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Application for a §1915(c) Home and Community-Based

Services Waiver

PURPOSE OF THE

HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (§)QBaiver program is authorized in 81915(c) of
the Social Security Act. The program permits aeSta furnish an array of home and community-based
services that assist Medicaid beneficiaries toilivbae community and avoid institutionalizatiohe Centers

for Medicare & Medicaid Services (CMS) recognizkattthe design and operational features of a waiver
program will vary depending on the specific neeidbe target population, the resources availabthedstate,
service delivery system structure, State goalsodijektives, and other factors.
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1.  Request Information

A.

C.

D.

E.

F.

The State of | | requests approval for a Medicaid home and community
based services (HCBS) waiver under the authorigl®fL5(c) of the Social Security Act (the Act).

Program Title (optional —
this title will be used tg
locate this waiver in thg
finder):

Type of Request(the system will automatically populate new, amesmror renewal)

Requested Approval Period (For new waivers requesting five year approval pdsicthe waiver must
serve individuals who are dually eligible for Medlid and Medicare.)

O | 3years

O | 5years

O | New to replace waiver
Replacing Waiver Number:

Migration Waiver — this is an existing approved waiver
Provide the information about the original waiveirty migrated

Base Waiver Number:

Amendment Number (if
applicable):

Effective Date: (mm/dd/yy)

Type of Waiver (select only one)
O | Model Waiver

O | Regular Waiver

Proposed Effective Date:| |
Approved Effective Date(CMS Use){| |

Level(s) of Care This waiver is requested in order to provide boamd community-based waiver
services to individuals who, but for the provisiminsuch services, would require the following l€sgl
of care, the costs of which would be reimburseckutioe approved Medicaid State p(aheck each that

applies)
O | Hospital (select applicable level of care)
O | Hospital as defined in 42 CFR 8440.10

If applicable, specify whether the State additignhimits the waiver to subcategories pf
the hospital level of care:

State:

Effective Date
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Inpatient psychiatric facility for individuals unde r age 21 as provided in 42 CFR §
440.160

c

Nursing Facility (select applicable level of care)

O | Nursing Facility as defined in 42 CFR 8440.40 and4CFR §440.155

If applicable, specify whether the State additignhimits the waiver to subcategories pf
the nursing facility level of care:

O | Institution for Mental Disease for persons with memal illnesses aged 65 and older ds
provided in 42 CFR 8440.140

Intermediate Care Facility for Individuals with Int ellectual Disabilities (ICF/IID) (as
defined in 42 CFR 8440.150)

If applicable, specify whether the State additibnknits the waiver to subcategories of the
ICF/IID facility level of care:

State:

Effective Date
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G. Concurrent Operation with Other Programs. This waiver operates concurrently with anothegpam
(or programs) approved under the following autlesit

ey

S

192}

Select one:
O | Not applicable
O | Applicable
Check the applicable authority or authorities:
O | Services furnished under the provisions of §1915(d)(a) of the Act and described in
Appendix |
O | Waiver(s) authorized under §1915(b) of the Act.

Specify the §1915(b) waiver program and indicatetiver a 81915(b) waiver application h

been submitted or previously approved:

Specify the §1915(b) authorities under which thisgpam operatesfieck each that

applieg:

O | 81915(b)(1) (mandated enrollment to O | 81915(b)(3) (employ cost saving

managed care) to furnish additional services)

O | 81915(b)(2) (central broker) O | 81915(b)(4) (selective
contracting/limit number of
providers)

O | A program operated under §1932(a) of the Act.
Specify the nature of the State Plan benefit aditate whether the State Plan Amendme
has been submitted or previously approved:

O | A program authorized under 81915(i) of the Act.

O | A program authorized under 81915(j) of the Act.

O | A program authorized under 81115 of the Act.
Specify the program:

H. Dual Eligibility for Medicaid and Medicare.
Check if applicable:
O | This waiver provides services for individuals who ee eligible for both Medicare and
Medicaid.
State:

Effective Date
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2. Brief Waiver Description

Brief Waiver Description. In one page or les#riefly describe the purpose of the waiver, idahg its goals,
objectives, organizational structure (e.g., theesobf state, local and other entities), and serdiglesery
methods.

State:
Effective Date
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3. Components of the Waiver Request

The waiver application consists of the following amponents. Note: Iltem 3-E must be completed.

A.

B.

Waiver Administration and Operation. Appendix A specifies the administrative and operational
structure of this waiver.

Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals wine a
served in this waiver, the number of participahtt the State expects to serve during each yegthina
waiver is in effect, applicable Medicaid eligibfliand post-eligibility (if applicable) requiremengsd
procedures for the evaluation and reevaluatioeallof care.

Participant Services. Appendix C specifies the home and community-based waiveicEsthat are
furnished through the waiver, including applicalolgtations on such services.

Participant-Centered Service Planning and Delivy. Appendix D specifies the procedures and
methods that the State uses to develop, implenmehirenitor the participant-centered service pldn (o
care).

Participant-Direction of Services. When the State provides for participant directadnservices,

Appendix E specifies the participant direction opportunitteat are offered in the waiver and the
supports that are available to participants whedlitheir servicegSelect one)

O | Yes. This waiver provides participant direction opmrtunities. Appendix E is required

O | No. This waiver does not provide participant direcion opportunities.
Appendix E is not required

Participant Rights. Appendix F specifies how the State informs participants efrtiviedicaid Fair
Hearing rights and other procedures to addresiipant grievances and complaints.

Participant Safeguards. Appendix G describes the safeguards that the State hasisktabto assure
the health and welfare of waiver participants iacified areas.

Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this
waiver.

Financial Accountability. Appendix | describes the methods by which the State makengyeyg for
waiver services, ensures the integrity of thesemmeys, and complies with applicable federal
requirements concerning payments and federal finhparticipation.

Cost-Neutrality Demonstration. Appendix J contains the State’s demonstration that the wadiver
cost-neutral.

State:
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4. Waiver(s) Requested

A. Comparability. The State requests a waiver of the requirementtamed in §1902(a)(10)(B) of the
Act in order to provide the services specifiedppendix C that are not otherwise available under the
approved Medicaid State plan to individuals who:rémuire the level(s) of care specified in IterR 1.
and (b) meet the target group criteria specifiedppendix B.

B. Income and Resources for the Medically Needylndicate whether the State requests a waiver of
§1902(a)(10)(C)(i)(I1) of the Act in order to ugastitutional income and resource rules for the
medically needyselect one)

O | Not Applicable
O | No
O | Yes

C. Statewideness. Indicate whether the State requests a waivehefstatewideness requirements in
§1902(a)(1) of the Adtselect one)

O | No
O | Yes
If yes, specify the waiver of statewideness that@giestedcheck each that applies)

O | Geographic Limitation. A waiver of statewideness is requested in otddurnish service$
under this waiver only to individuals who residehe following geographic areas or politigal
subdivisions of the State.

Specify the areas to which this waiver applies aaslapplicable, the phase-in schedule offthe
waiver by geographic area

O | Limited Implementation of Participant -Direction. A waiver of statewideness is requested
in order to makgparticipant direction of serviceas specified ilppendix E available only
to individuals who reside in the following geographreas or political subdivisions of 'jv:

State. Participants who reside in these areaseteay to direct their services as provided|by
the State or receive comparable services throwghkedtvice delivery methods that are in effect
elsewhere in the State.
Specify the areas of the State affected by thigavaind, as applicable, the phase-in schedqule

of the waiver by geographic area

State:
Effective Date
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5. Assurances

In accordance with 42 CFR 8441.302, the State gesvihe following assurances to CMS:

Health & Welfare: The State assures that necessary safeguards retvéalien to protect the health
and welfare of persons receiving services undentliver. These safeguards include:

1. As specified irAppendix C, adequate standards for all types of providengitwvide services under

2. Assurance that the standards of any State licensu certification requirements specified in
Appendix C are met for services or for individuals furnishisgyvices that are provided under the
waiver. The State assures that these requirerasntaet on the date that thevices are furnished,

3. Assurance that all facilities subject to 8161 @feghe Act where home and community-based waiver
services are provided comply with the applicablat&Sstandards for board and care facilities as

Financial Accountability. The State assures financial accountability dods expended for home and

community-based services and maintains and malesble to the Department of Health and Human
Services (including the Office of the Inspector &at), the Comptroller General, or other designees,
appropriate financial records documenting the observices provided under the waiver. Methods of

Evaluation of Need: The State assures that it provides for an iniehluation (and periodic
reevaluations, at least annually) of the need fewal of care specified for this waiver, when thes a
reasonable indication that an individual might nsech services in the near future (one month @) les
but for the receipt of home and community-basedices under this waiver. The procedures for
evaluation and reevaluation of level of care aexgi@d inAppendix B.

Choice ofAlternatives: The State assures that when an individual is aéted to be likely to require
the level of care specified for this waiver anthia target group specified Appendix B, the individual

1. Informed of any feasible alternatives under the waiver; and,
2. Given the choice of either institutional or hoarel community-based waiver services.

Appendix B specifies the procedures that the State emplogadare that individuals are informed of
feasible alternatives under the waiver and givendmoice of institutional or home and community-

Average Per Capita ExpendituresThe State assures that, for any year that theawi\in effect, the
average per capita expenditures under the waivenaetiexceed 100 percent of the average per capita
expenditures that would have been made under tligcklid State plan for the level(s) of care spedifie
for this waiver had the waiver not been grantedst@eutrality is demonstratedAppendix J.

Actual Total Expenditures: The State assures that the actual total expepdittor home and
community-based waiver and other Medicaid servamed its claim for FFP in expenditures for the
services provided to individuals under the waivél mot, in any year of the waiver period, exced 1
percent of the amount that would be incurred inahsence of the waiver by the State's Medicaid
program for these individuals in the institutiosatting(s) specified for this waiver.

Institutionalization Absent Waiver: The State assures that, absent the waiver, duhig served in
the waiver would receive the appropriate type ofildaid-funded institutional care for the level afe

Reporting: The State assures that annually it will provide&With information concerning the impact
of the waiver on the type, amount and cost of ses/provided under the Medicaid State plan and on
the health and welfare of waiver participants. stihformation will be consistent with a data cotieo

A.
this waiver;
and,
specified inAppendix C.
B.
financial accountability are specified Appendix I.
C.
D.
(or, legal representative, if applicable) is:
based waiver services.
E.
F.
G.
specified for this waiver.
H.
plan designed by CMS.
State:
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Habilitation Services. The State assures that prevocational, educhtionsupported employment
services, or a combination of these services,a¥ipled as habilitation services under the waiver ar
(1) not otherwise available to the individual thgbua local educational agency under the Individuals
with Disabilities Education Improvement Act of 200EA) or the Rehabilitation Act of 1973; and,

(2) furnished as part of expanded habilitation ises

Services for Individuals with Chronic Mental Iliness. The State assures that federal financial
participation (FFP) will not be claimed in expenads for waiver services including, but not limited
day treatment or partial hospitalization, psychaaaehabilitation services, and clinic servicesyded

as home and community-based services to individuigiischronic mental illnesses if these individyals
in the absence of a waiver, would be placed in an IMD and are: (1) age 22 to 64; (2) age 65 and older
and the State has not included the optional ibédi benefit cited in 42 CFR §440.140; or (3) age 21
and under and the State has not included the @btioMedicaid benefit cited

in 42 CFR 8440.160.

State:
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6. Additional Requirements

Note: Item 6-1 must be completed.

Service Plan In accordance with 42 CFR 8441.301(b)(1)(i),aatipipant-centered service plan (of
care) is developed for each participant employirggprocedures specified Appendix D. All waiver
services are furnished pursuant to the service pldre service plan describes: (a) the waiver sesvi
that are furnished to the participant, their prgdcfrequency and the type of provider that furessh
each service and (b) the other services (regardidsmding source, including State plan services)
informal supports that complement waiver servicaseeting the needs of the participant. The servic
plan is subject to the approval of the Medicaidnage Federal financial participation (FFP) is not
claimed for waiver services furnished prior to thevelopment of the service plan or for services tha

Inpatients. In accordance with 42 CFR 8441.301(b)(1)(ii), weai services are not furnished to
individuals who are in-patients of a hospital, mgdacility or ICF/IID.

Room and Board In accordance with 42 CFR 8441.310(a)(2), FR®tslaimed for the cost of room
and board except when: (a) provided as part ofteesprvices in a facility approved by the Statd th
not a private residence or (b) claimed as a pouidhe rent and food that may be reasonably atteib
to an unrelated caregiver who resides in the saedhold as the participant, as providedppendix

Access to ServicesThe State does not limit or restrict participaaotess to waiver services except as

Free Choice of Provider. In accordance with 42 CFR 8431.151, a participaay select any willing
and qualified provider to furnish waiver servicesluded in the service plan unless the State has
received approval to limit the number of providensler the provisions of §1915(b) or another provisi

FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FRfbvisclaimed for services when
another third-party (e.g., another third party trealsurer or other federal or state program) g=lle
liable and responsible for the provision and paynoéithe service. FFP also may not be claimed for
services that are available without charge, orras tare to the community. Services will not be
considered to be without charge, or free care, Whiethe provider establishes a fee schedule foin ea
service available and (2) collects insurance infdgrom from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third painsurers. Alternatively, if a provider certifiéisat a
particular legally liable third party insurer daest pay for the service(s), the provider may naotegate

Fair Hearing: The State provides the opportunity to request ia Haaring under 42 CFR 8431
Subpart E, to individuals: (a) who are not giveer tthoice of home and community-based waiver
services as an alternative to institutional level of care specified for this waiver; (b) who are denied the
service(s) of their choice or the provi@®rof their choice; or (¢) whose services are denied, suspended,
reduced or terminated.Appendix F specifies the State’s procedures to provide inldizis the
opportunity to request a Fair Hearing, includingoiding notice of action as required in

Quality Improvement. The State operates a formal, comprehensive syst@msure that the waiver
meets the assurances and other requirements cahiaithis application. Through an ongoing process
of discovery, remediation and improvement, theeSéaisures the health and welfare of participants by
monitoring: (a) level of care determinations; (b) individual plans and services delivery; (c) provider
qualifications (d) participant health and welfare; (e) financial oversight and (f) administrative oversight

of the waiver. The State further assures thatrabblems identified through its discovery procesaes
addressed in an appropriate and timely mannerjstens with the severity and nature of the problem.

A.
are not included in the service plan.
B.
C.
l.
D.
provided inAppendix C.
E.
of the Act.
F.
further bills for that insurer for that annual et
G.
42 CFR 8431.210.
H.
State:

Application: 10

Effective Date




During the period that the waiver is in effect, Btate will implement the Quality Improvement St
specified throughout the application andNppendix H.

I.  Public Input. Describe how the State secures public inputtimadevelopment of the waiver:

J. Notice to Tribal Governments The State assures that it has notified in wgitih federally-recognized
Tribal Governments that maintain a primary officel®r majority population within the State of the
State’s intent to submit a Medicaid waiver requesenewal request to CMS at least 60 days befiare t
anticipated submission date as provided by Pregsaddfxecutive Order 13175 of November 6, 2000.
Evidence of the applicable notice is available tiglothe Medicaid Agency.

K. Limited English Proficient Persons The State assures that it provides meaningitésscto waiver
services by Limited English Proficient persons az@dance with: (a) Presidential Executive Order
13166 of August 11, 2000 (65 FR 50121) and (b) Btepent of Health and Human Services “Guidance
to Federal Financial Assistance Recipients Reggrditle VI Prohibition Against National Origin
Discrimination Affecting Limited English ProficienPersons” (68 FR 47311 - August 8, 2003).
Appendix B describes how the State assures meaningful attc@sgver services by Limited English
Proficient persons.

State: Application: 11
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7. Contact Person(s)

A. The Medicaid agency representative with whom CM&ikhcommunicate regarding the waiver is:

Last Name:

First Name:
Title:
Agency:
Address :
Address 2:
City:

State:

Zip:

Phone: Ext: O | TTY
Fax:

E-mail:

B. If applicable, the State operating agency represestwith whom CMS should communicate regarding
the waiver is:

Last Name:

First Name:
Title:
Agency:
Address:
Address 2:
City:

State:

Zip :
Phone: Ext: O | TTY
Fax:

E-mail:

State:
Effective Date
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8. Authorizing Signature

This document, together with Appendices A througltahstitutes the State's requést a waiver under
81915(c) of the Social Security Act. The State eessthat all materials referenced in this waivepliaption
(including standards, licensure and certificatieguirements) areadily available in print or electronic form
upon request to CMS through the Medicaid agencyf applicable, from the operating agency specified
Appendix A. Any proposed changes to the waivel bel submitted by the Medicaid agency to CMS in the
form of waiver amendments.

Upon approval by CMS, the waiver application seagthe State's authority to provide home and camitgru
based waiver services to the specified target grolipe State attests that it will abide by all psmns of the
approved waiver and will continuously operate trewer in accordance with the assurances specified i
Section 5 and the additional requirements specifiegection 6 of the request.

Signature: Submission
Date:

State Medicaid Director or Designee

Note: The Signature and Submission Date fields wilbe automatically completed when the State
Medicaid Director submits the application.

Last Name:

First Name:
Title:
Agency:
Address:
Address 2:
City:

State:

Zip:

Phone: Ext: O | TTY
Fax:

E-mail:

State:
Effective Date
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Attachment #1: Transition Plan

Specify the transition plan for the waiver:

State: Attachments to Application: 1
Effective Date




Attachment #2: Home and Community-Based Settings Weer Transition Plan

Specify the state's process to bring this waiver aompliance with federal home and community-
based (HCB) settings requirements at 42 CFR 44{c¥@)-(5), and associated CMS guidance.

Consult with CMS for instructions before completihig item. This field describes the status of a
transition process at the point in time of subnoissRelevant information in the planning phase
will differ from information required to describétainment of milestones.

To the extent that the state has submitted a sidgeMCB settings transition plan to CMS, the
description in this field may reference that stateplan. The narrative in this field must include
enough information to demonstrate that this wan@nplies with federal HCB settings
requirements, including the compliance and traositiequirements at 42 CFR 441.301(c)(6), and
that this submission is consistent with the podiofthe statewide HCB settings transition plart tha
are germane to this waiver. Quote or summarize geeportions of the statewide HCB settings
transition plan as required.

Note that Appendix C-5 HCB Settings describesnggttinat do not require transition; the settings
listed there meet federal HCB setting requiremastsf the date of submission. Do not duplicate
that information here.

Update this field and Appendix C-5 when submitingnewal or amendment to this waiver for
other purposes. It is not necessary for the s@i@tend the waiver solely for the purpose of
updating this field and Appendix C-5. At the enthefstate's HCB settings transition process for
this waiver, when all waiver settings meet fedét@B setting requirements, enter "Completed” in
this field, and include in Section C-5 the informaton all HCB settings in the waiver.

