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Revision: HCF A - Region VI 
October 199 I 

State/ Territory: LOUISIANA 

Attachment 3.I-A 
Page I 

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

I. Inpatient hospital services other than those provided in an institution for medical diseases. 

Provided: o No limitations [8J With limitations' 

2.a. Outpatient Hospital services. 

Provided: o No limitations [8J With limitations' 

b. Rural health clinic services and other ambulatory services furnished by a rural health clinic and 
covered under the Plan. 

[8J Provided: 0 No limitations 

o Not Provided. 

[8J With limitations' 

c. Federally qualified health center (FQHC) services and other ambulatory services that are 
covered under the plan and furnished by an FQHC in accordance with section 4231 of the State 
Medicaid Manual (HCF A-Pub. 45-4). 

Provided: o No limitations 

3. Other laboratory and x-ray services 

Provided: o No limitations 

* Description provided on attachment. 

[8J With limitations' 

[8J With limitations' 

STATE /",oUi;2ill,,0A.. I 
DATE T'l.EC'G_ 12 - 21-09 

I DATEAPPV'D :5 -It:! -IQ A 

I 
':'ATE EFF_ /2-21-09 
HC"A 179 __ 09 -6 3 ___ _ 

L.... .. • ~ ... _...--"" .,. __ ... _______ ... _._:..L..-.- ... 

TN# OQ-53 
Supersedes 

Approval Date 3 -Iq -/0 Effective Date 12. -2.1-09' 

TN# CO -I :f--
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Revision: HCF A-PM-93-5 
May 1993 

State/Territory: 

(MB) 

LOUISIANA 

ATTACHMENT 3.1-A 
Page 2 
OMB No.: 0938-

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

4. a. Nursing facility services (other than services in an institution for mental diseases) for individuals 
21 years of age or older. 

Provided: ___ No limitations ___ X __ With limitations * 

4. b. Early and periodic screening, diagnostic and treatment services for individuals under 2 I years of 
age, and treatment of conditions found.* 

4. c. Family planning services and supplies for individuals of child-bearing age. 

Provided: X No limitations ___ With limitations* 

5. a. Physicians ' services whether furni shed in the office, the patient's home, a hospital, a nursing 
facility or elsewhere. 

Provided: ___ No limitations ______ x.o__ With limitations* 

Services of the type an optometrist is legally authorized to perform are specifically induded in 
the term "physicians' services." 

b. Medical and surgical services furnished by a dentist (in accordance with section I 905(a) (5) (B) 
of the Act). 

Provided: ___ No limitations _ _;X'-"-_ With limitations 

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. 

a. Podiatrists ' services. 

Provided: ___ No limitations ___ X __ With limitaXtions* 

TN# 12 - 61 
Date _______ _ 
Supersedes 
TN# 93 -21 

State: Louisiana 
Date Received: 30 November, 2012 
Date Approved : 23 September, 2013 
Date Effective: 1 October, 2012 
Transmittal Number: 12-61 

Approval Date 9 I 2 3 I 13 Effectivt· 10/1/12 



Revision: HCFA-PM-91-4 
August 1991 

State/Territory: 

(BPD) 

LOUISIANA 

ATTACHMENT 3.1-A 
Page 3 
OMB No.: 0938-

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

b. Optometrists ' services. 

0 Provided: 0 No limitations 0 With limitations* 

~ Not provided. 

c. Chiropractors' services. 

0 Provided: 0 No limitations 0 With limitations* 

~ Not provided. 

d. Other practitioners ' services. 

~ Provided: Identified on attached sheet with description of limitations, if 
any. Description is provided on Attachment 3.1-A, Item 6, 
Pages 3, 4, and 5. 

0 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: 0 No limitations ~ With limitations* 

b. Home health aide services provided by a home health agency. 
Provided: 0 No limitations ~ With limitations* 

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

Provided: 0 No limitations With limitations* 
State: Louisiana 
Date Received : 30 November, 2012 
Date Approved : 23 September, 2013 

*Description provided on attachment. Date Effective: 1 October, 2012 
Transmittal Number: 12-61 

TN# 12 - 61 Approval Date 9/23I13 

Supersedes 1O/1/12 
TN# 09-50 

HCF A ID: 7986E 



.ayiaion. HCrA-PM-'l~ 
AUCIlST 1991 

Stata/Tarritory. 

