
4302. OPTIONAL TARGETED CASE MANAGEMENT SERVICES - BASIS, SCOPE 
AND PURPOSE 

 
The Consolidated Omnibus Budget Reconciliation Act (P.L. 99-272, COBRA) added 
§§1915(g)(1) and (g)(2) to the Act.  These sections add optional targeted case management 
services to the list of services that may be provided under Medicaid.  Section 1895(c)(3) of the 
Tax Reform Act of 1986 (P.L. 99-514) added case management services to the list of services in 
§1905 of the Act.  Section 4118(i) of OBRA 1987 (P.L. 100-203) added a section discussing the 
qualifications of case managers for individuals with developmental disabilities or chronic mental 
illness.  Both the Tax Reform Act and OBRA 1987 amendments are effective as if included in 
COBRA and are considered effective on April 7, 1986. 
 

A.  Background.--Case management is an activity which assists individuals eligible for 
Medicaid in gaining and coordinating access to necessary care and services appropriate to the 
needs of an individual.  Prior to the enactment of P.L. 99-272, States could not provide case 
management as a distinct service under Medicaid without the use of waiver authority.  However, 
aspects of case management have been an integral part of the Medicaid program since its 
inception.  The law has always required interagency agreements under which Medicaid patients 
may be assisted in locating and receiving services they need when these services are provided by 
others.  Prior to the enactment of P.L. 99-272, Federal financial participation (FFP) for case 
management activities may be claimed in any of four basic areas: 
 

1. Component of Another Service.--Case management may be provided as an 
integral and inseparable part of another covered Medicaid service.  An example of this type of 
case management is the preparation of treatment plans by home health agencies.  Since plan 
preparation is required as a part of home health services, separate payment for the case 
management component cannot be made, but is included in the payment made for the service at 
the Federal Medical Assistance Percentage (FMAP) rate. 
 

2. Administration.--Case management may be provided as a function necessary for 
the proper and efficient operation of the Medicaid State plan, as provided in §1903(a) of the Act.  
Activities such as utilization review, prior authorization and nursing home preadmission 
screening may be paid as an administrative expense.  The payment rate is either the 50 percent 
matching rate or the 75 percent FFP rate for skilled professional medical personnel, when the 
criteria in 42 CFR 432.50 are met. 
 

3. Section 1915(b) Waivers.--Case management may be provided in a waiver 
granted under §1915(b) of the Act.  Section 1915(b) provides that a State may request that the 
Secretary waive the requirements of §1902 of the Act, including the freedom of choice 
requirements in §1902(a)(23), if necessary to implement a primary care case management system 
as described in 42 CFR 431.55(c). 
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To qualify for such a waiver, the case management project must be cost effective, efficient, and 
consistent with the objectives of the Medicaid program.  The waiver is needed to restrict the 
provider from (or through) whom an eligible individual can obtain medical care services (other 
than in emergency circumstances), provided the restriction does not substantially impair access 
to services of adequate quality, and that the statutory and regulatory requirements for waiver 
approvals are met.  Upon the written request of the State, case management services furnished on 
or after April 7, 1986 pursuant to a waiver granted under §1915(b)(1) may be reimbursed at the 
FMAP rate when these services are performed by a vendor.  Because of the nature of case 
management services under a §1915(b)(1) waiver, this activity, when performed by an employee 
of the Medicaid agency, is construed as necessary for the proper and efficient administration of 
the State plan and is therefore an administrative expense. 
 

4. Section 1915(c) Waivers.--Case management may be provided as a service in a 
waiver granted pursuant to §1915(c) of the Act.  Section 1915(c)(4)(B) specifically enumerates 
case management as a service which may be provided as part of a home and community-based 
services waiver.  In order to provide this service, you must define it as part of a waiver request, 
and identify the qualifications of the providers.  Under such a waiver, case management services 
must be provided under a written plan of care which is subject to the approval of the State 
Medicaid agency.  Services provided in this fashion are reimbursed at the FMAP rate.  Section 
4440 supplies additional information concerning home and community-based services waivers. 
 
