Guidance: Secretary-approved coverage refers to any other health benefits

coverage deemed appropriate and acceptable by the Secretary

upon application by a state. (Section 2103(a)(4)) (42 CEFR 457.250)

6.1.4. X Secretary-approved Coverage. (Section 2103(a)(4)) (42 CFR
457.450)

Guidance:

Section 1905(r) of the Act defines EPSDT to require coverage

6.1.4.1. X

6.1.4.2. ]

6.1.4.3. ]

Guidance:

of (1) any medically necessary screening, and diagnostic
services, including vision, hearing, and dental screening and
diagnostic services, consistent with a periodicity schedule
based on current and reasonable medical practice standards
or the health needs of an individual child to determine if a
suspected condition or illness exists; and (2) all services
listed in section 1905(a) of the Act that are necessary to
correct or ameliorate any defects and mental and physical
illnesses or conditions discovered by the screening services,
whether or not those services are covered under the
Medicaid state plan. Section 1902(a)(43) of the Act requires
that the State (1) provide and arrange for all necessary
services, including supportive services, such as
transportation, needed to receive medical care included
within the scope of the EPSDT benefit and (2) inform eligible
beneficiaries about the services available under the EPSDT
benefit.

If the coverage provided does not meet all of the statutory
requirements for EPSDT contained in sections 1902(a)(43)
and 1905(r) of the Act, do not check this box.

Coverage of all benefits that are provided to children under
the the same as Medicaid State plan, including Early
Periodic Screening Diagnosis and Treatment (EPSDT)

Comprehensive coverage for children under a Medicaid
Section 1115 demonstration waiver

Coverage that the State has extended to the entire Medicaid
population

Check below if the coverage offered includes benchmark

coverage, as specified in 457.420, plus additional coverage.
Under this option, the State must clearly demonstrate that the
coverage it provides includes the same coverage as the
benchmark package, and also describes the services that are
being added to the benchmark package.




6.1.4.4.[ ] Coverage that includes benchmark coverage plus additional
coverage

6.1.4.5.[ ] Coverage that is the same as defined by existing
comprehensive state-based coverage applicable only New
York, Pennsylvania, or Florida (under 457.440)

Guidance: Check below if the State is purchasing coverage through a
group health plan, and intends to demonstrate that the group
health plan is substantially equivalent to or greater than to
coverage under one of the benchmark plans specified in
457.420, through use of a benefit-by-benefit comparison of
the coverage. Provide a sample of the comparison format
that will be used. Under this option, if coverage for any
benefit does not meet or exceed the coverage for that
benefit under the benchmark, the State must provide an
actuarial analysis as described in 457.431 to determine
actuarial equivalence.

6.1.4.6 [ | Coverage under a group health plan that is substantially
equivalent to or greater than benchmark coverage through a
benefit by benefit comparison (Provide a sample of how the
comparison will be done)

Guidance: Check below if the State elects to provide a source of
coverage that is not described above. Describe the coverage
that will be offered, including any benefit limitations or
exclusions.

6.1.4.7. [ ] Other (Describe)

Guidance: All forms of coverage that the State elects to provide to
children in its plan must be checked. The State should also
describe the scope, amount and duration of services
covered under its plan, as well as any exclusions or
limitations. States that choose to cover unborn children
under the State plan should include a separate section 6.2
that specifies benefits for the unborn child population.
(Section 2110(a)) (42CFR, 457.490)

If the state elects to cover the new option of targeted low
income pregnant women, but chooses to provide a different
benefit package for these pregnant women under the CHIP
plan, the state must include a separate section 6.2
describing the benefit package for pregnant women. (Section

2112)

6.2. The State elects to provide the following forms of coverage to children: (Check all




that apply. If an item is checked, describe the coverage with respect to the

amount, duration and scope of services covered, as well as any exclusions or

limitations) (Section 2110(a)) (42CFR 457.490)

Coverage with respect to the amount, duration and scope of services covered, as
well as any exclusions or limitations, is applied in the same manner as coverage
under Delaware’s Title XIX Medicaid State Plan.

6.2.1. X Inpatient services (Section 2110(a)(1))

6.2.2. X Outpatient services (Section 2110(a)(2))

6.2.3. X Physician services (Section 2110(a)(3))

6.2.4. X Surgical services (Section 2110(a)(4))

6.2.5. X Clinic services (including health center services) and other
ambulatory health care services. (Section 2110(a)(5))

6.2.6. X Prescription drugs (Section 2110(a)(6))

6.2.7. X Over-the-counter medications (Section 2110(a)(7))

6.2.8. X Laboratory and radiological services (Section 2110(a)(8))

6.2.9. X Prenatal care and pre-pregnancy family services and supplies
(Section 2110(a)(9))

6.2.10. X] Durable medical equipment and other medically-related or remedial
devices (such as prosthetic devices, implants, eyeglasses, hearing
aids, dental devices, and adaptive devices) (Section 2110(a)(12))

6.2.11.X] Disposable medical supplies (Section 2110(a)(13))

Guidance: Home and community based services may include supportive
services such as home health nursing services, home health aide
services, personal care, assistance with activities of daily living,
chore services, day care services, respite care services, training for
family members, and minor modifications to the home.

6.2.12.X] Home and community-based health care services (Section
2110(a)(14))

Guidance: Nursing services may include nurse practitioner services, nurse

midwife services, advanced practice nurse services, private duty
nursing care, pediatric nurse services, and respiratory care services
in a home, school or other setting.




6.2.13. [X

Nursing care services (Section 2110(a)(15))

6.2.14.X]  Abortion only if necessary to save the life of the mother or if the
pregnancy is the result of an act of rape or incest (Section
2110(a)(16)

6.2.15.X] Dental services (Section 2110(a)(17)) States updating their dental
benefits must complete 6.2-DC (CHIPRA # 7, SHO # #09-012
issued October 7, 2009)

6.2.16. X]  Vision screenings and services (Section 2110(a)(24))

6.2.17.X] Hearing screenings and services (Section 2110(a)(24))

6.2.18.X] Case management services (Section 2110(a)(20))

6.2.19.X]  Care coordination services (Section 2110(a)(21))

6.2.20. X]  Physical therapy, occupational therapy, and services for individuals
with speech, hearing, and language disorders (Section
2110(a)(22))

6.2.21.X] Hospice care (Section 2110(a)(23))

Guidance: See guidance for section 6.1.4.1 for a guidance on the statutory
requirements for EPSDT under sections 1905(r) and 1902(a)(43) of
the Act. If the benefit being provided does not meet the EPSDT
statutory requirements, do not check this box.

6.2.22. X EPSDT consistent with requirements of sections 1905(r) and
1902(a)(43) of the Act
6.2.22.1 [X] The state assures that any limitations applied to the
amount, duration, and scope of benefits described in Sections 6.2
and 6.3- BH of the CHIP state plan can be exceeded as medically
necessary.

Guidance: Any other medical, diagnostic, screening, preventive, restorative,

remedial, therapeutic or rehabilitative service may be provided,
whether in a facility, home, school, or other setting, if recognized by
State law and only if the service is: 1) prescribed by or furnished by
a physician or other licensed or reqgistered practitioner within the
scope of practice as prescribed by State law; 2) performed under
the general supervision or at the direction of a physician; or 3)




9.10.

6.2.23. X

6.2.24. [ ]

6.2.25. [X]

Guidance:

6.2.26. [X]

6.2.27. X

furnished by a health care facility that is operated by a State or
local government or is licensed under State law and operating
within the scope of the license.

Any other medical, diagnostic, screening, preventive, restorative,
remedial, therapeutic, or rehabilitative services. (Section
2110(a)(24))

Premiums for private health care insurance coverage (Section
2110(a)(25))

Medical transportation (Section 2110(a)(26))

Enabling services, such as transportation, translation, and outreach
services, may be offered only if designed to increase the
accessibility of primary and preventive health care services for
eligible low-income individuals.

