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services furnished i n  t h e  t h e5. 	 Physic ians'  whether o f f i c e ,  p a t i e n t ' s  home, a 
h o s p i t a l ,  a s k i l l e d  n u r s i n g  f a c i l i t y  o r  e l s e w h e r e  

The fol lowingservicesarenotcoveredbytheprogram: 

o f  a prevent ive as rout ine proceduresServ i ces  nature such laboratory  
and checkups the except ions:annual phys ica l  wi th  fo l lowing a l l  EPSDT 

immunizat ions,  pelv ic smears andservices,  rout ine examinat ions,  pap 
examinations, family p l a n n i n gv i s i t s  and services, chestbreast annual 

x - rays  nu rs ing  home res idents ,  requi redfo r  the phys ic ian v i s i t s  f o r  
rou t i ne  and requ i red  fo rLTCF res iden ts ,  i n fan t  checkups phys i ca l s  

f o r  i nemployment o r  p a r t i c i p a t i o nt h e  Job Oppor tun i t ies and Basic 
S k i l l s  (JOBS) program, when theemployer(orotheravai lab lefunds)  does 
no tprov ide  a p h y s i c a l  f r e e  o f  charge. 

Abort ions, hysterectomies and s t e r i l i z a t i o n s  meetingn o t  the 
requirements i n  42 CFR 441 .ZOO through 441 2 5 8 .  

Artif i  cia1 inseminat ion and re1 ated services.  

o r  t o  i n f e r t i  l i t y ,  i n c l u d i n gf o r  t h e  o fS e r v i c e sr e l a t e dt r e a t m e n t  

procedures f o r  r e v e r s a l  o f  v o l u n t a r y  s t e r i l  i z a t i o n .  


Serv i cesfo rthet rea tmen to fobes i t y ,i nc lud inggas t rop  
s t a p l i n g ,o ri l e o - j e j u n a l  shunt. 

lasty, g a s t r i c  

P1as t icor 	cosmet icsurgery  when thesurgery i s  per fo rmedforaes the t ic  
inc lud ing,  l imi tedpurposes,  not  to :  earrh inoplasty ,p ierc ing,  

mammary augmentation orreduc t ion ,ta t tooremova l ,exc is ionofke lo ids ,  
osteoplasty  sk infasc iop lasty ,  dermabrat ion,graf ts ,  1ipectomy, and 

bepharopl asty. 

Serv icesre la tedtofo rens ics tud ies .  

P a t e r n i t y  t e s t i n g .  

Acupuncture. 

B i  ofeedback . 
determinedanother payorServices by th i rd-party orMedicare as n o t  

necessary . 
Services o f  a researchnatureorserviceswhichareexper imental .  


Autopsy services . 

Specialservices and repor ts .  
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5. 	 Physicians' services whether furnished in the office, the patient's haw, a 
hospital, a skilled nursing facility or elsewhere. (continued) 

the maximum number of inpatient hospital visits  anrered for each recipient is 
10 visits per month per provider. 

TNS# APPROVAL DATE 

supersedes EFFECTIVE DATETNS # 
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5 .  Physicians'services whether furnished in the office,  the patient's home, a 
hospital, a skilled nursing facilityi t y  or elsewhere. (Continued) 

FEE-FOR-SERVICEPAYMENTFOROBSTETRICAL AND PEDIATRICRATES 

IS FOUND I N  ATTACHMENT 4.19-B, I T E M  5 
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6. Medicalcare and any othertypes o f  remedialcarerecognizedunderstate l a w ,  
furnished by l i c e n s e dp r a c t i t i o n e r sw i t h i nt h e  scope o ft h e i rp r a c t i c e  as 
def ined by Statelaw. 

a. Pod ia t r i s t s 'se rv i ces .  

The v i s i t  and s e r v i c el i m i t a t i o n sa p p l i e dt op h y s i c i a n sa r ea p p l i e dt o  
podiatr ists(seeAttachment 3.1-A, I tem 5, Pages 1 and 2 ) .  