NOTE: The enactment of P.L. 99-272 and P.L. 99-514 has not altered your   authority to 

provide any of the previous categories of case management. 
 

B.  Legislation.--P.L. 99-272 adds case management to the list of optional services which 
may be provided under Medicaid.  Section 9508 of P.L. 99-272 adds a new subsection (g) to 
§1915 of the Act.  This subsection, as amended by P.L. 100-203, provides that: 
 

"(g)(1) A State may provide, as medical assistance, case management services under the 
plan without regard to the requirements of section 1902(a)(1) and section 1902(a)(10)(B).  
The provision of case management services under this subsection shall not restrict the 
choice of the individual to receive medical assistance in violation of section 1902(a)(23).  A 
State may limit the provision of case management services under this subsection to 
individuals with acquired immune deficiency syndrome (AIDS); or with AIDS-related 
conditions, or with either, and a State may limit the provision of case management services 
under this subsection to individuals with chronic mental illness.  The State may limit the 
case managers available with respect to case management services for eligible individuals 
with developmental disabilities or with chronic mental illness in order to ensure that the 
case managers for such individuals are capable of ensuring that such individuals receive 
needed services. 
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(2) For purposes of this subsection, the term ‘case management services’ means services 
which will assist individuals eligible under the plan in gaining access to needed medical, 
social, educational, and other services." 

 
In authorizing States to offer case management services, Congress recognized that there was 
some potential for duplicate payments because the same or similar services have often been 
provided by other programs or under the Medicaid program itself.  H. Rep. No. 453, 99th Cong., 
1st Session 546 (1985), which accompanies this portion of P.L. 99-272, emphasizes that payment 
for case management services under §1915(g) must not duplicate payments made to public 
agencies or private entities under other program authorities for this same purpose. 
 
FFP is available at the FMAP rate for targeted case management services rendered on or after 
April 7, 1986, when these services are included in the State plan. 
 

C.  Technical Statutory Change.--Section 1895(c)(3) of the Tax Reform Act of 1986 adds 
case management services to §1905(a)(19) of the Act.  In so doing, it defines §1905(a)(19) in 
terms of §1915(g)(2).   
 

D.  Purpose.--The purpose of these instructions is to implement these sections of the statute, 
and to provide clarification regarding the requirements of the statute and how they may be met. 
 
4302.1  Case Management Services - Process.-- 
 

A.  Applicability.--The process described in this section applies to case management 
services, as described in §1905(a)(19) and §1915(g) of the Act. 
 

B.  Submission and Timeframes.--Case management under either §1905(a)(19) or §1915(g) 
is an optional service under Medicaid.  To provide the service, incorporate it into your Medicaid 
State Plan by means of a State plan amendment submitted to your servicing regional office.  As 
with all State plan amendments that provide additional services, the effective date may be no 
earlier than the first day of the calendar quarter in which the amendment is submitted.  In no case 
may FFP be claimed for case management services under §1915(g) provided prior to April 7, 
1986. 
 
In order to provide services under §1915(g), submit a separate amendment for each target group. 
There is no limit to the number or size of target groups to whom you may provide case 
management services.  The target group may be the State’s entire Medicaid population. 
 
4302.2  State Plan Amendment Requirements.--Any State plan amendment request to provide 
optional case management services must address all of the requirements of this section. 
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A.  Target Group.--Identify the target group to whom case management services will be 
provided.  This targeting may be done by age, type or degree of disability, illness or condition 
(e.g., Acquired Immune Deficiency Syndrome (AIDS) or Chronic Mental Illness), or any other 
identifiable characteristic or combination thereof.  The following examples are target groups 
currently receiving case management services under §1915(g) of the Act:    
 

o Developmentally disabled persons (as defined by the State); 
 

o Children between the ages of birth and up to age 3 who are experiencing 
developmental delays or disorder behaviors as measured and verified by diagnostic instruments 
and procedures; 
 

o Pregnant women and infants up to age 1; 
 

o Individuals with hemophilia;  
 

o Individuals 60 years of age or older who have two or more physical or mental 
diagnoses which result in a need for two or more services; and 
 

o Individuals with AIDS or HIV related disorders.    
 