State: Attachments to Application: 2
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Additional Needed Information (Optional)

Provide additional needed information for the waigptional):

State: Attachments to Application: 3
Effective Date




Appendix A: Waiver Administration and Operation
HCBS Waiver Application Version 3.5

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the opiem of
the waiver(select one)
O | The waiver is operated by the State Medicaid ageSpgcify the Medicaid agency division/ufit
that has line authority for the operation of theweaprogram gelect one)
O | The Medical Assistance Ur(gpecify the
unit name) (Do not complete
Iltem A-J
O | Another division/unit within the State Medicaid agg that is separate from the Medicgl
Assistance Unit. Specify th
division/unit name.
This includes administrations/divisiof
under the umbrella agency that has b
identified as the Single State Medic§
Agency. Complete item A-2-a)
O | The waiver is operated by a separate agency &tdte that is not a division/unit of the Medicaid
agency. Specify the division/unit name:
In accordance with 42 CFR 8431.10, the Medicaichagexercises administrative discretionyin
the administration and supervision of the waivet isgsues policies, rules and regulations relfted
to the waiver. The interagency agreement or mengna of understanding that sets forthIhe
authority and arrangements for this policy is aa# through the Medicaid agency to CHMS
upon request. Qomplete item A-2-b).
2. Oversight of Performance.
a. Medicaid Director Oversight of Performance Whenthe Waiver is Operated by another
Division/Unit within the State Medicaid Agency. When the waiver is operated by another
division/administration within the umbrella agendgsignated as the Single State Medicaid Agency.
Specify (a) the functions performed by that divigamiministration (i.e., the Developmental Disalaitit
Administration within the Single State Medicaid Agg), (b) the document utilized to outline the sole
and responsibilities related to waiver operatiorg &) the methods that are employed by the detggna
State Medicaid Director (in some instances, thedhafaumbrella agency) in the oversight of these
activities.
State: Appendix A: 1
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Appendix A: Waiver Administration and Operation
HCBS Waiver Application Version 3.5

b. Medicaid Agency Oversight of Operating Agency &formance. When the waiver is not
operated by the Medicaid agency, specify the fonstithat are expressly delegated through a
memorandum of understanding (MOU) or other wrilesument, and indicate the frequency of review
and update for that document. Specify the methbds the Medicaid agency uses to ensure that the
operating agency performs its assigned waiver ¢iped and administrative functions in accordance
with waiver requirements. Also specify the frequerf Medicaid agency assessment of operating
agency performance:

3. Use of Contracted Entities. Specify whether contracted entities perform waigperational and
administrative functions on behalf of the Medicaigency and/or the operating agency (if applicable)
(select one)

@) Yes. Contracted entities perform waiver operational andadministrative functions on
behalf of the Medicaid agency and/or operating agey (if applicable). Specify the types @
contracted entities and briefly describe the funithat they performComplete Items A-5 and
A-6.

=0

O No. Contracted entities do not perform waiver operatioral and administrative functions
on behalf of the Medicaid agency and/or the operatg agency (if applicable).

State: Appendix A: 2
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Appendix A: Waiver Administration and Operation
HCBS Waiver Application Version 3.5

4. Role of Local/Regional Non-State EntitiesIndicate whether local or regional non-statédtiestperform
waiver operational and administrative functions,ahso, specify the type of entifselect one)

O | Not applicable

O | Applicable - Local/regional non-state agencies perform wapparational and
administrative functions. Check each that applies:

O

Local/Regional non-state public agenciesonduct waiver operational and administrafve
functions at the local or regional level. Theramsnteragency agreement or memorandu
of understandingbetween the Medicaid agency and/or the operatiegey (when authoriz
by the Medicaid agency) and each local/regional-state agency that sets forth t{he
responsibilities and performance requirements efltical/regional agencyhe interagency
agreement or memorandum of understanding is alaitalough the Medicaid agency or the
operating agency (if applicablegpecify the nature of these agencies and comipdets A-5
and A-6:

Local/Regional non-governmental non-state entitiesconduct waiver operational arfd
administrative functions at the local or regionavdl. There is a contract between fhe
Medicaid agency and/or the operating agency (wimogized by the Medicaid agency) apd
each local/regional non-state entity that setshfdhe responsibilities and performarice
requirements of the local/regional entity. Tdomtract(s) under which private entities condyct
waiver operational functions are available to CM®murequest through the Medicaid agepcy
or the operating agency (if applicabl§pecify the nature of these entities and comptietes
A-5 and A-6

5. Responsibility for Assessment of Performance dfontracted and/or Local/Regional Non-State
Entities. Specify the state agency or agencies responfgiblgssessing the performance of contracted
and/or local/regional non-state entities in conshgcwvaiver operational and administrative functions

6. Assessment Methods and FrequencyDescribe the methods that are used to assepetfoemance of
contracted and/or local/regional non-state entitbeensure that they perform assigned waiver ojossat
and administrative functions in accordance withwearequirements. Also specify how frequently the
performance of contracted and/or local/regional-siate entities is assessed:

7. Distribution of Waiver Operational and Administr ative Functions. In the following table, specify the
entity or entities that have responsibility for daoting each of the waiver operational and adnriziiste

functions listed ¢heck each that appligs

State:
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Appendix A: Waiver Administration and Operation
HCBS Waiver Application Version 3.5

In accordance with 42 CFR 8431.10, when the Mediagiency does not directly conduct a function, it
supervises the performance of the function andbbkstes and/or approves policies that affect the
function. All functions not performed directly blgg Medicaid agency must be delegated in writing and
monitored by the Medicaid AgencyNote: More than one box may be checked per itEmsure that
Medicaid is checked whewe Single State Medicaid Agency (1) conducts the function directly, (2)
supervises the delegated functiand/or (3) establishes and/or approves policies related to the function.

Other State Local
) Medicaid Operating Contracted | Non-State
Function Agency Agency Entity Entity
Participant waiver enrollment O O O O
quver enrollment managed against approve O 0 O 0
limits
Waiver expenditures managed against approj O O O O
levels
Level of care evaluation O a O a
Review of Participant service plans O a O (|
Prior authorization of waiver services O O O a
Utilization management O a O (|
Qualified provider enrollment O a O (|
Execution of Medicaid provider agreements O O O O
Establishment of a statewide rate methodolog O O O O
Rules, policies, procedures and information
. . O O O (|

development governing the waiver program
Qual.lt'y assurance and quality improvement O O O O
activities

State: Appendix A: 4
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Appendix A: Waiver Administration and Operation
HCBS Waiver Application Version 3.5

Quality Improvement: Administrative Authority of th e Single State Medicaid
Agency

As a distinct component of the State’s quality mwpment strategy, provide information in
the following fields to detail the State’s methéatsdiscovery and remediation.

Methods for Discovery: Administrative Authority

The Medicaid Agency retains ultimate administratiethority and responsibility for the
operation of the waiver program by exercising ovgis of the performance of waiver
functions by other state and local/regional non-gtaagencies (if appropriate) and
contracted entities..

Performance Measures

For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Performance meaa&sufor administrative authority
should not duplicate measures found in other appees of the waiver application. As
necessary and applicable, performance measures &héncus on:
» Uniformity of development/execution of provider aggments throughout all
geographic areas covered by the waiver
» Equitable distribution of waiver openings in all ggraphic areas covered by the
waiver
» Compliance with HCB settings requirements and othresw regulatory
components (for waiver actions submitted on or afi¢arch 17, 2014).
Where possible, include numerator/denominator.

For each performance measure, provide informatiorthe aggregated data that will enable
the State to analyze and assess progress towangetiiermance measure. In this section
provide information on the method by which eachr@®of data is analyzed
statistically/deductively or inductively, how thesvage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

Data Source(Select one) (Several options are listed in thdirmmapplication):

If ‘Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)

State: Appendix A: 5
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Appendix A: Waiver Administration and Operation
HCBS Waiver Application Version 3.5

[7 State Medicaid Agenc

v [T Weekly

[7100% Review

[7Operating Agency L7Monthly [Tl ess than 100%
Review

[7 Sub-State Entity L7 Quarterly [7Representative
Sample; Confidence
Interval =

L7 Other L7 Annually

Specify:

[7 Continuously and [T Stratified:

Ongoing

Describe Group:

L7 Other
Specify:

L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
[7 State Medicaid Agency [/ Weekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

il If applicable, in the textbox below provideyamecessary additional information on the
strategies employed by the State to discover/ifyeptoblems/issues within the waiver
program, including frequency and parties resporesibl

b. Methods for Remediation/Fixing Individual Problems

State:

Effective Date
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Appendix A: Waiver Administration and Operation
HCBS Waiver Application Version 3.5

i Describe the State’s method for addressing ind@igroblems as they are discovered.
Include information regarding responsible partieslaGENERAL methods for problem
correction. In addition, provide information onetimethods used by the State to document
these items.

il Remediation Data Aggregation

Remediation-related Responsible Partycheck Frequency of data

Data Aggregation | each that applies) aggregation and
and Analysis analysis:
(including trend (check each that
identification) applies)
[7 State Medicaid Agency | [JWeekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

C. Timelines
When the State does not have all elements of thét@improvement Strategy in place,
provide timelines to design methods for discovexy i@mediation related to the assurance
of Administrative Authority that are currently noperational.

O | No
O | Yes

Please provide a detailed strategy for assuringniuistrative Authority, the specific
timeline for implementing identified strategiesddhe parties responsible for its operation.

State: Appendix A: 7
Effective Date




Appendix B: Participant Access and Eligibility
HCBS Waiver Application Version 3.5

Appendix B: Participant Access and Eligibility

Appendix B-1: Specification of the Waiver Target Group(s)

a. Target Group(s) Under the waiver of Section 1902(a)(10)(B) of Aw¢, the State limits waiver services
to a group or subgroups of individualkr accordance with 42 CFR §441.301(b)(6), selea wmiver
target group, check each subgroup in the seleetegbt group that may receive services under theevai
and specify the minimum and maximum (if any) agedifiduals served in each subgroup:

SELECT MAXIMUM AGE
ONE
WAIVER MAXIMUM AGE
TARGET LIMIT: THROUGH | No MAXIMUM
GROUP TARGET GROUH' SUBGROUP MINIMUM AGE AGE — AGELIMIT
O Aged or Disabled, or Both - General

O | Aged (age 65 and older) O
O | Disabled (Physical)
O | Disabled (Other)

O Aged or Disabled, or Both - Specific Recognized Sghoups

O | Brain Injury O
O HIV/AIDS O
O | Medically Fragile O
O | Technology Dependent O
O Intellectual Disability or Developmental Disability, or Both
O | Autism O
O | Developmental Disability O
O | Mental Retardation O

O | Mental lliness (check each that applies)

O | Mental Iliness O
| Serious Emotional Disturbance

b. Additional Criteria . The State further specifies its target groupéshollows:

c. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit
that applies to individuals who may be served swhaiver, describe the transition planning proceslur
that are undertaken on behalf of participants &fibby the age limifselect one)

O| Not applicable.There is no maximum age limit

O The following transition planning procedures areptyed for participants who will reach the
waiver’'s maximum age limitSpecify

State:
Effective Date
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Appendix B-2: Individual Cost Limit

Individual Cost Limit. The following individual cost limit applies whetetermining whether to deny
home and community-based services or entrancetevdliver to an otherwise eligible individuaklect
one).Please note that a State may have only ONE indibidost limit for the purposes of determining

No Cost Limit. The State does not apply an individual costtlido not complete Item B-2-b or

Cost Limit in Excess of Institutional Costs. The State refuses entrance to the waiver tojany

otherwise eligible individual when the State readiy expects that the cost of the home pnd
community-based services furnished to that indi@iduould exceed the cost of a level of cpre
specified for the waiver up to an amount specibgdhe StateComplete Items B-2-b and B-2{c

O|% A level higher than 100% of the institutional a\ga

Institutional Cost Limit . Pursuant to 42 CFR 441.301(a)(3), the State esfemtrance to the
waiver to any otherwise eligible individual wheretState reasonably expects that the cost of the
home and community-based services furnished tarndatidual would exceed 100% of the cgst

of the level of care specified for the waiv&omplete Items B-2-b and B-2-c

Cost Limit Lower Than Institutional Costs. The State refuses entrance to the waiver to] any

otherwise qualified individual when the State rewmdily expects that the cost of home §nd
community-based services furnished to that indi@idwould exceed the following amouht
specified by the State that is less than the doatlevel of care specified for the waiveBpecify
the basis of the limit, including evidence thatlihet is sufficient to assure the health and wedfa
of waiver participants. Complete Items B-2-b ang-8

O | The following dollar amount:
Specify dollar amount:

O | Is adjusted each year that the waiver is in effecby applying the following

O | May be adjusted during the period the waiver is ineffect. The State will submit a
waiver amendment to CMS to adjust the dollar amount

a.
eligibility for the waiver:
O
Item B-2-c
O
The limit specified by the State (select one)
Specify the percentage:
O | Other(specify)
O
O
The cost limit specified by the Statg$elect one)
The dollar amoungselect one)
formula:
Specify the formula:
State:
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b.

O | The following percentage that is less than 100% dthe institutional
average:

O | Other:
Specify:

Method of Implementation of the Individual CostLimit. When an individual cost limit is specified in
Item B-2-a, specify the procedures that are folldwedetermine in advance of waiver entrance that t
individual’'s health and welfare can be assurediwithe cost limit:

Participant Safeguards. When the State specifies an individual cost limittem B-2-a and there is a
change in the participant’s condition or circumsts post-entrance to the waiver that requires the
provision of services in an amount that exceedsctis® limit in order to assure the participant'sltie
and welfare, the State has established the follpveiafeguards to avoid an adverse impact on the
participant ¢heck each that appligs

O | The participant is referred to another waiver thatcan accommodate the individual’s needq.

O | Additional services in excess of the individual codimit may be authorized.

Specify the procedures for authorizing additior&vices, including the amount that may |be
authorized:

O | Other safeguard(s)
(Specify)

State: Appendix B-2: 2
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Appendix B-3: Number of Individuals Served

a. Unduplicated Number of Participants The following table specifies the maximum numlwdr
unduplicated participants who are served in eaah tyat the waiver is in effect. The State wilbsut a
waiver amendment to CMS to modify the number ofipg@ants specified for any year(s), including when
a modification is necessary due to legislative appation or another reason. The number of
unduplicated participants specified in this tabte hasis for the cost-neutrality calculations in

Appendix J:

Table: B-3-a

Unduplicated

Waiver Year Number
of Participants

Year 1
Year 2
Year 3

Year 4 (only appears if applicable
based on Item 1-C)

Year 5 (only appears if applicable
based on Item 1-C)

b. Limitation on the Number of Participants Servedat Any Point in Time. Consistent with the
unduplicated number of participants specified @mtB-3-a, the State may limit to a lesser number th
number of participants who will be served at anypim time during a waiver year. Indicate whettiex
State limits the number of participants in this w@glect one)

O | The State does not limit the number of participantsthat it serves at any point in time
during a waiver yeatr.

O | The State limits the number of participants that it serves at any point in time during &
waiver year.

The limit that applies to each year of the waiveriqd is specified in the following table:

Table B-3-b

Maximum Number of
Waiver Year Participants Served At Any
Point During the Year

Year 1
Year 2
Year 3

Year 4 (only appears if applicable based on Item 11

Year 5 (only appears if applicable based on Item 11

State: Appendix B-3: 1
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Reserved Waiver Capacity.The State may reserve a portion of the partitipapacity of the waiver for
specified purposes (e.g., provide for the commutriégpsition of institutionalized persons or furnish
waiver services to individuals experiencing a sjisubject to CMS review and approval. The State

(select one)

O | Not applicable. The state does not reserve capacity.

O | The State reserves capacity for the following purpse(s).
Purpose(s) the State reserves capacity for:

Table B-3-c

Purpose(provide a title or Purpose(provide a title or
short description to use fqr short description to use for
lookup): lookup):

Purpose(describe):

Purpose(describe):

Describe how the amount|
of reserved capacity was
determined:

Describe how the amount of

reserved capacity was
determined:

Capacity Reserved Capacity Reserved

Waiver Year

Year 1
Year 2
Year 3

Year 4 (only if applicable
based on Item 1-C)

Year 5 (only if applicable
based on Item 1-C)

d. Scheduled Phase-In or Phase-OutVithin a waiver year, the State may make thelmemof participants
who are served subject to a phase-in or phasechatsle(select one):

O | The waiver is not subject to a phase-in or a phasait schedule.

O | The waiver is subject to a phase-in or phase-outlsedule that is included in Attachment #1
to Appendix B-3. This schedule constitutes arintra-year limitation on the number of
participants who are served in the waiver.

State:
Effective Date
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e. Allocation of Waiver Capacity.
Select one:

O | Waiver capacity is allocated/managed on a statewidmasis.

O | Waiver capacity is allocated to local/regional norstate entities. Specify: (a) the entities t
which waiver capacity is allocated; (b) the methodology that is used to allocate capacity and
how often the methodology is reevaluated; and, (c) policies for the reallocation of unused
capacity among local/regional non-state entities:

f.  Selection of Entrants to the Waiver. Specify the policies that apply to the selectbmdividuals for
entrance to the waiver:

State:

Appendix B-3: 3
Effective Date
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B-3: Number of Individuals Served - Attachment #1

Waiver Phase-In/Phase Out Schedule

Based on Waiver Proposed Effective Date:

a. The waiver is beingselect one)
O | Phased-in
O | Phased-out
b. Phase-In/Phase-Out Time Schedul€€omplete the following table:

Beginning (base) number of Participants:

Phase-In or Phase-Out Schedule

Waiver Year:

Month

Base Number of

Participants

Change in Number
of Participants

Participant Limit

1%

Effective Date

C. Waiver Years Subject to Phase-In/Phase-Out Schelé (check each that applies)
Year One Year Two Year Three Year Fou Your Fiv
O O O O O
State:
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d.

Phase-In/Phase-Out Time Period Complete the following table:

Month

Waiver Year

Waiver Year: First Calendar Month

Phase-in/Phase out begins

Phase-in/Phase out ends

State:

Effective Date
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Appendix B-4: Medicaid Eligibility Groups Served in the Waiver

a. 1. State Classification.The State is éselect one)

O | 81634 State
O | SSI Criteria State
O | 209(b) State

2. Miller Trust State.

Indicate whether the State is a Miller Trust Stée (select one)

@) No
@) Yes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver
are eligible under the following eligibility groupsntained in the State plan. The State applies al
applicable federal financial participation limitader the plan.Check all that apply:

Eligibility Groups Served in the Waiver (excludirtge special home and community-based waivg
group under 42 CFR 8435.217)

=

O

Low income families with children as provided it91 of the Act

SSiI recipients

Aged, blind or disabled in 209(b) states who diglse under 42 CFR §435.121

Optional State supplement recipients

g|jgojo|o

Optional categorically needy aged and/or disabidividuals who have income gtelect one)

O | 100% of the Federal poverty level (FPL)

@) % | of FPL, which is lower than 100% of FPL
Specify percentage:

Working individuals with disabilities who buy intdedicaid (BBA working disabled group as
provided in 8§1902(a)(10)(A)(ii)(X111)) of the Act)

Working individuals with disabilities who buy intdedicaid (TWWIIA Basic Coverage Group
as provided in 81902(a)(10)(A)(ii)(XV) of the Act)

Working individuals with disabilities who buy intdedicaid (TWWIIA Medical Improvement
Coverage Group as provided in §1902(a)(10)(A)(Wj(Xof the Act)

Disabled individuals age 18 or younger who wouljuige an institutional level of care (TEFR
134 eligibility group as provided in 81902(e)(3)tbé Act)

N

Medically needy in 209(b) States (42 CFR 8435.330)

Medically needy in 1634 States and SSI CriteriaeSté42 CFR 8435.320, §435.322 and
§435.324)

Other specified groups (include only the statutegulatory reference to reflect the additiona
groups in the State plan that may receive serviodsr this waiver¥pecify

State:
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Special home and community-based waiver group und2rCFR §435.217Note: When the special
home and community-based waiver group under 42 §3%.217 is included, Appendix B-5 mustjbe
completed

O | No. The State does not furnish waiver services tividdals in the special home and community-
based waiver group under 42 CFR 8435.217. AppeBdixs not submitted.

O | Yes The State furnishes waiver services to individuralthe special home and community-baged
waiver group under 42 CFR 8435.21Select one and complete Appendix.B-5

O | All individuals in the special home and communigskd waiver group undgr
42 CFR 8435.217

O | Only the following groups of individuals in the & home and community-based waier
group under 42 CFR 8435.2{¢heck each that applies)
O | A special income level equal to (select one):

O | 300% of the SSI Federal Benefit Rate (FBR)

O %| A percentage of FBR, which is lower than 300% (42RC
8435.236)

Specify percentage:
O |$ A dollar amountwvhich is lower than 300%

Specify percentage:

I | Aged, blind and disabled individuals who meet regmients that are more restrictiye
than the SSI program (42 CFR §435.121)

O | Medically needy without spend down in States wilaitdo provide Medicaid to
recipients of SSI (42 CFR 8§435.320, §435.322 argb 824)

O | Medically needy without spend down in 209(b) Stg#&sCFR 8§435.330)
O | Aged and disabled individuals who have incomésatect one)

O | 100% of FPL

O %] of FPL, which is lower than 100%

[0 | Other specified groups (include only the statutegulatory reference to reflect the
additional groups in the State plan that may rexeervices under this waivesecify

State:
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Appendix B-5: Post-Eligibility Treatment of Income

In accordance with 42 CFR 8441.303(e), Appendix lBSt be completed when the State furnishes wai

services to individuals in the special home and roamity-based waiver group under 42 CFR §435.217,

indicated in Appendix B-4. Post-eligibility ap@ienly to the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules.Indicate whether spousal impoverishment rulesused to
determine eligibility for the special home and coamity-based waiver group under 42 CE&R35.217.

