Medicaid State Plan Benefit Package Description

The benefits to be offered through Medicaid must include certain federally required services codified in 26-4-202 C.R.S. intended to remain consistent with commercial health insurance coverage requirements.  Additional optional basic services are mandated by State statute (26-4-302, C.R.S.)

	
	DESCRIPTION OF BENEFITS

	Emergency Care and Urgent/After Hours Care
	Covered.

	Emergency Transport/Ambulance Services
	Covered.

	Hospital/Other Facility Services

A.    Inpatient

B. Physician

C. Outpatient/Ambulatory
	Covered.



	Routine Medical Office Visit
	Covered.

	Laboratory and X-Ray
	Covered.

	Preventive, Routine, and family Planning Services
	Covered for children through EPSDT and for adults enrolled in managed care health plans.

	Maternity Care

Prenatal

Delivery & Inpatient well baby care
	Covered.

Covered.  

	Mental Illness care

A. Neurobiologically- Based mental Illness

B. All Other
	Covered.  

	Alcohol and Substance Abuse
	Limited coverage for pregnant women through public health programs.  Other coverage available, limited to 45 days.  Children can access additional days under EPSDT.

	Physical Therapy, speech therapy, and occupational therapy
	Covered.  Limits for adults. 

	Durable Medical Equipment (DME)
	Covered.  Limits for adults.  Muse be medically necessary.

	Transplants
	Covered.

	Home Health Care
	Covered.

	Hospice Care
	Covered.

	Prescription Drugs
	Covered.

	Kidney Dialysis
	Covered, only when Member is not eligible for Medicare.

	Skilled Nursing Facility Care
	Covered.

	Vision Services
	Limited coverage.  Optometrist services covered but eyeglasses covered only when necessary after surgery. Services are covered for children under EPSDT.

	Audiology Services
	Limited coverage.  Hearing screenings are covered.  Hearing aides covered for children only.

	Dental Related
	Limited coverage.  Dental services are covered for children under EPSDT.  Adult coverage is limited to medical coverage in connection with an injury.

	Pre-existing Condition Limitations
	No pre-existing condition limitations.

	Therapies:  Chemotherapy and Radiation
	Covered.  

	Private Duty Nursing 
	Covered.

	Hospice Care
	Covered.

	Non-emergency Medical Transportation
	Covered. Limited to medical appointments.


CHP+

Benefit Package Description
The benefits to be offered through CHP+ are consistent with those offered to the majority of Coloradoans through their employers.  Benefits are intended to remain consistent with commercial health insurance coverage requirements.  Currently, the categories of services and limitations, as they are codified in 10-16-101, C.R.S. et seq., are:

	
	DESCRIPTION OF BENEFITS

	Emergency Care and Urgent/After Hours Care
	Covered.

	Emergency Transport/Ambulance Services
	Covered.

	Hospital/Other Facility Services

A.    Inpatient

D. Physician

E. Outpatient/Ambulatory
	Covered.



	Routine Medical Office Visit
	Covered.

	Laboratory and X-Ray
	Covered.

	Preventive, Routine, and family Planning Services
	Covered same benefits as mandated under the Small Group Standard Health Benefit Plan.  Colorado Division of Insurance Regulation 4-6-5 (e.g. immunizations, well-child visits and health maintenance visits.

	Maternity Care

Prenatal
Delivery & Inpatient well baby care
	Covered.

Covered.  

	Mental Illness care

C. Neurobiologically- Based mental Illness

D. All Other

1. Inpatient

2.    Outpatient
	Covered.  Treated the same as any other health condition (e.g. there are no limits on the number of hospital days covered).

Limited coverage.  45 days of inpatient coverage with the option of converting 45 inpatient days into 90 days of day treatment services.

Limited coverage.  20 visit limit.

	Alcohol and Substance Abuse
	Limited coverage.  20-outpatient visit limit.  Inpatient is not covered except for acute detox:  maximum 5 days per episode.

	Physical Therapy, speech therapy, and occupational therapy
	Limited coverage.  30 visits per diagnosis per year.


CHP+

Benefit Package Description

	
	DESCRIPTION OF BENEFITS

	Durable Medical Equipment (DME)
	Limited coverage.  Maximum $2,000/year paid by plan.  Coverage for lesser of purchase price or rental price for medically necessary durable medical equipment, including home administered oxygen.

	Transplants
	Limited coverage.  Will include those transplants covered by the Small Group Standard Plan (Colorado Division of Insurance regulation 4-6-5).

	Home Health Care
	Covered.

	Hospice Care
	Covered.

	Prescription Drugs
	Covered (includes expendable medical supplies for the treatment of diabetes).

	Kidney Dialysis
	Covered, only when Member is not eligible for Medicare.

	Skilled Nursing Facility Care
	Coverage for medically necessary skilled nursing facility care only.  Benefits will not be paid for custodial care or maintenance care or when maximum medical improvement is achieved and no further significant measurable improvement can be anticipated.

	Vision Services
	Limited coverage.  Vision screenings are covered as age appropriate preventive care.  $50 annual benefit for eyeglasses.

	Audiology Services
	Limited coverage.  Hearing screenings are covered as age appropriate preventive care.  Hearing aides covered for congenital and traumatic injury; maximum $800/year paid by plan.

	Intractable Pain
	Covered.  Included as a benefit with the medical office visit co-pay.

	Autism Coverage
	Covered.  Included as a benefit with the medical office visit co-pay.

	Case Management
	Covered, when Medically Necessary.

	Dietary Counseling

/Nutritional services
	Limited coverage.  Formula for metabolic disorders, total parenteral nutrition, enterals, and nutrition products, and formulas for gastrostemy tubes are covered for the people with documented medical need.

	Lifetime Maximum
	Not applicable.

	Dental Related
	Covered.  Also covered is orthodontic and prosthodontic treatment for cleft lip or cleft palate for newborns.

	Pre-existing Condition Limitations
	No pre-existing condition limitations.

	Therapies:  Chemotherapy and Radiation
	Covered.  When received during a covered admission and billed as part of the facility service, therapy charges will be paid in the same manner as room expenses and other ancillary services.