Enabling services (such as transportation, translation, and outreach
services) (Section 2110(a)(27))

Any other health care services or items specified by the Secretary
and not included under this Section (Section 2110(a)(28))

Provide a 1-year projected budget. A suggested financial form for the
budget is below. The budget must describe: (Section 2107(d)) (42CFR
457.140)

Planned use of funds, including:

e Projected amount to be spent on health services;

e Projected amount to be spent on administrative costs, such as
outreach, child health initiatives, and evaluation; and

e Assumptions on which the budget is based, including cost per
child and expected enroliment.

e Projected expenditures for the separate child health plan,
including but not limited to expenditures for targeted low income
children, the optional coverage of the unborn, lawfully residing
eligibles, dental services, etc.

e All cost sharing, benefit, payment, eligibility need to be reflected
in the budget.

Projected sources of non-Federal plan expenditures, including any
requirements for cost-sharing by enrollees.

Include a separate budget line to indicate the cost of providing



coverage to pregnant women.

e States must include a separate budget line item to indicate the cost of
providing coverage to premium assistance children.

¢ Include a separate budget line to indicate the cost of providing dental-

only supplemental coverage.

¢ Include a separate budget line to indicate the cost of implementing

Express Lane Eligibility.

e Provide a 1-year projected budget for all targeted low-income children

covered under the state plan using the attached form. Additionally,

provide the following:

- Total 1-year cost of adding prenatal coverage

- Estimate of unborn children covered in year 1

CHIP Budget
Hceglli)h Cost Projection
STATE: Delaware . of Approved Total
Service
Initiative CHIP Plan

Federal Fiscal Year FFY 2023 FFY 2023 FFY 2023
State's enhanced FMAP rate 75.28% 75.28% 75.28%
Benefit Cost

Insurance Payments

Managed care $25,323,201 $25,323,201

per member/per month rate $299

# of enrollees 5,200 5,200

Fee for Service $5,307,360 $5,307,360
Total Benefit Costs $30,630,561 $30,630,561

(Offsetting beneficiary cost sharing

payments)
Net Benefit Costs $30,630,561 $30,630,561

Cost of Proposed SPA Changes - Benefit $177,355 $177,355
Administrative Costs

Personnel $115,719 $115,719

General Administration $1,040,000 $1,040,000

Contractors/Brokers $272,658 $272,658

Claims Processing $117,996 $117,996




Outreach/marketing costs

Health Services Initiatives $48,000 $48,000
Other
Total Administrative Costs $1,546,373 $1,594,373
10% Administrative Cap $3,403,396 $3,403,396
Cost of Proposed SPA Changes
Federal Share $24,356,309 $24,356,309
State Share $7,997,980 $7,997,980
Total Program Costs $32,354,289 $32,354,289

Budget Assumptions

e Client growth will decrease throughout FFY 2023 until redeterminations start

e Capitation rates paid to commercial managed care organizations will increase an

average of 2.5% based on new contracts;

e Enhanced Federal FMAP will start at 75.28% and “step down” during the PHE

unwinding.

e The primary cost driver of adding coverage of EPSDT benefits is our NEMT

benefit.

CHIP Budget
Hcegllfh Cost Projection
STATE: Delaware . of Approved Total
Service
Initiative CHIP Plan
Federal Fiscal Year FFY 2024 FFY 2024 FFY 2024
State's enhanced FMAP rate 71.80% 71.80% 71.80%
Benefit Cost
Insurance Payments
Managed care $30,709,270 $30,709,270
per member/per month rate $325
# of enrollees 7,450 7,450
Fee for Service $5,418,943 $5,418,943
Total Benefit Costs $36,128,213 $36,128,213
(Offsetting beneficiary cost sharing ($75,000) ($75,000)




payments)

Net Benefit Costs $36,053,213 $36,053,213
Cost of Proposed SPA Changes - Benefit $945,977 $945,977
Administrative Costs
Personnel $116,877 $116,877
General Administration $1,060,000 $1,060,000
Contractors/Brokers $275,385 $275,385
Claims Processing $119,176 $119,176
Outreach/marketing costs
Health Services Initiatives $48,000 $48,000
Other
Total Administrative Costs $1,571,438 $1,619,438
10% Administrative Cap $4,005,913 $4,005,913
Cost of Proposed SPA Changes
Federal Share $27,693,711 $27,693,711
State Share $10,876,917 $10,876,917
Total Program Costs $38,570,628 $38,570,628

Budget Assumptions

e Client growth will increase 10% during FFFY 24 due to Medicaid changes

e Capitation rates paid to commercial managed care organizations will increase an

average of 2.5% based on new contracts;

e Enhanced Federal FMAP will start “step down” during the PHE unwinding and

remain at 71.80%.

e The primary cost driver of adding coverage of EPSDT benefits is our NEMT

benefit.
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e physicians’ services,

e surgical and medical services,

e Jaboratory and x-ray services,

e well-baby and well-child care, including age-appropriate
immunizations, and

e emergency services;

the coverage has an aggreqate actuarial value that is at least actuarially
equivalent to one of the benchmark benefit packages (FEHBP-equivalent
coverage, State employee coverage, or coverage offered through an HMO
coverage plan that has the largest insured commercial enrollment in the

state); and

the coverage has an actuarial value that is equal to at least 75 percent of the
actuarial value of the additional cateqgories in such packaqe, if offered, as
described in 42 CFR 457.430:

e coveraqge of prescription drugs,

e mental health services,

e vision services and

e hearing services.

If 6.1.2. is checked, a signed actuarial memorandum must be attached. The
actuary who prepares the opinion must select and specify the standardized
set and population to be used under paragraphs (b)(3) and (b)(4) of 42 CFR
457.431. The State must provide sufficient detail to explain the basis of the
methodologies used to estimate the actuarial value or, if requested by CMS,
to replicate the State results.

The actuarial report must be prepared by an individual who is a member of
the American Academy of Actuaries. This report must be prepared in
accordance with the principles and standards of the American Academy of
Actuaries. In preparing the report, the actuary must use generally accepted
actuarial principles and methodologies, use a standardized set of utilization
and price factors, use a standardized population that is representative of
privately insured children of the age of children who are expected to be
covered under the State child health plan, apply the same principles and
factors in_comparing the value of different coverage (or cateqgories of
services), without taking into account any differences in coverage based on
the method of delivery or means of cost control or utilization used, and take
into account the ability of a State to reduce benefits by taking into account the
increase in actuarial value of benefits coverage offered under the State child
health plan that results from the limitations on cost sharing under such
coverage. (Section 2103(a)(2))

Approval Date: November 15, 2022 Effective Date: March 11, 2021




6.1.2. []

Guidance:

Page 70
Benchmark-equivalent coverage; (Section 2103(a)(2) and 42 CFR 457.430)
Specify the coverage, including the amount, scope and duration of each
service, as well as any exclusions or limitations. Attach a signed actuarial
report that meets the requirements specified in 42 CFR 457.431.

A State approved under the provision below, may modify its program from

6.1.3. []

Guidance:

time to time so long as it continues to provide coverage at least equal to the
lower of the actuarial value of the coverage under the program as of August
5, 1997, or one of the benchmark programs. If “existing comprehensive state-
based coverage” is modified, an actuarial opinion documenting that the
actuarial value of the modification is greater than the value as of August 5,
1997, or one of the benchmark plans must be attached. Also, the fiscal year
1996 State expenditures for “existing comprehensive state-based coverage”
must be described in the space provided for all states. (Section 2103(a)(3))

Existing Comprehensive State-Based Coverage; (Section 2103(a)(3) and 42
CFR 457.440) This option is only applicable to New York, Florida, and
Pennsylvania. Attach a description of the benefits package, administration,
and date of enactment. If existing comprehensive State-based coverage is
modified, provide an actuarial opinion documenting that the actuarial value of
the modification is greater than the value as of August 5, 1997 or one of the
benchmark plans. Describe the fiscal year 1996 State expenditures for
existing comprehensive state-based coverage.

Secretary-approved coverage refers to any other health benefits coverage

6.1.4. X

deemed appropriate and acceptable by the Secretary upon application by a
state. (Section 2103(a)(4)) (42 CFR 457.250)

Secretary-approved Coverage. (Section 2103(a)(4)) (42 CFR 457.450)

Guidance: Section 1905(r) of the Act defines EPSDT to require coverage of (1) any

medically necessary screening, and diagnostic services, including vi-
sion, hearing, and dental screening and diagnostic services, consistent
with a periodicity schedule based on current and reasonable medical
practice standards or the health needs of an individual child to deter-
mine if a suspected condition or iliness exists; and (2) all services listed
in section 1905(a) of the Act that are necessary to correct or ameliorate
any defects and mental and physical illnesses or conditions discovered
by the screening services, whether or not those services are covered
under the Medicaid state plan. Section 1902(a)(43) of the Act requires
that the State (1) provide and arrange for all necessary services, includ-
ing supportive services, such as transportation, needed to receive medi-
cal care included within the scope of the EPSDT benefit and (2) inform
eligible beneficiaries about the services available under the EPSDT
benefit.

