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OvB No. 0938-0193

State/ Territory: NEVADA

AMOUNT, DURATI ON, AND SCOPE OF SERVI CES PROVI DED
MEDI CALLY NEEDY GROUP(S):

The foll owi ng anbul atory services are provided.

N A

TN No.
Super sedes Approval Date N A Ef fective Date 10/ 1/ 86
TN No. N A
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August 1991 Page 2
OVB No. 0938-
State/ Territory: NEVADA
AMOUNT, DURATI ON, AND SCOPE OF SERVI CES PROVI DED
MEDI CALLY NEEDY GROUP(S): N A
1. I npati ent hospital services other than those provided in an
institution for mental diseases.
Pr ovi ded: ~_ No limtations ~_ Wth limtations*
2. a. Qut pati ent hospital services.
Pr ovi ded: ~ No limtations __ Wth limtations*
b. Rural health clinic services and ot her anbul atory services furnished
by a rural health clinic.
Pr ovi ded: ~_ No limtations ~_ Wth limtations*
3. Q her laboratory and X-ray services.
Pr ovi ded: ~ No limtations _ Wth limtations*
4. a. Skilled nursing facility services (other than services in an
institution for nmental diseases) for individuals 21 years of age or
ol der.
Pr ovi ded: ~_ No limtations _ Wth limtations*
b. Early and periodic screening and di agnosis of individuals under 21
years of age, and treatment of conditions found.
Pr ovi ded: __ Limted to I n excess of
Feder al Feder al
requirenents requirenents
C. Fam |y planning services and supplies for individuals of
chi | dbeari ng age.
Pr ovi ded: ~_ No limtations ~_ Wth limtations*
5. Physi ci ans' services, whether furnished in the office, the
patient's home, a hospital, a skilled nursing facility, or
el sewhere.
Pr ovi ded: No limtations Wth [inmtations*
*Description provided on attachment.
_TN No. 90-13
Super sedes Approval Date 5/20/91 Ef fective Date 4/ 1/ 90

TN No. 87-5
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State/ Territory: NEVADA
AMOUNT, DURATI ON, AND SCOPE OF SERVI CES PROVI DED
MEDI CALLY NEEDY GROUP(S): N A
6. Medi cal care and any other type of remedial care recogni zed under

State law, furnished by licensed practitioners within the scope of
their practice as defined by State | aw.

a. Podiatrists' Services

Pr ovi ded: ~ No limtations Wth limtations*
b. Optonetrists' Services

Pr ovi ded: ~ No limtations Wth limtations*
c. Chiropractors' Services

Pr ovi ded: ~ No limtations Wth limtations*

d. Oher Practitioners' Services

Pr ovi ded: ~ Nolimtations _ Wth limtations*
7. Horme Health Services
a. Intermttent or part-tinme nursing service provided by a hone

heal th agency or by a regi stered nurse when no hone heal th agency
exists in the area.

Pr ovi ded: ~ Nolimtations _ Wth limtations*

b. Hone health aide services provided by a home health agency.

Pr ovi ded: ~ Nolimtations _ Wth limtations*
c. Medical supplies, equipnment, and appliances suitable for use in
t he hone.
Pr ovi ded: ~ Nolimtations __ Wth limtations*

d. Physical therapy, occupational therapy, or speech pathol ogy and
audi ol ogy services provided by a hone health agency or nedi cal
rehabilitation facility.

Pr ovi ded: ~ Nolimtations _ Wth limtations*

*Description provided on attachnent

TN No.
Super sedes Approval Date N A Ef fective Date 10/ 1/ 86
TN No. N A
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State/ Territory: NEVADA
AMOUNT, DURATI ON, AND SCOPE OF SERVI CES PROVI DED
MEDI CALLY NEEDY GROUP(S): N A
8. Private duty nursing services.
Pr ovi ded: ~ No limtations _ Wth limtations*
9. Cinic services.
Pr ovi ded: ~ No limtations _ Wth limtations*
10. Dental services.
Pr ovi ded: ~ No limtations _ Wth limtations*
11. Physi cal therapy and rel ated services.

a. Physical therapy.
Pr ovi ded: ~ No limtations Wth limtations*
b. Cccupational therapy.
Pr ovi ded: ~ No limtations __ Wth limtations*
c. Services for individuals with speech, hearing, and |anguage
di sorders provided by or under supervision of a speech pathol ogi st
or audi ol ogi st.
Pr ovi ded: ~ No limtations _ Wth limtations*

12. Prescri bed drugs, dentures, and prosthetic devices; and eyegl asses
prescribed by a physician skilled in diseases of the eye or by an
optonetri st.

a. Prescribed drugs.
Pr ovi ded: ~ No limtations __ Wth limtations*
b. Dentures.