,8FD) 

LOUISIANA 

ATTACHMENT 3.1-A 
.a;a 3a 
OICII Ko.. OUI-

AMOUIIT, DUMTIOIf, AJCD ICOPE or MEDICAL 
AJCD REMEDIAL CAAE AJCD SERVICES PROVIDED TO THE CATEGORICALLY MEEDY 

d. .hyaical tharapy, occu~tional tharapy, or apaach patholovy an4 
au4iolo9Y aarvica. proyi4a4 by ahoma haalth a;ancy or .a4ical 
rahabilitation facility. 

/x / 'royi4a4. L:7 Ko li.itationa 

1--/ Rot proyi4e4. 

•• 'riyata 4uty nur.1n; aervicaa. 

1--/ 'roy14a4: L-/ Ko li.itation. 

/1r7 Rot proyi4a4. 

~With limitationa. 

L-/With li.itat10na. 

EffectiYa 
Data eCT e 11991 

HCrA ID: ,tilE 

OA if £1 -; ~5'r.~4~LL":'_ 
HCFA 17~ 

A 



aevision: HCFA-P~-85-J 
IlAYl9B5 

(IIERC) ATTACHMENT 3 . 1-A 
Pace • 
OKB WO .: 0938-0193 

AKOUVT, DURATION AND SCOPI OF KlDICAL 
AWn REKEDlAL CARE AND SERVICES PROVIDED TO THE CATIGORICALLY .rIDY 

t . Clinic .erwlces. 

L-!I Provided: L-I .0 l~tations 
L--I Wot provided . 

10. Dental .ervlces. 

L--I Provided : L-I We limitations 

( X I Wot provided. 

11 . Physical therapy and related services. 

e. Physical therapy . 

L--I Provided : . L-I Wo limitations 

~I Wot provided. 

b. Occupational therapy . 

L--I Provi~ed : L-I Wo limitations 

I XI Wot provided. 

£ll With limitations* 

L-I With limitations* 

L-' With limitations. 

L-I With limitations* 

c. Services for individuals with speech, hearinc, and lancuaCe disorders 
(provided by or under the supervision of a speech patholocist or 
audiolo,ilt) . 

_I _I Provided: L-' Wo lilllitations 

I~ Wot provided . 

-Description provided on attachment . 

TN 110. tfdC r 
SupersekJ" ? 
TN Wo . IiL.J..J 

L-I With lilllitat i ons* 

Effective Date 

, HerA 10 : 0069P/0002? 

, 

A 
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(Bt.RC) ATTACH:1D.,. 3.1-1. Revisions: llCrA-PI'I-85-3 
MAY 1985 Page 5 ._, 

12. 

0Mll NO.: 0938-0193 

AI'IO~,., DURATIOS AND SCOPE or MEDICAL 
'SD RE.'lEDIAL CAll AND St.RVICES PROVIDED TO THE CATEGORICAl.l.Y NE!DY 

Prescribed drugs, dentures, and prosthetic devices; and •. eyeglasses 
prescribed by a physician skilled in diseases of the eye-or .by 
an optometrist. - • 
a. Prescribed drugs. 

X Provided: ___ No licitations _~X~_ With limitaUon* 

Not provided 

b. Dentures • 

X Provided: ___ No limitations _~X,"-_ With limitation. 

Not provided 

c. Prosthetic devices. 

X Provided: ___ No limitations _..:.X,--_ With limitation" 

Not provided 
\ 

d. Eyeglasses • 

Provided: ___ No limitations ___ With liJnitation~ 

. ' 
X Not provided 

13. Other diagnostic, screening, preventive, and rehabilitative services, 
i.e., other than those provided elsewhere in the plan. 

a. Diagnostic services. 

___ Provided: ___ No limitations ___ With limitations" 

X Not provided ' 

*Description provided on attachment • 
• 

-. 
APPR.OVED BY DH~I:/:-t':;:i\lr:i' .::> 
CATE: i£a 1 0 ISS7 • 

-- .. 