If the coverage provided does not meet all of the statutory requirements
for EPSDT contained in sections 1902(a)(43) and 1905(r) of the Act, do
not check this box.

Approval Date: November 15, 2022 Effective Date: March 11, 2021




6.1.4.1. ]

6.1.4.2.[ ]

6.1.4.3.[ ]

Guidance:
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Coverage of all benefits that are provided to children under the the

same as Medicaid State plan, including Early Periodic Screening Diag-
nosis and Treatment (EPSDT)

Comprehensive coverage for children under a Medicaid Section 1115
demonstration waiver

Coverage that the State has extended to the entire Medicaid popula-
tion

Check below if the coverage offered includes benchmark coverage, as

6.1.4.4. X

6.1.4.5. [ ]

Guidance:

specified in 457.420, plus additional coverage. Under this option, the
State must clearly demonstrate that the coverage it provides includes
the same coverage as the benchmark package, and also describes the
services that are being added to the benchmark package.

Coverage that includes benchmark coverage plus additional coverage
Coverage that is the same as defined by existing comprehensive state-
based coverage applicable only New York, Pennsylvania, or Florida
(under 457.440)

Check below if the State is purchasing coverage through a group

6.1.4.6 [ ]

Guidance:

health plan, and intends to demonstrate that the group health plan is
substantially equivalent to or greater than to coverage under one of the
benchmark plans specified in 457.420, through use of a benefit-by-
benefit comparison of the coverage. Provide a sample of the compari-
son format that will be used. Under this option, if coverage for any ben-
efit does not meet or exceed the coverage for that benefit under the
benchmark, the State must provide an actuarial analysis as described
in 457.431 to determine actuarial equivalence.

Coverage under a group health plan that is substantially equivalent to
or greater than benchmark coverage through a benefit by benefit
comparison (Provide a sample of how the comparison will be done)

Check below if the State elects to provide a source of coverage that is

6.1.4.7. [ ]
Guidance:

not described above. Describe the coverage that will be offered,
including any benefit limitations or exclusions.

Other (Describe)
All forms of coverage that the State elects to provide to children in its

plan must be checked. The State should also describe the scope,
amount and duration of services covered under its plan, as well as any
exclusions or limitations. States that choose to cover unborn children

Approval Date: November 15, 2022 Effective Date: March 11, 2021
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under the State plan should include a separate section 6.2 that
specifies benefits for the unborn child population. (Section 2110(a))
(42CFR, 457.490)

If the state elects to cover the new option of targeted low income
pregnant women, but chooses to provide a different benefit package
for these pregnant women under the CHIP plan, the state must include
a separate section 6.2 describing the benefit package for pregnant
women. (Section 2112)

6.2. [X] The State elects to provide the following forms of coverage to children: (Check all that
apply. If an item is checked, describe the coverage with respect to the amount,
duration and scope of services covered, as well as any exclusions or limitations)
(Section 2110(a)) (42CFR 457.490)

6.2.1. [X Inpatient services (Section 2110(a)(1))

6.2.2. [X Outpatient services (Section 2110(a)(2))

6.2.3. [X] Physician services (Section 2110(a)(3))

6.2.4. [X] Surgical services (Section 2110(a)(4))

6.2.5. [X Clinic services (including health center services) and other ambulatory

health care services. (Section 2110(a)(5))

6.2.6. [X Prescription drugs (Section 2110(a)(6)) - included as a “wrap-around”
service with the same limitations as the Title XIX program.

6.2.7. [X Over-the-counter medications (Section 2110(a)(7)) - included as a “wrap-
around” and limited to drug categories where the over-the-counter product may be
less toxic, have fewer side effects, and be less costly than an equivalent legend
product.

6.2.8. [X Laboratory and radiological services (Section 2110(a)(8))

6.2.9. [X Prenatal care and pre-pregnancy family services and supplies (Section
2110(a)(9))

6.2.10. X Inpatient mental health services, other than services described in 6.2.18.,

but including services furnished in a state-operated mental hospital and
including residential or other 24-hour therapeutically planned structural
services (Section 2110(a)(10)) - inpatient mental health and/or substance
abuse treatment services will be provided as “wrap-around” services by the
DSCYF. Inpatient services will be provided with limits based on medical
necessity. Children who need inpatient services beyond this will convert to
Medicaid Long-Term Care.

6.2.11. X Outpatient mental health services, other than services described in

6.2.19, but including services furnished in a state-operated mental hospital
and including community-based services (Section 2110(a)(11) - 30 days of
outpatient care included in the basic MCO benefit. Additional days of

Approval Date: November 15, 2022 Effective Date: March 11, 2021




6.212. [X

6.2.13. [X
Guidance:

Page 73
outpatient mental health and/or substance abuse treatment services, with
limitations based on medical necessity, will be provided by the DSCYF. See
note in 6.2.10.

Durable medical equipment and other medically-related or remedial

devices (such as prosthetic devices, implants, eyeglasses, hearing aids,
dental devices, and adaptive devices) (Section 2110(a)(12))

Disposable medical supplies (Section 2110(a)(13))
Home and community based services may include supportive services such

6.2.14. X

Guidance:

as home health nursing services, home health aide services, personal care,
assistance with activities of daily living, chore services, day care services,
respite care services, training for family members, and minor modifications to
the home.

Home and community-based health care services (Section 2110(a)(14))

Limited to medically necessary home health services provided by the MCOs

as part of the basic benefit. Does NOT include personal care, chore services,
day care, respite care, or home modifications. Home health aide services are
covered as medically necessary according to the State’s published definition.

Nursing services may include nurse practitioner services, nurse midwife

6.2.15. [

6.2.16. [X

6.2.17. [X

6.2.18.
6.2.19.
6.2.20.

X X X

services, advanced practice nurse services, private duty nursing care,
pediatric nurse services, and respiratory care services in a home, school or

other setting.
Nursing care services (Section 2110(a)(15)) - there is a limit of 28 hours of

Private Duty Nursing Services per week in the basic benefit; no additional
hours available.

Abortion only if necessary to save the life of the mother or if the pregnancy is
the result of an act of rape or incest (Section 2110(a)(16)

Dental services (Section 2110(a)(17)) States updating their dental benefits
must complete 6.2-DC (CHIPRA # 7, SHO # #09-012 issued October 7, 2009)
— included as “wrap-around” services with the same limitations as the EPSDT
dental program. The SCHIP dental benefit is comprehensive in nature and
consists of the following services: Diagnostic, Preventive, Restorative,
Endodontics, Periodontics, Prosthodontics, Oral Surgery, and adjunctive
services (such as, anesthesia, behavior management, occlusal guard, and
treatment of dental pain). Orthodontic services are covered for diagnosed
conditions considered to be handicapping malocclusions.

Vision screenings and services (Section 2110(a)(24))
Hearing screenings and services (Section 2110(a)(24))

Inpatient substance abuse treatment services and residential substance
abuse treatment services (Section 2110(a)(18)) — see note in 6.2.10.

Approval Date: November 15, 2022 Effective Date: March 11, 2021




6.2.21.

6.2.22.
6.2.23.
6.2.24.

6.2.25.

X XXX X

Guidance:

Page 74
Outpatient substance abuse treatment services (Section 2110(a)(19)) — see
note in 6.2.11.

Case management services (Section 2110(a)(20))
Care coordination services (Section 2110(a)(21))

Physical therapy, occupational therapy, and services for individuals with
speech, hearing, and language disorders (Section 2110(a)(22))

Hospice care (Section 2110(a)(23))
See guidance for section 6.1.4.1 for a guidance on the statutory requirements

6.2.26. [ |

Guidance:

for EPSDT under sections 1905(r) and 1902(a)(43) of the Act. If the benefit
being provided does not meet the EPSDT statutory requirements, do not
check this box.

