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Medical Policy Statement prepared by CSMG Co. and itsaffiliates(including CareSource) are derived from literature based on
and supported by clinical guidelines, nationally recognized utilization andtechnology assessment guidelines, other medical
managementindustry standards, and published MCO clinical policy guidelines. Medically necessary servicesinclude, butare
notlimited to,those health care servicesor suppliesthat are properand necessary forthe diagnosisortreatment of disease,
illness, orinjury and without whichthe patient can be expected to suffer prolonged, increased or new morbidity, impairment of
function, dysfunction of a body organor part, or significant pain and discomfort. These servicesmeet the standardsof good
medical practicein thelocal area, are the lowest cost alternative, and are not provided mainly for the convenience of the
memberorprovider. Medically necessary services also include those servicesdefinedin any Evidence of Coverage documents,
Medical Policy Statements, Provider Manuals, Member Handbooks, and/or other policiesand procedures.

Medical Policy Statementsprepared by CSMG Co. and itsaffiliates (including CareSource) do not ensure an authorization or
payment of services. Please referto the plan contract (often referredto asthe Evidence of Coverage) for the service(s)
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