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their ability to perform one or more 
activities of daily living. 

(g) The individual qualifies based on 
medical condition for medical assist-
ance for long-term care services de-
scribed in section 1917(c)(1)(C) of the 
Act. 

(h) The individual is an individual 
with respect to whom child welfare 
services are made available under part 
B of title IV to children in foster care 
and individuals with respect to whom 
adoption or foster care assistance is 
made available under part E of title IV, 
without regard to age. 

(i) The individual is a parent or care-
taker relative whom the State is re-
quired to cover under section 1931 of 
the Act. 

(j) The individual is a woman who is 
receiving medical assistance by virtue 
of the application of sections 
1902(a)(10)(ii)(XVIII) and 1902(aa) of the 
Act. 

(k) The individual qualifies for med-
ical assistance on the basis of section 
1902(a)(10)(A)(ii)(XII) of the Act. 

(l) The individual is only covered by 
Medicaid for care and services nec-
essary for the treatment of an emer-
gency medical condition in accordance 
with section 1903(v) of the Act. 

(m) The individual is determined eli-
gible as medically needy or eligible be-
cause of a reduction of countable in-
come based on costs incurred for med-
ical or other remedial care under sec-
tion 1902(f) of the Act or otherwise 
based on incurred medical costs. 

§ 440.320 State plan requirements: Op-
tional enrollment for exempt indi-
viduals. 

(a) General rule. A State plan that of-
fers exempt individuals as defined in 
§ 440.315 the option to enroll in bench-
mark or benchmark-equivalent cov-
erage must identify in its State plan 
the exempt groups for which this cov-
erage is available, and must comply 
with the following provisions: 

(1) In any case in which the State of-
fers an exempt individual the option to 
obtain coverage in a benchmark or 
benchmark-equivalent benefit package, 
the State must effectively inform the 
individual prior to enrollment that the 
enrollment is voluntary and that the 
individual may disenroll from the 

benchmark or benchmark-equivalent 
coverage at any time and regain imme-
diate access to standard full Medicaid 
coverage under the State plan. 

(2) Prior to any enrollment in bench-
mark or benchmark-equivalent cov-
erage, the State must inform the ex-
empt individual of the benefits avail-
able under the benchmark or bench-
mark-equivalent benefit package and 
the costs under such a package and 
provide a comparison of how they differ 
from the benefits and costs available 
under the standard full Medicaid pro-
gram. The State must also inform ex-
empt individuals that they may 
disenroll at any time and provide them 
with information about the process for 
disenrolling. 

(3) The State must document in the 
exempt individual’s eligibility file that 
the individual was informed in accord-
ance with this section prior to enroll-
ment, was given ample time to arrive 
at an informed choice, and voluntarily 
and affirmatively chose to enroll in the 
benchmark or benchmark-equivalent 
benefit package. 

(4) For individuals who the State de-
termines have become exempt individ-
uals while enrolled in benchmark or 
benchmark-equivalent coverage, the 
State must comply with the require-
ments in paragraphs (a)(1) through 
(a)(3) of this section above within 30 
days after such determination. 

(b) Disenrollment Process. (1) The 
State must act upon requests promptly 
for exempt individuals who choose to 
disenroll from benchmark or bench-
mark-equivalent coverage. 

(2) The State must have a process in 
place to ensure that exempt individuals 
have access to all standard State plan 
services while disenrollment requests 
are being processed. 

(3) The State must maintain data 
that tracks the total number of bene-
ficiaries that have voluntarily enrolled 
in a benchmark plan and the total 
number of individuals that have 
disenrolled from the benchmark plan. 

§ 440.325 State plan requirements: 
Coverage and benefits. 

Subject to requirements in § 440.345 
and § 440.365, States may elect to pro-
vide any of the following types of 
health benefits coverage: 
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(a) Benchmark coverage in accord-
ance with § 440.330. 

(b) Benchmark-equivalent coverage 
in accordance with § 440.335. 

§ 440.330 Benchmark health benefits 
coverage. 

Benchmark coverage is health bene-
fits coverage that is equal to the cov-
erage under one or more of the fol-
lowing benefit plans: 

(a) Federal Employees Health Benefit 
Plan Equivalent Coverage (FEHBP— 
Equivalent Health Insurance Coverage). 
A benefit plan equivalent to the stand-
ard Blue Cross/Blue Shield preferred 
provider option service benefit plan 
that is described in and offered to Fed-
eral employees under 5 U.S.C. 8903(1). 

(b) State employee coverage. Health 
benefits coverage that is offered and 
generally available to State employees 
in the State. 

(c) Health maintenance organization 
(HMO) plan. A health insurance plan 
that is offered through an HMO, (as de-
fined in section 2791(b)(3) of the Public 
Health Service Act) that has the larg-
est insured commercial, non-Medicaid 
enrollment in the State. 

(d) Secretary-approved coverage. Any 
other health benefits coverage that the 
Secretary determines, upon application 
by a State, provides appropriate cov-
erage to meet the needs of the popu-
lation provided that coverage. States 
wishing to elect Secretarial approved 
coverage should submit a full descrip-
tion of the proposed coverage, (includ-
ing a benefit-by-benefit comparison of 
the proposed plan to one or more of the 
three other benchmark plans specified 
above or to the State’s standard full 
Medicaid coverage package under sec-
tion 1905(a) of the Act), and of the pop-
ulation to which the coverage would be 
offered. In addition, the State should 
submit any other information that 
would be relevant to a determination 
that the proposed health benefits cov-
erage would be appropriate for the pro-
posed population. The scope of a Sec-
retary-approved health benefits pack-
age will be limited to benefits within 
the scope of the categories available 
under a benchmark coverage package 
or the standard full Medicaid coverage 
package under section 1905(a) of the 
Act. 

§ 440.335 Benchmark-equivalent health 
benefits coverage. 

(a) Aggregate actuarial value. Bench-
mark-equivalent coverage is health 
benefits coverage that has an aggre-
gate actuarial value, as determined 
under § 440.340, that is at least actuari-
ally equivalent to the coverage under 
one of the benchmark benefit packages 
described in § 440.330 for the identified 
Medicaid population to which it will be 
offered. 

(b) Required coverage. Benchmark- 
equivalent health benefits coverage 
must include coverage for the fol-
lowing categories of services: 

(1) Inpatient and outpatient hospital 
services. 

(2) Physicians’ surgical and medical 
services. 

(3) Laboratory and x-ray services. 
(4) Well-baby and well-child care, in-

cluding age-appropriate immuniza-
tions. 

(5) Emergency services. 
(6) Family planning services and sup-

plies and other appropriate preventive 
services, as designated by the Sec-
retary. 

(c) Additional coverage. (1) In addition 
to the categories of services of this sec-
tion, benchmark-equivalent coverage 
may include coverage for any addi-
tional services in a category included 
in the benchmark plan or described in 
section 1905(a) of the Act. 

(2) If the benchmark coverage pack-
age used by the State for purposes of 
comparison in establishing the aggre-
gate actuarial value of the benchmark- 
equivalent package includes any of the 
following four categories of services: 
Prescription drugs; mental health serv-
ices; vision services; and hearing serv-
ices; then the actuarial value of the 
coverage for each of these categories of 
service in the benchmark-equivalent 
coverage package must be at least 75 
percent of the actuarial value of the 
coverage for that category of service in 
the benchmark plan used for compari-
son by the State. 

(3) If the benchmark coverage pack-
age does not cover one of the four cat-
egories of services in paragraph (c)(2) 
of this section, then the benchmark- 
equivalent coverage package may, but 
is not required to, include coverage for 
that category of service. 
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