EPSDT consistent with requirements of sections 1905(r) and 1902(a)(43) of
the Act

Any other medical, diagnostic, screening, preventive, restorative, remedial,

6.2.27. [X

therapeutic or rehabilitative service may be provided, whether in a facility,
home, school, or other setting, if recognized by State law and only if the
service is: 1) prescribed by or furnished by a physician or other licensed or
registered practitioner within the scope of practice as prescribed by State law;
2) performed under the general supervision or at the direction of a physician;
or 3) furnished by a health care facility that is operated by a State or local
government or is licensed under State law and operating within the scope of
the license.

Any other medical, diagnostic, screening, preventive, restorative, remedial,
therapeutic, or rehabilitative services. (Section 2110(a)(28))

Effective March 11, 2021, and through the last day of the first calendar quarter that
begins one year after the last day of the COVID-19 emergency period described in
section 1135(g)(1)(B) of the Act, and for all populations covered in the CHIP state
child health plan:

COVID-19 Vaccine:

The state provides coverage of COVID-19 vaccines and their administration, in
accordance with the requirements of section 2103(c)(11)(A) of the Act.

COVID-19 Testing:

The state provides coverage of COVID-19 testing, in accordance with the re-
quirements of section 2103(c)(11)(B) of the Act.

The state assures that coverage of COVID-19 testing is consistent with the Cen-
ters for Disease Control and Prevention (CDC) definitions of diagnostic and
screening testing for COVID-19 and its recommendations for who should receive
diagnostic and screening tests for COVID-19.

The state assures that coverage includes all types of FDA authorized COVID-19
tests.

Approval Date: November 15, 2022
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COVID-19 Treatment:

e The state assures that the following coverage of treatments for COVID-19 are
provided without amount, duration, or scope limitations, in accordance with re-
quirements of section 2103(c)(11)(B) of the Act:

O

O

(@)

The state provides coverage of treatments for COVID-19 including special-
ized equipment and therapies (including preventive therapies);

The state provides coverage of any non-pharmacological item or service de-
scribed in section 2110(a) of the Act, that is medically necessary for treatment
of COVID-19; and

The state provides coverage of any drug or biological that is approved (or li-
censed) by the U.S. Food & Drug Administration (FDA) or authorized by the
FDA under an Emergency Use Authorization (EUA) to treat or prevent
COVID-19, consistent with the applicable authorizations.

Coverage for a Condition That May Seriously Complicate the Treatment of

COVID-19:

e The state provides coverage for treatment of a condition that may seriously com-
plicate COVID-19 treatment without amount, duration, or scope limitations, during
the period when a beneficiary is diagnosed with or is presumed to have COVID-
19, in accordance with the requirements of section 2103(c)(11)(B) of the Act.

6.2.28. [ |
6.2.29. [X]

Guidance:

Premiums for private health care insurance coverage (Section 2110(a)(25))

Medical transportation (Section 2110(a)(26)) - Emergency transportation only
as provided in the basic benefit package.

Enabling services, such as transportation, translation, and outreach services,

may be offered only if designed to increase the accessibility of primary and preventive

health care services for eligible low-income individuals.

6.2.30. [X]

Enabling services (such as transportation, translation, and outreach services)
(Section 2110(a)(27))

CHIP Disaster Relief:

At the State’s discretion, it may temporarily provide nonemergency transportation to CHIP
enrollees who reside and/or work in a State or Federally declared disaster area.

6.2.31 [ ] Any other health care services or items specified by the Secretary and not

included under this Section (Section 2110(a)(28))

6.2-DC Dental Coverage (CHIPRA # 7, SHO # #09-012 issued October 7, 2009) The State
will provide dental coverage to children through one of the following. Please update
Sections 9.10 and 10.3-DC when electing this option. Dental services provided to
children eligible for dental-only supplemental services must receive the same dental
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services as provided to otherwise eligible CHIP children (Section 2103(a)(5)):

6.2.1-DC [] State Specific Dental Benefit Package. The State assures dental services

(1)

represented by the following categories of common dental terminology (CDT")
codes are included in the dental benefits:

Diagnostic (i.e., clinical exams, x-rays) (CDT codes: D0100-D0999) (must follow periodicity
schedule)

Preventive (i.e., dental prophylaxis, topical fluoride treatments, sealants) (CDT codes:
D1000-D1999) (must follow periodicity schedule)

Restorative (i.e., fillings, crowns) (CDT codes: D2000-D2999)

Endodontic (i.e., root canals) (CDT codes: D3000-D3999)

Periodontic (treatment of gum disease) (CDT codes: D4000-D4999)

Prosthodontic (dentures) (CDT codes: D5000-D5899, D5900-D5999, and D6200-D6999)

Oral and Maxillofacial Surgery (i.e., extractions of teeth and other oral surgical procedures)
(CDT codes: D7000-D7999)

Orthodontics (i.e., braces) (CDT codes: D8000-D8999)
Emergency Dental Services
6.2.1.1-DC [_]| Periodicity Schedule. The State has adopted the following periodicity
schedule:
[ ] State-developed Medicaid-specific
[[] American Academy of Pediatric Dentistry
[] Other Nationally recognized periodicity schedule
[ ] Other (description attached)
6.2.2-DC [ | Benchmark coverage; (Section 2103(c)(5), 42 CFR 457.410, and 42
CFR 457.420)
6.2.2.1-DC [ ] FEHBP-equivalent coverage; (Section 2103(c)(5)(C)(i)) (If

checked, attach copy of the dental supplemental plan benefits
description and the applicable CDT? codes. If the State chooses
to provide supplemental services, also attach a description of
the services and applicable CDT codes)

6.2.2.2-DC [ | State employee coverage; (Section 2103(c)(5)(C)(ii)) (If

Current Dental Terminology, © 2010 American Dental Association. All rights reserved.

Current Dental Terminology, © 2010 American Dental Association. All rights reserved.
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checked, identify the plan and attach a copy of the benefits
description and the applicable CDT codes. If the State chooses
to provide supplemental services, also attach a description of
the services and applicable CDT codes)

6.2.2.3-DC [ ] HMO with largest insured commercial enroliment (Section

2103(c)(5)(C)(iii)) (If checked, identify the plan and attach a
copy of the benefits description and the applicable CDT codes.
If the State chooses to provide supplemental services, also
attach a description of the services and applicable CDT codes)

6.2-DS[ | Supplemental Dental Coverage- The State will provide dental coverage to children
eligible for dental-only supplemental services. Children eligible for this option must
receive the same dental services as provided to otherwise eligible CHIP children
(Section 2110(b)(5)(C)(ii)). Please update Sections 1.1-DS, 4.1-DS, 4.2-DS, and
9.10 when electing this option.

Guidance: Under Title XXI, pre-existing condition exclusions are not allowed, with the only
exception being in relation to another law in existence (HIPAA/ERISA). Indicate that the plan
adheres to this requirement by checking the applicable description.

In the event that the State provides benefits through a group health plan or group health coverage,
or provides family coverage through a group health plan under a waiver (see Section 6.4.2.), pre-
existing condition limits are allowed to the extent permitted by HIPAA/ERISA. If the State is
contracting with a group health plan or provides benefits through group health coverage, describe
briefly any limitations on pre-existing conditions. (Formerly 8.6.)

6.2- MHPAEA Section 2103(c)(6)(A) of the Social Security Act requires that, to the extent that it
provides both medical/surgical benefits and mental health or substance use disorder benefits, a
State child health plan ensures that financial requirements and treatment limitations applicable to
mental health and substance use disorder benefits comply with the mental health parity require-
ments of section 2705(a) of the Public Health Service Act in the same manner that such require-
ments apply to a group health plan. If the state child health plan provides for delivery of services
through a managed care arrangement, this requirement applies to both the state and managed
care plans. These requirements are also applicable to any additional benefits provided voluntarily
to the child health plan population by managed care entities and will be considered as part of
CMS’s contract review process at 42 CFR 457.1201(1).