I na d d i t i o nt h ef o l l o w i n gp o d i a t r i cs e r v i c e sa r en o tc o v e r e db yt h e  
program: 

The eva lua t ionort rea tment  o f  a f l a tf o o tc o n d i t i o n ,r e g a r d l e s s  o f  
the undrelying pathology . 
The e v a l u a t i o no fs u b l a x a t i o n so ft h ef o o t  and nonsurgical  measures 
t o  c o r r e c t  t h e  c o n d i t i o n  o r  t o  a l l e v i a t e  symptoms. 

Rout ine care ambulatorybed-r idden Rout inefoot  for  or  pat ients .  
f o o t  i n c l u d e sc u t t i n g  wartsc a r e  t h e  o r  removal o f  corns,  or  
c a l l  uses;thet r immingofnai l  nails observat ion and c leans ingofthe  
feet,useofskin creams tomain ta insk intone;  and n a i lc a r en o t  
i n v o l v i n gs u r g e r y .( I ft h ef o o tc a r ei s  an i n t e g r a lp a r to fa c t i v e  
coveredtreatment o f  foo tles ions ,such as i n f e c t i o n s  and d i a b e t i c  
u l c e r s  -- such treatment i s  coveredundertheprogram. 

Vi tamin B-12 i n j e c t i o n s  when administeredto tendons,strengthen 
1ligamentsetc., o f  t he  foo t  t o  t r e a t  m y o s i t i s .  

X-rays f o r  s o f t  t i s s u e  d i a g n o s i s .  

I na d d i t i o n ,t h ef o l l o w i n gl i m i t a t i o n sa p p l y :  

Reimbursable v i s i tl e v e l sa r el i m i t e dt om i n i m a l ,b r i e f ,l i m i t e d  
and i n t e r m e d i a t ev i s i t s .  

v i s i t  a r eReimbursement c o n s u l t a t i o n  l e v e l s  l i m i t e d  t o  l i m i t e d ,  
intermediate,  and extended v i s i t s .  

Reimbursement f o rv i s i t sp r o v i d e dt o  a Long-Term Care F a c i l  facility 
(LTCF) r e s i d e n t  i s  l i m i t e d  t o  one v i s i t  per month. 

Reimbursement f o r  debridement o fn a i l si sl i m i t e dt o  a maximum o f  
one t r e a t m e n t  w i t h i n  a 60-dayperiod. 
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6. 	 Medicalcare and any othertypesofremedialcarerecognizedunderState 1law 
furnished by 1licensed p r a c t i t i o n e r s  within within the Scope Of then- practice as 
def ined by S t a t el a w .c o n t i n u e d  

b. Optometr is ts 'serv ices 

Cer ta in  p rocedures  a re  sub jec t  t o  p r i o r  au tho r i za t i on  by theDepartment. 

The fo l low ingserv icesarenotcoveredbythe  program: 

1.  Servicesprovidedforbasical lycosmeticreasons such as: 

Contactlensesforreasonsotherthanaphakia;Korestoconus , severe 
co rnea ld i s to r t i on ,o rp resc r ip t i oninexcesso f10d iop te rs .  

g lasses  persona lReplacement o f  o r  frames due t o  a rec ip ien t ' s  
p re fe rencefo r  a change of  s ty le ,co lo r ,e tc .  

services provis ionsto of2. 	 Technical re1 related the non-covered 
servicesces. 

