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State: __________VERMONT__________ 
 

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

 
6. Medical care and any other type of remedial care recognized under State law, furnished 

by licensed practitioners within the scope of their practice as defined by State law. 
 

b. Optometrists' services. 
 Provided:   No limitations  With limitations* 
 Not provided. 

 
c. Chiropractors' services. 

 Provided:   No limitations  With limitations* 
 Not provided. 

 
d. Other practitioners' services. 

 Provided: Identified on attached sheet with description of limitations, if any. 
 Not provided. 

 
7. Home health services. 
 

a. Intermittent or part-time nursing services provided by a home health agency or by a 
registered nurse when no home health agency exists in the area. 

 
 Provided:   No limitations  With limitations* 

 
b. Home health aide services provided by a home health agency. 

 
 Provided:   No limitations  With limitations* 

 
c. Medical supplies, equipment, and appliances suitable for use in the home. 

 
 Provided:   No limitations  With limitations* 

 
 
 
 
 
 
 
*Description provided on attachment. 
 
_______________________________________________________________________________ 
TN No. __02-21__ 
Supersedes   Approval Date: __01/23/03__  Effective Date: __11/01/02__ 
TN No. __91-12__ 
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ITEM 6. MEDICAL CARE AND ANY OTHER OF REMEDIAL CARE RECOGNIZED 

UNDER STATE LAW, FURNISHED BY LICENSED PRACTITIONERS 
WITHIN THE SCOPE OF THEIR PRACTICE AS DEFINED BY STATE LAW 
(continued) 

 
C. Chiropractic Services 
 

Chiropractic Services are not covered. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
______________________________________________________________________________ 
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ITEM 7. HOME HEALTH SERVICES 
 
Home health services are listed to those required on an intermittent basis.  Covered home health 
services under this Plan are those that are provided by the staff of a Medicare certified and 
Medicare participating home health agency or visiting nurse association. 
 

A. Intermittent or part-time nursing ordered by and included in the Plan of treatment 
established by the physician. 

 
An initial visit by a registered nurse or appropriate therapist for the assessment of 
the need for home health services by observation and evaluation of function may 
be covered either in the community or the hospital.  If nursing care is ordered and 
provided during the visit, only one service (either the initial visit or the care) will 
be covered. 

 
B. Home health aide services must be documented in the Plan of treatment and 

supervised by the appropriate therapist or the registered nurse.  Personal care 
services may be performed by the aide when they are incidental to the medical 
care being provided. 

 
C. Medical supplies are limited to those required to perform the services ordered by 

the physician.  Routine small cost items (eg. cotton balls, tongue depressors, etc.) 
are covered in the visit or hourly rate paid to the agency.  Agencies owning 
equipment may be reimbursed a rental fee for the loan of such equipment as meets 
the needs of the beneficiary as documented in the plan of treatment.  Medicaid 
will not pay the agency for the purchase of equipment. 

 
D. Rehabilitative therapy services whether occupational therapy, physical therapy or 

speech pathology services, are limited to four months, after which prior 
authorization must be requested of and granted by the Medicaid Division for 
reimbursement to be made.  Unless, the service may not be reasonably provided 
by the patient’s support person(s) and the patient undergoes another acute care 
episode or injury, or experiences increased loss of function, or deterioration of the 
patient’s condition requiring therapy is imminent and predictable, authorization 
will not be granted for more than one year from the start of treatment.  
Rehabilitative services requiring treatment which cannot be brought into the 
home, will be covered provided the agency has met the certifying standards for 
that service under their participation agreement with Medicare. 
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