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TEMPLATE FOR CHILD HEALTH PLAN UNDER TITLE XXI OF THE SOCIAL SECURITY ACT 
CHILDREN’S HEALTH INSURANCE PROGRAM 
 
(Required under 4901 of the Balanced Budget Act of 1997 (New section 2101(b))) 
 
 
 
State/Territory:                     Mississippi  

(Name of State/Territory) 
 
 
 
As a condition for receipt of Federal funds under Title XXI of the Social Security Act, (42 CFR 
457.40(b)) 
 
 
___________________________________________________________________________________ 
(Signature of Governor, or designee, of State/Territory, Date Signed) 
 
submits the following Child Health Plan for the Children’s Health Insurance Program and hereby agrees 
to administer the program in accordance with the provisions of the approved Child Health Plan, the 
requirements of Title XXI and XIX of the Act (as appropriate) and all applicable Federal regulations and 
other official issuances of the Department. 
 
 
The following State officials are responsible for program administration and financial oversight (42 CFR 
457.40(c)): 
 
Name: Drew Snyder     Position/Title: Executive Director, MS Div. of Medicaid 
Name: Janis Bond    Position/Title: Deputy Administrator, Office of Enrollment 
Name: Jennifer Wentworth   Position/Title: Deputy Administrator, Office of Finance 
Name:  Tara Clark    Position/Title:  Deputy Executive Director   
 
 
*Disclosure. According to the Paperwork Reduction Act of 1995, no persons are required to 
respond to a collection of information unless it displays a valid OMB control number. The valid 
OMB control number for this information collection is 09380707. The time required to complete 
this information collection is estimated to average 160 hours per response, including the time to 
review instructions, search existing data resources, gather the data needed, and complete and 
review the information collection. If you have any comments concerning the accuracy of the time 
estimate(s) or suggestions for improving this form, write to: CMS, 7500 Security Blvd., Attn: PRA 
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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Insurance Program Reauthorization Act of 2009 (CHIPRA); clarification of enrollee 
coverage provided in an emergency department. 
 
Amendment #9 submitted: February 9, 2015                       Implemented January 1, 2015 
To reflect the change in operation of the separate CHIP health plan to two (2) contracted 
MCOs. 
 
Amendment #10 submitted: January 9, 2018                      Implemented: October 1, 2019 
To include a Health Services Initiative offering expanded vision services to low-income 
children throughout the state. 
 
Amendment #11 MS SPA 19-0011-CHIP      Submitted:     May 5, 2019                              
To demonstrate compliance with the Mental Health Parity and Addiction Equality Act 
(MHPAEA) final rule.         Effective:        July 1, 2018 
 
Amendment #12: MS SPA 19-0012-CHIP                   Submitted:    June 27, 2019  
To include managed care requirements.        Effective:        July 1, 2018 

 
 
1.4- TC Tribal Consultation (Section 2107(e)(1)(C)) Describe the consultation process that 

occurred specifically for the development and submission of this State Plan Amendment, 
when it occurred and who was involved.  
 
 
A notification letter with the draft CHIP SPA #11 was submitted to the Tribe on 3/18/2019. The 
Tribe had no comments. 
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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 
requirements of section 2705(a) of the Public Health Service Act in the same manner that such 
requirements 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(l). 

 
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 standards 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 
disorder 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 standard. 

 
International Classification of Disease (ICD)      

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? 
 

Yes 

No 

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 
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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 section 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 
requirements, 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 statutory 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.  
 
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 
regulations 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 statutory 
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 becompleted 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 
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(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 medically 
necessary to determine the existence of suspected illness or conditions. (Section 1905(r)) 

 
All diagnostic services described in 1905(a) of the Act are provided as needed to 

diagnose suspected conditions or illnesses 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 illnesses and conditions 
discovered by the screening services, whether or not such services are covered 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)) 

 
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 diagnosis. 

(Section 1905(r)(5)) 

 
The provision of all requested EPSDT screening services, as well as any corrective 

treatments needed based on those screening services, are provided or arranged for as 
necessary. (Section 1902(a)(43))  
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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 services 
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 packages 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 limitations that vary within the child or pregnant 
woman populations, states should perform a parity analysis for each of the benefit packages.  For 
example, if different financial requirements are applied according to a beneficiary’s income, a 
separate parity analysis is needed for the benefit package provided at each income level. 
 
Please ensure that changes made to benefit 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. 
 
