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State decides eligible groups, types and range of services, 
payment levels for services, and administrative and 
operating procedures.  Payments for services are made 
directly by the State to the individuals or entities that furnish 
the services.    

 
(42 C.F.R. § 430.0) 

 
The State plan is a comprehensive written statement 
submitted by the agency describing the nature and scope of 
its Medicaid program and giving assurance that it will be 
administered in conformity with the specific requirements of 
title XIX, the regulations in this Chapter IV, and other 
applicable official issuances of the Department.  The State 
plan contains all information necessary for CMS to 
determine whether the plan can be approved to serve as a 
basis for Federal financial participation (FFP) in the State 
program. 

                                                                               (42 C.F.R. § 430.10) 
 
Section 1915(b) of the Social Security Act provides: 

  
The Secretary, to the extent he finds it to be cost-effective 
and efficient and not inconsistent with the purposes of this 
subchapter, may waive such requirements of section 1396a 
of this title (other than subsection(s) of this section) (other 
than sections 1396a(a)(15), 1396a(bb), and 1396a(a)(10)(A) 
of this title insofar as it requires provision of the care and 
services described in section  1396d(a)(2)(C) of this title) as 
may be necessary for a State… 

  
(42 U.S.C. § 1396n(b)) 

 
The State of Michigan has opted to simultaneously utilize the authorities of the 1915(b) 
and 1915(c) programs to provide a continuum of services to disabled and/or elderly 
populations.  Under approval from the Centers for Medicare and Medicaid Services 
(CMS) the Department of Community Health (MDCH) operates a section 1915(b) and 
1915(c) Medicaid Managed Specialty Services and Support program waiver.  The CMH 
contracts with the Michigan Department of Community Health to provide services under 
the waiver pursuant to its contract obligations with the Department. 
 
However, Medicaid beneficiaries are only entitled to medically necessary Medicaid 
covered services and the MI Choice waiver did not waive the federal Medicaid 
regulation that requires that authorized services be medically necessary.  See 42 C.F.R. 
§ 440.230.  The MPM also describes the criteria the CMH must apply before Medicaid 
can pay for outpatient mental health benefits: 
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2.5.B. DETERMINATION CRITERIA 
 
The determination of a medically necessary support, service 
or treatment must be: 
 

• Based on information provided by the beneficiary, 
beneficiary’s family, and/or other individuals (e.g., 
friends, personal assistants/aides) who know the 
beneficiary; and 

• Based on clinical information from the beneficiary’s 
primary care physician or health care professionals 
with relevant qualifications who have evaluated the 
beneficiary; and 

• For beneficiaries with mental illness or developmental 
disabilities, based on person-centered planning, and 
for beneficiaries with substance use disorders, 
individualized treatment planning; and 

• Made by appropriately trained mental health, 
developmental disabilities, or substance abuse 
professionals with sufficient clinical experience; and 

• Made within federal and state standards for 
timeliness; and 

• Sufficient in amount, scope and duration of the 
service(s) to reasonably achieve its/their purpose. 

• Documented in the individual plan of service.  
 

  (MPM, Mental Health and Substance Abuse Section,  
October 1, 2011, page 13) 

 
Here, it is undisputed that Appellant missed a number of appointments as described 
above.  Moreover,  credibly testified that, given Appellant’s limited engagement with 
the CMH, Appellant was not receiving any intensive services as part of her program.  
(Testimony of ).   also testified that Appellant had not reported any psychiatric 
problems as a result of missing her appointments and that she is able to maintain her 
functioning at a high level without the CMH’s services.  (Testimony of ).  
 
In response, Appellant testified that she does not go to appointments with her workers 
because they do not “click” with her.  (Testimony of Appellant).  (Testimony of 
Appellant).  Appellant also testified that she sometimes has trouble getting gas money 
so that she can make her appointments.  (Testimony of Appellant).  Appellant further 
testified that she sometimes forgets about appointments.  (Testimony of Appellant).  
According to Appellant, she does not like her medications because of their side effects, 
but that it is hard without them.  (Testimony of Appellant).   
 