6.2.1- MHPAEA Before completing a parity analysis, the State must determine whether each
covered benefit is a medical/surgical, mental health, or substance use disorder benefit based on a
standard that is consistent with state and federal law and generally recognized independent stand-
ards of medical practice. (42 CFR 457.496(f)(1)(i))

6.2.1.1- MHPAEA Please choose the standard(s) the state uses to determine whether a
covered benefit is a medical/surgical benefit, mental health benefit, or substance use disor-
der benefit. The most current version of the standard elected must be used. If different
standards are used for different benefit types, please specify the benefit type(s) to which
each standard is applied. If “Other” is selected, please provide a description of that stand-
ard.
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X International Classification of Disease (ICD)

For the purpose of the MHPAEA analysis, Delaware defined mental health and sub-
stance use disorder (MH/SUD) benefits as benefits for the conditions listed in ICD-10-
CM, Chapter 5 “Mental, Behavioral, and Neurodevelopmental Disorders” with the ex-
ception of:

e The conditions listed in subchapter 1, “Mental disorders due to known physiological
conditions” (FO1 to F09);

e The conditions listed in subchapter 8, “Intellectual disabilities” (F70 to F79); and

e The conditions listed in subchapter 9, “Pervasive and specific developmental disor-
ders” (F80 to F89).

Delaware defined medical/surgical (M/S) benefits as benefits for the conditions listed in
ICD-10-CM Chapters 1-4, subchapters 1, 8 and 9 of Chapter 5, and Chapters 6-20.

[] Diagnostic and Statistical Manual of Mental Disorders (DSM)

[] State guidelines (Describe: )

[] Other (Describe: )
6.2.1.2- MHPAEA Does the State provide mental health and/or substance use disorder
benefits?

X Yes

[ 1No

Guidance: If the State does not provide any mental health or substance use disorder
benefits, the mental health parity requirements do not apply ((42 CFR 457.496(f)(1)).
Continue on to Section 6.3.

6.2.2- MHPAEA Section 2103(c)(6)(B) of the Social Security Act (the Act) provides that to the
extent a State child health plan includes coverage of early and periodic screening, diagnostic, and
treatment services (EPSDT) defined in section 1905(r) of the Act and provided in accordance with
section 1902(a)(43) of the Act, the plan shall be deemed to satisfy the parity requirements of sec-
tion 2103(c)(6)(A) of the Act.

6.2.2.1- MHPAEA Does the State child health plan provide coverage of EPSDT? The
State must provide for coverage of EPSDT benefits, consistent with Medicaid statutory re-
quirements, as indicated in section 6.2.26 of the State child health plan in order to answer

yes.

[ ]Yes
<] No

Guidance: If the State child health plan does not provide EPSDT consistent with Medicaid statu-
tory requirements at sections 1902(a)(43) and 1905(r) of the Act, please go to Section
6.2.3- MHPAEA to complete the required parity analysis of the State child health plan.
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If the state does provide EPSDT benefits consistent with Medicaid requirements,
please continue this section to demonstrate compliance with the statutory requirements
of section 2103(c)(6)(B) of the Act and the mental health parity requlations of 42 CFR
457.496(b) related to deemed compliance. Please provide supporting documentation,
such as contract language, provider manuals, and/or member handbooks describing
the state’s provision of EPSDT.

6.2.2.2- MHPAEA EPSDT benefits are provided to the following:
[_] All children covered under the State child health plan.

[ ] A subset of children covered under the State child health plan.

Please describe the different populations (if applicable) covered under the State
child health plan that are provided EPSDT benefits consistent with Medicaid stat-
utory requirements.

Guidance: If only a subset of children are provided EPSDT benefits under the State child
health plan, 42 CFR 457.496(b)(3) limits deemed compliance to those children
only and Section 6.2.3- MHPAEA must be completed as well as the required
parity analysis for the other children.

6.2.2.3- MHPAEA To be deemed compliant with the MHPAEA parity requirements,
States must provide EPSDT in accordance with sections 1902(a)(43) and 1905(r) of the Act
(42 CFR 457.496(b)). The State assures each of the following for children eligible for
EPSDT under the separate State child health plan:

[ ] All screening services, including screenings for mental health and substance use
disorder conditions, are provided at intervals that align with a periodicity schedule
that meets reasonable standards of medical or dental practice as well as when medi-
cally necessary to determine the existence of suspected illness or conditions. (Sec-
tion 1905(r))

[] All diagnostic services described in 1905(a) of the Act are provided as needed to
diagnose suspected conditions or ilinesses discovered through screening services,
whether or not those services are covered under the Medicaid state plan. (Section
1905(r))

[ All items and services described in section 1905(a) of the Act are provided when
needed to correct or ameliorate a defect or any physical or mental ilinesses and con-
ditions discovered by the screening services, whether or not such services are cov-
ered under the Medicaid State plan. (Section 1905(r)(5))

[] Treatment limitations applied to services provided under the EPSDT benefit are
not limited based on a monetary cap or budgetary constraints and may be exceeded
as medically necessary to correct or ameliorate a medical or physical condition or
illness. (Section 1905(r)(5))
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[ ] Non-quantitative treatment limitations, such as definitions of medical necessity or

criteria for medical necessity, are applied in an individualized manner that does not
preclude coverage of any items or services necessary to correct or ameliorate any
medical or physical condition or illness. (Section 1905(r)(5))

[ ] EPSDT benefits are not excluded on the basis of any condition, disorder, or diag-
nosis. (Section 1905(r)(5))

[] The provision of all requested EPSDT screening services, as well as any correc-
tive treatments needed based on those screening services, are provided or arranged
for as necessary. (Section 1902(a)(43))

[] All families with children eligible for the EPSDT benefit under the separate State
child health plan are provided information and informed about the full range of ser-
vices available to them. (Section 1902(a)(43)(A))

Guidance: For states seeking deemed compliance for their entire State child health plan
population, please continue to Section 6.3. If not all of the covered populations
are offered EPSDT, the State must conduct a parity analysis of the benefit pack-
ages provided to those populations. Please continue to 6.2.3- MHPAEA.

Mental Health Parity Analysis Requirements for States Not Providing EPSDT to
All Covered Populations

Guidance: The State must complete a parity analysis for each population under
the State child health plan that is not provided the EPSDT benefit consistent
with the requirements 42 CFR 457.496(b). If the State provides benefits or limi-
tations that vary within the child or pregnant woman populations, states should
perform a parity analysis for each of the benefit packages. For example, if dif-
ferent financial requirements are applied according to a beneficiary’s income, a
separate parity analysis is needed for the benefit package provided at each in-
come level.

Please ensure that changes made to benéefit limitations under the State child
health plan as a result of the parity analysis are also made in Section 6.2.

6.2.3- MHPAEA In order to conduct the parity analysis, the State must place all medical/surgical
and mental health and substance use disorder benefits covered under the State child health plan

into one of four classifications: Inpatient, outpatient, emergency care, and prescription drugs. (42

CFR 457.496(d)(2)(ii); 42 CFR 457.496(d)(3)(ii)(B))

6.2.3.1 MHPAEA Please describe below the standard(s) used to place covered benefits
into one of the four classifications.

Inpatient: All covered services or items (including medications) provided to a member
while in a setting (other than a home and community-based setting as defined in 42 CFR
Part 441) that requires an overnight stay.
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Outpatient: All covered services or items (including medications) provided to a member

that do not otherwise meet the definition of inpatient, emergency care, or prescription
drugs.

Emergency Care: All covered services or items (including medications) delivered in an
emergency department (ED) setting or free standing emergency room.

Prescription Drugs: Covered medications, drugs and associated supplies and services
that require a prescription to be dispensed. These products are claimed using the National
Council for Prescription Drug Programs (NCPDP) format.

6.2.3.1.1 MHPAEA The State assures that:

<] The State has classified all benefits covered under the State plan into one of
the four classifications.

DX The same reasonable standards are used for determining the classification for
a mental health or substance use disorder benefit as are used for determining
the classification of medical/surgical benefits.

6.2.3.1.2- MHPAEA Does the State use sub-classifications to distinguish between
office visits and other outpatient services?

[ ]Yes
<] No

6.2.3.1.2.1- MHPAEA If the State uses sub-classifications to distinguish be-
tween outpatient office visits and other outpatient services, the State assures
the following:

[] The sub-classifications are only used to distinguish office visits from
other outpatient items and services, and are not used to distinguish be-
tween similar services on other bases (ex: generalist vs. specialist visits).