In defining the target group, you must be specific and delineate all characteristics of the 
population.    
 

B.  Comparability.--Unless you intend to provide case management services in the same 
amount, duration and scope to all eligible recipients, indicate that §1915(g)(1) of the Act is 
invoked to provide these services without regard to the requirements of §1902(a)(10)(B) of the 
Act.  (See 42 CFR 440.240.)  The exception to comparability requirements applies only to case 
management services under §1915(g) of the Act.  Comparability requirements relating to all 
other Medicaid services are unaffected by this section.  
 

C.  Statewide Availability.--Indicate whether case management services are available to the 
target group statewide or whether the authority of §1915(g)(1) of the Act is invoked to provide 
case management services to the target group on a less than statewide basis.  If case management 
services are not to be provided on a statewide basis, indicate the geographic areas or political 
subdivisions to be served.  The provision of targeted case management services on a less than 
statewide basis does not excuse you from the requirements of §1902(a)(1) of the Act (see 42 
CFR 431.50) in regard to the statewide availability of other Medicaid services. 
 

D.  Freedom of Choice.--Section 1915(g)(1) of the Act specifies that there shall be no 
restriction on free choice of qualified providers, in violation of §1902(a)(23) of the Act.  Assure 
that there will be no restriction on a recipient’s free choice of qualified providers of case 
management services.  In addition, assure that case management services will not restrict an 
individual’s free choice of providers of other Medicaid services. 
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In order to meet the freedom of choice requirements, you must provide for the following: 
 

1. Option to Receive Services.--The receipt of case management services must be at 
the option of the individual included in the target population.  A recipient cannot be forced to 
receive case management services for which he or she might be eligible. 
 

2. Free Choice of Providers.--Except as indicated for individuals with developmental 
disabilities or chronic mental illness, an eligible individual must be free to receive case 
management services from any qualified provider of these services.  The recipient may not be 
limited to case management providers in a clinic, even if the individual receives all other 
Medicaid services through that clinic.  However, in situations where the State has chosen to 
provide case management services on a less than statewide basis, free choice of the qualified 
providers is limited to those providers located within all of the identified geographic areas or 
political subdivisions, as specified in the State plan.   
  
When providing case management services to individuals with developmental disabilities or with 
chronic mental illness, you may limit the case managers available.  This ensures that the case 
managers for these individuals are capable of providing the full range of needed services to these 
targeted recipients.  This limitation is permissible only with regard to the target groups of 
developmentally disabled or chronically mentally ill, or any subgroups that you choose to define.  
If you choose to target a subgroup of individuals who are developmentally disabled or 
chronically mentally ill, the targeted group (e.g., based on age, degree of impairment) must 
continue to fit the definition of chronic mental illness or developmental disability.  The 
requirements discussed in items D.1, D.3, and D.4 continue to apply to all target groups. 
 

3. Provider Participation.--Any person or entity meeting State standards for the 
provision of case management services who wishes to become a Medicaid provider of those 
services must be given the opportunity to do so.  However, the State is not required to extend 
provider participation to providers located outside the geographic areas in which case 
management is targeted. 
 

4. Unrestricted Access.--Case management services under §1915(g) of the Act may 
not be used to restrict the access of the client to other services available under the State plan.  
This option is, however, available through waivers granted pursuant to §1915(b) of the Act.  (See 
§2100.) 