Note: For the five-year period beginning Januan2@14, the following instructions are mandatoryeTh
following box should be checked for all waiverst iianish waiver services to the 42 CFR 8435.217
group effective at any point during this time pdrio

ver
as

O | Spousal impoverishment rules under 81924 of theafeused to determine the eligibility of
individuals with a community spouse for the speb@ihe and community-based waiver
group. In the case of a participant with a comryuspouse, the State usgmusalpost-
eligibility rules under §1924 of the AcComplete Items B-5-e (if the selection for B-4i2.$SI
State or §1634) or B-5-f (if the selection for Br4is 209b State) and Item B-5-g unless the
indicates that it also uses spousal post-eligipititles for the time periods before January 1,

tate

2014 or after December 31, 2018.

Note: The following selections apply for the timeripds before January 1, 2014 or after

December 31, 201@8elect one).

O | Spousal impoverishment rules under 81924 of thea#etused to determine the eligibility jof
individuals with a community spouse for the spebi@ihe and communitgased waiver grouy
In the case of a participant with a community spotise State elects tedlect ong

O | Usespousalpost-eligibility rules under §1924 of the AcdComplete ItemsB-5-b-2 (SSI
State and §1634) or B-5-c-2 (209b State) and IteBadB

O | Useregular post-eligibility rules under 42 CFR 8435.726 (S&ite ang1634) Complete
Item B-5-b-) or under 8§435.735 (209b Stat€ofnplete Item B-5-c-1). Do not compl¢te
Item B-5-d.

O | Spousal impoverishment rules under 81924 of theafetnot used to determine eligibility
individuals with a community spouse for the spebh@mihe and community-based waiveogp.
The State uses regular post-eligibility rules fatividuals with a community spous€omplete
Item B-5-c-1 (SSI State and §1634) or Item B-5(@0Bb State). Do not complete Item B-5-f.

f

O

(D

NOTE: Items B-5-b-1 and B-5-c-1 are for use by stas that do not use spousal eligibility rules or us
spousal impoverishment eligibility rules but electo use regular post-eligibility rules. However, forthe
five-year period beginning on January 1, 2014, posligibility treatment-of-income rules may not be
determined in accordance with B-5-b-1 and B-5-c-hecause use of spousal eligibility and post-eliglhy

rules are mandatory during this time period.

State:
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Note: The following selections apply for the timeripds before January 1, 2014 or after
December 31, 2018.

b-1. Regular Post-Eligibility Treatment of Income:SSI State. The State uses the post-eligibility rules at 42
CFR 8435.726. Payment for home and community-bassder services is reduced by the amount
remaining after deducting the following allowaneesl expenses from the waiver participant’'s income:

i. Allowance for the needs of the waiver participar (select ong

O | The following standard included under the State pla
(Select one):

SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persns
(select one):

O| 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%

0,
© o Specify the percentage:

A dollar amount which is less than 300%.

Off Specify dollar amount:

%| A percentage of the Federal poverty level
Specify percentage:

Other standard included under the State Plan
Specify:

The following dollar amount $ If this amount changes, this item will be revisep.
Specify dollar amount:

O | The following formula is used to determine the neeslallowance:
Specify:

O | Other

Specify:
i

ii. Allowance for the spouse onlyselect ong

O [ Not Applicable

Specifythe amount of the allowanc (select ong

O | SSl standard

O | Optional State supplement standard

O | Medically needy income standard

O | The following dollar amount: | $ If this amount changes, this item will be reds
Specify dollar amount:

O | The amount is determined using the following formu:

State:
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her

Specify:
ii. Allowance for the family (select one)
O | Not Applicable (see instructions)
O | AFDC need standard
O | Medically needy income standard
O | The following dollar amount: $
Specify dollar amount: The amount specified cannot exceed the hig
of the need standard for a family of the same ss&zsl to determine eligibility under the State’s
approved AFDC plan or the medically needy incoraadard established under
42 CFR 8§435.811 for a family of the same sizehif amount changes, this item will be revised.
O | The amount is determined using the following formua:
Specify:
O | Other
Specify:
iv. Amounts for incurred medical or remedial care penses not subject to payment by a third party
specified in 42 8CFR 435.726:
a. Health insurance premiums, deductibles anahsorance charges
b. Necessary medical or remedial care expensegmezed under State law but not covered under tife’'S
Medicaid plan, subject to reasonable limits that$tate may establish on the amounts of these sepgn
Select one:
O | Not applicable (see instructionsNote: If the State protects the maximum amounth®mwaiver
participant, not applicable must be selected.
O | The State does not establish reasonable limits.
O | The State establishes the following reasonable litsi
Specify

State:
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Note: The following selections apply for the timeripds before January 1, 2014 or after
December 31, 2018.

c-1. Regular Post-Eligibility Treatment of Income:209(B) State The State uses more restrictive eligibility
requirements than SSI and uses the post-eligihilitys at 42 CFR 8435.735. Payment for home and
community-based waiver services is reduced by theuat remaining after deducting the following
amounts and expenses from the waiver participamt@me:

i. Allowance for the needs of the waiver participar (select ong
O | The following standard included under the State fdealect one)

O | The following standard under 42 CFR 8435.121
Specify

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized ers(select one):

O | 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify percentage:

A dollar amount which is less than 300% of the FBR
Specify dollar amount:

% | A percentage of the Federal povienrg|

Specify percentage:

Other standard included under the State Plan (speci

©) %

Ols$

O | The following dollar amount| $ Specify dollar amount: If this amount chasghis
item will be revised.

O | The following formula is used to determine the reeallbwance
Specify

O | Other (specify)

ii. Allowance for the spouse onl (select ong
O | Not Applicable (see instructions)

O | The following standard under 42 CFR 8435.121
Specify:

O | Optional State supplement standard

State: Appendix B-5: 4
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Medically needy income standard

The following dollar amount| $ If this amount changes, this item willregised.
Specify dollar amount:

The amount is determined using the following foranul
Specify:

iii. Allowance for the family (select one)

O | Not applicablgsee instructions)

O | AFDC need standard

O | Medically needy income standard

O | The following dollar amount] $
Specify dollar amount: The amount specified cannot exceed the higher
of the need standard for a family of the same g&md to determine eligibility under the Stach’s
approved AFDC plan or the medically needy incomendard established un
42 CFR 8435.811 for a family of the same sizethi§ amount changes, this item will be revised.

O | The amount is determined using the following foranul
Specify:

O | Other (specify):

iv. Amounts for incurred medical or remedial care epenses not subject to payment by a third party
specified in 42 CFR 8435.735:

a. Health insurance premiums, deductibles anehsorance charges

b. Necessary medical or remedial care expensegmzed under State law but not covered undet
State’s Medicaid plan, subject to reasonable lithigg the State may establish on the amounts sé{he

expenses.

Select one:

O | Not applicablgsee instructions) Note: If the State protectsrttaimum amount for the waiver
participant, not applicable must be checked.

O | The State does not establish reasonable limits.

O | The State establishés following reasonable limi{specify)

NOTE: Items B-5-b-2 and B-5-c-2 are for use by stas that use spousal impoverishment eligibility ruke

and elect to

apply the spousal post eligibility rules.

State:

Effective Date
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Note: The following selections apply for the timeripds before January 1, 2014 or after
December 31, 2018.

b-2. Regular Post-Eligibility Treatment of Income:SSI State. The State uses the post-eligibility rules at 42
CFR 8435.726 for individuals who do not have a spoar have a spouse who is not a community spouse
as specified in 81924 of the Act. Payment for h@ame& community-based waiver services is reduced by
the amount remaining after deducting the followialjowances and expenses from the waiver
participant’s income:

i. Allowance for the needs of the waiver participar (select ong
O | The following standard included under the Stat@a pla
(Select one):

SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persns
(select one):

O| 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

%| A percentage of the Federal poverty level
Specify percentage:

Other standard included under the State Plan
Specify:

@) %

Ol $

O | The following dollar amount $ If this amount changes, this item will be revisep.
Specify dollar amount:

O | The following formula is used to determine the neeslallowance:
Specify:

O | Other

Specify:
i

ii. Allowance for the spouse onlyselect ong
O | Not Applicable

O | The State provides an allowance for a spouse whoa®not meet the definition of a community
spouse in 81924 of the Act. Describe the circumsiees under which this allowance is provided:

Specify:

Specify the amount of the allowanc (select ong

State: Appendix B-5: 6
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SSI standard

Optional State supplement standard

Medically needy income standard

O] 0| O| O

The following dollar amount: | $ If this amount changes, this item will be reds
Specify dollar amount:

O

The amount is determined using the following formug:
Specify:

ii. Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

O|0|0O|O

The following dollar amount: $
Specify dollar amount: The amount specified cannot exceed the hig

of the need standard for a family of the same &gzl to determine eligibility under the State’s
approved AFDC plan or the medically needy incoraadard established under
42 CFR 8435.811 for a family of the same sizethig amount changes, this item will be revised.

her

The amount is determined using the following formug:
Specify:

Other
Specify:

iv. Amounts for incurred medical or remedial care &xpenses not subject to payment by a third party
specified in 42 8CFR 435.726:

a. Health insurance premiums, deductibles anehsorance charges

b. Necessary medical or remedial care expensegmiaed under State law but not covered undertite’'S
Medicaid plan, subject to reasonable limits that$tate may establish on the amounts of these sgpgn

Select one:

O

Not applicable (see instructionsNote: If the State protects the maximum amounthi®maiver
participant, not applicable must be selected.

O

The State does not establish reasonable limits.

O

The State establishes the following reasonable litsi
Specify

State:
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Note: The following selections apply for the timeripds before January 1, 2014 or after
December 31, 2018.

c-2. Regular Post-Eligibility Treatment of Income:209(B) State The State uses more restrictive eligibility
requirements than SSI and uses the post-eligililigs at 42 CFR 8435.735 for individuals who db no
have a spouse or have a spouse who is not a coityrspoiise as specified in 81924 of the Act. Paymen
for home and community-based waiver services iaged by the amount remaining after deducting the
following amounts and expenses from the waiverigipent's income:

i. Allowance for the needs of the waiver participar (select ong
O | The following standard included under the Stat@a pla
(Select one):

@) The following standard under 42 CFR 8§435.121:
Specify:

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persns
(select one):

O| 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

A percentage of the Federal poverty level
Specify percentage:

Other standard included under the State Plan
Specify:

@) %

Ol $

%

(=)

The following dollar amount $ If this amount changes, this item will be revisep.
Specify dollar amount:

O | The following formula is used to determine the neeslallowance:
Specify:

O | Other

Specify:
i

ii. Allowance for the spouse onlyselect ong
O | Not Applicable

O | The State provides an allowance for a spouse whoaonot meet the definition of a community
spouse in 81924 of the Act. Describe the circumsiees under which this allowance is provided:

State:
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Specify:

Specify the amount of the allowanc (select ong

O | The following standard under 42 CFR §435.121:
Specify:

O | Optional State supplement standard

O | Medically needy income standard

O | The following dollar amount: | $ If this amount changes, this item will be reds
Specify dollar amount:

O | The amount is determined using the following formua:

Specify:

ii. Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

O10|0O|O

The following dollar amount: $
Specify dollar amount: The amount specified cannot exceed the hig

of the need standard for a family of the same g&&al to determine eligibility under the State’s
approved AFDC plan or the medically needy incoraadard established under
42 CFR 8435.811 for a family of the same sizethig amount changes, this item will be revised.

her

The amount is determined using the following formug:
Specify:

Other
Specify:

iv. Amounts for incurred medical or remedial care &xpenses not subject to payment by a third party
specified in 42 8CFR 435.726:

a. Health insurance premiums, deductibles anahsorance charges

b. Necessary medical or remedial care expensegmiaed under State law but not covered undertite’'S
Medicaid plan, subject to reasonable limits that$tate may establish on the amounts of these sgpgn

Select one:

O

Not applicable (see instructionsNote: If the State protects the maximum amountr®maiver

participant, not applicable must be selected.

State:
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O

The State does not establish reasonable limits.

The State establishes the following reasonable litsi
Specify

State:

Effective Date
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Note: The following selections apply for the timeripds before January 1, 2014 or after

December 31, 2018.

Post-Eligibility Treatment of Income Using Spoual Impoverishment Rules

The State uses the post-eligibility rules of §1924(d)hef Act (spousal impoverishment protection) to
determine the contribution of a participant with a commusptyuse toward the cost of home and community-
based care if it determines the individual's eligibility ung®924 of the Act. There is deducted from the
participant's monthly income a personal needs allowance (as speb#éled), a community spouse's
allowance and a family allowance as specified in the State MedicaidlPState must also protect amounts
for incurred expenses for medical or remedial care (as specified)belo

i. Allowance for the personal needs of the waivayarticipant

(select one)

O | SSI Standard
O | Optional State supplement standard
O | Medically needy income standard
O | The special income level for institutionalized persns
¢ %| Specify percentage:
O | The following dollar amount: | $ If this amount changes, this it&ith be revised
O | The following formula is used to determine the neeslallowance:
Specify formula:
O | Other
Specify

ii. If the allowance for the personal needs of a waiveparticipant with a community spouse it
different from the amount used for the individual’s maintenance allowance under 42 CFR
8435.726 or 42 CFR 8435.735, explain why this amdus reasonable to meet the individual’g
maintenance needs in the community.
Select one:

Allowance is the same

O
O | Allowance is different.
Explanation of difference:

iii . Amounts for incurred medical or remedial care expeses not subject to payment by a third
party, specified in 42 CFR 8435.726:

a. Health insurance premiums, deductibles andsurance charges
b. Necessary medical or remedial care expensegmi&ed under State law but not covered unde

the

State’s Medicaid plan, subject to reasonable lirthitd the State may establish on the amoun{s of

these expenses.
Select one:

O | Not applicable (see instructions Note: If the State protects the maximum amounthi®mwaiver
participant, not applicable must be selected.

O | The State does not establish reasonable limits.

State:
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O | The State uses the same reasonable limits as areddgor regular (non-spousal) post-
eligibility.

NOTE: Items B-5-e, B-5-f and B-5-g only apply for he five-year period beginning January 1, 2014. |
the waiver is effective during the five-year periodbeginning January 1, 2014, and if the state indit¢ad
in B-5-a that it uses spousal post-eligibility rule under 81924 of the Act before January 1, 2014 after
December 31, 2018, then Items B-5-e, B-5-f and/or®g are not necessary. The state’s entries in B-
b-2, B-5-c-2, and B-5-d, respectively, will apply.

T

State: Appendix B-5: 12
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Note: The following selections apply for the fiwsayperiod beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: S$ State and§1634 state — 2014 through 2018The
State uses the post-eligibility rules at 42 CFR5436 for individuals who do not have a spouseaweh
a spouse who is not a community spouse as spedaifi®@ 924 of the Act. Payment for home and
community-based waiver services is reduced by theuat remaining after deducting the following
allowances and expenses from the waiver particgpamome:
i. Allowance for the needs of the waiver participar (select ong
O | The following standard included under the State pla
(Select one):
SSI standard
Optional State supplement standard
Medically needy income standard
The special income level for institutionalized persns
(select one):
O| 300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%
O % .
Specify the percentage:
A dollar amount which is less than 300%.
O|$ .
Specify dollar amount:
%| A percentage of the Federal poverty level
Specify percentage:
Other standard included under the State Plan
Specify:
The following dollar amount $ If this amount changes, this item will be revisep.
Specify dollar amount:
O | The following formula is used to determine the neeslallowance:
Specify:
O | Other
Specify:
ii. Allowance for the spouse onlyselect ong
O | Not Applicable
O | The State provides an allowance for a spouse whoaonot meet the definition of a community
spouse in 81924 of the Act. Describe the circumsieges under which this allowance is provided:
Specify:
Specify the amount of the allowanc (select ong
O | SSl standard
State: Appendix B-5: 13
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Optional State supplement standard

Ol O

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be reds
Specify dollar amount:

The amount is determined using the following formug:
Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

O |O] O] O &

The following dollar amount: $

of the need standard for a family of the same g&sal to determine eligibility under the State’s
approved AFDC plan or the medically needy incoraadard established under
42 CFR 8§435.811 for a family of the same sizehif amount changes, this item will be revised.

Specify dollar amount: The amount specified cannot exceed the hig

her

The amount is determined using the following formug:
Specify:

Other
Specify:

. Amounts for incurred medical or remedial care &penses not subject to payment by a third party

specified in 42 8CFR 435.726:

Health insurance premiums, deductibles andhsorance charges

Necessary medical or remedial care expensegmeazed under State law but not covered under tidie'S
Medicaid plan, subject to reasonable limits that$tate may establish on the amounts of these sgpgn

Select one:

O

Not applicable (see instructionsNote: If the State protects the maximum amounthi®maiver
participant, not applicable must be selected.

©)

The State does not establish reasonable limits.

The State establishes the following reasonable litsi
Specify

State:
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Note: The following selections apply for the fiwsayperiod beginning January 1, 2014.

f.

Regular Post-Eligibility: 209(b) State — 2014 tltough 2018 The State uses more restrictive eligibility
requirements than SSI and uses the post-eligibiligs at 42 CFR §435.735 for individuals who do no
have a spouse or have a spouse who is not a coityrspoiise as specified in 81924 of the Act. Paymen
for home and community-based waiver services isged by the amount remaining after deducting the
following amounts and expenses from the waivern@agent's income:

i. Allowance for the needs of the waiver participar (select ong
O | The following standard included under the State pla
(Select one):

O | The following standard under 42 CFR 8435.121:
Specify:

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persns
(select one):

O| 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

%| A percentage of the Federal poverty level
Specify percentage:

Other standard included under the State Plan
Specify:

©) %

Ol $

The following dollar amount $ If this amount changes, this item will be revisep.
Specify dollar amount:

O | The following formula is used to determine the neeslallowance:
Specify:

O | Other

Specify:
i

ii. Allowance for the spouse onlyselect ong
O | Not Applicable

O | The State provides an allowance for a spouse who&®not meet the definition of a community
spouse in 81924 of the Act. Describe the circumsiees under which this allowance is provided:

Specify:

State: Appendix B-5: 15
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Specify the amount of theallowance (select ong

O | The following standard under 42 CFR §435.121:
Specify:

O | Optional State supplement standard

O | Medically needy income standard

O | The following dollar amount: | $ If this amount changes, this item will be reds
Specify dollar amount:

O | The amount is determined using the following formu:

Specify:

ii. Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

O10|0O|O

The following dollar amount: $
Specify dollar amount: The amount specified cannot exceed the hig

of the need standard for a family of the same g&&al to determine eligibility under the State’s
approved AFDC plan or the medically needy incoraadard established under
42 CFR 8435.811 for a family of the same sizethig amount changes, this item will be revised.

her

The amount is determined using the following formug:
Specify:

Other
Specify:

iv. Amounts for incurred medical or remedial care &xpenses not subject to payment by a third party
specified in 42 8CFR 435.726:

a. Health insurance premiums, deductibles anehsoarance charges

b. Necessary medical or remedial care expensegmiaed under State law but not covered undertite’'S
Medicaid plan, subject to reasonable limits that$tate may establish on the amounts of these sgpgn

Select one:

O

Not applicable (see instructionsNote: If the State protects the maximum amountr®maiver
participant, not applicable must be selected.

O

The State does not establish reasonable limits.