Guidance: For purposes of this section, any reference to “classifica-
tion(s)” includes sub-classification(s) in states using sub-classifications to
distinquish between outpatient office visits from other outpatient services.

6.2.3.2 MHPAEA The State assures that:
DX Mental health/ substance use disorder benefits are provided in all classifica-

tions in which medical/surgical benefits are provided under the State child health
plan.

Guidance: States are not required to cover mental health or substance use disorder benefits
(42 CFR 457.496(f)(2)). However if a state does provide any mental health or
substance use disorder benefits, those mental health or substance use disorder
benefits must be provided in all the same classifications in which medical/surgical
benefits are covered under the State child health plan (42 CFR 457.496(d)(2)(ii).
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Annual and Aqgregate Lifetime Dollar Limits
6.2.4- MHPAEA A State that provides both medical/surgical benefits and mental health and/or
substance use disorder benefits must comply with parity requirements related to annual and ag-
gregate lifetime dollar limits for benefits covered under the State child health plan. (42 CFR
457.496(c))

6.2.4.1- MHPAEA Please indicate whether the State applies an aggregate lifetime dollar
limit and/or an annual dollar limit on any mental health or substance abuse disorder bene-
fits covered under the State child health plan.

[ ] Aggregate lifetime dollar limit is applied
[ ] Aggregate annual dollar limit is applied
<] No dollar limit is applied

Guidance: A monetary coverage limit that applies to all CHIP services provided under
the State child health plan is not subject to parity requirements.

If there are no aggregate lifetime or annual dollar limits on any mental health
or substance use disorder benefits, please go to section 6.2.5- MHPAEA.

6.2.4.2- MHPAEA Are there any medical/surgical benefits covered under the State child
health plan that have either an aggregate lifetime dollar limit or an annual dollar limit? If
yes, please specify what type of limits apply.

[ ] Yes (Type(s) of limit: )
[ ] No
Guidance: If no aggregate lifetime dollar limit is applied to medical/ surgical benefits, the

State may not impose an aggregate lifetime dollar limit on any mental health
or substance use disorder benefits. If no aggregate annual dollar limit is ap-
plied to medical/surgical benefits, the State may not impose an aggregate an-
nual dollar limit on any mental health or substance use disorder benefits. (42
CFR 457.496(c)(1))

6.2.4.3 - MHPAEA. States applying an aggregate lifetime or annual dollar limit on medi-
cal/surgical benefits and mental health or substance use disorder benefits must determine
whether the portion of the medical/surgical benefits to which the limit applies is less than
one-third, at least one-third but less than two-thirds, or at least two-thirds of all medical/sur-
gical benefits covered under the State plan (42 CFR 457.496(c)). The portion of medi-
cal/surgical benefits subject to the limit is based on the dollar amount expected to be paid
for all medical/surgical benefits under the State plan for the State plan year or portion of the
plan year after a change in benefits that affects the applicability of the aggregate lifetime or
annual dollar limits. (42 CFR 457.496(c)(3))

[] The State assures that it has developed a reasonable methodology to calculate
the portion of covered medical/surgical benefits which are subject to the aggregate
lifetime and/or annual dollar limit, as applicable.
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Guidance: Please include the state’s methodology to calculate the portion of covered medi-

cal/surgical benefits which are subject to the aggregate lifetime and/or annual

dollar limit and the results as an attachment to the State child health plan.

6.2.4.3.1- MHPAEA Please indicate the portion of the total costs for medical and
surgical benefits covered under the State plan which are subject to a lifetime dollar

limit:

[ ]Less than 1/3
[ ] At least 1/3 and less than 2/3
[ ] At least 2/3

6.2.4.3.2- MHPAEA Please indicate the portion of the total costs for medical and
surgical benefits covered under the State plan which are subject to an annual dollar

limit:

[ ]Less than 1/3
[ ] At least 1/3 and less than 2/3
[ ] At least 2/3

Guidance:

If an aggregate lifetime limit is applied to less than one-third of all med-

ical/surgical benefits, the State may not impose an aggregate lifetime
limit on any mental health or substance use disorder benefits. If an an-
nual dollar limit is applied to less than one-third of all medical surgical
benefits, the State may not impose an annual dollar limit on any mental
health or substance use disorder benefits (42 CFR 457.496(c)(1)).
Skip to section 6.2.5-MHPAEA.

If the State applies an aggregate lifetime or annual dollar limit to at
least one-third of all medical/surgical benefits, please continue below
to provide the assurances related to the determination of the portion of
total costs for medical/surgical benefits that are subject to either an an-
nual or lifetime limit.

6.2.4.3.2.1- MHPAEA If the State applies an aggregate lifetime or an-
nual dollar limit to at least 1/3 and less than 2/3 of all medical/surgical

benefits, the State assures the following (42 CFR 457.496(c)(4)(i)(B));
(42 CFR 457.496(c)(4)(ii)):
[ ] The State applies an aggregate lifetime or annual dollar limit

on mental health or substance use disorder benefits that is no
more restrictive than an average limit calculated for medical/sur-
gical benefits.

Guidance: The state’s methodology for calculating the average
limit for medical/surgical benefits must be consistent with 42
CFR 457.496(c)(4)(i)(B) and 42 CFR 457.496(c)(4)(ii). Please
include the state’s methodology and results as an attachment to
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the State child health plan.

6.2.4.3.2.2- MHPAEA If at least 2/3 of all medical/surgical benefits are
subject to an annual or lifetime limit, the State assures either of the fol-
lowing (42 CFR 457.496(c)(2)(i)); (42 CFR 457.496(c)(2)(ii)):

[] The aggregate lifetime or annual dollar limit is applied to both
medical/surgical benefits and mental health and substance use
disorder benefits in a manner that does not distinguish between
medical/surgical benefits and mental health and substance use
disorder benefits; or

[ ] The aggregate lifetime or annual dollar limit placed on mental
health and substance use disorder benefits is no more restric-
tive than the aggregate lifetime or annual dollar limit on medi-
cal/surgical benefits.

Quantitative Treatment Limitations

6.2.5- MHPAEA Does the State apply quantitative treatment limitations (QTLs) on any mental
health or substance use disorder benefits in any classification of benefits? If yes, specify the clas-
sification(s) of benefits in which the State applies one or more QTLs on any mental health or sub-
stance use disorder benefits.

[ ] Yes (Specify: )
<] No

Guidance: If the state does not apply any type of QTLs on any mental health or substance use
disorder benefits in any classification, the state meets parity requirements for QTLs
and should continue to Section 6.2.6 - MHPAEA. If the state does apply QTLs to any
mental health or substance use disorder benefits, the state must conduct a parity anal-
ysis. Please continue.

6.2.5.1- MHPAEA Does the State apply any type of QTL on any medical/surgical benefits?
[ ]Yes

[ ]No

Guidance: If the State does not apply QTLs on any medical/surgical benefits, the State
may not impose quantitative treatment limitations on mental health or sub-
stance use disorder benefits, please go to Section 6.2.6- MHPAEA related to
non-quantitative treatment limitations.

6.2.5.2- MHPAEA Within each classification of benefits in which the State applies a type of
QTL on any mental health or substance use disorder benefits, the State must determine the
portion of medical and surgical benefits in the classification which are subject to the limita-
tion. More specifically, the State must determine the ratio of (a) the dollar amount of all
payments expected to be paid under the State plan for medical and surgical benefits within
a classification which are subject to the type of quantitative treatment limitation for the plan
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year (or portion of the plan year after a mid-year change affecting the applicability of a type
of quantitative treatment limitation to any medical/surgical benefits in the class) to (b) the
dollar amount expected to be paid for all medical and surgical benefits within the classifica-
tion for the plan year. For purposes of this paragraph, all payments expected to be paid
under the State plan includes payments expected to be made directly by the State and pay-
ments which are expected to be made by MCEs contracting with the State. (42 CFR
457.496(d)(3)(i)(C))

[ ] The State assures it has applied a reasonable methodology to determine the dol-
lar amounts used in the ratio described above for each classification within which the
State applies QTLs to mental health or substance use disorder benefits. (42 CFR
457.496(d)(3)(i)(E))

Guidance: Please include the state’s methodology and results as an attachment to the
State child health plan.