TN No. Approval Date __ . ;..: ... :'~'_'......:';..':;; .. :-_ Effective Date Wi~.::w..:.._'_·· __ 
Supersedes 85. "3 ') 
TN No. ___ ><.,.;;;;......,;~_ 
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•• vl.lon: HerA - Region VI 
November 1990 

ATTACHKIMT 3.1-& 
p&&. , 

AJIOI1IIT. DU1tATIOII UD lCOPl or IIZDICAL 
AIID IDIIDIJJ. CAD un IUVICIS PIOVIDID TO %HI CATICOIICALLT nlDr 

.. 
b. Icr-an1Jl, •• rY.1c ••• -- -L' 'roddH: L' 10 l1a1taUon. -LI Wlth l1a1tatloaa* 

I x, lot, prowld.d. 

c. ,r.veatlw ••• rvle ••• 

-LI 'r'09lded: L.I 10 l1a1taUon. L' Wlth llaltatlon.* 

I X, lot ,rodded. 

d. lababllltatly ••• rYlca •• 

I X, -Proylded: L' 10 l1a1taUon. 

LI lot prowlded. 

14 . ..rvle .. tor lndlvl4ual. ac •• 5 or old.r 1Jl In.tltutlon. tor ___ tal 
41 ....... 

•• InpaUent boapltal •• rvlee •• 

I X, 'r'09lded: L' 10 l1a1tatlon. 

L' lot ,roYldH. 

t[i Wlth llaltatloaa* 

b. Hur.ing 

LI ,rnlded: L' 10 llaltat.1on. 

I Xi lot ,rowldH. 

L' Wlth llaltat.1on.* 

*o..crlptlon provld.d on attacbDent. 

DATE EC'o 7:~""-'io<...I.L.L=.u...._ 
:JATE APpv 'oMA~ ? 111002 
oAiE EFr __ ~U~~~'I~~~l~~~~~_ 
HCFA 179 921-& 

A 

Approval MA¥ 2. 0 1992 Iffective Dane! 0 11990 



Revision: HCF A - Region VI 
November 1990 

Attachment 3.1-A 
Page 7 

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

15. Services in an intermediate care facility for the mentally retarded (other than in an 
institution for mental diseases) for individuals who are determined, in accordance 
with Section 1902(a) (31) (A), to be in need of such care. 

fill Provided: o No limitations ~ With limitations* 

D Not provided. 

16. Inpatient psychiatric facility services for individuals under 22 years of age. 

~ Provided: o No limitations Ili:1 With limitations* 

D Not provided. 

17. Nurse-midwife services. 

tiC Provided: o No limitations ill With limitations* 

D Not provided. 

« 
18. Hospice care (in accordance with section 1905(0) of the Act). 

Il!!I Provided: o No limitations ~ With limitatio s* N 
0 

~ to 
.~ I 

<II r:-D Not provided. 

·3 
0 a 

..1 b 
w 

w a:: 
!:( UJ 

I-' !:( 
(J) 0 * Description provided on attachment. 

TN No. 0"2-0'6 
Supersedes 

Approval Date 0
'

- 1"<.- 02 Effective Date _-=()_"_- :::O.:..I--'O::..:=2.."--__ 

TN No. (;10 - ::'"2-

~ , 
'" I 
r-

a 
:> a.. 
a.. « 
W 
!:( 
0 

rI ~ 0 
I , , 

"<t r- . ...J 

u. '" u. "-w ~ 
ill It !:( 0 
0 I 
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Revision: HCFA - PM-94-7 
SEPTEMBER 1994 

(MB) ATTACHMENT 3.1-A 
Page 8 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory, LOUISIANA 

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

19. Case management services and Tuberculosis related services 

a. Case management services as defined in, and to the group specified 
in, Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 
1905 (a) (1.9) or section 1.915 (g) of the Act) . 

-L Provided: -X- With limitations 

Not provided. 

b. Special tuberculosis (TB) 
1.902 (z) (2) (F) of the Act. 

related 

--lL Provided: ~ With limitations· 

Not provided . 

