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Revision HCFA-PM-86-20 (BERC) ATTACHMENT 3 1-A

SEPFTEMBER 1986 Page 7
0MB NO 09380193

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

15.a Intermediate care facility servaces (other than such services in an

institution for mental diseases) for persons determined, 1n accordance
with section 1802{a) (31} (A} of the Act, to be in need of such care

/X/ Provided- / / No laimitations /X/ With limitations*

/_/ Not provided

b Including such services in a publ:c institution {or distinct part
thereof) for the mentally retarded or persons with related conditions

/X/ Provided. / / No limitations /¥/ Waith limitations*

2

Not provided.

16 Inpatient psychaatric facalaity services for individuals under
21 years of age

/¥/ Provided / / No limitations /X/ With limitations®
/_/ Not provided
17 Nurse-mrdwife services
/X/ Provided. /_/ No limitations /X/ With limitations*
{ [/ Wot provided.
18. Hospice care {i1n accordance with section 1905{oc) of the Act)
/¥/ Provided /_/ No limitations /X/ With limitations*

[X] Provided in accordance with section 2302
of the Affordable Care Act / / Not provided

* Description provided on attachment

TN No. 11-043 ’,/””0,
Supersedes Approval Date Effective Date 7-1-11
TN No. 90-19M
HCEFA ID- 0069P/0002P



Revision HCFA-PM-86—20 (BERC) ATTACHMENT 3 1-B

SEPTEMBER 1986 Page 6
OMB No 0930-0153

State/Territory. Montara

AMOUNT DURATICN AND SCOPE OP SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S)

i5

16

17

18

< Intermediate care facility services
/X/ Provided- / / No limitations /%/ Wwith limitations*
a Intermediate care facility services (other than such services in

an i1nstaitution for mental diseases) for persons determined in
accordance with section 1902(a) (31) (a) of the Act, to be in need
of such care

/X/ Provided: / / No limitations /X/ With lamitations*

b Including such services in a public institution {or distinct pert
thereof} for the wentally retarded or persons with related
conditions
/X/ Provided. / / No limitations fX/ With limitaticons*

Impatient psychiatric facility services for individuals under 22 years
of age

/%/ Provided /_/ No limitations fX/ with limitations*
Nurse-midwife services

/X/ Provided. / / No limitataons /X/ With limitations*
Hospice care (in accordance with section 1905(o) of the Act},

/X/ Provided- / / No limitations /X/ With limitations*

[X} Provided 1n accordance with sectaion 2302
of the Affordable Care Act

tDescraiption provided on attachment

TN No 11-043 ”/10/”
Supersedes Approval Date Effective bate 7-1-11

TN No

88(10)15
HCFA ID O0140P/0102A