State:
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The State establishes the following reasonable litsi
Specify

State:

Effective Date
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Note: The following selections apply for the fiwsayperiod beginning January 1, 2014.

the

g. Post-Eligibility Treatment of Income Using Spoual Impoverishment Rules — 2014 through 2018
The State uses the post-eligibility rules of 81894ff the Act (spousal impoverishment protectiam) t
determine the contribution of a participant withceammunity spouse toward the cost of home and
community-based care. There is deducted from #aéicppant’s monthly income a personal needs
allowance (as specified below), a community spsus#dwance and a family allowance as specified in
the State Medicaid Plan. The State must also gra@ewounts for incurred expenses for medical or
remedial care (as specified below).
i. Allowance for the personal needs of the waiveararticipant
(select one)
O | sSI Standard
O | Optional State supplement standard
O | Medically needy income standard
O | The special income level for institutionalized persns
¢ %| Specify percentage:
O | The following dollar amount: | $ If this amount changes, this it&ith be revised
O | The following formula is used to determine the neeslallowance:
Specify formula:
O | Other
Specify
ii. If the allowance for the personal needs of a waiveparticipant with a community spouse it
different from the amount used for the individual’s maintenance allowance under 42 CFR
8435.726 or 42 CFR 8435.735, explain why this amdus reasonable to meet the individual’g
maintenance needs in the community.
Select one:
O | Allowance is the same
O | Allowance is different.
Explanation of difference:
iii . Amounts for incurred medical or remedial care expeses not subject to payment by a third
party, specified in 42 CFR 8435.726:
a. Health insurance premiums, deductibles andfurance charges
b. Necessary medical or remedial care expensegmi&ed under State law but not covered unde
State’s Medicaid plan, subject to reasonable lirthitd the State may establish on the amoun{s of
these expenses.
Select one:
O | Not applicable (see instructions Note: If the State protects the maximum amounth®mwaiver
participant, not applicable must be selected.
O | The State does not establish reasonable limits.
State:
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O | The State uses the same reasonable limits as areddgor regular (non-spousal) post-
eligibility.

State: Appendix B-5: 19
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Appendix B-6: Evaluation / Reevaluation of Level of Care

As specified in 42 CFR 8441.302(c), the State gdessfor an evaluation (and periodic reevaluatioosjhe
need for the level(s) of care specified for thisweg when there is a reasonable indication thafratividual

may need such services in the near future (onemuriess), but for the availability of home andreaunity-
based waiver services.

a. Reasonable Indication of Need for Servicedn order for an individual to be determined tedevaiver
services, an individual must require: (a) the psmn of at least one waiver service, as documanttee
service plan, and (b) the provision of waiver seggiat least monthly or, if the need for servisdgss
than monthly, the participant requires regular rhignmonitoring which must be documented in the

service plan. Specify the State’s policies conogrhe reasonable indication of the need for waive
services:

i. | Minimum number of services

The minimum number of waiver services (one or mtma) an individual must require in order,
to be determined to need waiver services is

ii. | Frequency of services The State requires (select one):
O | The provision of waiver services at least monthly

O | Monthly monitoring of the individual when servicesare furnished on a less than monthly
basis

If the State also requires a minimum frequencytterprovision of waiver services other thjan
monthly (e.g., quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevhiations. Level of care evaluations and
reevaluations are performese(ect ong

O | Directly by the Medicaid agency

O | By the operating agency specified in Appendix A

O | By an entity under contract with the Medicaid ageng.
Specify the entity

O | Other
Specify

c. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR 8441.303(c)(1), specify the
educational/professional qualifications of indivadisiwho perform the initial evaluation of levelazre
for waiver applicants:

State:
Effective Date
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d. Level of Care Criteria. Fully specify the level of care criteria that ased to evaluate and reevaluate
whether an individual needs services through theevand that serve as the basis of the Stateéd tdv
care instrument/tool. Specify the level of cardrinsient/tool that is employed. State laws, reguorest
and policies concerning level of care criteria &mellevel of care instrument/tool are availabl€tdS
upon request through the Medicaid agency or theaabipg agency (if applicable), including the
instrument/tool utilized.

e. Level of Care Instrument(s) Per 42 CFR 8441.303(c)(2), indicate whetherinBgument/tool used to
evaluate level of care for the waiver differs frime instrument/tool used to evaluate institutideeé! of
care(select one)

O | The same instrument is used in determining the leVeof care for the waiver and for
institutional care under the State Plan.

O | A different instrument is used to determine the leel of care for the waiver than for
institutional care under the State plan.
Describe how and why this instrument differs frdra form used to evaluate institutional leyel
of care and explain how the outcome of the deteatian is reliable, valid, and fully comparable.

f.  Process for Level of Care Evaluation/Reevaluatin Per 42 CFR 8441.303(c)(1), describe the process
for evaluating waiver applicants for their needtfue level of care under the waiver. If the reaaibn
process differs from the evaluation process, desdtie differences:

g. Reevaluation Schedule Per 42 CFR 8441.303(c)(4), reevaluations ofl¢vel of care required by a
participant are conducted no less frequently thanually according to the following schedule
(select one)

O | Every three months

O | Every six months

O | Every twelve months

O | Other schedule
Specifythe other schedule:

h. Qualifications of Individuals Who Perform Reevalations. Specify the qualifications of individuals
who perform reevaluatior(select one)

O | The qualifications of individuals who perform reevduations are the same as individuals wh¢
perform initial evaluations.
O | The qualifications are different.
Specify the qualifications:
State: Appendix B-6: 2
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i. Procedures to Ensure Timely ReevaluationsPer 42 CFR 8441.303(c)(4), specify the procedurat t
the State employs to ensure timely reevaluationevel of cargspecify)

j-  Maintenance of Evaluation/Reevaluation RecordsPer 42 CFR 8441.303(c)(3), the State assures that
written and/or electronically retrievable documeista of all evaluations and reevaluations are
maintained for a minimum period of 3 years as nexlin 45 CFR §92.42. Specify the location(s) wher
records of evaluations and reevaluations of lefehoe are maintained:

Quality Improvement: Level of Care

As a distinct component of the State’s quality mepment strategy, provide information in
the following fields to detail the State’s methémtsdiscovery and remediation.

a. Methods for Discoveryt_evel of Care Assurance/Sub-assurances

The state demonstrates that it implements the psses and instrument(s) specified in its
approved waiver for evaluating/reevaluating an apalnt’'s/waiver participant’s level of
care consistent with level of care provided in adpatal, NF or ICF/IID.

i Sub-assurances:

a. Sub-assurance: An evaluation for LOC is providemall applicants for whom there is
reasonable indication that services may be needethe future.

i. Performance Measures

For each performance measure the State will usegsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatiorthe aggregated data that will enable
the State to analyze and assess progress towangettiermance measure. In this section
provide information on the method by which eachramof data is analyzed
statistically/deductively or inductively, how thesyage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

State:
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I
Data SourcgSelect one) (Several options are listed in thdim@-application):
If ‘Other’ is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7Operating Agency L7Monthly [Tl ess than 100%
Review
[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
[7 Continuously and [7 Stratified:
Ongoing Describe Group:
L7 Other
Specify:
L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

[7 State Medicaid Agency [7Weekly
[7Operating Agency L7 Monthly

[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

b Sub-assurance: The levels of care of enrolledtpapants are reevaluated at least
annually or as specified in the approved waiver.

State:
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i. Performance Measures

For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatiorthe aggregated data that will enable
the State to analyze and assess progress towangettiermance measure. In this section
provide information on the method by which eachramof data is analyzed
statistically/deductively or inductively, how thesvage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):
If ‘Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7Operating Agency L7Monthly [Tl ess than 100%
Review
[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
[7 Continuously and [T Stratified:
Ongoing Describe Group:
L7 Other
Specify:
L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

[7 State Medicaid Agency [/ Weekly
[7Operating Agency L7 Monthly

State:
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[7 Sub-State Entity L7 Quarterly

L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

Sub-assurance: The processes and instrumentsiilesd in the approved waiver are
applied appropriately and according to the approwbescription to determine the initial
participant level of care.

i. Performance Measures

For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatinorthe aggregated data that will enable
the State to analyze and assess progress towanettiermance measure. In this section
provide information on the method by which eachr@mof data is analyzed
statistically/deductively or inductively, how thesyage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):

If ‘Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach

data collection/generation:| (check each that

collection/generation | (check each that applies)

(check each that applies)

applies)

[7 State Medicaid Agency/7Weekly [7100% Review

[7Operating Agency L7Monthly [Tl ess than 100%

Review

[7 Sub-State Entity L7 Quarterly I [7Representative
Sample; Confidence
Interval =

State:
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L7 Other
Specify:

L7 Annually

L7 Continuously and
Ongoing

[7 Stratified:
Describe Group:

L7 Other
Specify:

L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
[J State Medicaid Agency 7 Weekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity [T Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

If applicable, in the textbox below provideyamecessary additional information on the
strategies employed by the State to discover/ifyeptoblems/issues within the waiver
program, including frequency and parties resporesibl

Methods for Remediation/Fixing Individual Problems

Describe the State’s method for addressing ind@ighroblems as they are discovered.
Include information regarding responsible partiesdlaGENERAL methods for problem
correction. In addition, provide information onetimethods used by the State to document

these items.

State:

Effective Date
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il Remediation Data Aggregation

Remediation-related Data Aggregation and Analyadifding trend identification)

Remediation-related Responsible Partycheck

Data Aggregation
and Analysis
(including trend
identification)

C. Timelines
When the State does not have all elements of thét@improvement Strategy in place,
provide timelines to design methods for discovexy i@mediation related to the assurance
of Level of Care that are currently non-operatianal

each that applies)

Frequency of data
aggregation and
analysis:

(check each that

applies)

[7 State Medicaid Agency | [JWeekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other: Specify: L7 Annually

L7 Continuously and
Ongoing

L7 Other: Specify:

O | No

O | Yes

Please provide a detailed strategy for assuringdlef Care, the specific timeline for
implementing identified strategies, and the partesgponsible for its operation.

State:

Effective Date
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Appendix B-7: Freedom of Choice

Freedom of Choice As provided in 42 CFR 8441.302(d), when an iddial is determined to be likely to
require a level of care for this waiver, the indival or his or her legal representative is:

i.  informed of any feasibl@rernatives under the waiver; and
ii. given the choice of either institutional or herand community-based services.

a. Procedures. Specify the State’s procedures for informing iblig individuals (or their legal
representatives) of the feasible alternatives albelunder the waiver and allowing these individual
choose either institutional or waiver servicesniify the form(s) that are employed to documesgfiom
of choice. The form or forms are available to Ch$®n request through the Medicaid agency or the
operating agency (if applicable).

b. Maintenance of Forms Per 45 CFR § 92.42, written copies or electr@hiaetrievable facsimiles of
Freedom of Choice forms are maintained for a mimimaf three years. Specify the locations where
copies of these forms are maintained.

State:
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Appendix B-8: Access to Services by Limited English Proficient Persons

Access to Services by Limited English Proficient Psons Specify the methods that the State uses to peovid
meaningful access to the waiver by Limited EngRsbficient persons in accordance with the Departroén
Health and Human Services “Guidance to Federal reiah Assistance Recipients Regarding Title VI

Prohibition Against National Origin Discriminatioiffecting Limited English Proficient Persons” (68RF
47311 - August 8, 2003):

State:
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Appendix C: Participant Services
HCBS Waiver Application Version 3.5

Appendix C: Participant Services

Appendix C-1/C-3: Summary of Services Covered and
Services Specifications

C-1l-a. Waiver Services Summary Appendix C-3 sets forth the specifications facteservice that is offered
under this waiver.List the services that are furnished under the emin the following table. If case
management is not a service under the waiver, catapiems C-1-b and C-1-c:

Statutory Services(check each that applies) ‘

Service Included Alternate Service Title (if any)

Case Management O

Homemaker
Home Health Aide
Personal Care
Adult Day Health
Habilitation

Residential Habilitation

Day Habilitation

Prevocational Services

Supported Employment

Education

Respite

Day Treatment

Partial Hospitalization

Psychosocial Rehabilitatiorn

Clinic Services

g|jojojojojojgjojo|jo|jojgjojo|jo|o

Live-in Caregiver
(42 CFR 8441.303(f)(8))

Other Services(select one) ‘
O | Not applicable

O | As provided in 42 CFR 8440.180(b)(9), the Stateuests the authority to provide the following
additional services not specified in stat(liet each service by title)

State: Appendix C-1:1
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Appendix C: Participant Services
HCBS Waiver Application Version 3.5

Extended State Plan Servicegselect one) ‘

O | Not applicable

O | The following extended State plan services are igeal/(list each extended State plan service
service title)

a.

b.

O | The waiver provides for participant direction ofngees as specified in Appendix E. The wai
includes Information and Assistance in Support aftitipant Direction, Financial Managemsg
Services or other supports for participant diracts waiver services.

O | The waiver provides for participant direction of\sees as specified in Appendix E. Some or all ¢
the supports for participant direction are providsdadministrative activities and are described in
Appendix E.

O | Not applicable

Support Included Alternate Service Title (if any)

Information and Assistance in a

Support of Participant Direction

Financial Management Services O

Other Supports for Participant Directi@liist each support by service title)

a.

b.

State:

Appendix C-1:2

Effective Date

by
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Appendix C: Participant Services
HCBS Waiver Application Version 3.5

C-1/C-3: Service Specification

State laws, regulations and policies referencdtia@rspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéimepplicable).

Service Specification

HCBS Taxonomy

Category 1: Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4. Sub-Category 4.

Service Definition (Scope)

Specify applicable (if any) limits on the amoumgduency, or duration of this service:

Service Delivery Method | O | Participant-directed as specified in Appendix E OO | Provider

(check each that applies) managed
Specify whether the service may O | Legally O | Relative O | Legal Guardian
be provided bycheck each that Responsibld
applies): Person
Provider Specifications
Provider O Individual. List types: O Agency. List the types of agencies:
Category(s)
(check one or
both)

Provider Qualifications
Provider Type: Licenséspecify) Certificate(specify) Other Standarspecify)

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

State: Appendix C-1:3
Effective Date




Appendix C: Participant Services
HCBS Waiver Application Version 3.5

b. Provision of Case Management Services to Waivé&rarticipants. Indicate how case management is
furnished to waiver participantéselect ong

O | Not applicable — Case management is not furnished as a distinctityctio waiver
participants.

O | Applicable —Case management is furnished as a distinct activityaiver participants.
Check each that applies:

O | As a waiver service defined in Appendix Ce (hot complete C-1-¢)

O | As a Medicaid State plan service under 81915(thefAct (HCBS as a State Plan Option).
Complete item C-1-c.

O | As a Medicaid State plan service under 81915(g{ihe Act (Targeted Case
Management).Complete item C-1-c

I | As an administrative activityComplete item C-1-c.

c. Delivery of Case Management ServicesSpecify the entity or entities that conduct casmagement
functions on behalf of waiver participants:

State: Appendix C-14
Effective Date




Appendix C-2: General Service Specifications

a. Criminal History and/or Background Investigations. Specify the State’s policies concerning the
conduct of criminal history and/or background irtigetions of individuals who provide waiver sengce
(select one)

O | Yes Criminal history and/or background investigati@me required. Specify: (a) the types| of
positions (e.g., personal assistants, attendants) for which such investigations must be conducted;
(b) the scope of such investigations (e.g., state, national); and, (c) the process for ensuring that
mandatory investigations have been conducted.e &afs, regulations and policies referenged
in this description are available to CMS upon requbrough the Medicaid or the operating
agency (if applicable):

O | No. Criminal history and/or background investigati@me not required.

b. Abuse Registry Screening Specify whether the State requires the screearfiimgividuals who provide
waiver services through a State-maintained abugstrg(select one)

O | Yes The State maintains an abuse registry and egjthie screening of individuals through this
registry. Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the
types of positions for which abuse registry screenings must be conducted; and, (c) the process
for ensuring that mandatory screenings have beedumted. State laws, regulations gnd
policies referenced in this description are avédab CMS upon request through the Mediclid
agency or the operating agency (if applicable):

O | No. The State does not conduct abuse registry sagen

c. Services in Facilities Subject t81616(e) of the Social Security ActSelect one

O | No. Home and community-based services under thisexaire not provided in facilities subjgct
to §1616(e) of the ActDo not complete Items C-2-c.i — c.iii.

O | Yes Home and community-based services are providédcifities subject to 81616(e) of te
Act. The standards that apply to each type ofifaavhere waiver services are provided are
available to CMS upon request through the Mediagency or the operating agency |(if
applicable). Complete Items C-2-c.i —.iii.

i. Types of Facilities Subject to §1616(e) Complete the following table fagach typeof facility
subject to 81616(e) of the Act:

Waiver Service(s) Facility Capacity
Type of Facility Provided in Facility Limit
State: Appendix C-2:1

Effective Date




ii. Larger Facilities: In the case of residential facilities subjecgi®16(e) that serve four or more
individuals unrelated to the proprietor, describevfa home and community character is maintained in
these settings.

iii. Scope of Facility Standards For this facility type, please specify whethiee State’s standards
address the followin¢check each that applies)

Topic
Standard Addressed

Admission policies O

Physical environment

Sanitation

Safety

Staff : resident ratios

Staff training and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

Incident reporting

g|o|ojo|joyjojojojaja|a

Provision of or arrangement for
necessary health services

When facility standards do not address one or rabtke topics listed, explain why the standard is
not included or is not relevant to the facility &pr population. Explain how the health and welfar
of participants is assured in the standard areatsaddressed:

State: Appendix C-2:2

Effective Date




Provision of Personal Care or Similar Services Y Legally Responsible Individuals. A legally

responsible individual is any person who has a duigler State law to care for another person and
typically includes: (a) the parent (biological aoptive) of a minor child or the guardian of a michild
who must provide care to the child or (b) a spaafse waiver participant. Except at the option lod t
State and under extraordinary circumstances spddiff the State, payment may not be made to dyegal
responsible individual for the provision of persboare or similar services that the legally respiades
individual would ordinarily perform or be responisito perform on behalf of a waiver participaSelect

No. The State does not make payment to legally resplenindividuals for furnishing person

Yes The State makes payment to legally responsilblieigiuals for furnishing personal care
similar services when they are qualified to provitle services. Specify: (a) the leg

responsible individuals who may be paid to furrssich services and the services they

provide; (b) State policies that specify the circumstances wiament may be authorized f
the provision ofextraordinary careby a legally responsible individual and how that&
ensures that the provision of services by a legallponsible individual is in the best interes
the participant; and, (c) the controls that are employed to entakpayments are made o
for services renderedAlso, specify in Appendix C-3 the personal care or simgarvices fof
which payment may be made to legally responsibligittuals under the State policies specif

<

ed

Other State Policies Concerning Payment for WaiverServices Furnished by Relatives/Legal
Guardians. Specify State policies concerning making payntentelatives/legal guardians for
provision of waiver services over and above thécjed addressed in Item C-2-&elect one

the

The State does not make payment to relatives/legauardians for furnishing waiver

The State makes payment to relatives/legal guardianunder specific circumstancesnd

only when the relative/guardian is qualified to fumish services Specify the specifi¢

circumstances under which payment is made, thestgpeelatives/legal guardians to whq
payment may be made, and the services for whicmpaymay be made. Specify the contt
that are employed to ensure that payments are ordgéor services renderedlso, specify i
Appendix C-1/C-3 each waiver service for which pagtmmay be made to relatives/leg

m
ols

al

Relatives/legal guardians may be paid for providingwaiver services whenever thé

relative/legal guardian is qualified to provide sevices as specified in Appendix C-1/C-3.
Specify the controls that are employed to ensua¢ playments are made only for

h

d.
one:
O
care or similar services.
O
here.
e
O
services.
@)
guardians.
@)
services rendered.
O | Other policy. Specify
State:

Appendix C-2:3

Effective Date




f.  Open Enroliment of Providers. Specify the processes that are employed to asisatrall willing and
qualified providers have the opportunity to enral waiver service providers as provided in
42 CFR 8§431.51:

Quality Improvement: Qualified Providers

As a distinct component of the State’s quality mwpment strategy, provide information in
the following fields to detail the State’s methéatsdiscovery and remediation.

a. Methods for Discovery: Qualified Providers
The state demonstrates that it has designed andemented an adequate system for
assuring that all waiver services are provided hyafified providers.
I. Sub-Assurances:
a. Sub-Assurance: The State verifies that providersially and continually meet required
licensure and/or certification standards and adhei@ other standards prior to their
furnishing waiver services.
i. Performance Measures
For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.
For each performance measure, provide informatinrthe aggregated data that will enable
the State to analyze and assess progress towangktifiermance measure. In this section
provide information on the method by which eachr@®of data is analyzed
statistically/deductively or inductively, how thesrage identified or conclusions drawn, and
how recommendations are formulated, where apprégria
Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):

If ‘Other’ is selected, specify:

State:

Appendix C-2:4

Effective Date




Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that

applies)

applies)

[7 State Medicaid Agency/7Weekly [7100% Review

[7 Operating Agency L7 Monthly [TLess than 100%

Review

[7 Sub-State Entity L7 Quarterly [7Representative
Sample; Confidence
Interval =

L7 Other L7 Annually

Specify:

[7 Continuously and [T Stratified:

Ongoing

Describe Group:

L7 Other
Specify:

[7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
[7 State Medicaid Agency [7Weekly
[7Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
[7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

b

adherence to waiver requirements.

i. Performance Measures

State:

Effective Date

Sub-Assurance: The State monitors non-licensedtircertified providers to assure

Appendix C-25




For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatiorthe aggregated data that will enable
the State to analyze and assess progress towangettiermance measure. In this section
provide information on the method by which eachramof data is analyzed
statistically/deductively or inductively, how thesvage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):
If ‘Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7Operating Agency L7Monthly [Tl ess than 100%
Review
[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
[7 Continuously and [T Stratified:
Ongoing Describe Group:
L7 Other
Specify:
L7 Other Specify:
Add another Data Source for this performance measur
Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and
analysis analysis:
(check each that (check each that
applies applies
[7 State Medicaid Agency [/ Weekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
[7 Other L7 Annually
State: Appendix C-2:6
Effective Date




Specify:

[7 Continuously and
Ongoing

L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

c

Sub-Assurance: The State implements its poli@esl procedures for verifying that
provider training is conducted in accordance witkase requirements and the approved
waiver.

i. Performance Measures

For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possilhe]ude numerator/denominator.

