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MEDICALLY NEEDY G!UTP (S) : ________ _ 

· ,_;;<:j The follo..;ing ambulatory services are provided. 

( 

~roval Date /- !- 9A. . . 0 
Effective Date_ //, - 1- {f / 
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AMCUNI' I [XJ~WICN AND SCOPE OF SERVICES P?CJVIDED 

1. Inpatient hospital services other L_J Provided 
than t..~s9 provided in an institution 
for me~tal diseases or tuberculosis L_J No limitations 

2.a.Outpatient hospital services. 

2.b.Rural health clinic services 
and othe: ambulatory services 
furnished by a rural health 
clinic 

3. Other laboratory ard X-ray 
services. 

4.a. Skilled nursing fccility services 
(ott.er than services in an insti
tution for tuberculosis or mental 
dis2!:s2s) for indivic~3ls 21 years 
of c~e or older. 

* Description provided on attachment. 

'IN # ();· , /'i 
/ - ' ~I 

Supersedes 
'IN # ----

At=:proval Date / - F- ?.; 

L_J With limitations* 

L_J Provided 

L_J No limitations 

L_J With limitations* 

L_J Provided 

U No lild tat ions 

U With limitations* 

LJ Provided 

U No 1L11i tatirns 

LI With limitations* 

LJ Provided 

D No lL-ni tations 

LJ i.;ith li.mitatio;;.s ... 

Effective Date /{! - / - ~-; ; 
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AMCTI'c','I', D:.;?..::..TIJ.l AND SCOPE OF SERVICES PROJIDill 

4.b. Early an:::3 pericdic screening ard 
dias:10sis of individuals W1der 
21 ye2rs of age, ard treatment of 
c;onditions found. 

4.c. Family planning services ard 
sup9lies for individuals of 
child-bearing age. 

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

5. Physicians' services whether furnished U Provided 
in the of: ice, the patient's home, a 
hospital, a skilled nursing facility U No limitations 
or elsewhere. 

6. Medical care ard any other type of 
remedial care recognized Wlder State 
law, furnished by licensed practi
tioners within the sc;ope of their 
practice as defined by State law. 

a. Pcdiatrists' Services 

* Description provided on attachment. 

U With limitations* 

U Provided 

U No limitations 

U Witl-1 limitations* 

'IN # :/>/_ / :; 
Superseues 
'IN # 

AWrova l Date __ / -_:_7 _- '---?--'-::_~, _ £ffective Date / ( - /_ ,;) / 

----

81-19 



Tobacco Cessation Counseling Services for Pregnant Women 

AL 13-015 
Attachment 3.1-B 

Page 3.a 

4. d 1) Face-to-Face Tobacco Cessation Counseling Services provided (by): 

(i) By or under supervision of a physician; and 

(ii) By any other health care professional who is legally authorized to furnish such 
services under State law and who is authorized to provide Medicaid coverable services 
other than tobacco cessation services; or* 

(iii) Any other health care professional legally authorized to provide tobacco cessation 
services under State law and who is specifically designated by the Secretary in 
regulations. (None are designated at this time; this item is reserved for future use.) 

*describe if there are any limits on who can provide these counseling services 

2) Face-to-Face Tobacco Cessation Counseling Services Benefit Package for 
Pregnant Women 

Provided: No limitations With limitations* 

*Any benefit package that consists of less than four ( 4) counseling sessions per quit 
attempt should be explained below. 

Please describe any limitations: 

TN No. AL-13-015 
Supersedes 
TN No. NEW 

Approval Date: 02-28-14 Effective Date: 1/1/2014 
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AMaJNT, CURATiaJ AND SCOPE OF SERVIGS PRJVIDETI 

MEDICALLY NEEDY GRXJP (S) : ------ ----

b. Optanetr is ts' Services 

c. Chiropracters' Services 

d. Other Practitioners' Services 

LJ Provided 

LJ No limi tatioos 

LJ With limitations* 

LJ Provided 

U No limitations 

/_/ With limitations* 

LJ Provided 

/_/ No limitations 

/_/ With limitations* 

7. Hane Health Services 

* 

a. Intermittent or part-time nursing L_J Provided 
service provided by a h::>rne health 
agency or by a registered nurse ~ No limitations 
when no h::>rne health agency exists 
in the area. ~ With limitations* 

b. Home health aide services pro- LJ Provided 
vided by a h::>rne health agency. 