Pr ovi ded: ~ No limtations _ Wth limtations*

*Description provided on attachnent

TN No.
Super sedes Approval Date N A Ef fective Date 10/ 1/ 86
TN No. N A
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State/ Territory: NEVADA

AMOUNT, DURATI ON, AND SCOPE OF SERVI CES PROVI DED
MEDI CALLY NEEDY GROUP(S): N A

c. Prosthetic devices.
Pr ovi ded: ~ No limtations _ Wth limtations*
d. Eyegl asses.
Pr ovi ded: ~ No limtations _ Wth limtations*
13. O her diagnostic, screening, preventive, and rehabilitative services,

i.e., other than those provided el sewhere in this plan

a. Diagnostic services.
Pr ovi ded: ~ No limtations __ Wth limtations*
b. Screening services.
Pr ovi ded: ~ No limtations _ Wth limtations*
c. Preventive services.

Pr ovi ded: ~ No limtations Wth limtations*

d. Rehabilitative services.

__ Provided: ~ No limtations _ Wth limtations*
14. Services for individuals age 65 or older in institutions for nenta
di seases.
a. Inpatient hospital services.
Pr ovi ded: ~_ No limtations _ Wth limtations*

b. Skilled nursing facility services.

Pr ovi ded: ~_ No limtations ~_ Wth limtations*

*Description provided on attachnent

TN No.
Super sedes Approval Date N A Ef fective Date 10/ 1/ 86
TN No. N A
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State/ Territory: NEVADA
AMOUNT, DURATI ON, AND SCOPE OF SERVI CES PROVI DED
MEDI CALLY NEEDY GROUP(S): N A
c. Internediate care facility services.
__ Provided: ~ No limtations _ Wth limtations*
15. a. Internediate care facility services (other than such services in

an institution for mental diseases) for persons determned in
accordance with section 1902(a)(31)(a) of the Act, to be in need
of such care

Pr ovi ded: ~_ No limtations _ Wth limtations*
b. Including such services in a public institution (or distinct part

thereof) for the nentally retarded or persons with rel ated
condi tions.

__ Provided: ~_ No limtations _ Wth limtations*
16. I npatient psychiatric facility services for individuals under 22 years
of age.
Pr ovi ded: ~ No limtations __ Wth limtations*
17. Nurse-m dwi fe services.
Pr ovi ded: ~ No limtations __ Wth limtations*
18. Hospice care (in accordance with section 1905(0) of the Act).
Pr ovi ded: ~ No limtations __ Wth limtations*

*Description provided on attachnent

TN No.
Super sedes Approval Date N A Ef fective Date 10/ 1/ 86
TN No. N A
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State/ Territory: NEVADA

AMOUNT, DURATI ON, AND SCOPE OF SERVI CES PROVI DED
MEDI CALLY NEEDY GROUP(S): N A

Case managemnent services as defined in, and to the group specified in
Suppl emrent 1 to ATTACHVENT 3.1-A (in accordance with section
1905(a) (1 9) or section 1915(g) of the Act).

Pr ovi ded: _ Wth limtations _ Not provided.
Ext ended services for pregnant womren.

a. Pregnancy-related and postpartum services for 60 days after the
pregnancy ends.
+ ++

Pr ovi ded: o Addi ti onal coverage

b. Services for any other medical conditions that my
conpl i cate pregnancy.
+ ++
_ Pr ovi ded: _ Addi ti onal coverage __  Not provided.
Anbul atory prenatal care for pregnant wonmen furni shed during a
presunptive eligibility period by a qualified provider (in accordance
with section 1920 of the Act).

Pr ovi ded: ~ No limtations _ Wth limtations*
Not provi ded.

+ Attached is a list of nmmjor categories of services (e.g.
i npatient hospital, physician, etc.) and linmtations on them if
any, that are avail able as pregnancy-rel ated services or services
for any other nedical condition that nmay conplicate pregnancy.

++ Attached is a description of increases in covered services beyond
limtations for all groups described in this attachnment and/or any
addi ti onal services provided to pregnant wonmen only.

*Description provided on attachnent

TN No.

Super sedes Approval Date Ef fective Date

TN No.
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OMB No. 0938-0193

State/Territory: NEVADA

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

Respiratory care services (in accordance with section 1902(e)(9)(A) through (C) of the Act).
Provided: No limitations With limitations*
Not provided.

Any other medical care and any other type of remedial care recognized under State law, specified by the
Secretary.

a.  Transportation.

Provided: _ No limitations __ With limitations*
b.  Services provided in religious Non-Medical Health Care Institutions.
_ Provided: _ No limitations __ With limitations*
c.  Reserved
d.  Skilled nursing facility services for patients under 21 years of age.
_ Provided: _ No limitations With limitations*
e.  Emergency hospital services.
_ Provided: No limitations With limitations*

f.  Personal care services in recipient's home, prescribed in accordance with a plan of treatment and
provided by a qualified person under supervision of a registered nurse.

Provided: No limitations With limitations*

* Description provided on attachment

TN No. 02-06

Supersedes

TN No.

Approval Date _April 17, 2002 Effective Date 01/01/02