For each performance measure, provide informatiorthe aggregated data that will enable
the State to analyze and assess progress towangetiiermance measure. In this section
provide information on the method by which eachr@®of data is analyzed
statistically/deductively or inductively, how thesvage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

Data Source(Select one) (Several options are listed in thdirm@application):

If ‘Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7 Operating Agency L7 Monthly [Tl ess than 100%
Review
[7 Sub-State Entity L7 Quarterly [7Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
L7 Continuously and [J Stratified:
Ongoing Describe Group:

State:

Appendix C-2:7

Effective Date




L7 Other
Specify:

L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
[J State Medicaid Agency 7 Weekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

If applicable, in the textbox below provideyamecessary additional information on the
strategies employed by the State to discover/ifyeptoblems/issues within the waiver

program, including frequency and parties resporesibl

b. Methods for Remediation/Fixing Individual Problems
i Describe the State’s method for addressing ind@igbroblems as they are discovered.
Include information regarding responsible partieslaGENERAL methods for problem
correction. In addition, provide information onetimethods used by the State to document
these items.
State:

Effective Date

Appendix C-2:8



il Remediation Data Aggregation

Remediation-related Responsible Partycheck Frequency of data

Data Aggregation | each that applies) aggregation and
and Analysis analysis:
(including trend (check each that
identification) applies)
[7 State Medicaid Agency | [7JWeekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other: Specify: L7 Annually
L7 Continuously and
Ongoing

L7 Other: Specify:

C. Timelines
When the State does not have all elements of thét@improvement Strategy in place,
provide timelines to design methods for discovexy i@mediation related to the assurance
of Qualified Providers that are currently non-opgomal.

O | No
O | Yes

Please provide a detailed strategy for assurindifi@ebProviders, the
specific timeline for implementing identified stegies, and the parties
responsible for its operation.

State: Appendix C-2:9
Effective Date




Appendix C-4: Additional Limits on Amount of Waiver Services

Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of tifving
additional limits on the amount of waiver servi¢elseck each that applies).

—

O | Not applicable — The State does not impose a limin the amount of waiver services excef
as provided in Appendix C-3.

O | Applicable — The State imposes additional limits othe amount of waiver services.

When a limit is employed, specify: (a) the waiawges to which the limit applies; (b) the badis o
the limit, including its basis in historical expetute/utilization patterns and, as applicable, the
processes and methodologies that are used to deterthe amount of the limit to which a
participant’s services are subject; (c) how theitimill be adjusted over the course of the waiver
period; (d) provisions for adjusting or making egtiens to the limit based on participant health
and welfare needs or other factors specified bystage; (e) the safeguards that are in effect when
the amount of the limit is insufficient to meetaatigipant’s needs; and, (f) how participants are
notified of the amount of the limit.

O | Limit(s) on Set(s) of ServicesThere is a limit on the maximum dollar amountafiver serviceq
that is authorized for one or more sets of servidksed under the waiveFurnish the informatiorn
specified above

O | Prospective Individual Budget Amount There is a limit on the maximum dollar amountvaiiver
services authorized for each specific participanirnish the information specified above

O | Budget Limits by Level of Support Based on an assessment process and/or othersfact
participants are assigned to funding levels thatliarits on the maximum dollar amount of waiJer
services.Furnish the information specified above

I | Other Type of Limit. The State employs another type of limescribe the limit and furnish the
information specified above.

State: Appendix C-4:1
Effective Date




Appendix C-5: Home and Community-Based Settings

Explain how residential and non-residential settimgthis waiver comply with federal HCB
Settings requirements at 42 CFR 441.301(c)(4)4{d)associated CMS guidance. Include:

1. Description of the settings and how they meet f@ddCB Settings requirements, at the
time of submission and in the future.

2. Description of the means by which the state Medieaency ascertains that all waiver
settings meet federal HCB Setting requirementthetime of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HGRtiRgs Waiver Transition Plan for description
of settings that do not meet requirements at the df submission. Do not duplicate that
information here.

State: Appendix C-5:1

Effective Date




Appendix D: Participant-Centered Planning and Service Delivery
HCBS Waiver Application Version 3.5

Appendix D: Participant-Centered Planning
and Service Delivery

Appendix D-1: Service Plan Development

State Participant-Centered Service Plan Title

a. Responsibility for Service Plan Development Per 42 CFR 8441.301(b)(2), specify who is
responsible for the development of the service plachthe qualifications of these individuétfieck
each that applies)

[l | Registered nurse, licensed to practice in the State

O | Licensed practical or vocational nurse, acting witin the scope of practice under State
law

O | Licensed physician (M.D. or D.O)

Case Manager(qualifications specified in Appendix C-1/C-3)

O | Case Manager(qualifications not specified in Appendix C-1/C-3)
Specify qualifications

d

O | Social Worker
Specify qualifications:

O | Other
Specify the individuals and their qualifications:

b. Service Plan Development Safeguards.
Select one:

O | Entities and/or individuals that have responsibility for service plan development may
not provide other direct waiver services to the pdicipant.

O | Entities and/or individuals that have responsibility for service plan development may
provide other direct waiver services to the partigpant.

The State has established the following safeguardssure that service plan development
is conducted in the best interests of the partitif#pecify

c. Supporting the Participant in Service Plan Develpment Specify: (a) the supports and information
that are made available to the participant (anféfoily or legal representative, as appropriate)itect
and be actively engaged in the service plan dewsdop process and (b) the participant’s authority to
determine who is included in the process.

State: Appendix D-1: 1
Effective Date




Appendix D: Participant-Centered Planning and Service Delivery
HCBS Waiver Application Version 3.5

Service Plan Development Procesk four pages or less, describe the processshsied to develop
the participant-centered service plan, includira): who develops the plan, who participates in the
process, and the timing of the plan; (b) the typeassessments that are conducted to support the
service plan development process, including segumiormation about participant needs, preferences
and goals, and health status; (c) how the partitiganformed of the services that are availalidar

the waiver; (d) how the plan development processiess that the service plan addresses participant
goals, needs (including health care needs), anérpreees; (e) how waiver and other services are
coordinated; (f) how the plan development processiges for the assignment of responsibilities to
implement and monitor the plan; and, (g) how aneémvkthe plan is updated, including when the
participant’'s needs change. State laws, regulsitiand policies cited that affect the service plan
development process are available to CMS upon stgfu®ugh the Medicaid agency or the operating
agency (if applicable):

Risk Assessment and Mitigation.Specify how potential risks to the participarg assessed during
the service plan development process and how gieatéo mitigate risk are incorporated into the
service plan, subject to participant needs ancepeates. In addition, describe how the service pla
development process addresses backup plans aad-dmgements that are used for backup.

Informed Choice of Providers. Describe how participants are assisted in obtgimformation about
and selecting from among qualified providers ofwaver services in the service plan.

Process for Making Service Plan Subject to the Apmval of the Medicaid Agency Describe the
process by which the service plan is made suljdbietapproval of the Medicaid agency in accordance
with 42 CFR 8441.301(b)(1)(i):

Service Plan Review and Update The service plan is subject to at least annerbgic review and
update to assess the appropriateness and adedubeyservices as participant needs change. Specif
the minimum schedule for the review and updatéefservice plan:

O | Every three months or more frequently when necessgr

O | Every six months or more frequently when necessary

O | Every twelve months or more frequently when necessa

State: Appendix D-1: 2

Effective Date




Appendix D: Participant-Centered Planning and Service Delivery
HCBS Waiver Application Version 3.5

O | Other schedule
Specify the other schedule

Maintenance of Service Plan Forms Written copies or electronic facsimiles of seevplans are
maintained for a minimum period of 3 years as negiby 45 CFR §92.42. Service plans are
maintained by the followin¢check each that applies)

O | Medicaid agency
O | Operating agency
[ | Case manager
O | Other
Specify:
State: Appendix D-1: 3

Effective Date




Appendix D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring Specify: (a) the entity (entities) responsibte f
monitoring the implementation of the service plad participant healthnd welfare; (b) the monitoring
and followup method(s) that are used; and, (c) the frequency with which monitoring is performed.

b. Monitoring Safeguards. Select one:

O | Entities and/or individuals that have responsibility to monitor service plan implementation
and participant health and welfare may not provideother direct waiver services to thg
participant.

O | Entities and/or individuals that have responsibility to monitor service plan implementation
and participant health and welfare may provide othe direct waiver services to the
participant.

The State has established the following safeguardssure that monitoring is conducted in the
best interests of the participaBpecify

Quality Improvement: Service Plan

As a distinct component of the State’s quality mwpment strategy, provide information in
the following fields to detail the State’s methéatsdiscovery and remediation.

a. Methods for Discovery: Service Plan Assurance

The state demonstrates it has designed and impleetan effective system for reviewing
the adequacy of service plans for waiver participan

i. Sub-assurances:
a. Sub-assurance: Service plans address all papcits’ assessed needs (including health
and safety risk factors) and personal goals, eithsrthe provision of waiver services or
through other means.

i. Performance Measures

State:
Effective Date
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For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatiorthe aggregated data that will enable
the State to analyze and assess progress towangettiermance measure. In this section
provide information on the method by which eachr@mof data is analyzed
statistically/deductively or inductively, how thesvage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):
If ‘Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7Operating Agency L7Monthly [Tl ess than 100%
Review
[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
[7 Continuously and [T Stratified:
Ongoing Describe Group:
L7 Other
Specify:
L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

[7 State Medicaid Agency [/ Weekly
[7 Operating Agency L7 Monthly

[7 Sub-State Entity L7 Quarterly
[7 Other L7 Annually
State:

Appendix D-2: 2
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Specify:

[7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

b.Sub-assurance: The State monitors service pli@velopment in accordance with its
policies and procedures.

i. Performance Measures

For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatiorthe aggregated data that will enable
the State to analyze and assess progress towanettiermance measure. In this section
provide information on the method by which eachramof data is analyzed
statistically/deductively or inductively, how thesyage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):
If ‘Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7Operating Agency L7Monthly [Tl ess than 100%
Review
[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
[7 Continuously and [7 Stratified:
Ongoing Describe Group:
L7 Other

State:
Effective Date
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Specify:

L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
[7 State Medicaid Agency [7Weekly
[7Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

C. Sub-assurance: Service plans are updated/mviat least annually or when

warranted by changes in the waiver participant’sads.

i. Performance Measures

For each performance measure the State will useatsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatinrthe aggregated data that will enable

the State to analyze and assess progress towanuktiiermance measure. In this section

provide information on the method by which eachramof data is analyzed

statistically/deductively or inductively, how thesvare identified or conclusions drawn, and

how recommendations are formulated, where appraogria

Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):

If ‘Other’ is selected, specify:

State:

Effective Date
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Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7 Operating Agency L7 Monthly [TLess than 100%
Review
[7 Sub-State Entity L7 Quarterly [7Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
[7 Continuously and [T Stratified:
Ongoing Describe Group:
L7 Other
Specify:
[7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

[7 State Medicaid Agency [7Weekly
[7Operating Agency L7 Monthly

[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
[7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

d. Sub-assurance: Services are delivered in ademice with the service plan,
including the type, scope, amount, duration and dreency specified in the service plan.

i. Performance Measures

State:
Effective Date

Appendix D-2: 5




For each performance measure the State will useagsess compliance with the statutory
assurance complete the following. Where possilhe]ude numerator/denominator.

For each performance measure, provide informatiorthe aggregated data that will enable
the State to analyze and assess progress towangetiiermance measure. In this section
provide information on the method by which eachr@®of data is analyzed
statistically/deductively or inductively, how thesvage identified or conclusions drawn, and

how recommendations are formulated, where approgria

Performance
Measure:

Data Source(Select one) (Several options are listed in thdirmmapplication):

If ‘Other’ is selected,

specify:

Responsible Party for
data
collection/generation
(check each that

applies)

Frequency of data
collection/generation:
(check each that
applies)

Sampling Approach
(check each that
applies)

[7 State Medicaid Ageng

y [ 7 Weekly

[7100% Review

[7 Operating Agency L7 Monthly [TLess than 100%
Review

[7 Sub-State Entity L7 Quarterly [7Representative
Sample; Confidence
Interval =

L7 Other L7 Annually

Specify:

L7 Continuously and [J Stratified:

Ongoing Describe Group:
L7 Other
Specify:
L7 Other Specify:
Add another Data Source for this performance measur
Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and
analysis analysis:
(check each that (check each that
applies applies
[J State Medicaid Agency [7Weekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
State Appendix D-2: 6

Effective Date




[7 Continuously and
Ongoing

L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

e. Sub-assurance: Participants are afforded cholmtween/among waiver services and

providers.

i. Performance Measures

For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatinrthe aggregated data that will enable

the State to analyze and assess progress towangktiiermance measure. In this section

provide information on the method by which eachramof data is analyzed

statistically/deductively or inductively, how thesvare identified or conclusions drawn, and

how recommendations are formulated, where appraogria

Performance
Measure:

Data Sourceg(Select one) (Several options are listed in thdirmmapplication):

If ‘Other’ is selected, specify:

Responsible Party for
data
collection/generation
(check each that
applies)

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that
applies)

[7 State Medicaid Agenc

v 7 Weekly

[7100% Review

[7Operating Agency L7Monthly [Tl ess than 100%
Review

[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =

L7 Other L7 Annually

Specify:

L7 Continuously and [J Stratified:

Ongoing

Describe Group:

[J Other

State:

Effective Date

Appendix D-2: 7




Specify:

L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
[7 State Medicaid Agency [7Weekly
[7Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

If applicable, in the textbox below provideyanecessary additional information on the

strategies employed by the State to discover/ifyeptoblems/issues within the waiver

program, including frequency and parties resporesibl

b. Methods for Remediation/Fixing Individual Problems
I. Describe the State’s method for addressing indadigwmoblems as they are discovered.
Include information regarding responsible partieslaGENERAL methods for problem
correction. In addition, provide information onetimethods used by the State to document
these items.
State:

Effective Date

Appendix D-2: 8



il Remediation Data Aggregation

Remediation-related Responsible Party(check | Frequency of data

Data Aggregation | each that applies): aggregation and
and Analysis analysis
(including trend (check each that
identification) applies):
O State Medicaid Agency | O Weekly
O Operating Agency 0 Monthly
O Sub-State Entity O Quarterly
O Other O Annually
Specify:
O Continuously and
Ongoing
O Other
Specify:

C. Timelines
When the State does not have all elements of thét@improvement Strategy in place,
provide timelines to design methods for discovexy i@mediation related to the assurance
of Service Plans that are currently non-operational

O | No
O | Yes

Please provide a detailed strategy for assuring/iSe Plans, the specific timeline for
implementing identified strategies, and the partesgponsible for its operation.

State:

Effective Date Appendix D-2: 9




Appendix E: Participant Direction of Services
HCBS Waiver Application Version 3.5

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the &faRequest):

©)

Yes. This waiver provides participant direction opportunities. Complete the remainder of
the Appendix.

©)

No. This waiver does not provide participant directionopportunities. Do not complete
the remainder of the Appendix.

CMS urges

states to afford all waiver participati® opportunity to direct their services. Partiaig

direction of services includes the participant ex®ng decision-making authority over workers wiove

services, a participant-managed budget or both. SOMIl confer the Independence Plus designationnwhe

the waiver evidences a strong commitment to paditi direction.

Indicate whether Independence Plus designation ieguested(select one):

©)

Yes. The State requests that this waiver be consideredorf Independence Plus
designation.

O

No. Independence Plus designation is not requested.

Appendix E-1: Overview

a. Description of Participant Direction. In no more than two pages, provide an overviewthaf
opportunities for participant direction in the waiiyincluding: (a) the nature of the opportuniaéferded
to participants; (b) how participants may take adage of these opportunities; (c) the entities sh@port
individuals who direct their services and the sutspiinat they provide; and, (d) other relevantinfation
about the waiver’'s approach to participant directio

b. Participant Direction Opportunities. Specify the participant direction opportunitibat are available
in the waiver. Select one:

@)

Participant — Employer Authority . As specified ilppendix E-2, Item athe participant

(or the participant’s representative) has decisi@king authority over workers who providé
waiver services. The participant may function las ¢common law employer or the cof
employer of workers. Supports and protectionsaagglable for participants who exercis¢
this authority.

14

Participant — Budget Authority. As specified ilAppendix E-2, Item bthe participant (or
the participant’s representative) has decision-ngakiuthority over a budget for waive
services. Supports and protections are availaledrticipants who have authority over
budget.

152

Both Authorities. The waiver provides for both participant direntiopportunities as
specified inAppendix E-2 Supports and protections are available for ggeints who
exercise these authorities.

State:

Effective Date
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Appendix E: Participant Direction of Services
HCBS Waiver Application Version 3.5

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

O | Participant direction opportunities are available to participants who live in their own
private residence or the home of a family member.

O | Participant direction opportunities are available to individuals who reside in other living
arrangements where services (regardless of fundirgpurce) are furnished to fewer than
four persons unrelated to the proprietor.

O | The participant direction opportunities are available to persons in the following other
living arrangements

Specifythese living arrangements:

d. Election of Participant Direction. Election of participant direction is subjecttte following policy
(select one):

O | Waiver is designed to support only individuals whavant to direct their services.

O | The waiver is designed to afford every participan{or the participant’s representative)
the opportunity to elect to direct waiver services.Alternate service delivery methods
are available for participants who decide not to diect their services.

O | The waiver is designed to offer participants (or teir representatives) the opportunity
to direct some or all of their services, subject tthe following criteria specified by the
State. Alternate service delivery methods are avable for participants who decide not
to direct their services or do not meet the critem.

