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LIMITATIONS TO CARE AND SERVICES

1 Inpatient Hospital Services are benefits with the following limitations

1 Inpatient hospital dialysis treatment is a benefit for inpatient clients only in these
cases

a hospitalization is required for an acute medical condition for which emergency
dialysis treatments are required or

b the client is admitted to the hospital for a non related medical condition and
needs to receive the regular maintenance treatment that is usually received in
an outpatient dialysis program or

c placement or repair of the dialysis route shunt or cannula

2 Services that are defined as experimental by the US Food and Drug
Administration are not benefits
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