Payment will n o t  be made f o r  trimmed3. 	 Frames. frames. The standard 
pr iced framecombinat ionf o r e  program i s  a moderately zyl  or  

frame.To a v o i dd i f f i c u l t y ,  use frames t h a ta r ep r i c e di nr e c e n t  
p u b l i c a t i o n so f  FRAMES o r  FRAMESFAX. Discontinuedframes will n o t  
be reimbursed a t  o m wholesalepr ice.  

p r i n c i p l ed e p a r t m e n t ' s  c a r e  i sThe u n d e r l y i n g  t h e  v i s i o n  p o l i c y  
necessity and the  themedical 	 prov is ion  comprehensive v i  vision 

p r i n c i p l e .  The depar tment  pr iorexamination i sl i m i t e d  by t h i s  shal l  
rev iewnecess i ty  o f  the visionthe comprehensive examination when 

than once everyprov ided more frequent ly twenty-four month p e r i o df o r  
r e c i p i e n t s  age twenty-one oro lderbu tyoungerthan age s i x t y  o r  once 
everytwelve month f o rr e c i p i e n t s  age twentyoryoungeror age s i x t y  o r  

Th is  sha l l  be enforced on a per  pero lder .  po l i cy  pa t ien t  p rov ider  
Vis ion other a r e  t obasis.  examinat ions than a s c r e e n i n gl i m i t e d  

detect ing abnormal i t iesocular  which may be i n d i c a t i v e  o f  disease, 
i n ju ry  o r  pa tho logy .  

APPROVAL DATE 10 

supersedes EFFECTIVEDATETNS Y 
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6. 	 Medicalcare and any othertypes o f  remedialcarerecognizedunderstate 1law 
furnished by l i c e n s e d  w i t h i np r a c t i t i o n e r s  t h e  scope o ft h e i rp r a c t i c e  as 
definedbyStatelaw.(Continued) 

6-c.Chiropractorservices -- D.C. 

t o  v i s i t s  p a t i e n t sL i m i t e df o u r  p e r  month f o r  i n  independent l i v i n g  
arrangementsfor: 

TREATMENTS 

Covered Chiropract ic services are 1limited t o  the followingowing: 

1. 	 Treatmentby means o f  manual man ipu la t i ono fthesp inetoco r rec t  a 
subluxation 

APPROVAL DATE a-
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6. Medicalcare and any othertypesofremedialcarerecognizedunderstatelaw, 
fu rn ishedl icensed w i th inby  prac t i t ioners  the  scope of t h e i rp r a c t i c e  as 
def ined by Statelaw.(Continued) 

6-d OtherPrac t i t ioners 'Serv ices  

MechanotherapistServices -- D.M. o r  M.T. 

t ov i s i t s  p r o v i d e rL i m i t e d  p a t i e n t sf o u r  p e r  month p e r  f o r  i n  
independent l i v i n g  arrangements. 

The fo l low ingserv icesarenotcoveredbythe  program: 

Laband x-rayservicessince such a r en o ti nt h e  scope o fp r a c t i c e  o f  a 
mechanotherapist. 

A c t i v i t i e s  o f  d a i l y  l i v i n g  and d i v e r s i o n a l  a c t i v i t i e s .  

O f f i c ev i s i ti n c l u d i n gt e s t so r  measurements f o ra c t  activities of d a i l y  
l i v i n g  c h e c k  o u tt". 
Licensed psychologist Services 

Covered are professionalservicesthose procedures 1 listed i n  theState 
o f  OhioMedicaid Handbook. 

The fo l low ing  serv ices  are  no t  covered:  

ofServices provided i n  l o n g - t e r m  f a c i l i t i e spsychologists c a r e  a r e  
coveredby payment t o  the faciltiy (See Attachment4.19-0) 

Servicesofschoolpsychologistsprovided i nf a c i l i t i e sr e g u l a t e d  by the 
StateBoard of  Education. 

Sens i t i v i t yt ra in ing ,encoun te r  groups o r  workshops. 

Sexualcompetency t r a i n i n g .  

Marathonsand re t rea tsfo rmenta ld isorders .  

Educa t ion  tes t i ng  and diagnosis.  

P s y c h o l o g i c a lt e s t i n gi s  1 l im i tedto  a maximum o f  e i g h t  ( 8 )  hours 
peryearper  case. The fee f o r  t e s t i n g  includes a w r i t t e nr e p o r t
o f  t e s t s  used, f i nd ings  and diagnosis. Specialpsychological 
t es t i ngexceed inge igh t  (8) h o u r s  peryearrequ i resp r io r  written 
author iza t ion .  