Specify the criteria

e. Information Furnished to Participant. Specify: (a) the information about participantedtion
opportunities (e.g., the benefits of participantediion, participant responsibilities, and potdntia
liabilities) that is provided to the participantr (the participant’s representative) to inform dixgis
making concerning the election of participant direction; (b) the entity or entities responsible for furnishing
this information; and, (c) how and when this information is provided on a timely basis.

f.  Participant Direction by a Representative. Specify the State’s policy concerning the dimattof
waiver services by a representatfgelect one)

O | The State does not provide for the direction of waker services by a representative.
O | The State provides for the direction of waiver serices by representatives.

Specify the representatives who may direct waieevises:(check each that applies)
O | Waiver services may be directed by a legal represtative of the participant.

O | Waiver services may be directed by a non-legal repsentative freely chosen by
an adult participant. Specify the policies that apply regarding thedliion of waiver
services by participant-appointed representatimed)ding safeguards to ensure that
the representative functions in the best interEteparticipant:

State:
Effective Date

Appendix E-1: 2




Appendix E: Participant Direction of Services
HCBS Waiver Application Version 3.5

g. Participant-Directed Services Specify the participant direction opportunity ¢portunities) available
for each waiver service that is specified as paaiat-directed in Appendix C-1/C-3.(Check the
opportunity or opportunities available for each gee)

- . . . Employer Budget
Participant-Directed Waiver Service Authority Authority

O O

O O

O O

O O

O O

O O

h. Financial Management Services.Except in certain circumstances, financial manag# services are
mandatory and integral to participant directiorg@dvernmental entity and/or another third-party tgnti
must perform necessary financial transactions tralbef the waiver participantSelect one:

O | Yes Financial Management Services are furnished througfa third party entity. (Complete
item E-1-i)
Specify whether governmental and/or private estifigrnish these servicesCheck each that
applies:
O] Governmental entities
O] Private entities

O | No. Financial Management Services are not furnished. t8ndard Medicaid payment
mechanisms are usedDo not complete Item E-1-i

i.  Provision of Financial Management ServicesFinancial management services (FMS) may be foeudis

as a waiver service or as an administrative agtivielect one
O | FMS are covered as the waiver service
specified in Appendix C-1/C-3
The waiver service entitled:
O | FMS are provided as an administrative activity.
Provide the following information
i. | Types of Entities Specify the types of entities that furnish FM$l éme method of procuring
these services:
ii. | Paymentfor FMS. Specify how FMS entities are compensated foathministrative activities
that they perform:
ii. Scope of FMS Specify the scope of the supports that FMS estpirovidg(check each that
applies):
State:

Effective Date

Appendix E-1: 3




Appendix E: Participant Direction of Services
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Supports furnished when the participant is the eggal of direct support workers:

O | Assists participant in verifying support worker citizenship status

O | Collects and processes timesheets of support worlser

O | Processes payroll, withholding, filing and paymenbf applicable federal, state and
local employment-related taxes and insurance

O | Other
Specify:

Supports furnished when the participant exerciselgét authority:

O | Maintains a separate account for each participant participant-directed budget

O | Tracks and reports participant funds, disbursementsand the balance of participant
funds

O | Processes and pays invoices for goods and serviapproved in the service plan

O | Provide participant with periodic reports of expendtures and the status of the
participant-directed budget

O | Other services and supports

Specify

Additional functions/activities:

O | Executes and holds Medicaid provider agreements authorized under a written
agreement with the Medicaid agency

O | Receives and disburses funds for the payment of pgagipant-directed services under
an agreement with the Medicaid agency or operatinggency

O | Provides other entities specified by the State witperiodic reports of expenditures
and the status of the participant-directed budget

O | Other
Specify:

Oversight of FMS Entities. Specify the methods that are employed to: (a)itooand assess
the performance of FMS entities, including ensuthmgyintegrity of the financial transactions
that they perform; (b) the entity (or entities)pessible for this monitoring; and, (c) how
frequently performance is assessed.

State:

Effective Date
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j- Information and Assistance in Support of Particpant Direction. In addition to financial management
services, participant direction is facilitated wh@formation and assistance are available to suppor
participants in managing their services. Thesepetip may be furnished by one or more entities,
provided that there is no duplication. Specify f@ayment authority (or authorities) under whichstine
supports are furnished and, where required, praWid@dditional information request@heck each that

applies)

O | Case Management Activity Information and assistance in support of paudiot direction ar¢
furnished as an element of Medicaid case manageseevites.

Specify in detail the information and assistancat tire furnished through case management for
each participant direction opportunity under theive:

O | Waiver Service Coverage Information and assistance in support of padnt direction ar¢
provided through the waiver service coverage (srified in Appendix C-1/C-3 (check each that

applies):

Participant-Directed Waiver Service Information and Assistance Provided through
this Waiver Service Coverage

(list of services from Appendix C-1/C-3) O

O | Administrative Activity . Information and assistance in support of paéot direction arg
furnished as an administrative activity.

Specify (a) the types of entities that furnish ¢nagpports () how the supports are procured apd
compensated(c) describe in detail the supports that are fsh@d for each participant directign
opportunity under the waiveKd) the methods and frequency of assessing tHerpaance of thg
entities that furnish these supportgnd (e) the entity or entities responsible for assess
performance:

ng

k. Independent Advocacy(select one)

O | No. Arrangements have not been made for independentivocacy.

O | Yes Independent advocacy is available to participauts direct their services.
Describe the nature of this independent advocacyhan participants may access this advocagy

I.  Voluntary Termination of Participant Direction. Describe how the State accommodates a participant
who voluntarily terminates participant directionarder to receive services through an alternatécger
delivery method, including how the State assuresicoity of services and participant health andfarel
during the transition from participant direction:

m. Involuntary Termination of Participant Direction . Specify the circumstances when the State will
involuntarily terminate the use of participant diren and require the participant to receive prewd
managed services instead, including how continoftgervices and participant health and welfare is
assured during the transition.

State:
Effective Date
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Goals for Participant Direction. In the following table, provide the State’s gomiseach year that the
waiver is in effect for the unduplicated humbemdiver participants who are expected to elect each
applicable participant direction opportunity. Amafly, the State will report to CMS the number of
participants who elect to direct their waiver seeg.

Table E-1-n
Budget Authority Only or
Budget Authority in
Combination with Employer
Employer Authority Only Authority

Waiver Year Number of Participants Number of Participants
Year 1
Year 2
Year 3

Year 4 (only appears i
applicable based on Item
C)

Year 5 (only appears if
applicable based on Item
C)

State:

Appendix E-1: 6
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Appendix E-2: Opportunities for Participant-Direction

a. Participant — Employer Authority Complete when the waiver offers the employer authopportunity
as indicated in Item E-1-b:

i.  Participant Employer Status. Specify the participant’s employer status urtderwaiver. Select
one or both:

O | Participant/Co-Employer. The participant (or the participant’s represam

functions as the co-employer (managing employerjvofkers who provide waiver
services. An agency is the common law employgrasticipant-selected/recruited staf
and performs necessary payroll and human resofuneBons. Supports are availablé
to assist the participant in conducting employéaites functions.

Specify the types of agencies (a.k.a., “agencids efioice”) that serve as co-employet
of participan-selected stai

[2)

O | Participan/Common Law Employer. The participant (or the participant’
representative) is the common law employer of wrkeho provide waiver services
An IRS-approved Fiscal/Employer Agent functions thge participant’s agent in
performing payroll and other employer responsibtitthat are required by federal an
state law. Supports are available to assist thecipeant in conducting employer-related
functions.

ii. Participant Decision Making Authority. The participant (or the participant’s represengjtivas
decision making authority over workers who prowagver services.Select one or more decision
making authorities that participants exercise

O | Recruit staff

Refer staff to agency for hiring (co-employer)

Select staff from worker registry

Hire staff (common law employer)

Verify staff qualifications

Obtain criminal history and/or background investigation of staff
Specify how the costs of such investigations arepensated:

O

oojojojo

O | Specify additional staff qualifications based on paicipant needs and preferences so
long as such qualifications are consistent with theualifications specified in Appendix
C-1/C-3.

Determine staff duties consistent with the servicgpecifications in Appendix C-1/C-
3.

Determine staff wages and benefits subject to appkble State limits
Schedule staff

Orient and instruct-staff in duties

Supervise staff

Evaluate staff performance

Verify time worked by staff and approve time sheets

Discharge staff (common law employer)

O

o|jo|jojojo|o|o

State: Appendix E-2: 1
Effective Date




Discharge staff from providing services (co-employ

Other
Specify:

b. Participant — Budget Authority Complete when the waiver offers the budget authopportunity as
indicated in Item E-1-b:

i. Participant Decision Making Authority. When the participant has budget authority, indi¢he
decision-making authority that the participant neagrcise over the budgeselect one or more

O

Reallocate funds among services included in the bgdt

Determine the amount paid for services within the faite’s established limits

Substitute service providers

Schedule the provision of services

ojojo|o

Specify additional service provider qualificationsconsistent with the qualifications
specified in Appendix C-1/C-3

O

Specify how services are provided, consistent witthe service specifications
contained in Appendix C-1/C-3

Identify service providers and refer for provider enroliment

Authorize payment for waiver goods and services

Review and approve provider invoices for servicesandered

O|o|o|o

Other
Specify:

ii. Participant-Directed Budget. Describe in detail the method(s) that are usestablish the amount

of the participant-directed budget for waiver go@asl services over which the participant has
authority, including how the method makes use lidilpée cost estimating information and is applied
consistently to each participant. Information atibese method(s) must be made publicly available.

iii. Informing Participant of Budget Amount . Describe how the State informs each participétie

amount of the participant-directed budget and tloegriures by which the participant may request

an adjustment in the budget amount.

State:

Appendix E-2: 2
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iv. Participant Exercise of Budget Flexibility. Select one:

O | Modifications to the participant directed budget must be preceded by a change in the
service plan

O | The participant has the authority to modify the sewices included in the
participantdirected budget without prior approval.

Specify how changes in the participant-directedjetidre documented, including updatin
the service plan. When prior review of changeseiguired in certain circumstanceg,
describe the circumstances and specify the ehigyreviews the proposed change:

Q

v. Expenditure Safeguards. Describe the safeguards that have been establifsiethe timely
prevention of the premature depletion of the pigoaict-directed budget or to address potential
service delivery problems that may be associatéd ludget underutilization and the entity (or
entities) responsible for implementing these sadedst

State: Appendix E-2: 3

Effective Date
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Appendix F: Participant Rights

Appendix F-1: Opportunity to Request a Fair Hearing

The State provides an opportunity to request al@aring under 42 CFR Part 431, Subpart E to iddiis:

(a) who are not given the choice of home and conitydbased services as an alternative to the inkiral
care specified in Iltem E-of the request; (b) are denied the service(s) of their choice or the provider(s) of their
choice; or, (¢) whose services are denied, suspended, edducterminated. The State provides notice of
action as required in 42 CFR 8431.210.

Procedures for Offering Opportunity to Request a Fa Hearing. Describe how the individual (or his/her
legal representative) is informed of the opportutidt request a fair hearing under 42 CFR Part &Bibpart
E. Specify the notice(s) that are used to offdividuals the opportunity to request a Fair HeariBgate laws,
regulations, policies and notices referenced indiézription are available to CMS upon requestutjinathe
operating or Medicaid agency.

State: Appendix F-1: 1

Effective Date




Appendix F-2: Additional Dispute Resolution Process

a.

Availability of Additional Dispute Resolution Process Indicate whether the State operates another
dispute resolution process that offers participtigsopportunity to appeal decisions that advera#éct
their services while preserving their right to arFéearing. Select one

O | No. This Appendix does not apply
O | Yes The State operates an additional dispute resolutioprocess

Description of Additional Dispute Resolution Pra@ess Describe the additional dispute resolution
process, including: (a) the State agency that operates the process; (b) the nature of the process
(i.e., procedures and timeframes), including the types of disputes addressed through the process; and, (¢)

how the right to a Medicaid Fair Hearing is presgrwhen a participant elects to make use of thegso
State laws, regulations, and policies referencethéendescription are available to CMS upon request
through the operating or Medicaid agency.

State: Appendix F-2: 1

Effective Date




Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System Select one:

O | No. This Appendix does not apply

O | Yes. The State operates a grievance/complaint system thaffords participants the
opportunity to register grievances or complaints cocerning the provision of serviceq
under this waiver

b. Operational Responsibility. Specify the State agency that is responsiblettier operation of the
grievance/complaint system:

c. Description of System Describe the grievance/complaint system, inclgdi(a) the types of
grievances/complaints that participants may register; (b) the process and timelines for addressing
grievances/complaints; and, (¢) the mechanisms that are used to resolve grievances/complaints. State
laws, regulations, and policies referenced in thscdption are available to CMS upon request thnoug
the Medicaid agency or the operating agency (ifiagple).

State:
Effective Date
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Appendix G: Participant Safeguards

Appendix G-1: Response to Critical Events or Incidents

a. Critical Event or Incident Reporting and Management Process Indicate whether the State
operates Critical Event or Incident Reporting arehislgement Process that enables the State to collect
information on sentinel events occurring in thewegaiprogram.Select one

O | Yes The State operates a Critical Event or Incident Reprting and Management
Process(complete Items b through €)

O | No. This Appendix does not apply(do not complete Items b through e).
If the State does not operate a Critical Eventrarident Reporting and Management

Process, describe the process that the State as#ieit information on the health and
welfare of individuals served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or
incidents (including alleged abuse, neglect andaitgpion) that the State requires to be reported f
review and follow-up action by an appropriate autiipthe individuals and/or entities that are
required to report such events and incidents, heditelines for reporting. State laws, regulagion

and policies that are referenced are availableM& @pon request through the Medicaid agency or
the operating agency (if applicable).

c. Participant Training and Education. Describe how training and/or information is paed to
participants (and/or families or legal represewéstj as appropriate) concerning protections from
abuse, neglect, and exploitation, including howtip@ants (and/or families or legal representatives
as appropriate) can notify appropriate authoraresntities when the participant may have expegdnc
abuse, neglect or exploitation.

d. Responsibility for Review of and Response to Gical Events or Incidents Specify the entity (or
entities) that receives reports of critical evemténcidents specified in item G-1-a, the methdus t
are employed to evaluate such reports, and theepses and time-frames for responding to critical
events or incidents, including conducting invedimzs.

State: Appendix G-1: 1
Effective Date
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e. Responsibility for Oversight of Citical Incidents and Events. Identify the State agency (or
agencies) responsible for overseeing the repodirand response to critical incidents or events tha
affect waiver participants, how this oversight@nducted, and how frequently.

State: Appendix G-1: 2
Effective Date
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Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions

a. Use of Restraintgselect one):(For waiver actions submitted beforeldh 2014, responses in
Appendix G-2-a will display information for both s#raints and seclusion. For most waiver
actions submitted after March 2014, responses retyag seclusion appear in Appendix G-2-c.)

O| The State does not permit or prohibits the use ofastraints

Specify the State agency (or agencies) respon$ibleletecting the unauthorized use |of
restraints and how this oversight is conductedieitiequency:

O| The use of restraints is permitted during the cours of the delivery of waiver services.
Complete Items G-2-a-i and G-2-a-ii:

i. Safeguards Concerning the Use of Restraints.Specify the safeguards that the State has
established concerning the use of each type afaies{i.e., personal restraints, drugs used as
restraints, mechanical restraints). State lawgylegions, and policies that are referenced are
available to CMS upon request through the Medicaggncy or the operating agency (if
applicable).

ii. State Oversight Responsibility Specify the State agency (or agencies) resplenddy
overseeing the use of restraints and ensuring Stete safeguards concerning their use are
followed and how such oversight is conducted andt@quency:

b. Use of Restrictive Interventions

O| The State does not permit or prohibits the use ofastrictive interventions

Specify the State agency (or agencies) respon$ibleletecting the unauthorized use |of
restrictive interventions and how this oversightasducted and its frequency:

O| The use of restrictive interventions is permitted dring the course of the delivery of
waiver services. Complete Iltems G-2-b-i and G-2-b-ii.

State: Appendix G-2: 1

Effective Date
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i. Safeguards Concerning the Use of Restrictive Inteentions. Specify the safeguards that the
State has in effect concerning the use of interopatthat restrict participant movement,
participant access to other individuals, locationactivities, restrict participant rights or emplo
aversive methods (not including restraints or s#ch) to modify behavior. State laws,
regulations, and policies referenced in the spmatifin are available to CMS upon request
through the Medicaid agency or the operating agency

ii. State Oversight Responsibility Specify the State agency (or agencies) resplenddy
monitoring and overseeing the use of restrictiverirentions and how this oversight is conducted
and its frequency:

Use of Seclusiorn(Select one): (This section will be blank for wasveubmitted before Appendix G-
2-c was added to WMS in March 2014, and respomsesetiusion will display in Appendix G-2-a
combined with information on restraints.)

O| The State does not permit or prohibits the use ofeglusion

Specify the State agency (or agencies) respon$ibleletecting the unauthorized use |of
seclusion and how this oversight is conducted enfildquency:

O] The use of seclusion is permitted during the coursaf the delivery of waiver services.
Complete Items G-2-c-i and G-2-c-ii.

i. Safeguards Concerning the Use of SeclusionSpecify the safeguards that the State has
established concerning the use of each type dfisiedl. State laws, regulations, and policies that
are referenced in the specification are availabl€MS upon request through the Medicaid
agency or the operating agency (if applicable).

ii. State Oversight Responsibility Specify the State agency (or agencies) resplenddy
overseeing the use of seclusion and ensuring ttae Safeguards concerning their use are
followed and how such oversight is conducted andt@quency:

State: Appendix G-2: 2

Effective Date




Appendix G-3: Medication Management and Administration

This Appendix must be completed when waiver sararesfurnished to participants who are serveddansed

or unlicensed living arrangements where a provitlas round-the-clock responsibility for the healtida
welfare of residents. The Appendix does not neeldet@eompleted when waiver participants are served
exclusively in their own personal residences dhmhome of a family member.

a. Applicability. Select one:

O | No. This Appendix is not applicable(do not complete the remaining items)

O | Yes This Appendix applies(complete the remaining items)

b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongonesponsibility for monitoring
participant medication regimens, the methods fardoating monitoring, and the frequency of
monitoring.

ii. Methods of State Oversight and Follow-Up Describe: (a) the method(s) that the State teses
ensure that participant medications are managerbppately, including: (a) the identification of
potentially harmful practices (e.g., the concurrese of contraindicated medications); (b) the
method(s) for following up on potentially harmfulggtices; and (c) the State agency (or agencies)
that is responsible for follow-up and oversight.

c. Medication Administration by Waiver Providers
i. Provider Administration of Medications. Select one

O | Not applicabledo not complete the remaining items

O | Waiver providers are responsible for the administraion of medications to waiver
participants who cannot self-administer and/or haveresponsibility to overseg
participant self-administration of medications.(complete the remaining items)

ii. State Policy. Summarize the State policies that apply to theinigtration of medications by waiver
providers or waiver provider responsibilities whearticipants self-administer medications,
including (if applicable) policies concerning meation administration by non-medical waiver
provider personnel. State laws, regulations, antidips referenced in the specification are avédélab
to CMS upon request through the Medicaid agendfi@operating agency (if applicable).

State: Appendix G-3: 1
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iii. Medication Error Reporting. Select one of the following:

O | Providers that are responsible for medication admirstration are required to both
record and report medication errors to a State ageey (or agencies).Complete the
following three items:

(a) Specify State agency (or agencies) to whicbremre reported:

(b) Specify the types of medication errors thatwjmers are required tieecord:

(c) Specify the types of medication errors thatmters musteportto the State:

O | Providers responsible for medication administration are required to record
medication errors but make information about medicdion errors available only
when requested by the State.

Specify the types of medication errors that prossd®e required to record:

iv. State Oversight Responsibility. Specify the State agency (or agencies) resp@iiblmonitoring
the performance of waiver providers in the admiatgin of medications to waiver participants and
how monitoring is performed and its frequency.