20. Extended services for pregnant women 

services under section 

a. Pregnancy-related and postpartum services for a 60-day period after 
the pregnancy ends and any remaining days in the month in which the 
60th day falls. 

~ Additional coverage ++ 

b . Services for any other medical conditions that may complicate 
pregnancy. 

~ Additional coverage ++ 

++ Attached is a description of increases in covered services beyond 
limitations for all groups described in this attachment and/or any 
additional services prov ided to ,. wnmpn nnl v 

STATE 
J...n . . y~taDA 

DATE REC'D~._ Du (1 ~ 
*Description provided on attachment 

DATE APPV'D -.le ._Feb Oi-
DATE EFF __ '_ -'A.:2!f (13 

HCFA 179 O~-~~ 

TN No. 03 -~S Approval Date 'i:. Et!b Ot 
Supersedes 
TN No, 95-.93 

Effect,ve Date 

A 



a.yielon. HcrA-PII-U- 4 
AUCUST lUI 

(aPD) ATTACHMEKT 3.1-1. 
.a9. la 
OMB 110.. onl-

Itata/T.rrltory. LOUISIANA 

AIIOUIIT. DUJlATIOII. AIID ICOPE or II1:DlCAL 
AIID ItEllEDI.u. CAJU: AIID lEIlVlCES PItOVIDED TO THE CATEOOJUCALLY JIlEDY 

21. Aabulatory pranatal car. for pr.9nant woe.n furniahad durin9 a 
pr •• uaptiy. ali9ibility period by a qualified proyider (in accordanc. 
with a.ctlon 1.20 of the Act) • 

. £J Provided. £i 110 U.1tationa • LI With U.itation •• 

L--I 1I0t provided. 

22. ae.plratory care aervicea (in accordance ~ith aection l'02(e)(')(A) 
throu9h (C) of the Act). 

L--I Proylded: LIllo li.itationa LIWith ll.itationa. 

. I x~ 1I0t proyldad. 

23 . Pedlatric or faally nur •• practltionara' a.rvlc ••• 

Provid.d: i:7 110 li.itatlon. ~.lth 11.itation.· 

0Deacript10n pro~ded on attachaant. 

~,......a.::~"'":'APproval Dat. MAY 20 19 IffectiYe Dete OCT 0 11991 

ttrtt 11-.4/ I 9& (9e'.r,,) 
HcrA ID. 7U61: 

I 

STATELJJU , ,~ Om 
'''''''~~~ ~~;~ ~[<-:~ : ~~.- ::92 A 



",,!aion: RCrA-PM-U- 4 
AlICUST 1" 1 

Itata/Tarritory: 

(aPD) 

LOUISIANA 

ATTACHKEIIT l. 1-A 
.ava , 
mea Ro. I OUI-

AMOUWT, DURATION, AXe ICOPE or KEDICAL 
AXe REMEDIAL CARl: AXe IEJlVICES .IIOVIDED TO 'l'IIJ: CAftGOJlICALLY IlEEDY 

24. Any otllar _dicd cara and any otll.r type of ~ial can ncovn1&ed 
and.r Stat. law, .pacified by til. I.cr.tary. 

a. ~anaportation. 

{X/ Providad: 1-1 .0 li.itation. 

L--/ Hot provid.d. 

b. Sarvic •• of Cllri.tian Scianc. nur •••• 

L--I .rovided: L.I .0 lia1taUon. 

/ XI Hot provid.d. 

il/Vitll li.itation.-

1-/Vitll lia1tation.-

c. Car. and •• rvic •• provided in Cllri.tian Icianc •• anitoria. 

L--I Provided: 1-1 Ho lia1tation. 

, X / Hot provided. 

1-/Vitll lia1tation.· 

d. Rur.inv facility •• rvic •• for pati.nt. undar 21 year. of a9 •• 

,XI Provid.d: 1-1 Ho li.it.tion. 

L--/ .ot provided . 

•• Ea.rvancy 1I0apital .arvica •• 

L--I Provid.d: 1-1 Ho li.itation. 

'X I Hot provided. 