 
E.  Qualifications of Providers.--The statute does not set minimum standards for the 

provision of case management services.  Therefore, establish the minimum qualifications for the 
providers of case management services.  The qualifications set must be reasonably related to the 
case management functions that a provider is expected to perform.  While reasonable provider 
qualifications are necessary to assure that case managers are capable of rendering services of 
acceptable quality, use caution in determining the acceptable degree of such qualifications.  With 
the exception of providers of case management services to individuals with developmental 
disabilities or chronic mental illness, provider qualifications must not restrict the potential 
providers of case management services to only those viewed as most qualified.  Individuals 
within the specified target group must be free to receive case management services from any 
qualified provider. 
 
 
 
 
 
 
Rev. 56  4-309 



 REQUIREMENTS AND LIMITS 
4302.2 (Cont.) APPLICABLE TO SPECIFIC SERVICES 12-91 
 
Except as discussed in item D.2, you may not limit the provision of these services to State or 
other public agencies, but must permit any person or entity that meets the established 
qualifications in accordance with 42 CFR 431.51(b) to become a Medicaid provider.  
 

F.  Nonduplication of Payments.--Payment for case management services under §1915(g) of 
the Act may not duplicate payments made to public agencies or private entities under other 
program authorities for this same purpose. 
 
In general, payment may not be made for services for which another payer is liable.  Exceptions 
to this general rule include payments for prenatal or preventive pediatric care, including Early 
and Periodic Screening, Diagnostic and Treatment (EPSDT) services; payments for services 
covered under a plan for an individual for whom child support enforcement is being carried out; 
or any payments made through a waiver granted under the cost effectiveness provisions of 42 
CFR 433.139(e).  Another major exception is that payments may be made to State education 
agencies to cover the costs of services provided under a recipient’s Individualized Education 
Program. 
   
Payment may not be made for services for which no payment liability is incurred.  Similarly, 
separate payment cannot be made for similar services which are an integral and inseparable part 
of another Medicaid covered service. 
 

G.  Differentiation Between Targeted Case Management Services and Case Management 
Type Activities for Which Administrative Federal Match May Be Claimed.--You must 
differentiate between case management services which may properly be claimed at the service 
match under §1915(g) and case management activities which are appropriate for FFP at the 
administrative match under the State plan, based upon the appropriate criteria.  These two 
payment authorities do not result in mutually exclusive types of services. 
 
There are certain case management activities which may appropriately be eligible for FFP at 
either the administrative or the service match rate.  Examples of case management activities that 
may be claimed at either the administrative or the service match rate entail providing assistance 
to individuals to gain access to services listed in the State plan, including medical care and 
transportation.  In cases where an activity may qualify as either a Medicaid service or an 
administrative activity, you may classify the function in either category.  This decision must be 
made prior to claiming FFP because of the different rules which apply to each type of function 
under the Medicaid program. 
 

1. Case Management as a Service Under §1915(g).--FFP is available at the FMAP 
rate for allowable case management services under §1915(g) when the following requirements 
are met: 
 

o Expenditures are made on behalf of eligible recipients included in the target 
group (i.e. there must be an identifiable charge related to an identifiable service provided to a 
recipient); 
 

o Case management services are provided as they are defined in the approved 
State plan; 
 

o Case management services are furnished by individuals or entities with 
whom the Medicaid agency has in effect a provider agreement; 
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o Case management services are furnished to assist an individual in gaining or 
coordinating access to needed services; and 
 

o Payment for services is made following the receipt of a valid provider claim.  
Providers must maintain case records which indicate all contacts with and on behalf of 
recipients.  The case records must document name of recipient, the date of service, name of 
provider agency and person providing the service, nature, extent, or units of service, and the 
place of service delivery.  In addition, providers must develop a billing system to appropriately 
identify and bill all liable third parties.   
 
Because §1915(g) of the Act defines case management services as services which assist 
individuals eligible under the plan in gaining access to needed medical, social, educational, and 
other services, recipients may obtain access to services not included in the Medicaid State plan.  
The costs of case management services provided under §1915(g) that involve gaining access to 
non-Medicaid services are eligible for FFP at the service match rate. 
 
