. 

12.	 Hospice 

13.	 Respiratory Care 

14.	 Optometrists' Services 

15.	 Chiropractors' services. 

16.	 Private Duty Nursing 

17.	 Dental Services. 

18.	 Dentures ' 

19.	 Eyegl asses 

20.	 Other diagnostic, screening, preventive, and rehabilitative services, i.e.,
other than those provided elsewhere in this plan; : 

m I'?0 -..f::<"-
Supercedes
 
~ #89-0012 Annroval Date .. /-;Z s.,!-y/
 



3.18 
P,. 2a . 

STATE OF WISCONSIN
 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
 

MEDICALLY NEEDY GROUP(S): ALL
 

21.	 Inpatient hospital services for individuals age 65 or older in 
instituting for mental diseases; : 

22.	 Inpatient psychiatric facility services for individuals under 22 years 
of age; . 

23.	 Federally qualified health care center services. 

TN#: 90-003 ~ 
Supercedes
TN#: 89-0012	 Approval Date /-;z. ."y..,V Effective Date--l0ill9C 



Revision: HCFA-PM-9l- 4 (BPD) ATTACHMENT 3.1-8
 
AUGUST 1991 Page 2
 

OMB No. 0938­

State/Territory: v7ISCOUSIN 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): _..;..;ALL= _ 

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

~Provided: L-/No limitations L1?With limitations· 

2.a.Outpatient hospital services. 

~provided: L-/No limitations L]YWith limitations* 

b. Rural health clinic services and otl1ftr am,pulatory;, services i./Il) -.e T/f€ /­
furnished by a rural health clinic (u,0,ch tire Omel"/(/Isi::, ~,(),IG"iE() .. t"'" 

PUf v 

LX/Provided: L-/No limitations L-XlWith limitations* Pu J'/H ~ ill 

3. Other laboratory and X-ray services. 

~ Provided: ~ No limitations L-/With limitations* 

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

/X/Provided: L-/NO limitations L-~With limitations* 

b.Early and periodic screening, diagnostic and treatment services for
 
individuals ~nder 21 years,of age, and treatment of conditions found.
 
rJ PA()Ij/(lee:t {Ju Vr,\ ?rq~~l 

c.Fk:m.r.Ly planning services and supplies for individuals of
 
childbearing age.
 

~qprovided: L-/No limitations ~With limitations* 

*Description provided on attachment. 

TN No. 91-0024 
Supersedes Approval Date lcil-1:-71 Effective'Date 
TN No. 89-0012 

HCFA ID: 7986E 
;::c?lItJ servlcP' Cll1ri oMI!r' clA'/6vA,ro/'jt' Sert//c<?t;; Mq~ 
C1 re (20r/r? reel OV~G'r He -?/f?/) Q" ~ ~£/////~AecT p y t7// 

;:::alle IV qc.corYYt?17ce a//Mdeer-/o/? L/-fl'3/ o/: /;tf'e.. 
s.f-C//e #eat/C4/d P~Pt/t?/(('>7"CF/.JIPu.-6) ~S--9) 

Proll/ded 0 Alo '</I'h/-fCl-l-/O//S 
\' ,

1.//,-1/ +(l flo A/S 



, 
~' Revision: HCFA-PM-93-5 

MAY '1993 

(MS) ATTACHMENT 
Pag~ 2a 
OMS NO: 

3.1~B 

State/Territory: ~W~I~S~C~O~N~S~I~N~ _ 

AMOUNT, DURATION AND 
GROUP (s) : 

SCOPE OF SERVICES 
_ 

PROVIDED MEDICALLY NEEDY 

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* 

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

Provided: No limitations X With limitations: 

~Description provided on attachment. 

TN No. 93-''J2~ 
Effec":ive Date ~/:/9.3Suoersedes .l\pproval Date 

TN-NO.	 93-002 



Kevlslon: HCFA-PM-86-20 (3ERC) AITA~~ 3.1-3 
SEPT~~ER 1986 Page 3 

OMS No. 0938-0193 
State/Terri:ory: WISCONSIN 

AMOUNT, DURATION AND SCOPE OF SERVICES PR.OVIDED
\ ( MEDICALLY NEEDY GROupeS): ALt.
-\tr 

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 - Effective 7-1-90 

~ Provided: DNo limitations S~ith limitations'* 

b.	 Optometrists' Services 

cg Provided: ONo limitations !Sa ~ith limitations* 

c.	 Chiropractors' Services 

~ Provided: o No limitations !Sa ~ith limitations* 

d. Other Practitioners' Services - Effective 7-1-90 

~ Provided:. .~._.D N~ limitat~ons ~ ~ith limitations* 

7. Home Health Services 

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

Q(1 Provided: o No limitations ~ 'lith limi:adons* 

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

~ Provided: o No limitations ~ ~ith limitations* 

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

~ Provided: o No limitations ~ ~ith limitations* 

'* pescription provided on attachment. 