Quality Improvement: Health and Welfare

As a distinct component of the State’s quality mepment strategy, provide information in
the following fields to detail the State’s methémtsdiscovery and remediation.

a. Methods for Discovery: Health and Welfare
The State demonstrates it has designed and impleexan effective system for assuring
waiver participant health and welfargFor waiver actions submitted before June 1, 2014,
this assurance read “The State, on an ongoing hadentifies, addresses, and seeks to
prevent the occurrence of abuse, neglect and exfitam.”)

i Sub-assurances:
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a. Sub-assurance: The state demonstrates on an amgbasis that it identifies, addresses
and seeks to prevent instances of abuse, neglegiogation and unexplained death.
(Performance measures in this sub-assurance inclld&ppendix G performance
measures for waiver actions submitted before Jyr2®14.)

i Performance Measures

For each performance measure the State will usetsess compliance with the statutory
assurance complete the following. Where possihteJude numerator/denominator.

For each performance measure, provide informatinorthe aggregated data that will enable
the State to analyze and assess progress towangettiermance measure. In this section
provide information on the method by which eachr@mof data is analyzed
statistically/deductively or inductively, how thesyage identified or conclusions drawn, and

how recommendations are formulated, where apprao@ria

Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):

If ‘Other’ is selected,

specify:

Responsible Party for
data
collection/generation
(check each that
applies)

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that
applies)

[7 State Medicaid Agenc

v [ 7Weekly

[7100% Review

[7Operating Agency L7 Monthly [Tl ess than 100%
Review

[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =

L7 Other L7 Annually

Specify:

[7 Continuously and [7 Stratified:

Ongoing

Describe Group:

L7 Other
Specify:

L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

Frequency of data
aggregation and
analysis:

State:
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(check each that (check each that
applies applies

[J State Medicaid Agency [7Weekly

[7 Operating Agency L7 Monthly

L7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
[7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

b. Sub-assurance: The State demonstrates thatranident management system is in place
that effectively resolves those incidents and pragdurther similar incidents to the extent
possible.

For each performance measure the State will usessess compliance with the statutory
assurance (or sub-assurance), complete the follogvidVhere possible, include
numerator/denominator.

For each performance measure, provide informatiorihe aggregated data that will enable
the State to analyze and assess progress towanettiermance measure. In this section
provide information on the method by which eachr@mof data is analyzed
statistically/deductively or inductively, how thesyage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):
If ‘Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7 Operating Agency L7 Monthly [Tl ess than 100%
Review
State: Appendix G-3: 4
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[7 Sub-State Entity L7 Quarterly [7Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
[7 Continuously and [T Stratified:
Ongoing Describe Group:
L7 Other
Specify:
L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

[7 State Medicaid Agency [7Weekly
[7 Operating Agency L7 Monthly

[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

C. Sub-assurance: The State policies and procedu the use or prohibition of restrictive
interventions (including restraints and seclusioa)e followed.

For each performance measure the State will usesess compliance with the statutory
assurance (or sub-assurance), complete the follogvidVhere possible, include
numerator/denominator.

For each performance measure, provide informatiorihe aggregated data that will enable
the State to analyze and assess progress towanettiermance measure. In this section
provide information on the method by which eaclramof data is analyzed
statistically/deductively or inductively, how thesyage identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance
Measure:

State: Appendix G-3: 5
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I
Data SourcgSelect one) (Several options are listed in thdim@-application):
If ‘Other’ is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[7 State Medicaid Agency/7Weekly [7100% Review
[7Operating Agency L7Monthly [Tl ess than 100%
Review
[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =
L7 Other L7 Annually
Specify:
[7 Continuously and [7 Stratified:
Ongoing Describe Group:
L7 Other
Specify:
L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

[7 State Medicaid Agency [7Weekly
[7Operating Agency L7 Monthly

[7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

State: Appendix G-3: 6
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d. Sub-assurance: The State establishes overadllthecare standards and monitors those
standards based on the responsibility of the sesyicovider as stated in the approved
waiver.

For each performance measure the State will usessess compliance with the statutory
assurance (or sub-assurance), complete the follogvidVhere possible, include
numerator/denominator.
For each performance measure, provide informatiprine aggregated data that will enable
the State to analyze and assess progress towangktiiermance measure. In this section
provide information on the method by which eachra®of data is analyzed
statistically/deductively or inductively, how thesvare identified or conclusions drawn, and
how recommendations are formulated, where approgria

Performance

Measure:

Data SourcgSelect one) (Several options are listed in thdim@-application):

If ‘Other’ is selected,

specify:

Responsible Party for
data
collection/generation
(check each that
applies)

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that
applies)

[7 State Medicaid Agenc

v [ 7Weekly

[7100% Review

[7Operating Agency L7Monthly [Tl ess than 100%
Review

[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =

L7 Other L7 Annually

Specify:

[7 Continuously and [7 Stratified:

Ongoing

Describe Group:

L7 Other
Specify:

L7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

State:

Effective Date
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[J State Medicaid Agency [7Weekly
[7 Operating Agency L7 Monthly

L7 Sub-State Entity L7 Quarterly
L7 Other L7 Annually
Specify:
[7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

il. If applicable, in the textbox below provide any eesary additional information on the
strategies employed by the State to discover/itleptoblems/issues within the waiver
program, including frequency and parties respoasibl

b. Methods for Remediation/Fixing Individual Problems

I. Describe the State’s method for addressing indadigmoblems as they are discovered.
Include information regarding responsible partieslaGENERAL methods for problem
correction. In addition, provide information onetimethods used by the State to document
these items.

il Remediation Data Aggregation

Responsible Party(check Frequency of data
each that applies): aggregation and
analysis
(check each that
applies)
[0 State Medicaid Agency | O Weekly
[0 Operating Agency 0 Monthly
O Sub-State Entity O Quarterly
State: Appendix G-3: 8
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O Other O Annually
Specify:

O Continuously and
Ongoing
O Other
Specify:

(o} Timelines

When the State does not have all elements of thBtPumprovement Strategy in place,
provide timelines to design methods for discovexy @mediation related to the assurance
of Health and Welfare that are currently non-opévasl.

O | No
O | Yes

Please provide a detailed strategy for assurindgtiiaad Welfare, the specific timeline for
implementing identified strategies, and the pamgsponsible for its operation.

State: Appendix G-3: 9
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Appendix H: Quality Improvement Strategy
HCBS Waiver Application Version 3.5

Appendix H: Quality Improvement Strategy

Under 81915(c) of the Social Security Act and 4R&441.302, the approval of an HCBS waiver
requires that CMS determine that the State has isatt#actory assurances concerning the protection
of participant health and welfare, financial acdability and other elements of waiver operations.
Renewal of an existing waiver is contingent uponaw by CMS and a finding by CMS that the
assurances have been met. By completing the HGB&wapplication, the State specifies how it has
designed the waiver’s critical processes, strustarel operational features in order to meet these
assurances.

- Quality Improvement is a critical operational faatihat an organization employs to continually
determine whether it operates in accordance wékagiproved design of its program, meets statutory
and regulatory assurances and requirements, ashdes&red outcomes, and identifies opportunities
for improvement.

CMS recognizes that a state’s waiver Quality Impraent Strategy may vary depending on the nature of
the waiver target population, the services offeegtt] the waiver’s relationship to other public peogs,

and will extend beyond regulatory requirements. Elosv, for the purpose of this application, the &isit
expected to have, at the minimum, systems in plag@easure and improve its own performance in
meeting six specific waiver assurances and req@ngsn

It may be more efficient and effective for a Qualinprovement Strategy to span multiple waivers and
other long-term care services. CMS recognizes élhg\of this approach and will ask the state tatidie
other waiver programs and long-term care servibes are addressed in the Quality Improvement
Strategy.

State: Appendix H: 1
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Appendix H: Quality Improvement Strategy
HCBS Waiver Application Version 3.5

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be ifeet during the period of the approved waiver isaiged
throughout the waiver in the appendices correspontdi the statutory assurances and sub-assura@ther
documents cited must be available to CMS upon ggheough the Medicaid agency or the operatingnage
(if appropriate).

In the QIS discovery and remediation sections thinout the application (located in Appendices A,
B, C, D, G, and |), a state spells out:

- The evidence based discovery activities that valcbnducted for each of the six major waiver
assurances;

- The remediation activities followed to correct widual problems identified in the
implementation of each of the assurances;

In Appendix H of the application, a State descri@@shesystem improvemeattivities followed

in response to aggregated, analyzed discoveryanddiation information collected on each of the

assurances; (2) the correspondeates/responsibilitiesof those conducting assessing and

prioritizing improving system corrections and impements; and (3) the processes the state will
follow to continuouslyassess the effectiveness of the &i&revise it as necessary and appropriate.

If the State's Quality Improvement Strategy is fudly developed at the time the waiver applicatign
submitted, the state may provide a work plan tty flibvelop its Quality Improvement Strategy, inéhglthe
specific tasks the State plans to undertake duthegperiod the waiver is in effect, the major ntibees
associated with these tasks, and the entity (atiess)tresponsible for the completion of these $ask

When the Quality Improvement Strategy spans mose tine waiver and/or other types of long-term care
services under the Medicaid State plan, specifycthr@rol numbers for the other waiver programs and/
identify the other long-term services that are adsed in the Quality Improvement Strategy. In imsta when
the QMS spans more than one waiver, the State bmuable to stratify information that is relatedetach
approved waiver program. Unless the State has stepleand received approval from CMS for the
consolidation of multiple waivers for the purpodeeporting, then the State must stratify inforioatthat is
related to each approved waiver program, i.e., eyn@lrepresentative sample for each waiver.

State: Appendix H: 2
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Appendix H: Quality Improvement Strategy
HCBS Waiver Application Version 3.5

H.1  Systems Improvement

a. System Improvements
I. Describe the process(es) for trending, prinint and implementing system
improvements (i.e., design changes) prompted asudtrof an analysis of discovery
and remediation information.

il. System Improvement Activities

Responsible Party(check each | Frequency of monitoring and
that applies): analysis
(check each that applies):
O State Medicaid Agency 0O Weekly
O Operating Agency O Monthly
O Sub-State Entity O Quarterly
O Quality Improvement O Annually
Committee
O Other O Other
Specify: Specify:

b. System Design Changes
I. Describe the process for monitoring and analyzhe effectiveness of system design
changes. Include a description of the varioussraled responsibilities involved in
the processes for monitoring & assessing systemgmeblanges. If applicable,
include the State’s targeted standards for sysiempsovement.

il. Describe the process to periodically evaluaseappropriate, the Quality
Improvement Strategy.
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Appendix I: Financial Accountability
HCBS Waiver Application Version 3.5

Appendix I: Financial Accountability

APPENDIX I-1: Financial Integrity and Accountability

Financial Integrity . Describe the methods that are employed to erniseri@ategrity of payments that have
been made for waiver services, including: (a) reqnents concerning the independent audit of provide
agencies; (b) the financial audit program that the state conducts to ensure the integrity of provider billings

for Medicaid payment fowaiver services, including the methods, scope and frequency of audits; and, (c)

the agency (or agencies) responsible for conduthiedinancial audit program. State laws, regalai
and policies referenced in the description arelall to CMS upon request through the Medicaid agen
or the operating agency (if applicable).

Quality Improvement: Financial Accountability

As a distinct component of the State’s quality mwpment strategy, provide information
in the following fields to detail the State’s mathdor discovery and remediation.

Methods for Discovery: Financial Accountability Assurance

The State must demonstrate that it has designed emplemented an adequate system
for ensuring financial accountability of the waiveprogram.(For waiver actions
submitted before June 1, 2014, this assurance f8tate financial oversight exists to
assure that claims are coded and paid for in acaoat with the reimbursement
methodology specified in the approved waiver.”)

i. Sub-assurances:

a Sub-assurance: The State provides evidence thains are coded and paid for in
accordance with the reimbursement methodology spediin the approved waiver and
only for services renderedPerformance measures in this sub-assurance incllde
Appendix | performance measures for waiver actsutsmitted before June 1, 2014.)

a.i. Performance Measures

State:
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Appendix I: Financial Accountability
HCBS Waiver Application Version 3.5

For each performance measure the State will usessess compliance with the
statutory assurance complete the following. Whexsgible, include
numerator/denominator.

For each performance measure, provide informatinrthe aggregated data that will

enable the State to analyze and assess progressddiae performance measure. In this

section provide information on the method by wisiabh source of data is analyzed

statistically/deductively or inductively, how thesvaze identified or conclusions drawn,

and how recommendations are formulated, where gnate.

Performance
Measure:

Data SourcgSelect one) (Several options are listed in théim@-application):

If ‘Other’ is selected, specify:

Responsible Party for
data
collection/generation
(check each that
applies)

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that
applies)

[7 State Medicaid L[TWeekly [7100% Review

Agency

[7Operating Agency L7Monthly [JLess than 100%

Review

[7 Sub-State Entity L7 Quarterly [T Representative
Sample; Confidence
Interval =

L7 Other L7 Annually

Specify:

[7 Continuously and [7 Stratified:

Ongoing Describe Group:
L7 Other
Specify:
L7 Other Specify:
Add another Data Source for this performance measur
Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and
analysis analysis:
(check each that (check each that
applies applies
[7 State Medicaid Agency [/ Weekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity L7 Quarterly
State: Appendix I-1: 2
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Appendix I: Financial Accountability
HCBS Waiver Application Version 3.5

L7 Other L7 Annually
Specify:
L7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

b.

Sub-assurance: The State provides evidence thtgs remain consistent with the
approved rate methodology throughout the five yeaiver cycle.

For each performance measure the State will usetsess compliance with the
statutory assurance (or sub-assurance), complete fibllowing. Where possible,
include numerator/denominator.

For each performance measure, provide informatiorihe aggregated data that will
enable the State to analyze and assess progressddiae performance measure. In this
section provide information on the method by wieiabh source of data is analyzed
statistically/deductively or inductively, how thesrare identified or conclusions drawn,
and how recommendations are formulated, where gpate.

Performance
Measure:

Data Source(Select one) (Several options are listed in thdirm@application):

If ‘Other’ is selected, specify:

Responsible Party for| Frequency of data Sampling Approach

data collection/generation:| (check each that

collection/generation | (check each that applies)

(check each that applies)

applies)

[7 State Medicaid L[TWeekly [7100% Review

Agency

[7Operating Agency L7Monthly [JLess than 100%

Review

[7 Sub-State Entity L7 Quarterly [7Representative
Sample; Confidence
Interval =

L7 Other L7 Annually

Specify:
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Appendix I: Financial Accountability
HCBS Waiver Application Version 3.5

L7 Continuously and
Ongoing

[J Stratified:
Describe Group:

L7 Other
Specify:

[7 Other Specify:

Add another Data Source for this performance measur

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
[7 State Medicaid Agency [7Weekly
[7 Operating Agency L7 Monthly
[7 Sub-State Entity [ Quarterly
L7 Other L7 Annually
Specify:
[7 Continuously and
Ongoing
L7 Other
Specify:

Add another Performance measure (button to prompbéher performance measure)

If applicable, in the textbox below provideyanecessary additional information on the

strategies employed by the State to discover/ifyeptoblems/issues within the waiver
program, including frequency and parties resporesibl

b. Methods for Remediation/Fixing Individual Problems
I. Describe the State’s method for addressing indadigwmoblems as they are discovered.
Include information regarding responsible partieslaGENERAL methods for problem
correction. In addition, provide information onetimethods used by the State to
document these items.
State: Appendix I-1: 4
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Appendix I: Financial Accountability
HCBS Waiver Application Version 3.5

il Remediation Data Aggregation

Remediation-related Responsible Partycheck Frequency of data
Data Aggregation | each that applies) aggregation and

and Analysis analysis:
(including trend (check each that
identification) applies)
O State Medicaid Agency | O Weekly
O Operating Agency O Monthly
O Sub-State Entity O Quarterly
O Other O Annually
Specify:
O Continuously and
Ongoing
O Other
Specify:

C. Timelines
When the State does not have all elements of ttait@improvement Strategy in place,
provide timelines to design methods for discoverg eemediation related to the
assurance of Financial Accountability that are ently non-operational.

O | No
O | Yes

Please provide a detailed strategy for assuringrféiial Accountability, the specific
timeline for implementing identified strategiesdahe parties responsible for its
operation.
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APPENDIX I-2: Rates, Billing and Claims

a. Rate Determination Methods. In two pages or less, describe the methods tieaemployed to
establish provider payment rates for waiver ses/aad the entity or entities that are responsile f
rate determination. Indicate any opportunity fablc comment in the process. If different methods
are employed for various types of services, therj@on may group services for which the same
method is employed. State laws, regulations, aidips referenced in the description are available
upon request to CMS through the Medicaid agendi@poperating agency (if applicable).

b. Flow of Billings. Describe the flow of billings for waiver servigespecifying whether provider
billings flow directly from providers to the Stasetlaims payment system or whether billings are
routed through other intermediary entities. Ifibgs flow through other intermediary entities, sibe
the entities:

c. Certifying Public Expenditures (select one)

O | No. State or local government agencies do not certifipenditures for waiver services.

O | Yes State or local government agencies directly experfdnds for part or all of the cost of
waiver services and certify their State governmenéxpenditures (CPE) in lieu of billing
that amount to Medicaid.

Select at least one:

O | Certified Public Expenditures (CPE) of State PublicAgencies

Specify: (a) the State government agency or agsribat certify public expenditures fpr
waiver services; (b) how it is assured that the CPE is based on the total computable costs
for waiver services; and, (¢) how the State verifies that the certified public expenditures
are eligible for Federal financial participation accordance with 42 CFR 8433.51(
(Indicate source of revenue for CPEs in ltem |-A-a.

O

).

O | Certified Public Expenditures (CPE) of Local Goverrment Agencies

Specify: (a) the local government agencies thatirireertified public expenditures fr
waiver services; (b) how it is assured that the CPE is based on total computable costs for

waiver services; and, (c) how the State verifies that the certified public expenditures are

eligible for Federhfinancial participation in accordance with 42 CFR433.51(b),
(Indicate source of revenue for CPEs in ltem I-4-b.

State: Appendix I-2: 1
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d. Billing Validation Process Describe the process for validating providelirimlk to produce the claim
for federal financial participation, including theechanism(s) to assure that all claims for payraest
made only: (a) when the individual was eligible for Medicaid waiver payment on the date of service;
(b) when the service was included in the particilsapprove service plan; and, (c) the services were
provided:

e. Billing and Claims Record Maintenance Requiremen Records documenting the audit trail of
adjudicated claims (including supporting documeaigtare maintained by the Medicaid agency, the
operating agency (if applicable), and providersvaiver services for a minimum period of 3 years as
required in 45 CFR § 92.42.
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APPENDIX |-3: Payment

a. Method of payments — MMIS (select one)

O | Payments for all waiver services are made throughreapproved Medicaid Management]
Information System (MMIS).

O | Payments for some, but not all, waiver services amade through an approved MMIS.

Specify: (a) the waiver servicenat are not paid through an approved MMIS; (b) the process
for making such payments and the entity that processes payments; (¢) how an audit trail ig
maintained for all state and federal funds expended outside the MMIS; and, (d) the basis for
the draw of federal funds and claiming of theseeexiitures on the CMS-64.

O | Payments for waiver services are not made throughreapproved MMIS.

Specify: (a) the process by which payments aresrmadithe entity that processes payments;
(b) how and througlwhich system(s) the payments are processed; (c) how an audit trail is
maintained for all state and federal funds expended outside the MMIS; and, (d) the basis for
the draw of federal funds and claiming of theseeexiitures on the CMS-64:

o | Payments for waiver services are made by a managexdre entity or entities. The
managed care entity is paid a monthly capitated pagent per eligible enrollee through
an approved MMIS.

Describe how payments are made to the managecangor entities:

b. Direct payment In addition to providing that the Medicaid aggmoakes payments directly to
providers of waiver services, payments for waivenviees are made utilizing one or more of the
following arrangementssélect at least one

—

O | The Medicaid agency makes payments directly and deenot use a fiscal agen
(comprehensive or limited) or a managed care entitgr entities.

O | The Medicaid agency pays providers through the samiiscal agent used for the rest o
the Medicaid program.

O | The Medicaid agency pays providers of some or allaiver services through the use of
a limited fiscal agent.