6.2.5.3- MHPAEA For each type of QTL applied to any mental health or substance use
disorder benefits within a given classification, does the State apply the same type of QTL to
“substantially all” (defined as at least two-thirds) of the medical/surgical benefits within the
same classification? (42 CFR 457.496(d)(3)(i)(A))

[ ]Yes
[ ] No

Guidance: If the State does not apply a type of QTL to substantially all medical/surgical
benefits in a given classification of benefits, the State may not impose that type of
QTL on mental health or substance use disorder benéefits in that classification. (42
CFR 457.496(d)(3)(i)(A))

6.2.5.3.1- MHPAEA For each type of QTL applied to mental health or substance
use disorder benefits, the State must determine the predominant level of that type
which is applied to medical/surgical benefits in the classification. The “predominant
level” of a type of QTL in a classification is the level (or least restrictive of a combina-
tion of levels) that applies to more than one-half of the medical/surgical benefits in
that classification, as described in 42 CFR 457.496(d)(3)(i)(B). The portion of medi-
cal/surgical benefits in a classification to which a given level of a QTL type is applied
is based on the dollar amount of payments expected to be paid for medical/surgical
benefits subject to that level as compared to all medical/surgical benefits in the clas-
sification, as described in 42 CFR 457.496(d)(3)(i)(C). For each type of quantitative
treatment limitation applied to mental health or substance use disorder benefits, the
State assures:

[ ] The same reasonable methodology applied in determining the dollar
amounts used to determine whether substantially all medical/surgical benefits
within a classification are subject to a type of quantitative treatment limitation
also is applied in determining the dollar amounts used to determine the pre-
dominant level of a type of quantitative treatment limitation applied to medi-
cal/surgical benefits within a classification. (42 CFR 457.496(d)(3)(i)(E))
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[ ] The level of each type of quantitative treatment limitation applied by thge
State to mental health or substance use disorder benefits in any classification
is no more restrictive than the predominant level of that type which is applied
by the State to medical/surgical benefits within the same classification. (42
CFR 457.496(d)(2)(i))

Guidance: If there is no single level of a type of QTL that exceeds the one-half threshold, the
State may combine levels within a type of QTL such that the combined levels
are applied to at least half of all medical/surgical benefits within a classifica-
tion; the predominant level is the least restrictive level of the levels combined
to meet the one-half threshold. (42 CFR 457.496(d)(3)(i)(B)(2))

Non-Quantitative Treatment Limitations

6.2.6- MHPAEA The State may utilize non-quantitative treatment limitations (NQTLs) for mental
health or substance use disorder benefits, but the State must ensure that those NQTLs comply
with all the mental health parity requirements. (42 CFR 457.496(d)(4)); (42 CFR 457.496(d)(5))

6.2.6.1 — MHPAEA If the State imposes any NQTLs, complete this subsection. If the State
does not impose NQTLs, please go to Section 6.2.7-MHPAEA.

X] The State assures that the processes, strategies, evidentiary standards or other
factors used in the application of any NQTL to mental health or substance use disor-
der benefits are no more stringent than the processes, strategies, evidentiary stand-
ards or other factors used in the application of NQTLs to medical/surgical benefits
within the same classification.

Guidance: Examples of NQTLs include medical management standards to limit or exclude
benefits based on medical necessity, restrictions based on geographic location, pro-
vider specialty, or other criteria to limit the scope or duration of benefits and provider
network design (ex: preferred providers vs. participating providers). Additional ex-
amples of possible NQTLs are provided in 42 CFR 457.496(d)(4)(ii). States will
need to provide a summary of its NQTL analysis, as well as supporting documenta-
tion as requested.

See Attachment 1 for a list of NQTLs and MH/SUD benefits by classification and
benefit package for each for Highmark Health Options and Attachment 2 for Unit-
edHealthCare Community Plan. Attachment 3 provides the NQTL analysis by classi-
fication and benefit package for each for UnitedHealthCare Community Plan and At-
tachment 4 for Highmark Health Options. Note that this same information was sub-
mitted to CMS as documentation of parity compliance for MCO enrollees (42 CFR
Part 438).

6.2.6.2 - MHPAEA The State or MCE contracting with the State must comply with parity if
they provide coverage of medical or surgical benefits furnished by out-of-network providers.

6.2.6.2.1- MHPAEA Does the State or MCE contracting with the State provide
coverage of medical or surgical benefits provided by out-of-network providers?
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[ ]Yes

X] No However, Attachment 1 through 4 include information on Standards for
Out-of-Network Coverage since information on that NQTL was provided to
CMS as part of the Part 438 documentation for MCO enrollees.

Guidance: The State can answer no if the State or MCE only provides out of
network services in specific circumstances, such as emergency care, or
when the network is unable to provide a necessary service covered under the
contract.

6.2.6.2.2- MHPAEA If yes, the State must provide access to out-of-network provid-
ers for mental health or substance use disorder benefits. Please assure the follow-

ing:
[ ] The State attests that when determining access to out-of-network provid-

ers within a benefit classification, the processes, strategies, evidentiary stand-
ards, or other factors used to determine access to those providers for mental
health/ substance use disorder benefits are comparable to and applied no
more stringently than the processes, strategies, evidentiary standards or
other factors used to determine access for out- of-network providers for medi-
cal/surgical benefits.

Availability of Plan Information

6.2.7- MHPAEA The State must provide beneficiaries, potential enrollees, and providers with
information related to medical necessity criteria and denials of payment or reimbursement for
mental health or substance use disorder services (42 CFR 457.496(e)) in addition to existing no-
tice requirements at 42 CFR 457.1180.

6.2.7.1- MHPAEA Medical necessity criteria determinations must be made available to
any current or potential enrollee or contracting provider, upon request. The state attests
that the following entities provide this information:

[ ] State

[ ] Managed Care entities
<] Both

[ ] Other
Guidance: If other is selected, please specify the entity.

6.2.7.2- MHPAEA Reason for any denial for reimbursement or payment for

mental health or substance use disorder benefits must be made available to the
enrollee by the health plan or the State. The state attests that the following
entities provide denial information:

[ ] State
[ ] Managed Care entities
<] Both
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ther

Guidance: If other is selected, please specify the entity.

6.3. The State assures that, with respect to pre-existing medical conditions, one of the following
two statements applies to its plan: (42CFR 457.480)

6.3.1. X The State shall not permit the imposition of any pre-existing medical condition
exclusion for covered services (Section 2102(b)(1)(B)(ii)); OR

6.3.2. [ ] The State contracts with a group health plan or group health insurance
coverage, or contracts with a group health plan to provide family coverage
under a waiver (see Section 6.6.2. (formerly 6.4.2) of the template). Pre-
existing medical conditions are permitted to the extent allowed by
HIPAA/ERISA. (Formerly 8.6.) (Section 2103(f)) Describe:

Guidance: States may request two additional purchase options in Title XXI: cost effective
coveraqe through a community-based health delivery system and for the purchase of family
coveraqge. (Section 2105(c)(2) and (3)) (457.1005 and 457.1010)

6.4. Additional Purchase Options- If the State wishes to provide services under the
plan through cost effective alternatives or the purchase of family coverage, it must
request the appropriate option. To be approved, the State must address the
following: (Section 2105(c)(2) and (3)) (42 CFR 457.1005 and 457.1010)

6.4.1. [ | Cost Effective Coverage- Payment may be made to a State in excess of the
10 percent limitation on use of funds for payments for: 1) other child health
assistance for targeted low-income children; 2) expenditures for health
services initiatives under the plan for improving the health of children
(including targeted low-income children and other low-income children); 3)
expenditures for outreach activities as provided in Section 2102(c)(1) under
the plan; and 4) other reasonable costs incurred by the State to administer
the plan, if it demonstrates the following (42CFR 457.1005(a)):

6.4.1.1. Coverage provided to targeted low-income children through such
expenditures must meet the coverage requirements above; Describe
the coverage provided by the alternative delivery system. The State
may cross reference Section 6.2.1 - 6.2.28. (Section 2105(c)(2)(B)(i))
(42CFR 457.1005(b))

6.4.1.2. The cost of such coverage must not be greater, on an average per
child basis, than the cost of coverage that would otherwise be provided
for the coverage described above; Describe the cost of such coverage
on an average per child basis. (Section 2105(c)(2)(B)(ii)) (42CFR
457.1005(b))

Guidance: Check below if the State is requesting to provide cost-effective coverage through a
community-based health delivery system. This allows the State to waive the 10 percent limitation
on expenditures not used for Medicaid or health insurance assistance if coverage provided to
targeted low-income children through such expenditures meets the requirements of Section 2103;
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the cost of such coverage is not greater, on an average per child basis, than the cost of coverage
that would otherwise be provided under Section 2103; and such coverage is provided through the
use of a community-based health delivery system, such as through contracts with health centers
receiving funds under Section 330 of the Public Health Services Act or with hospitals such as
those that receive disproportionate share payment adjustments under Section 1886(c)(5)(F) or
1923.