Examples of case management services provided under §1915(g) of the Act may include 
assistance in obtaining Food Stamps, energy assistance, emergency housing, or legal services.  
All case management services provided as medical assistance pursuant to §1915(g) of the Act 
must be described in the State plan.  In addition, they must be provided by a qualified provider as 
defined in the State plan. 
 
When case management is provided pursuant to §1915(g) of the Act, the service is subject to the 
rules pertaining to all Medicaid services.  If you choose to cover targeted case management 
services under your State plan, as defined in §1915(g) of the Act, you cannot claim FFP at the 
administrative rate for the same types of services furnished to the same target group. 
 
NOTE:  Although FFP may be available for case management activities that identify the 

specific services needed by an individual, assist recipients in gaining access to these 
services, and monitor to assure that needed services are received, FFP is not available 
for the cost of these specific services unless they are separately reimbursable under 
Medicaid.  Also, FFP is not available for the cost of the administration of the services 
or programs to which recipients are referred. 

 
2. Case Management as an Administrative Activity.--Case management activities 

may be considered allowable administrative costs of the Medicaid program when the following 
requirements are met:  
 

o They are provided in a manner consistent with simplicity of administration and 
the best interest of the recipient, as prescribed by §1902(a)(19) of the Act; and 
 

o Documentation maintained in support of the claim is sufficiently detailed to 
permit HCFA to determine whether the activities are necessary for the proper and efficient 
administration of the State plan, as provided by §1903(a) of the Act. 
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The following list of functions provides examples of activities which may properly be claimed as 
administrative case management activities, but not as targeted case management services.  The 
omission of any particular function from this list does not represent a determination on HCFA’s 
part that the function is not necessary for the administration of the plan. 
 

o Medicaid eligibility determinations and redeterminations; 
 
o Medicaid intake processing; 

 
o Medicaid preadmission screening for inpatient care; 

 
o Prior authorization for Medicaid services and utilization review; and  

 
o Medicaid outreach (methods to inform or persuade recipients or potential 

recipients to enter into care through the Medicaid system). 
 
Because activities related to services which Medicaid does not cover are not considered 
necessary for the administration of the Medicaid plan, the accompanying costs are not eligible 
for Medicaid FFP at the administrative rate.  For example, case management related to obtaining 
social services, Food Stamps, energy assistance, or housing cannot be considered a legitimate 
Medicaid administrative expense even though it may produce results which are in the best 
interest of the recipient.  These services can be provided as medical assistance if described in the 
State plan. 
 
Similarly, setting up an appointment with a Medicaid participating physician and arranging for 
transportation for a recipient may be considered case management administrative activities 
necessary for the proper and efficient administration of the Medicaid plan.  However, arranging 
for baby sitting for a recipient’s child, although beneficial to the recipient, is not an activity for 
which administrative FFP can be claimed. 
 
In addition, when a caseworker suspects that physical abuse of a recipient has occurred, the 
referral to medical care could be considered a reimbursable administrative activity under the 
Medicaid program.  However, assisting the victim in obtaining emergency housing and legal 
services, although in the best interest of the recipient, is not an activity for which administrative 
FFP may be claimed.  In cases where workers perform activities funded under multiple auspices, 
careful records must be kept to document the State§s claims for Federal funds under the 
appropriate authorities. 
 
Administrative case management activities may be performed by an entity other than the single 
State agency.  However, there must be an interagency agreement in effect. 
 