D?scription provided on attachment. 

/_/ No limitations 

/_/ With limitations* 

'IN # <;7/ -11 
3'-lpersc:Ge:.:; 'f:'CCec._; v·e n.._._e /! / e ·' J .... u .. ..._ L. .., l.Al L. : .' . I 

'IN # --------
----
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AMCUNT, IX.JRP.'::'ICN A.."ID SCOPE OF SERVICE:s PKWIDED 

c. 

d. 

Medical supplies, equipnent, ard 
ap?liances suitable for use in 
the hane. 

Physical therapt, cx::cupational 
th'='rapy, or speech pathology 
ard audiology services provided 
by a home hea 1th agency or 
medical rehabilitation facility. 

8. Private duty nursing services. 

9. Clinic services. 

10. Den:al services. 

* D2scription providE'd on attachment. 

TN # YI-/{? 
Supersedes 
TI~ # ----

Approval Date /- ?-?:!. 

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

L / Provided 

U No limitations 

U With limitations* 

L l Provided 

U No limitations 

I I With limitations * 

LI Provided 

U No limitations 

L I ';--ii t:.h 1L11i tations* 

Effective Date. Iii - 1- .9 / 
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N-!OJNI', OORATICN A.~ SCOPE OF SERVICES PFOJIDill 

MEDICALLY NEEDY GRXJP(S) : ________ _ 

11. Physical therapt arx'l related 
services. 

a. Physical therapy. 

b. Occupational therapy. 

U Provided 

U No limi ta ti ens 

U With limitations* 

U Provided 

U No limi ta ti ens 

U With limitatioos* 

c. Services for individuals with i__/ Provided 
speech, hearing, and language 
disorders provided by or under U No limitations 
supervisioo of a speech patholo-
gist or audiologist. U With limitations* 

12. Prescribed drugs, dentures, and 
prosthetic devices; and eyeglasses 
prescribEd by a physician skilled 
in diseases of the eye or try an 
optometrist. 

a. Prescribed dru:is. 

* D2scription provided on attac~~ent. 

'IN# y / -/(1 
supersedes 
'IN # ----

Awroval Date /_ P - ?.-1. 

LJ Provided 

U No limitations 

U h'i th li.mi tations* 

Effective Date//! - / - /' / 
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MEDID.LLY NEEDY GFDJP (S ) : ________ _ 

b. Dentures. U Provi ded 

U No limitations 

U With limitations* 

c. Prosthetic devices. U Provided 

U No limitations 

U With limitations* 

d. Eyeglasses. U Provided 

13. Other diagnostic, screening, preventive, 
and rehabilitative services, i.e. other 
than those provided elsewhere in this 
plan. 

a. .-...! ----.-.J.....: -
LJl.O':;jllV.:OLL'-' 

_ ..... _ .................... ,.... 
.:>Cl. V J..\...A.,.;..:J • 

* D2scription provided on attachment. 

u 

™ # <7/-/<j 
supersedes / 

IJ (,?/) Af:proval Date - c: - .: ...._ 
™ # 

------'------'--
----

U No limi t ations 

U With limitati ons* 

U No limitations 

U With Jimitations* 

Ef fec t ive Date / / - .
1
- l / 
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AMCUNI', DURATICN AND SCOPE OF SERJICT.S PRCNIDill 

b. Screening services. 

c. Preventive services. 

d. Rehabilitative services. 

14.a. Servi02s for irx:lividuals age 65 or 
older in institutions for 
tuberculosis. 

* D=scription provided on attad'.ment. 

™ # rJ/~1 9 
Supersedes 
'rn# ----

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

LJ P!:"C\l'ided 

U No limitations 

U With limitations* 

Effective Date It~ - I-// 
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AMaJNI', IXJRATICN AND SCOPE OF SERVICES PR0.'1Dill 

~DICALLY NEEDY GFOJP(S) : ______ __ _ 

(2) S~illed nursing facility 
services. 

(3) Intermediate care facility 
services. 

14.b. Services for iri.lividuals age 65 or 
olde r in institutions for mental 
diseases. 