Serv icesarel im i tedto10per  month f o r  hosp i ta lpa t i en ts ,fou r  ( 4 )  per
p a t i e n t smonth f o r  i n  independent l i v i n g  arrangements. Maximum t o t a l  

v i s i t s  t o  a l l  s e t t i n g s  remain 10 per month perprov ider .  
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7 .  Home healthservices. 

TheMedical Assistance Program coversthe home healthservices provided t o  a 
Medicaid individual i n  his place of residence. Such residence does n o t  
include a hospital, skilled or intermediatecare faci l i ty .  

Any service provided t o  a recipient of home health services mustbe ordered 
by the attending physician as a par t  of a written p lan  of care which i s  
reviewed by thephysician a t  least  every 60 days. Prior authorization by the 
O h i o  Department of Human Services i s  required for some specialtysupplies,
miscellaneous supplies, and high cost equipment. 

Home health services must be rendered on a part-time or  intermittentcare 
basis i n  accordance withth the written p lan  of care. Home health servicesare 
n o t  available on a full-time or continuous carebasis. 

services under the Ohio MedicaidThe fo l lowing  home health are covered 
program. 

a.  	 Nursing services which are defined i n  the State Nurse Practice Act and 
rendered by a registered nurse or 1i licensed practical nurse under the 
direct supervision or a registerednurse. 

aideb.  	 Home health services when rendered by qualified personnel. Home 
healthaideservices mustbe directly supervised by a registered nurse 
or physical therapist a t  least one a month. 

c.Certainspecified medical supplies and equipment i n  accordance w i t h  the 
specific needs of the patient,as determined by the attending physician
and,  where required,authorized by the department. 

d.  Therapy servicesaslisted below and rendered by a licensedqualified
therapist: 

1 . Physical therapy which includes restorative therapy and/or
maintenance therapy; 

2. Occupational therapy; 

3 .  Speech pathology/therapy and audiology services . 

TNS A 90-38 APPROVAL DATE 
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8. Private duty nursing services. 


"PRIVATE DUTY NURSING SERVICES" ARE DEFINED AS THE PROVISION 
OF CONTINUOUS SKILLED NURSING CARE TO A RECIPIENT IN HIS 
PERMANENT RESIDENCE OR FOR OTHER NORMAL LIFE ACTIVITIES 
OUTSIDE THE RESIDENCE. "GROUP NURSING SERVICES" ARE DEFINED 
AS THE PROVISIONOF CONTINUOUS SKILLED NURSING CARE TO TWO OR 
MORE RECIPIENTS IN THEIR PERMANENT RESIDENCE OR FOR OTHER 
NORMAL LIFE ACTIVITIESOUTSIDE THE RESIDENCE. FOR BOTH 
PRIVATE DUTY AND GROUP NURSING SERVICES, PERMANENT RESIDENCE 
DOES NOT INCLUDE A NURSING FACILITY, AN INTERMEDIATE CARE 
FACILITY FORTHE MENTALLY RETARDED (ICF-MR),OR A HOSPITAL. 

PRIVATE DUTY
AND GROUP NURSING SERVICES REQUIRE A PHYSICIAN'S 
ORDER AND ARE PROVIDED IN ACCORDANCE WITH A WRITTEN NURSING 
PLAN OF TREATMENT. 

ALL PRIVATEDUTY .ANDGROUPNURSINGSERVICES ARE PRIOR 
AUTHORIZED BYTHE DEPARTMENT. 

ELIGIBLE PROVIDERSOF PRIVATE DUTY NURSING SERVICES INCLUDE 

REGISTERED NURSES AND CERTIFIED HOME HEALTH AGENCIES. ONLY 

MEDICARE-CERTIFIED HOME HEALTH AGENCIES MAY PROVIDE GROUP 

NURSING SERVICES. 