Specify the limited fiscal agent, the waiver seegi¢or which the limited fiscal agent maKes
payment, the functions that the limited fiscal ageerforms in paying waiver claims, and
the methods by which the Medicaid agency overskesoperations of the limited fischl
agent:

O | Providers are paid by a managed care entity or erties for services that are included in
the State’s contract with the entity.

Specify how providers are paid for the serviceall§) not included in the State’s contract
with managed care entities. T
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c. Supplemental or Enhanced PaymentsSection 1902(a)(30) requires that payments forises\be
consistent with efficiency, economy, and qualitycafe. Section 1903(a)(1) provides for Federal
financial participation to States for expenditufes services under an approved State plan/waiver.
Specify whether supplemental or enhanced paymeatnade. Select one:

O | No. The State does not make supplemental or enhancedypaents for waiver services

O | Yes The State makes supplemental or enhanced paymentsrfwaiver services.
Describe: (a) the nature of the supplemental oarodd payments that are made and|the
waiver services for which these payments are m@jlé¢he types of providers to which sugh
payments are made; (c) the source of the non-Hesteaee of the supplemental or enhanged
payment; and, (d) whether providers eligible toeree the supplemental or enhanded
payment retain 100% of the total computable exgareliclaimed by the State to CM
Upon request, the State will furnish CMS with degiinformation about the total amount
of supplemental or enhanced payments to each motyide in the waiver.

d. Payments to State or Local Government Providers.Specify whether State or local government
providers receive payment for the provision of waiservices.

O | No. State or local government providers do not receivpayment for waiver services.
Do notcomplete Item I-3-e.

O | Yes State or local government providers receive paymenfor waiver services.
Complete item I-3-e.

Specify the types of State or local government joieng that receive payment for waier
services and the services that the State or lazsedrgment providers furnisiEomplete item
I-3-e.

e.  Amount of Payment to State or Local Government Prowmers.

Specify whether any State or local government plenvieceives payments (including regular and any
supplemental payments) that in the aggregate exteszhsonable costs of providing waiver services
and, if so, whether and how the State recoupsxbess and returns the Federal share of the exxess t
CMS on the quarterly expenditure repdBelect one

O

O | The amount paid to State or local government providrs is the same as the amount pai
to private providers of the same service.

O | The amount paid to State or local government providrs differs from the amount paid
to private providers of the same service. No puldiprovider receives payments that in
the aggregate exceed its reasonable costs of prdwig waiver services.
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f.

g.

O | The amount paid to State or local government providrs differs from the amount paid
to private providers of the same service. When at&e or local government provider
receives payments (including regular and any suppheental payments) that in the
aggregate exceed the cost of waiver services, that8 recoups the excess and return
the federal share of the excess to CMS on the quarty expenditure report.

Describe the recoupment process:

[

Provider Retention of Payments.Section 1903(a)(1) provides that Federal matchimgi$ are only

available for expenditures made by states for sesviinder the approved waiv&elect one:

O | Providers receive and retain 100 percent of the anumt claimed to CMS for waiver
services.

O | Providers are paid by a managed care entity (or eittes) that is paid a monthly
capitated payment.

Specify whether the monthly capitated payment tmagad care entities is reduced
returned in part to the State.

Additional Payment Arrangements
i.  Voluntary Reassignment of Payments to a Governnméal Agency. Select one:

O | No. The State does not provide that providers mayoluntarily reassign their right
to direct payments to a governmental agency.

O | Yes. Providers may voluntarily reassign their righ to direct payments to a
governmental agency as provided in 42 CFR 8447.10(e

Specify the governmental agency (or agencies) iohwieassignment may be made

or

ii. Organized Health Care Delivery System Select one:

O | No. The State does not employ Organized Health Care De¢ry System (OHCDS)
arrangements under the provisions of 42 CFR §447.10

O | Yes The waiver provides for the use of Organized HealttCare Delivery System
arrangements under the provisions of 42 CFR 8447.10

Specify the following: (a) the entities that aresigeated as an OHCDS and how th
entities qualify for designation as an OHCDS; (b) the procedures for direct provider
enrollment when a provider does not voluntarilyesgto contract with a designat
OHCDS; (c¢) the method(s) for assuring that participants have free choice of qualified
providers when an OHCDS arrangement is employeduding the selection g
providers not affiliated with the OHCDS; (d) the method(s) for assuring that provider
that furnish services under contract with an OHCB®et applicable providd
qualifications under the waiver; (e) how it is assured that OHCDS contracts with
providers meet applicable requirements; and, (f) how financial accountability is assureq

ESe

19%
o

= 0

when an OHCDS arrangement is used:
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iii. Contracts with MCOs, PIHPs or PAHPs. Select one:

O

The State does not contract with MCOs, PIHPs or PARs for the provision of
waiver services.

O

The State contracts with a Managed Care Organizati(s) (MCOs) and/or prepaid
inpatient health plan(s) (PIHP) or prepaid ambulatay health plan(s) (PAHP)
under the provisions of §1915(a)(1) of the Act fothe delivery of waiver and other
services. Participants may voluntarily elect to reeive waiver and other service
through such MCOs or prepaid health plans. Contrats with these health plang
are on file at the State Medicaid agency.

Describe: (a) the MCOs and/or health plans thatigtr services under the provisio
of §1915(a)(1); (b) the geographic areas served by these plans; (¢) the waiver and other
services furnished by these plans; and (d) how payments are made to the health plans.

This waiver is a part of a concurrent 81915(b)/81%(c) waiver. Participants are
required to obtain waiver and other services througp a MCO and/or prepaid
inpatient health plan (PIHP) or a prepaid ambulatory health plan (PAHP). The
81915(b) waiver specifies the types of health plaiisat are used and how payment
to these plans are made.
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APPENDIX |-4: Non-Federal Matching Funds

a. State LevelSource(s) of the Non-Federal Share of Computable Vileer Costs. Specify the State
source or sources of the non-federal share of ctabfmiwaiver costsSelect at least one:

O | Appropriation of State Tax Revenues to the State Miéicaid agency

O | Appropriation of State Tax Revenues to a State Agey other than the Medicaid Agency.

If the source of the non-federal share is apprtipria to another state agency (or agencies),
specify: (a) the State entity or agency receivipgrapriated funds and (b) the mechanism that
is used to transfer the funds to the Medicaid Agemc Fiscal Agent, such as #&n
Intergovernmental Transfer (IGTincluding any matching arrangement, and/or, indiéathe
funds are directly expended by State agencies &s G indicated in Item I-2-c:

O | Other State Level Source(s) of Funds.

Specify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and
(c) the mechanism that is used to transfer thedundhe Medicaid Agency or Fiscal Agept,
such as an Intergovernmental Transfer (IGmgluding any matching arrangement, andjor,
indicate if funds are directly expended by Stageneies as CPEs, as indicated in Item [|-2-¢:

b. Local Government or Other Source(s) of the Non-Fedal Share of Computable Waiver Costs.
Specify the source or sources of the non-fedeiiesbf computable waiver costs that are not fratest
sources.Select one:

O | Not Applicable. There are no local government level sourcesunéi$ utilized as the not
federal share.

O [ Applicable
Check each that applies:

O | Appropriation of Local Government Revenues.

Specify: (a) the local government entity or ensitibat have the authority to levy taxed or
other revenues; (b) the source(s) of revenue; and, (¢) the mechanism that is used to transfer
the funds to the Medicaid Agency or Fiscal Agentlsas an Intergovernmental Trangfer
(IGT), including any matching arrangement (indicate angrirening entities in the
transfer process), and/or, indicate if funds amedtly expended by local governmgnt
agencies as CPEs, as specified in Item I-2-c:

O | Other Local Government Level Source(s) of Funds.

Specify: (a) the source of funds; (b) the local government entity or agency receiving funds;
and, (c) the mechanism that is used to transfefuthds to the State Medicaid Agency|or
Fiscal Agent, such as an Intergovernmental Tran@fem), including any matching
arrangement, and /or, indicate if funds are diyeetjpended by local government agengies
as CPEs, as specified in Item I-2- c:
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c. Information Concerning Certain Sources of Funds Indicate whether any of the funds listed in lsem
I-4-a or 1-4-b that make up the non-federal shdreomputable waiver costs come from the following

sources: (a) health care-related taxes or feegrfider-related donations; and/or, (c) federaidf .
Select one:

O [ None of the specified sources of funds contribut® the non-federal share of computable
waiver costs.

O | The following source(s) are used.
Check each that applies.

[0 | Health care-related taxes or fees
O | Provider-related donations
0 | Federal funds

For each source of funds indicated above, desthdeource of the funds in detail:

State: Appendix I-4: 2

Effective Date




APPENDIX I-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential SettingsSelect one:

O | No services under this waiver are furnished in resiential settings other than the private
residence of the individual.

O | As specified in Appendix C, the State furnishes weaer services in residential settingg
other than the personal home of the individual.

b. Method for Excluding the Cost of Room and Board Funished in Residential Settings The
following describes the methodology that the Stestes to exclude Medicaid payment for room and

board in residential settings:
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APPENDIX I-6: Payment for Rent and Food Expenses

of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of agnrelated Live-In Personal Caregiver.
Select one:

O | No. The State does not reimburse for the rent andbd expenses of an unrelated live-in persongl
caregiver who resides in the same household as tharticipant.

O | Yes. Per 42 CFR 8441.310(a)(2)(ii), the State willaim FFP for the additional costs of rent and
food that can be reasonably attributed to an unrelted live-in personal caregiver who resides
in the same household as the waiver participant. e State describes its coverage of live-in
caregiver in Appendix C-3 and the costs attributale to rent and food for the live-in caregiver]
are reflected separately in the computation of facir D (cost of waiver services) in Appendix J
FFP for rent and food for a live-in caregiver will not be claimed when the participant lives in

the caregiver's home or in a residence that is owdeor leased by the provider of Medicaid
services.

The following is an explanation of: (a) the methmed to apportion the additional costs of rent jand
food attributable to the unrelated live-in persarakegiver that are incurred by the individual seln
on the waiver and (b) the method used to reimbilnese costs:

<
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APPENDIX I-7: Participant Co-Payments for Waiver Services

and Other Cost Sharing

Co-Payment Requirements Specify whether the State imposes a co-paymesinalar charge upon
waiver participants for waiver services. Thesergbs are calculated per service and have the effect
reducing the total computable claim for federa&finial participation.Select one:

O

No. The State does not impose a co-payment or similaharge upon participants for
waiver services. (Do not complete the remaining items; proceed tm lk&/-b).

©)

Yes The State imposes a co-payment or similar charge op participants for one or more
waiver services. (Complete the remaining iteins

Co-Pay Arrangement

Specify the types of co-pay arrangements thatrapm$ed on waiver participanfsheck each
that applies)

Charges Associated with the Provision of Waiver Bees(if any are checked, complete Ite
I-7-a-ii through 1-7-a-iv):

O | Nominal deductible

O | Coinsurance

O | Co-Payment

O | Other charge
Specify

il Participants Subject to Co-pay Charges for Waiver 8rvices

Specify the groups of waiver participants whosargject to charges for the waiver services spetifi
in Item I-7-a-iii and the groups for whom such des are excluded

iii. Amount of Co-Pay Charges for Waiver Services. The following table lists the waiver services
defined in C-1/C-3 for which a charge is made, #meount of the charge, and the basis for
determining the charge.

Waiver Service Charge

Amount Basis
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iv. Cumulative Maximum Charges

Indicate whether there is a cumulative maximum @mdor all co-payment charges to a waiver
participant(select one)

O | There is no cumulative maximum for all deductible,coinsurance or co-payment
charges to a waiver participant.
O | There is a cumulative maximum for all deductible, oinsurance or co-payment

charges to a waiver participant.
Specify the cumulative maximum and the time pet@ahich the maximum applies:

b. Other State Requirement for Cost Sharing Specify whether the State imposes a premiunollement
fee or similar cost sharing on waiver participarglect one:

©)

No.

arrangement on waiver participants.

The State does not impose a premium, enrolimeffiee, or similar cost-sharing

O

Yes The State imposes a premium, enrollment fee or sitar cost-sharing arrangement.

Describe in detail the cost sharing arrangemeuwtuding: (a) the type of cost sharing (elg.,
premium, enrollment fee); (b) the amount of chage how the amount of the charge is reldted
to total gross family income (c) the groups of jgfpants subject to cost-sharing and the grdups

who are excluded; and (d) the mechanisms for theatimn of cost-sharing and reporting the
amount collected on the CMS 64:
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Appendix J: Cost Neutrality Demonstration
HCBS Waiver Application Version 3.5

Appendix J: Cost Neutrality Demonstration

Appendix J-1: Composite Overview and Demonstration
of Cost-Neutrality Formula

Composite Overview Complete the fields in Cols. 3, 5 and 6 in thedwihg table for each waiver
year. The fields in Cols. 4, 7 and 8 are auto-dated based on entries in Cols 3, 5, and 6. The
fields in Col. 2 are auto-calculated using the &abt data from the J-2d Estimate of Factor D
tables. Col. 2 fields will be populated ONLY whéme tEstimate of Factor D tables in J-2d have
been completed.

Level(s) of Care(specify)
Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 aC 8
. . Difference
, Total; ’ Total., (Column 7 less
Year Factor D Factor D D+D Factor G Factor G G+G Column 4)
1
2
3
4
5
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Appendix J-2: Derivation of Estimates

a. Number Of Unduplicated Participants Served Enter the total number of unduplicated partintpa
from Item B-3-a who will be served each year tiat waiver is in operation. When the waiver serves
individuals under more than one level of care, gpebe number of unduplicated participants forteac
level of care:

Table J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants lpy

Total Unduplicated Number Level of Care (if applicable)

Waiver Year of Participants
(from Item%-s-a) Level of Care: Level of Care:

Year 1
Year 2
Year 3

Year 4 (only appears i
applicable based on
Item 1-C)

Year 5 (only appears i
applicable based on
Item 1-C)

b. Average Length of Stay Describe the basis of the estimate of the aeelegth of stay on the waiver
by participants in ltem J-2-a.

c. Derivation of Estimates for Each Factor Provide a narrative description for the derimatof the
estimates of the following factors.

i.  Factor D Derivation. The estimates of Factor D for each waiver yearl@cated in Item J-2-d.
The basis for these estimates is as follows:

ii. Factor D' Derivation. The estimates of Factor D’ for each waiver yaarincluded in
Item J-1. The basis of these estimates is asaisllo
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iii. Factor G Derivation. The estimates of Factor G for each waiver yeaireluded in Item J-1.
The basis of these estimates is as follows:

iv. Factor G' Derivation. The estimates of Factor G’ for each waiver y@arincluded in Item J-1.
The basis of these estimates is as follows:

Component management for waiver servicest the service(s) below includes two or more digere
services that are reimbursed separately, or i\dled service, each component of the service maubsted.
Select ‘manage componerit® add these components.

Waiver Services

manage components

manage components

manage components

manage components

manage components

manage components
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d. Estimate of Factor D. Select one:Note: Selection below is new.

O | The waiver does not operate concurrently with al8{l§) waiver. Complete Item J-2-d-i
O | The waiver operates concurrently with a §1915(hbiyara Complete Item J-2-d-ii

Estimate of Factor D — Non-Concurrent Waiver Complete the following table for each waiveriyea
Enter data into the Unit, # Users, Avg. Units Pset)and Avg. Cost/Unit fields for all the Waiver
Service/Component items. Select Save and Calcudatetomatically calculate and populate the
Component Costs and Total Costs fields. All figidthis table must be completed in order to populat

the Factor D fields in the J-1 Composite Overviablé.

Waiver Year: Year 1

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Waiver Service / Component i
Unit # Users Avg. Units Avg. QOSU Total Cost
Per User Unit

GRAND TOTAL:
TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

AVERAGE LENGTH OF STAY ON THE WAIVER
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Waiver Year: Year 2

Waiver Service / Component

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Unit # Users Avg. Units Avg. QOSU Total Cost
Per User Unit

GRAND TOTAL:

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

AVERAGE LENGTH OF STAY ON THE WAIVER

State:

Effective Date
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Waiver Year: Year 3

Waiver Service / Component

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Unit # Users Avg. Units Avg. QOSU Total Cost
Per User Unit

GRAND TOTAL:

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

AVERAGE LENGTH OF STAY ON THE WAIVER

State:

Effective Date
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Waiver Year: Year 4 (only appears if applicable based on Item 1-C)

Waiver Service / Component

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Unit # Users Avg. Units Avg. QOSU Total Cost
Per User Unit

GRAND TOTAL:

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

AVERAGE LENGTH OF STAY ON THE WAIVER

State:

Effective Date
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Waiver Year: Year 5 (only appears if applicable based on Item 1-C)

Waiver Service / Component

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Unit # Users Avg. Units Avg. QOSU Total Cost
Per User Unit

GRAND TOTAL:

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

AVERAGE LENGTH OF STAY ON THE WAIVER

State:

Effective Date
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Estimate of Factor D — Concurrent 81915(b)/81915(a)aivers, or other authorities utilizing

capitated arrangements (i.e., 1915(a), 1932(a), 8ea 1937). Complete the following table for each
waiver year. Enter data into the Unit, # Users, Avgits Per User, and Avg. Cost/Unit fields for thk
Waiver Service/Component items. If applicable, éhibe capitation box next to that service. Select
Save and Calculate to automatically calculate anplijate the Component Costs and Total Costs fields.
All fields in this table must be completed in ordepopulate the Factor D fields in the J-1 Comigosi
Overview table.

Waiver Year: Year 1
Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6
iver Service / i
W%\éﬁ:ponem in%ruedctla(dlfin Unit # Users Avg. Units Avg. Cost/ Total Cost
capitation Per User Unit
a
a
O
O
a
a
O
O
a
a
O
O
a
a
O
O
a
GRAND TOTAL:
Total: Services included in capitation
Total: Services not included in capitation
TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)
FACTOR D (Divide grand total by number of participants)
Services included in capitation
Services not included in capitation
AVERAGE LENGTH OF STAY ON THE WAIVER
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Waiver Year: Year 2

Waiver Service /

Component

Col. 1

Col. 2

Col. 3

Col. 4

Col. 5

Col. 6

Check if
included in

Unit

# Users

Avg. Units
Per User

Avg. Cost/
Unit

Total Cost

capitation

aoooOoOoooOooOooOooOooooOooo oo

GRAND TOTAL:

Total: Services included in capitation

Total: Services not included in capitation

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

Services included in capitation

Services not included in capitation

AVERAGE LENGTH OF STAY ON THE WAIVER
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Waiver Year: Year 3

Waiver Service /

Component

Col. 1

Col. 2

Col. 3

Col. 4

Col. 5

Col. 6

Check if
included in

Unit

# Users

Avg. Units
Per User

Avg. Cost/
Unit

Total Cost

capitation

OggooooooOoooOoooOooooaoa

GRAND TOTAL:

Total: Services included in capitation

Total: Services not included in capitation

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

Services included in capitation

Services not included in capitation

AVERAGE LENGTH OF STAY ON THE WAIVER
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Waiver Year: Year 4 (only appears if applicable based on Item 1-C)

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6

Waiver Service / Check if

Component included in Unit # Users
capitation

Avg. Units Avg. Cost/

Per User Unit Total Cost

aoooOoOoooOooOooOooOooooOooo oo

GRAND TOTAL:

Total: Services included in capitation

Total: Services not included in capitation

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

Services included in capitation

Services not included in capitation

AVERAGE LENGTH OF STAY ON THE WAIVER
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Waiver Year: Year 5 (only appears if applicable based on Iltem 1-C)

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6

Waiver Service / Check if

Component included in Unit # Users
capitation

Avg. Units Avg. Cost/

Per User Unit Total Cost

aoooOoOoooOooOooOooOooooOooo oo

GRAND TOTAL:

Total: Services included in capitation

Total: Services not included in capitation

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

FACTOR D (Divide grand total by number of participants)

Services included in capitation

Services not included in capitation

AVERAGE LENGTH OF STAY ON THE WAIVER
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