When a State expects to claim FFP for Medicaid administrative case management activities, the 
costs for these activities must be included in a cost allocation plan submitted to and approved by 
your HCFA RO.  HCFA reserves the right to evaluate the activities for which FFP is claimed to 
determine whether they meet the requirements (either administrative or service match) for 
payment.  When FFP is claimed for any functions performed as case management administrative 
activities under §1903(a) of the Act, documentation must clearly demonstrate that the activities 
were provided to Medicaid applicants or eligibles, and were in some way connected with 
determining eligibility or administering services covered under the State plan. 
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H.  Case Management Under the Early and Periodic Screening, Diagnostic and Treatment 
(EPSDT) Program.--Care coordination, including aspects of case management, has always been 
an integral component of the EPSDT program, as described in 42 CFR 441.61.  OBRA 1989 
(P.L. 101-239) modified the EPSDT program by adding §1905(r) to the Act.  Section 1905(r) 
requires that States provide any services included in §1905(a) of the Act, when medical necessity 
for the service is shown by an EPSDT screen, whether such services are covered under the State 
plan.  While case management is required under the expanded EPSDT program when the need 
for the activity is found medically necessary, this does not mean §1915(g) targeted case 
management services.  Therefore, when the need for case management activities is found to be 
medically necessary, the State has several options to pursue: 
 

1. Component of an Existing Service.--Case management services may be provided 
to persons participating in the EPSDT program by an existing service provider 
such as a physician or clinic referring the child to a specialist. 

 
2. Administration.--Case management services may be provided to EPSDT 

participants by the Medicaid agency or another State agency such as title V, the Health 
Department or an entity with which the Medicaid agency has an interagency agreement.  
Administrative case management activities must be found necessary for the proper and efficient 
administration of the State plan and therefore must be limited to those activities necessary for the 
proper and efficient administration of Medicaid covered services.  FFP is available at the 
administrative rate.  
 

3. Medical Assistance.--Case management services may be provided under the 
authority of §1905(a)(19) of the Act.  The service must meet the statutory definition of case 
management services, as defined by §1915(g) of the Act.  Therefore, FFP is available for 
assisting recipients in gaining access to both Medicaid and non-Medicaid services.  FFP for case 
management services furnished under §1905(a)(19) of the Act is available at the FMAP rate. 
 
Any combination of two or more of the above is possible, as long as FFP is not available for 
duplication of services. 
 

I.  Service Limitations.--The following are not allowable targeted case management services 
as defined in §1915(g)(2) of the Act.   
 

1. Other Medicaid Services.--When assessing an individual’s need for services 
includes a physical or psychological examination or evaluation, bill for the examination or 
evaluation under the appropriate medical service category.  Referral for such services may be 
considered a component of case management services, but the actual provision of the service 
does not constitute case management. 
 

2. Referral for Treatment.--When an assessment indicates the need for medical 
treatment, referral or arrangements for such treatment may be included as case management 
services, but the actual treatment may not be considered. 
 

3. Institutional Discharge Planning.--Discharge planning is required as a condition 
for payment of hospital, NF and ICF/MR services.  Therefore, this cannot be billed separately as 
a targeted case management service. 
 
 
 
 
 
 
 
Rev. 56  4-313 



 REQUIREMENTS AND LIMITS 
4302.2 (Cont.) APPLICABLE TO SPECIFIC SERVICES 12-91 
 

4. Client Outreach.--Outreach activities in which a State agency or a provider 
attempts to contact potential recipients of a service do not constitute case management services.  
The statute defines case management services as, "services which will assist individuals eligible 
under the plan in gaining access to needed medical, social, educational and other services"  
(emphasis added).  The attempt to contact individuals who may or may not be eligible for case 
management services does not fall under this definition.  However, such outreach activities may 
be considered necessary for the proper and efficient administration of the Medicaid State plan.  
When this is the case, FFP is available at the administrative rate. 
 

J.  Coordination With Home and Community-Based Services Waivers.--Case 
management services continue to be available under home and community-based services 
waivers approved pursuant to §1915(c) of the Act.  However, since approval for §1915(c) waiver 
services may only be granted for services not otherwise available under the State plan, the 
addition of case management services under the State plan may necessitate the modification of a 
home and community-based services waiver.  In order to comply with the nonduplication of 
services requirements discussed in §4302B, the following elements apply to waivers under 
§1915(c). 
 

