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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: OREGON

A. The following charges are imposed on the categorically needy for services other than those
provided under Section 1905(a)(1) through (5) and (7) of the Act:

Type of Charge
Service Deduct.  Coins. Copay. | Amount of Basis for Determination

Prescribed Drugs X $2 for each generic prescription that is filled or
refilled.
$3 for each brand prescription that is filled or
refilled.
¢, The co-payment is based on the average

payment for drug for CY 2001.

Acupuncturist X $3 per visit

Physician Services X $3 per visit

Alcohol and Drug X $3 per visit, excludes dosing/dispensing or
case management Visits

Audiologist X $3 per visit

Chiropractor X $3 per visit

Dental Services X $3 per visit, excludes diagnostic or routine
cleaning

Home Health X $3 per visit

Hospital outpatient X $3 per visit

Ambulatory Surgical X $3 per visit

Mental health X $3 per visit

Naturopath X $3 per visit

Nurse practitioner X $3 per visit

Occupational Therapy X $3 per visit

Optometrist X $3 per visit

Physical Therapy X $3 per visit

Speech therapy X $3 per visit

Podiatrist X $3 per visit
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