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Revision: HCFA-PM-94-9 (MB) Attachment 3.1-A

December 1994 Page 10

State/Territory: Nebraska

25.

26.

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE
AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

Home and Community Care for Functionally Disabled Elderly Individuals, as defined
described and limited in Supplemeant 2 to Attachment 3.1-A, and Appendices A-G to
Supplement 2 to Attachment 3.1-A.

Provided: [ Not provided

Personal assistance services are those services provided to a Medicaid client who is not an
inpatient or resident of a hospital, nursing facility, intermediate care facility for the mentally
retarded, institution for mental disease, or prison, which are authorized on a written service
ptan according to individual needs identified in a written assessment.

Personal assistance services are A) authorized by a Social Services Worker or designee, B)
provided by qualified providers who are not legally responsible relatives, and C) are furnished
inside the home, and outside the home with limitations,

Provided: D4 State Approved (Not Physician) Service Plan Allowed
X! Services Outside the Home Also Allowed
BJd  Limitations Described on Attachment

"] Not Provided

27. Reserved

28.

28.

(iy  Licensed or Otherwise State-Approved Freestanding Birth Center
Provided: [ ] No limitations [ With limitations [_] None licensed or approved

Please describe any limitations:

Facilities must:

(a) Be specifically approved by Department of Health and Human Services, Division of
Public Health fo provide birthing center Services.

(b)  Maintain standards of care required by Department of Health and Human Services,
Division of Public Health for licensure.

(iiy Licensed or Otherwise State-Recognized covered professionals providing services in the
Freestanding Birth Center

Provided: [ 1 No limitations X With limitations (please describe below)
[_1 Not Applicable (there are no licensed or State approved Freestanding
Birth Centers

Please check all that apply:

<] (a) Practitioners furnishing mandatory services described in another benefit
category and otherwise covered under the State plan (i.e. physicians and certified
nurse midwives).

TN No. NE 11-21

Supersedes Approval Date Effective Date

TN No. M$_04-03



Revision: HCFA-PM-94-9 (MB) Attachment 3.1-A
December 1994 Page 10a

State/Territory: Nebraska

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE
AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

[ {(b) Other licensed practitioners furnishing prenatal, labor and delivery, or
postpartum care in a freestanding birth center within the scope of practice under
State law whose services are otherwise covered under 42 CFR 440.60 (e.g., lay
midwives, certified professional midwives (CPMs), and any other type of licensed
midwife).*

] (c) Other health care professionals licensed or otherwise recognized by the State
to provide these birth attendant services (e.g., doulas, lactation consultant, etc.).*

TN No. NE 11-21
Supersedes Approval Date Effective Date

TN No. New page




Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B

September 1986 Page 1
OMB No.: 0938-0193

State/Territory: Nebraska

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

The following ambulatory services are provided.

Rural health clinic services

Other laboratory and x-ray services

Earty and Periodic Screening. Diagnosis. and Treatment
Family planning services

Physicians' services

Podiatrists' services

Optometrists' services

Chiropractors' services

Other practitioners' services

Home health services

Private duty nursing services

Clinic services

Dental services

Physical therapy and related services

Prescribed drugs. dentures. and prosthetic devices
Eyeglasses

Transportation

Personal care services

Nurse Practitioner Services

Freestanding Birth Center Services

*Description provided on attachment.

TN No. NE 11-21
Supersedes Approvai Date Effective Date

TN No. MS-86-25 HCFA ID: 0140P/0102A



Revision; HCFA-PM-94-9 (MB) ATTACHMENT 3.1-B
December 1994 Page 8b

State/Territory: Nebraska

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

25. Home and Community Care for Functionally Disabled Elderly Individuals. as defined,
described and limited in Supplement 2 to Attachment 3.1-A, and Appendices A-G to
Supplement 2 to Attachment 3.1-A.

<] Provided [] Not Provided

26. Personal assistance services are those services provided to a Medicaid client who is not an
inpatient or resident of a hospital, nursing facility, intermediate cafe facility for the mental
retarded, institution for mental disease, or prison, which are authorized on a written service
pian according to individual needs identified in a written assessment.

Personal assistance services are A} authorized by a Social Services Worker or designes,
B) provided by qualified providers who are not legally responsible relatives, and C) are
furnished inside the home, and outside the home with limitations

B4 Provided ) State Approved (Not Physician) Service Plan Allowed
[X] Services Qutside the Home Also Allowed*
] Limitations Described on Attachment

[ ] Not Provided

27. Reserved

28. (i) Licensed or Otherwise State-Approved Freestanding Birth Centers

Provided: [C] No Limitations [X] With Limitations [_] None licensed or approved
[} Not Applicable (there are no licensed or State approved Freestanding
Birth Centers
Please describe any limitations:
Facilities must:
(a) Be specifically approved by Department of Health and Human Services, Division of
Public Health to provide birthing Center Services, and
(b) Maintain standards of care required by Department of Health and Human Services,
Division of Public Heaith for licensure.,

28. (ii) Licensed or Otherwise Sate-Recognized covered professionals providing services in
the Freestanding Birth Centers

Provided: [ No Limitations With Limitations {please describe below)

* Exception described on attachment

TN No. NE 11-21
Supersedes Approval Date Effective Date
TN No. MS 04-03




Revision: HCFA

PM-94.9  (MB) ATTACHMENT 3.1-B

December 1994 Page 8¢

Please check all that apply:

5

O

(a) Practitioners furnishing mandatory services described in another benefit
category and otherwise covered under the Sate plan (i.e., physicians and
certified nurse midwives.

(b) Other licensed practitioners furnishing prenatal, labor and delivery, or
postpartum care in a freestanding birth center within the scope of practice under
State law whose services are otherwise covered under 42 CFR 440.60 (e.g., lay
midwives, certified professional midwives (CPMs), and any other type of licensed
midwife).*

(c} Other health care professionals licensed or otherwise recognized by the State
to provide these birth attendant services (e.g., doulas, lactation consultant, etc.).*

TN No. NE 11-21

Supersedes

Approval Date Effective Date

TN No. New page