Benefit Classification Standards Used 
Inpatient  Inpatient benefits are applied per the benefit plan to a registered 

inpatient bed patient in a hospital. 
Outpatient Outpatient benefits are applied per the benefit plan to a patient who is 

not a registered inpatient bed patient of a hospital. 
Pharmacy Pharmacy benefits are applied per the benefit plan and evidence 

based clinical criteria for use of medication, regardless of behavioral 
health or medical diagnosis. 

Emergency Services covered in connection with a medical condition that occur 
suddenly and without warning with symptoms which are so acute and 
severe as to require immediate medical attention. 

 
6.2.3.1.1 MHPAEA The State assures that: 
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 The State has classified all benefits covered under the State plan into one of the 
four classifications. 

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 between 
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 between similar 
services on other bases (ex: generalist vs. specialist visits). 

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

 
6.2.3.2 MHPAEA The State assures that: 
 

Mental health/ substance use disorder benefits are provided in all classifications 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).   

 
Annual and Aggregate Lifetime Dollar Limits 
 
6.2.4-  MHPAEA A State that provides both medical/surgical benefits and mental health and/or 
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substance use disorder benefits must comply with parity requirements related to annual and 
aggregate 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 benefits 
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 toall 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 
applied to medical/surgical benefits, the State may not impose an aggregate annual 
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 

medical/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/surgical benefits covered under the State plan (42 CFR 
457.496(c)).The portion of medical/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)) 
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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.    

Guidance:  Please include the state’s methodology to calculate the portion of 
covered medical/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 
medical/surgical benefits, the State may not impose an aggregate lifetime 
limit on any mental health or substance use disorder benefits.  If an annual 
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 anannual or lifetime limit. 

 
6.2.4.3.2.1- MHPAEA If the State applies an aggregate lifetime or annual 
dollar limit to at least1/3 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)): 
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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/surgical 
benefits.  

Guidance:  The state’s methodology for calculating the average 
limit for medical/surgical benefits must be consistent with42 
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 
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 
following (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 restrictive 
than the aggregate lifetime or annual dollar limit on 
medical/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 
classification(s) of benefits in which the State applies one or more QTLs on any mental health or 
substance 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 analysis. Please continue. 
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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 
substance 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, theState must determine 
the portion of medical and surgical benefits in the classification which are subject to the 
limitation.  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 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 classification 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 payments 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 dollar 

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 resultsas anattachment 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 
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impose that type of QTL on mental health or substance use disorder benefits 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 combination 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 medical/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 classification, 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 predominant 
level of a type of quantitative treatment limitation applied to medical/surgical 
benefits within a classification. (42 CFR 457.496(d)(3)(i)(E)) 

The level of each type of quantitative treatment limitation applied by the 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 classification; 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)) 
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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. 

 
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 disorder benefits 
are no more stringent than the processes, strategies, evidentiary standards 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, provider specialty, or other criteria to limit the scope or duration of 
benefits and provider network design (ex: preferred providers vs. participating 
providers). Additional examples 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 documentation as requested.   
 

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? 
 

Yes 

No 

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 providers 
for mental health or substance use disorder benefits. Please assure the 
following: 

 
The State attests that when determining access to out-of-network providers 

within a benefit classification, the processes, strategies, evidentiary standards, 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 medical/surgical benefits. 
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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 
notice 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 
 

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

 
8.2.  Describe the amount of cost-sharing, any sliding scale based on income, the group or 

groups of enrollees that may be subject to the charge by age and income (if applicable) and 
the service for which the charge is imposed or time period for the charge, as appropriate. 
(Section 2103(e)(1)(A))  (42 CFR § 457.505(a), 457.510(b) &(c), 457.515(a)&(c)) 

 
8.2.1. Premiums: None 
   
8.2.2. Deductibles: None 
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8.2.3. Coinsurance or copayments:  
 

 Requirement  ≤150% FPL 151%-175% FPL 176% - 209% FPL         
  
 Per doctor visit None  $5.00  $5.00 
 
 Per ER visit  None  $15.00  $15.00 
 
 Out-of-Pocket  N/A  $800.00  $950.00 
 Maximum 
 

8.2.4. Other: 
 
No cost sharing is applied to preventive services, including immunizations, well child 
care, routine preventive and diagnostic dental services, routine dental fillings, routine eye 
examinations, eyeglasses, or hearing aids. 
 
There is no cost sharing for American Indian/Alaska Native children. 
 
Effective 11/1/19, copayments will not be charged on outpatient mental health/substance 
use disorder (SUD) visits. 