If the cost-effective alternative waiver is requested, the State must demonstrate that payments in
excess of the 10 percent limitation will be used for other child health assistance for targeted low-
income children; expenditures for health services initiatives under the plan for improving the health
of children (including targeted low-income children and other low-income children); expenditures
for outreach activities as provided in Section 2102(c)(1) under the plan; and other reasonable
costs incurred by the State to administer the plan. (42CFR, 457.1005(a))

6.4.1.3. The coverage must be provided through the use of a community based
health delivery system, such as through contracts with health centers
receiving funds under Section 330 of the Public Health Service Act or
with hospitals such as those that receive disproportionate share
payment adjustments under Section 1886(c)(5)(F) or 1923 of the
Social Security Act. Describe the community-based delivery system.
(Section 2105(c)(2)(B)(iii)) (42CFR 457.1005(a))

Guidance: Check 6.4.2.if the State is requesting to purchase family coverage. Any State
requesting to purchase such coverage will need to include information that establishes to
the Secretary’s satisfaction that: 1) when compared to the amount of money that would
have been paid to cover only the children involved with a comparable package, the
purchase of family coverage is cost effective; and 2) the purchase of family coverage is not
a substitution for coverage already being provided to the child. (Section 2105(c)(3)) (42CFR

457.1010)

6.4.2. [ | Purchase of Family Coverage- Describe the plan to purchase family
coverage. Payment may be made to a State for the purpose of family
coverage under a group health plan or health insurance coverage that
includes coverage of targeted low-income children, if it demonstrates the
following: (Section 2105(c)(3)) (42CFR 457.1010)

6.4.2.1. Purchase of family coverage is cost-effective. The State’s cost of
purchasing family coverage, including administrative expenditures, that
includes coverage for the targeted low-income children involved or
the family involved (as applicable) under premium assistance
programs must not be greater than the cost of obtaining coverage
under the State plan for all eligible targeted low-income children or
families involved; and (2) The State may base its demonstration of
cost effectiveness on an assessment of the cost of coverage, including
administrative costs, for children or families under premium assistance
programs to the cost of other CHIP coverage for these children or
families, done on a case-by-case basis, or on the cost of premium
assisted coverage in the aggregate.

6.4.2.2. The State assures that the family coverage would not otherwise
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substitute for health insurance coverage that would be provided to
such children but for the purchase of family coverage. (Section
2105(c)(3)(B)) (42CFR 457.1010(b))

6.4.2.3. The State assures that the coverage for the family otherwise meets
title XXI requirements. (42CFR 457.1010(c))

6.4.3-PA: Additional State Options for Providing Premium Assistance (CHIPRA # 13,
SHO # 10-002 issued February, 2, 2010) A State may elect to offer a premium assistance
subsidy for qualified employer-sponsored coverage, as defined in Section 2105(c)(10)(B),
to all targeted low-income children who are eligible for child health assistance under the
plan and have access to such coverage. No subsidy shall be provided to a targeted low-
income child (or the child’s parent) unless the child voluntarily elects to receive such a
subsidy. (Section 2105(c)(10)(A)). Please remember to update section 9.10 when electing
this option. Does the State provide this option to targeted low-income children?

[] Yes
[] No
6.4.3.1-PA Qualified Employer-Sponsored Coverage and Premium Assistance
Subsidy

6.4.3.1.1-PA Provide an assurance that the qualified employer-sponsored
insurance meets the definition of qualified employer-sponsored coverage as
defined in Section 2105(c)(10)(B), and that the premium assistance subsidy
meets the definition of premium assistance subsidy as defined in
2105(c)(10)(C).

6.4.3.1.2-PA Describe whether the State is providing the premium assistance
subsidy as reimbursement to an employee or for out-of-pocket expenditures
or directly to the employee’s employer.

6.4.3.2-PA: Supplemental Coverage for Benefits and Cost Sharing Protections
Provided under the Child Health Plan.

6.4.3.2.1-PA If the State is providing premium assistance for qualified
employer-sponsored coverage, as defined in Section 2105(c)(10)(E)(i),
provide an assurance that the State is providing for each targeted low-income
child enrolled in such coverage, supplemental coverage consisting of all items
or services that are not covered or are only partially covered, under the
qualified employer-sponsored coverage consistent with 2103(a) and cost
sharing protections consistent with Section 2103(e).

6.4.3.2.2-PA Describe whether these benefits are being provided through the
employer or by the State providing wraparound benefits.

6.4.3.2.3-PA If the State is providing premium assistance for benchmark or
benchmark-equivalent coverage, the State ensures that such group health
plans or health insurance coverage offered through an employer will be
certified by an actuary as coverage that is equivalent to a benchmark benefit
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package described in Section 2103(b) or benchmark equivalent coverage that
meets the requirements of Section 2103(a)(2).

6.4.3.3-PA: Application of Waiting Period Imposed Under State Plan: States are
required to apply the same waiting period to premium assistance as is
applied to direct coverage for children under their CHIP State plan, as
specified in Section 2105(c)(10)(F).

6.4.3.3.1-PA Provide an assurance that the waiting period for children in
premium assistance is the same as for those children in direct coverage (if
State has a waiting period in place for children in direct CHIP coverage).

6.4.3.4-PA: Opt-Out and Outreach, Education, and Enrollment Assistance

6.4.3.4.1-PA Describe the State’s process for ensuring parents are permitted
to disenroll their child from qualified employer-sponsored coverage and to
enroll in CHIP effective on the first day of any month for which the child is
eligible for such assistance and in a manner that ensures continuity of
coverage for the child (Section 2105(c)(10)(G)).

6.4.3.4.2-PA Describe the State’s outreach, education, and enroliment efforts
related to premium assistance programs, as required under Section
2102(c)(3). How does the State inform families of the availability of premium
assistance, and assist them in obtaining such subsidies? What are the
specific significant resources the State intends to apply to educate employers
about the availability of premium assistance subsidies under the State child
health plan? (Section 2102(c))

6.4.3.5-PA Purchasing Pool- A State may establish an employer-family premium
assistance purchasing pool and may provide a premium assistance
subsidy for enroliment in coverage made available through this pool
(Section 2105(c)(10)(1)). Does the State provide this option?

[ ] Yes
[] No

6.6.3.5.1-PA Describe the plan to establish an employer-family premium
assistance purchasing pool.

6.6.3.5.2-PA Provide an assurance that employers who are eligible to
participate: 1) have less than 250 employees; 2) have at least one employee
who is a pregnant woman eligible for CHIP or a member of a family that has
at least one child eligible under the State’s CHIP plan.

6.6.3.5.3-PA Provide an assurance that the State will not claim for any
administrative expenditures attributable to the establishment or operation of
such a pool except to the extent such payment would otherwise be permitted
under this title.

6.4.3.6-PA Notice of Availability of Premium Assistance- Describe the
procedures that assure that if a State provides premium assistance

Approval Date: November 15, 2022 Effective Date: March 11, 2021




Page 92
subsidies under this Section, it must: 1) provide as part of the
application and enrollment process, information describing the
availability of premium assistance and how to elect to obtain a subsidy;
and 2) establish other procedures to ensure that parents are fully
informed of the choices for child health assistance or through the
receipt of premium assistance subsidies (Section 2105(c)(10)(K)).

6.4.3.6.1-PA Provide an assurance that the State includes information about
premium assistance on the CHIP application or enroliment form.
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