TN ##190- Ct;3":::L 
Supersedes	 Approval Date· ~/I~e~~~/~q~/ ... Effective Dace .~q/lL90 
TN • qO-OOc:J::r 

~; 
LT09081.CSjDF 

l 



Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B 
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OMB No. 0938-0193 
State/Territory: WISCONSIN 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
 
MEDICALLY NEEDY GROUP(S): ALL
 

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

I2?J Provided: D No limitations ~With limitations* 

TN #90­
Approval Date 1/-~ tjrJ Effective Date 7-1-90Supersede~. J 

TN #	 NtVV 

LT09081.CS/DF
 



Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B 
SEPTEMBER 1986 Page 4 

OMB No. 0938-0193 

State/Territory: WISCONSIN 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP (S) : 

8.	 Private duty nursing services. 

[!] Provided: c:J No limitations o with limitations. 

9.	 Clinic services. 

o Provided: c:J No limitations o With limitations. 
Same as physicians. 

10.	 Dental services. 

o Provided: c:J No limitations [!] With limitations. 

1l. Physical therapy and related services. 

a.	 Physical therapy.
 

[!] Provided: c:J No limitations [!] With limitations.
 

b.	 Occupational therapy.
 

[!] Provided: c:J No limitations [!] With limitations.
 

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

[!]	 Provided: [] No limitations [!] 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.
 

[!] Provided: c:J No limitations [!] With limitations.
 

b.	 Dentures.
 

[!] Provided: c:J No limitations [!] With limitations.
 

*	 Description provided on attachment. 

TN No. 96-007 
Supersedes Approval Date 1/z-z-/4~ Effective Date 

.3)/9t:. 
.. 1 96"" 

TN No. 95-022 HCFA ID: 0140P/0102A 

LT09081.CS/SP 
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: ' "Revision.: HCn.-pM-86-20 (BERC) A.I'!A.CiHEN'I .3 .1-3
 

SEP'IZMBER.' 1986' Pa.ge 5
 
OMB No. Q9J8-(H93
 

Sta~el'l'er:itory: 'iiISCONSIN 

AMOmr.r. DURA:r!ON.!lID SCOPE OF SUVIC!S PROVIDED 
MEDIe.u.tY	 NEE:DY GROUP( S) : !I.I. 

C.' Prosthetic devices. 

d.. Eyeglasses. 

·13. 01:her diagnostic, sc=eelli.:tg, prevent:!.ve, and reba.billutive ser-nces, 
i. e., ocer Cau those p-ro"Vided elseWe=e in t1lis pl.m. 

a.. Dia.~os~c s~r.lces. 

t!!S P<:ovided: 

b. 
. ...-- _... _.. - ­

.'-' (	 !2! ~OT.ided: ffl No llm.i:a..t:ions n wio limi:a..t:ions r 

d. R.eb.a.bili:at:!.ve serrices. 

14.	 Se~ces for indi'ti.duals a.ge 6.5 or older in 1n.st:ie::::icns :0:: =~l:a.l 
di..sea.ses• 

a. bpac.e~u: hospit.a..l se.--n.c:es. 

g. bvided: ~ No li:zi:.at:ious n w1c li=i:ad.ous r .. 

ffl ?=:n'ided: 

nl No. 93-003.~ 
1/1/93Sutler3et1es !.:':ec:'ve Dai:e ---;....-­( 'n"- No. 90-0032 

E:C:;'.!. !D: 0140P/010Z.-\.
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Revision: HCFA-PM-86-20 CBERe) Al"'l'ACHMEN'I' 3. 1-B 
SEPTEMBER.'1986 . Page 6 

OM! No. 0938-0193 

( 
State/Territory: WISCONSIN 

, 

AMOUNT, DORATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GllOOP(S): ALL 

c.	 Intermediate care facility services. 

IX7 Provided: L:! No limitations IX7 With limitations* 

15.	 a. Intermediate care facility services (other than such services in an 
institution for lIental diseases) for persons detem1ned in accordance 
with section 1902(a)(31)(a) of the Act, to be in need of such care. 

IX!	 Provided: n No 11II1tations m With l1m.1tations* 

b.	 Including such services in a public institution (or distinct part 
thereof) for th~ mentally retarded or persons with related conditions. 

txT	 Provided: n No l1m1tations IX7 With limitations*-
16•.'.	 Inpat1ent-psyc:hia.ttic fac1l1ty services for individuals under 22 years( of age• 

. .. ­
!iff	 Provided: N No l1lII1tat1ons n With l1II1tations* 

17.	 Nurse-midwife services. 

IE" .Provided: n No l1m1tations IX7 With l1IIl1tations* 

18.	 Hospice ca're (in accordance with section 1905(0) of the Act). 

/Xl Provided: n No l1IIl1tat1ons ffJ, With 11ll1tations* 

*Description provided on attaehlllent. 

