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Supplement to
Attachment 3.1-A
Page 10

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of MICHIGAN

Amount, Duration and Scope of Medical an Remedial Care Services
Provided to the Categorically and Medically Needy

2b. Rural Health Clinic Services

The following services are covered when furnished by a rural health clinic which
has been certified in accordance with 42 CFR 481

1) Rural health clinic services as specified in 42 CFR 440.20(b)
2)  Ambulatory services, other than rural health clinic services, which are
included in the Plan and are furnished in accordance with the requirements

specified in the Plan.
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