1-/Vitll l1a1tation.· 

1-/Vitll li.itation.· 

f. P.r.onal c.re •• rvic.a in r.cipi.nt'. lloa., pr •• cribed in accordanc. 
witll a plan of tr.at.ant and provid.d by a qualified per. on und.r 
.upervi.ion of • r.vi.t.red nur.a. 

TN No. 
luper. 
!'II NO. 

L--I provid.d: 1-1 Ho li.itationa 

'X I Rot provid.d. 

attacllaent. 

1-/Vitll lia1tation.· 

D.ta MAY 21 1992 Eff.ctiv. Dat. ~~ ____ ~~~1 
HcrA ID: nUE 

• 

STATE 7"5~~~~4:';:~-
~.'H 

A 

I~CFA IN 



Revision: HCFA-PM-94-9 
DECEMBER 1994 

State: LOUISIANA 

(MB) Attachment 3.1-A 
Page 10 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CA TEGORICALL Y NEEDY 

25. Home and Community Care for Functionally Disabled Elderly Individuals, as defined, 
described and limited in Supplement 2 to Attachment 3.1-A, and Appendices A-G to 
Supplement 2 to Attachment 3.1-A. 

provided X not provided · 

26. Personal care services furnished to an individual who is not an inpatient or resident of a 
hospital, nursing facility, intermediate care facility for the mentally retarded, or institution 
for mental disease that are (A) authorized for the individual by a physician in accordance 
with a plan of treatment, (B) provided by an individual who is qualified to provide such 
services and who is not a member of the individual's family, and (C) furnished in a home. 

Provided: 

Not Provided. 

State Approved (Not Physician) Service Plan 
Allowed 

X. Services Outside the Home Also Allowed 

X Limitations Described on Attachment 

SUPERSEDES TN- q ~. :11-

TN No. 03 -/7 
Supersedes 
TN No. 9:1- 21-

Approval Date 1"2.- 22 . a 3 Effective Date 01- 01- ottl-



L 

Revision: 

State: LOUISIANA 

Attachment 3.I-A 
Page II 

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

27. Program of All-Inclusive Care for the Elderly (PACE) services, as described in 
Supplement 3 to Attachment 3.I-A. 

_X_ Election of PACE: by virtue of this submittal, the State elects PACE as an 
optional State Plan service. 

No election of PACE: by virtue of this submittal , the State elects to not add 
PACE as an optional State Plan service. 

TN# C± -Q~ Approval Date II - I - 04· 
Supersedes 
TN#,7"" .-"":"" '··~·~, ~ .c. ' . ,lr-y::~ "; =-~J: ''')', ;.-::'::' 

\ SYATE _7V:~-l-(.L-O_-lZ..-' --='"i!--"1 
DATE REC'D_~ -~/ -=:-Q:'t 
DATE APeV'D-'-L~-=-<2:1: I A 
DATE EFF 2. - 2.1 - 01 

" HCFA 179 Q"'/ -0(" 
~ --..-.--~ ~ 

EffectiveDate 2-2/-(24 



State of Louisiana 

Attachment 3.I-A 
Page 12 

OMB Approved 0938-1024 

19150) Self-Directed Personal Assistance Services State Plan Amendment Pre-Print 

Amount, Duration, and Scope of Medical and Remedial Care Services Provided To the 
Categorically Needy 

28. Self-Directed Personal Assistance Services, as described in Supplement _2_ to Attachment 
3.I-A . 

~ Election of Self-Directed Personal Assistance Services: By virtue of this submittal , 
the State elects Self-Directed Personal Assistance Services as a State plan service 
delivery option. 