(1) Inpatient hospital services. 

(2) Skilled nursing facility 
ser'.1ices. 

* Descr i?tion provided on attachment. 

rn-1 " (I I / (f 
"' r. ."/ ·- : I 

U Provided 

U t-..10 limitations 

U With limitations* 

U Provided 

U No limitations 

U With limitations* 

U Provided 

U No limitaticns 

L_J With limitations* 

LI Provided 

U No limitations 

U With limitations* 

Supersedes 
'IN # 

A[proval Date / -- ?- / ::2 
----~-=--

Effective Date /( - /_ f/ 
----
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15. 

SEPTEMBER 1986 

Stateff erritory: -------------

AMOUNT, DURATION At~D SCOPE OF MEDICAL 
At~D REMEDIAL CARE AND SERVICES PROVIDED 

TO THE MEDICALLY NEEDY 

c. Intermediate care facility services. 

a. 

I I Provided I I No limitation I I With limitations* 

Intermediate care facility services (other than such services in an institution 
for mental diseases) for persons determined in accordance with section 
1902(a)(31)(A) of the Act, to be in need of such care. 

I I Provided I I No limitation I I With limitations* 

b. Including such services in a public institution (or district part thereof) for 
the mentally retarded or persons with related conditions. 

11 Provided 11 No limitation 11 With limitations* 

16. Inpatient psychiatric facility services for individuals under 22 years of age. 

11 Provided I I No limitation I I With limitations* 

17. Nurse-midwife services. 

I I Provided I I No limitation I I With limitations* 

18. Hospice care (in accordance with section 1905(0) of the Act). 

I I Provided //No limitation 

II With limitations* 

*Description provided on attachment-

TN No. AL 12-017 

11 Provided in accordance with section 2302 of the 
Affordable Care Act 

Supercedes Approval Date 01-29-13 Effective Date: 12101112 
TN No. AL 81-19 
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AMa.JNI', r:x.JRATICN AND SCOPE OF SERJICFS PRO!IOCD 

MEDICAI.LY NEEDY GRXJP(S): 
~-~~~~~-~~ 

17. Nurse-midwife services. 

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

* 

a. 

b. 

c. 

Tra.'lsportation 

Servi02s of Christian Science 
Nurses 

Care an:l services provided in 
Christian Science sani.toria 

Description provided on attachment. 

'IN # ,0/- / 1 
Supersedes 
TI"J # ----

Approval Date / _ .P- ? "'-:;:.__ 

LJ Provided 

LJ No limitations 

LJ With limitations* 

LJ Provided 

L_/ No limitations 

L_/ With limitations* 

LJ Provided 

L_/ No limitations 

L_/ With limitations* 

LJ Provided 

L_/ No limitations 

L_/ With limitations* 

Effective Date I ! - / - t// 
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l'."'!C::Ul'n:•, CORATICN AND SCOPE OF SERv'ICE:S Pro!IDED 

* 

d. 

e. 

MEDICALLY NEEDY GIDJP (S): 
-~-~~--~-~ 

Skilled nursing facility 
services provided for patients 
u&der 21 years of age. 

.Emergency hospital services 

LJ Provided 

U No limitaticns 

~ With limitations* 

U Provided 

U No limitaticns 

U With limitations* 

f. Personal care services U Provided 
in recipient's home, prescril:::>ed 
in accordance with a plan of U No limitatic:ns 
treatment and furnished by a 
qualified perscn under supervision U With limitations* 
of an R.N. 

Description provided en attachment. 

'IN # p/~/)? 

Afproval Date / - p _ ? ; Superseees 
'IN # ----

Effective Date /(/ - /- ,-r? / 
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State of Alabama 
PACE State Plan Amendment Pre-Print 

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the Medically 
Needy 

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in
Supplement 3 to Attachment 3.1-A.

    X    Election of PACE:  By virtue of this submittal, the State elects PACE as an 
optional State Plan service. 

____ No election of PACE: By virtue of this submittal, the State elects to not add 
PACE as an optional State Plan service.  

_____________________________________________________________________________ 
TN No. AL-21-0003 
Supersedes    Approval Date:05/13/21 Effective Date:  03/01/21 TN No. 
NEW 