Effective Date 1011/90 

HCFA ID: 0140P/0102A 



Revision: HCfA-PM-94-7 (BERC) 
SEPTEMBER 1994,-' 

State/Territory: WISCONSIN 

ATTACHMENT 
Page 7 

3.1-B 

AMOUNT, DURATION AND SCOPE OF 
MEDICALLY NEEDY GROUP(S) : 

SERVICES PROVIDED 

19.	 Case management services and Tuberculosis related services 

a.	 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). 

-K-	 Provided: -K- With limitations* 

Not	 provided. 

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

-K- Provided: -K- With limitations*
 

Not provided.
 

20.	 Extended services for pregnant women 

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

Provided: + -A- Additional coverage++ 

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

provided: + -A- Additional coverage++ Not provided. 

21.	 Certified pediatric or family nurse practitioners' services. 

Provided: No limitations -K- with limitations* 

Not provided. 

+	 Attached is a list of major categories of services (e.g., inpatient 
hospital, physician, etc.) and limitations on them, if any, that are 
available as pregnancy-related services or services for any other 
medical condition that may complicate pregnancy. 

++	 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. 

TN No. 95-019 
Supersedes Approval Date I () /c2S 195 Effective Date 7/1/95 
TN No. 94-025 

LT09081.CS/SP 



Revision: HCFA-PM-87-4 (BERC) ATTACHMENT 3. lB 
MARCH 1987 Page 8 

OMB No. 0938~0193 

State/Territory: W~SCONSIN 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): ALL 

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

~ Provided: c:J No limitations ~ W'ith limitations*
 

c=J Not provided. Eff. 8-9-89
 

23.	 Any other medical care and any other type of remedial care recogni~ed under 
State law, specified by the Secretary. 

a. Transportation.
 

@ Provided: c=J No limitations ~ W'ith limitations*
 

b. Services of Christian Science nurses.
 

D Provided: DNo limitations c=J W'ith limitations*
 

c. Care and services provided in Christian Science sanitoria.
 

181 Provided: DNo limitations ~ W'ith limitations*
 

d.	 Skilled nursing facility services provided for patients under 21 years 
of age. 

~ Provided:· 'C:J No limitations ~TJith limitations* 

e.	 Eme~gency·hospital services. 

~ Provided: . ~ No limitations c=J With limitations* 

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

~ Provided: c:J No limitations ~ With limitacions* 

TN No. 90-00..2 7 
Supersedes 
TN No. 89-0021 ,'II, .: ", I 't, 

~ 

Effective Date 7-1-90 

HeFA ID: 10421'/00161' 
~ 

, J' . f 

~ ; I 

LT0908l.CSjDF i· ""\\ 
~. 



Revision: HCFA-PM-87-4 (B~~C) ATIACHMENT 3. 13 
MARCH 1987 Page Sa 

OMB No. 0938-0193 

State/Territory: RISCONSIN 

, ( 
AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED

\." MEDlCAll.Y NEEDY GROUP(S): ALL 

24.	 Pediatric nurse practitioner and family nurse practitioner services. 
Effective 7-1-90. 

~ Provided: c:J No limitations ~ ~ith limitations* 

25.	 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). 

~Provided: 0 No 1imitations ~With 1imitations 

( 

\. 

TN No. 90-003~ Approval Daca / -,;< =t~V 
Sup_rsedes 

HCFA ID: 10421'/00161'TN No••'ween ­
76-;<7 

LT09081.CSjDF 



R~v1sion: HCFA-PM-94-9 
DECEMBER 1994 

(MB) ATTACHMEN'I' 
Page 9 

3.1-B 

State/Territory: \~ISCONSIN 

AMOUNT, DURATION, AND SCOPE OF SERVICES 
MEDICALLY NEEDY GROUP (S) : 

PROVIDED 

24.	 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 

25.	 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 provide such 
services and who is not a member of the individual's family, and (C) 
furnished in a home . 

...2.. Provided: State Approved (Not Physician) Service Plan Allowed 

Services Outside the Home Also Allowed 

x Limitations Described on Attachment 

Not provided. 

No. 94•.029 
Effective Date 1011194Supersedes Approval Date 

TN No. 93-001 



Attachment 3.1-B 
Page 10 

State of Wisconsin 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
 
MEDICALLY NEEDY GROUP(S):
 

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

27.	 Program ofAll-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 IQ2-10 3 01101/03Effective Date _---=-::c....:....:=-...c..:.__ 

TN No. New 



Attachment 3.l-B 
Page 11 

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

Amount, Duration, and Scope ofMedical and Remedial Care Services Provided to the Medically Needy 

L Self-Directed Personal Assistance Services, as described in Supplement 2 to Attachment 3.1-B. 

---.L	 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 Self-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: 07/0112009 

New 