No election of Self-Directed Personal Assistance Services: By virtue of this 
submittal , the State elects not to add Self-Directed Personal Assistance Services as a 
State plan service delivery option. 

r;l:~~;'~-' Lo::;~'~;:;~A '--rl- T __ . ._.L~__ ~ 

DA-,-E REC'D_IZ_:_3_!":: 0 ~ ._ ! 
DATEAPPII'D __ 1.::1.l, -/6 A 

, I)ATE EFF . 7 -_I-O~ 

!HC"A179 O~-J-5 , 
t ............. _"-;.~,, .... '- __ .~ ..... :::~_J:"..~ ........ } 

TN# D'D - 2-5 Approval Date 1 -If.. - to Effective Date __ "7:.....-..:'_-.::0,,-,-1_ 
Supersedes: 
TN# . (),! JPEESEDES l'\lm~E - NEW PAGE 



Attachment 3.1-A 
Page 13 

OMB Approved 0938·1024 

Attachment 3.1A: Freestanding Birth Center Services 

28. (i) Licensed or Otherwise State-Approved Freestanding Birth Centers 

Provided: o No limitations o With limitations [SJNone licensed or approved 

Please describe any limitations: 

28. (ii) Licensed or Otherwise State-Recognized covered professionals providing services in 
the Freestanding Birth Center 

Provided : o No limitations o with lim itations (please describe below) 

181 Not Applicable (there are no licensed or State approved Freestanding Birth Centers) 

Please describe any limitations: 
r--" '- -~.,----

STATE LOUiS, a.....~ r---l 
DATE REC'[l 6 - 7-/02. 

Please check all that apply: 
CAT!; APPV'II 0 -.;zft;,-/O<. A 
OATEEFF t,!- I-IO<.--
, ;~ .~!! / 0;_-,::, 'i ____ . _ 

o (a) Practitioners furnishing mandatory services described in another benefit category 
and otherwise covered under the State plan (Le., physicians and certified nurse midwives). 

o (b) Other licensed practitioners furnishing prenatal, labor and delivery, or postpartum 
care in a freestanding birth center within the scope of practice under State law whose services 
are otherwise covered under 42 CFR 440.60 (e.g. , lay midwives, certified professional midwives 
(CPMs), and any other type of licensed midwife). " 

o (c) Other health care professionals licensed or otherwise recognized by the State to 
provide these birth attendant services (e.g., doulas, lactation consultant, etc.)." 

"For (b) and (c) above, please list and identify below each tvpe of professional who will be 

providing birth center services: 

TN" I;J. - 0 Cj Approva I Datet -Olb - / OJ.. Effective Date q - / I,;i... 

Supersedes 
TN" -t(oJlle. -tVbv f'~ 

If) r W PAliF 

Attachment 3.1-A 
Page 13 

OMB Approved 0938·1024 

Attachment 3.1A: Freestanding Birth Center Services 

28. (i) Licensed or Otherwise State-Approved Freestanding Birth Centers 

Provided: o No limitations o With limitations [SJNone licensed or approved 

Please describe any limitations: 

28. (ii) Licensed or Otherwise State-Recognized covered professionals providing services in 
the Freestanding Birth Center 

Provided : o No limitations o with lim itations (please describe below) 

181 Not Applicable (there are no licensed or State approved Freestanding Birth Centers) 

Please describe any limitations: 
r--" '- -~.,----

STATE LOUiS, a.....~ r---l 
DATE REC'[l 6 - 7-/02. 

Please check all that apply: 
CAT!; APPV'II 0 -.;zft;,-/O<. A 
OATEEFF t,!- I-IO<.--
, ;~ .~!! / 0;_-,::, 'i ____ . _ 

o (a) Practitioners furnishing mandatory services described in another benefit category 
and otherwise covered under the State plan (Le., physicians and certified nurse midwives). 

o (b) Other licensed practitioners furnishing prenatal, labor and delivery, or postpartum 
care in a freestanding birth center within the scope of practice under State law whose services 
are otherwise covered under 42 CFR 440.60 (e.g. , lay midwives, certified professional midwives 
(CPMs), and any other type of licensed midwife). " 

o (c) Other health care professionals licensed or otherwise recognized by the State to 
provide these birth attendant services (e.g., doulas, lactation consultant, etc.)." 

"For (b) and (c) above, please list and identify below each tvpe of professional who will be 

providing birth center services: 

TN" I;J. - 0 Cj Approva I Datet -Olb - / OJ.. Effective Date q - / I,;i... 

Supersedes 
TN" -t(oJlle. -tVbv f'~ 

If) r W PAliF 