 
8.4.  The State assures that it has made the following findings with respect to the cost sharing in its 

plan:  (Section 2103(e)) 
 

8.4.1.  Cost-sharing does not favor children from higher income families over lower 
income families. (Section 2103(e)(1)(B)) (42CFR 457.530) 

8.4.2.  No cost-sharing applies to well-baby and well-child care, including age-
appropriate immunizations. (Section 2103(e)(2)) (42CFR 457.520) 

8.4.3   No additional cost-sharing applies to the costs of emergency medical services 
delivered outside the network. (Section 2103(e)(1)(A)) (42CFR 457.515(f)) 

 
8.4.1-  MHPAEA There is no separate accumulation of cumulative financial requirements, as 

defined in 42 CFR 457.496(a), for mental health and substance abuse disorder benefits 
compared to medical/surgical benefits. (42 CFR 457.496(d)(3)(iii)) 

 
8.4.2- MHPAEA    If applicable, any different levels of financial requirements that are 

applied to different tiers of prescription drugs are determined based on reasonable factors, 
regardless of whether a drug is generally prescribed for medical/surgical benefits or 
mental health/substance use disorder benefits. (42 CFR 457.496(d)(3)(ii)(A)) 

 
8.4.3- MHPAEA   Cost sharing applied to benefits provided under the State child health plan 

will remain capped at five percent of the beneficiary’s income as required by 42 CFR 
457.560 (42 CFR 457.496(d)(3)(i)(D)). 
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8.4.4- MHPAEA   Does the State apply financial requirements to any mental health or substance 

use disorder benefits? If yes, specify the classification(s) of benefits in which the State 
applies financial requirements on any mental health or substance use disorder benefits. 

 
Yes (Specify: inpatient, outpatient, prescription drugs, emergency room) 

No 

Guidance: For the purposes of parity, financial requirements include deductibles, 
copayments, coinsurance, and out of pocket maximums; premiums are excluded 
from the definition.  If the state does not apply financial requirements on any 
mental health or substance use disorder benefits, the state meets parity 
requirements for financial requirements.  If the state does apply financial 
requirements to mental health or substance use disorder benefits, the state must 
conduct a parity analysis. Please continue below. 
 
Please ensure that changes made to financial requirements under the State child 
health plan as a result of the parity analysis are also made in Section 8.2. 
 

8.4.5- MHPAEA Does the State apply any type of financial requirements on any 
medical/surgical benefits? 

 
Yes 

No 

Guidance: If the State does not apply financial requirements on any 
medical/surgical benefits, the State may not impose financial requirements on 
mental health or substance use disorder benefits.  
 

8.4.6- MHPAEA   Within each classification of benefits in which the State applies a type of 
financial requirement on any mental health or substance use disorder benefits, theState 
must determine the portion of medical and surgical benefits in the class which are subject 
to the limitation.   

 
The State assures it has applied a reasonable methodology to determine the dollar 

amounts used in the ratio described above (Section 6.2.5.2-MHPAEA) for each 
classification or within which the State applies financial requirements 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 of the parity analysis 
as an attachment to the State child health plan.  
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8.4.7- MHPAEA For each type of financial requirement applied to any mental health or 
substance use disorder benefits within a given classification, does the State apply the 
same type of financial requirement to at least two-thirds (“substantially all”) of all 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 financial requirement to 
substantially all medical/surgical benefits in a given classification of benefits,the 
State may not impose financial requirements on mental health or substance use 
disorder benefits in that classification. (42 CFR 457.496(d)(3)(i)(A)) 
 

8.4.8- MHPAEA For each type of financial requirement applied to substantially all 
medical/surgical benefits in a classification, the State must determine the predominant 
level (as defined in 42 CFR 457.496(d)(3)(i)(B)) of that type which is applied to 
medical/surgical benefits in the classification.  For each type of financial requirement 
applied to substantially all medical/surgical benefits in a classification, the State assures: 

 
The same reasonable methodology applied in determining the dollar amounts used in 

determining whether substantially all medical/surgical benefits within a classification are 
subject to a type of financial requirement also is applied in determining the dollar 
amounts used to determine the predominant level of a type of financial requirement 
applied to medical/surgical benefits within a classification. (42 CFR 457.496(d)(3)(i)(E)) 

The level of each type of financial requirement applied by the 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 financial requirement that exceeds 
the one-half threshold, the State may combine levels within a type of financial 
requirement such that the combined levels are applied to at least half of all 
medical/surgical benefits within a classification; 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)) 

 
 