1. Service Not Included in Waiver.--Home and community-based services waivers 
(and requests for waivers) which do not contain case management as a waiver service are not 
affected by this section. 
 

2. Different Target Population.--Home and community-based services waivers (and 
requests for waivers) which are targeted at a population different from the group(s) to whom 
targeted case management services are provided are not affected by this section. 
 

 3. Duplication of State Plan Service.--When a home and community-based services 
waiver contains case management as a waiver service and the State adds case management 
services to the State plan, the following apply: 
 

a.  Same Target Population and Service Definition.--If the target population and 
the service definitions are the same, delete the case management services from the waiver 
through an amendment request, and make appropriate cost and utilization adjustments to the 
waiver cost effectiveness formula. 
 

b.  Same Service Definition.--If the definition of services is the same, but only a 
portion of waiver recipients (who receive waiver case management) are now eligible for the State 
plan service, the service may remain in the waiver.  Adjustments must be made to the cost 
effectiveness formula to reflect the fact that a number of recipients now receive the State plan 
service. 
 

 4. Same Target Population.--If you have targeted case management services in your 
State plan for a particular group, and you submit a waiver request for the same targeted group, 
the request for waiver may not include case management services through the waiver under the 
same definition used in the State plan.  If the case management is provided under an identical 
definition, it must be provided under the State plan and not under the waiver. 
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K.  Payment Methodology.--The amendment must specify the methodology by which 
payments and rates are made.  Indicate the payment methodology for public as well as private 
providers.  Enter this information on attachment 4.19-B of the State plan. 
 

L.  Documentation of Claims for Case Management Services.--In order to receive 
payment for case management services under the plan (i.e., at the FMAP rate), fully document 
your claim as you do for any other Medicaid service.  If you pay for case management services 
through capitation or prepaid health plans, the requirements of 42 CFR Part 434 must be met.  
With the exception of claims paid under capitation or prepaid health plan arrangements, you 
must document the following: 
 

o date of service, 
o name of recipient, 
o name of provider agency and person providing the service, 
o nature, extent, or units of service, and 
o place of service. 

 
NOTE: While forms of documentation such as time studies, random moment sampling and 

cost allocation plans may be appropriate for claiming administrative FFP for activities 
in support of the State plan, these modes of documentation are not acceptable as a 
basis for Federal participation in the costs of Medicaid services.  There must be an 
identifiable charge related to an identifiable service provided to a recipient. 

 
4302.3  Instructions For Completing Preprint Supplement.-- 
 

A.  State Plan Amendment.--To include case management services in your State plan, 
indicate your intentions on Attachment 3.1-A and 3.1-B of the State plan preprint. In addition, 
complete one preprint supplement for each target group to whom the services will be provided.  
(OMB approval is required under the Paper Work Reduction Act of 1980 and will be obtained.) 
 

B.  Supplement 1 to Attachment 3.1-A.--Exhibit 1 is a copy of supplement 1 to Attachment 
3.1-A.  Each item must be completed for the amendment to be approved.   
 

Item 1.  Define the target group.  Indicate any limitations of disease or condition, age, 
institutional or noninstitutional status or other characteristic(s) by which the target group is 
identified. 
 

Item 2.  Check one category.  If services are provided on a less than statewide basis, 
specify the geographic areas or political subdivisions to which the services will be provided. 
 

Item 3.  Check one category. 
 

Item 4.  Define case management services as they apply to the target population.  
Specify any limitations that apply.  Indicate the unit(s) of service.  Identify any coordination with 
non-Medicaid programs or agencies. 
 

Item 5.  Specify the qualifications of the providers.  These qualifications must be 
reasonably related to the case management function(s) that the providers are expected to 
perform. 
 

Item 6.  No information necessary. 
 

Item 7.  No information necessary. 


