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Application for a [11915(c) Home anc
Community-Based Services Walver

PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (8)GBaiver program is authorized irl915(c) of the Social
Security Act. The program permits a State to furrie array of home and community-based servicesafisist Medicaid
beneficiaries to live in the community and avoistitutionalization. The State has broad discretiddesign its waiver
program to address the needs of the waigdlarget population. Waiver services complementarslipplement the services
that are available to participants through the Meaidi State plan and other federal, state and [mdalic programs as well as
the supports that families and communities provide.

The Centers for Medicare & Medicaid Services (CM&)gnizes that the design and operational featfresvaiver prograi
will vary depending on the specific needs of thrgéapopulation, the resources available to theeSservice delivery system
structure, State goals and objectives, and otlutorfs. A State has the latitude to design a wgivegram that is costffective
and employs a variety of service delivery approacheluding participant direction of services.

Request for a Renewal to a11915(c) Home and Community-Based Services
Waiver

1. Major Changes

Describe any significant changes to the approveadexhat are being made in this renewal applicatio

As part of the waiver renewal process, the Stdieitsal and received extensive feedback from staldgrs and the
general public over the past four years regardiegservice and supports needs of individuals waitélliectual

Application for a [11915(c) Home and Community-Based Services Waiver

1. Request Information(1 of 3)

A. TheState of Maine requests approval for a Medicaid home and commylogised services (HCBS) waiver under the
authority of(11915(c) of the Social Security Act (the Act).
B. Program Title (optional - this title will be used to locate thigiwer in the findey.

Home and Community Services for Adults with Intetleal Disabilities or Autism Spectrum Disorder

C. Type of Request: renewal

Requested Approval Period{For new waivers requesting five year approval pds, the waiver must serve
individuals who are dually eligible for Medicaid éuMedicare.)

(" 3years @ 5years

Original Base Waiver Number: ME.0159
Waiver Number:ME.0159.R06.00

Draft ID: ME.006.06.00
D. Type of Waiver (select only one):
| Regular Waive J
E. Proposed Effective Date:( nm dd/ yy)
|07/01/15

1. Request Information(2 of 3)

F. Level(s) of Care This waiver is requested in order to pror home and communi-based waiver services
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individuals who, but for the provision of such dees, would require the following level(s) of catfee costs of which
would be reimbursed under the approved Medicaite$tian ¢heck each that appligs
[~ Hospital
Select applicable level of care

(" Hospital as defined in 42 CFR 8440.10
If applicable, specify whether the State additibnkits the waiver to subcategories of the hosgitvel of
care:

(" Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
— Nursing Facility
Select applicable level of care
(" Nursing Facility as defined in 42 CFR(1(1440.40 and 42 CFR1(1440.155

If applicable, specify whether the State additibnknits the waiver to subcategories of the nugsiacility
level of care:

(" Institution for Mental Disease for persons with matal illnesses aged 65 and older as provided in 42

CFR 8440.140
v Intermediate Care Facility for Individuals with In tellectual Disabilities (ICF/IID) (as defined in 42CFR

§440.150)
If applicable, specify whether the State additignkmnits the waiver to subcategories of the ICE/Ievel of care:

1. Request Information(3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrently with another paiog(or programs)
approved under the following authorities
Select one:

" Not applicable

@ Applicable
Check the applicable authority or authorities:
[ Services furnished under the provisions of §1915)d)(a) of the Act and described in Appendix |

[~ Waiver(s) authorized under §1915(b) of the Act.

Specify the §1915(b) waiver program and indicatetivar a §1915(b) waiver application has been stibd
or previously approved:

Me.19 Maine Non-Emergency Transportation

Specify the §1915(b) authorities under which this gram operates(check each that applies):
[ 81915(b)(1) (mandated enrollment to managed care)

[~ 8§1915(b)(2) (central broker)
[ 81915(b)(3) (employ cost savings to furnish addinal services)
[ 81915(b)(4) (selective contracting/limit number oproviders)

— A program operated under §1932(a) of the Act.

Specify the nature of the State Plan benefit aditate whether the State Plan Amendment has been
submitted or previously approved:

— A program authorized under §1915(i) of the Act.
[ A program authorized under §1915(j) of the Act.
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H.

[ A program authorized under §1115 of the Act
Specify the program:

Dual Eligiblity for Medicaid and Medicare.
Check if applicable:
[ This waiver provides services for individuals whare eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or lesdriefly describe the purpose of the waiver, idahg its goals, objectives,
organizational structure (e.g., the roles of stateal and other entities), and service deliveryhods.

This waiver was initially approved in 1983. Sirthat time it has served many purposes in suppdvtaifie citizens
with disabilities. It has been a major tool for Biate of Maine to build a comprehensive systecaoé and support as -

3. Components of the Waiver Request

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

A.

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

Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals whe served in this
waiver, the number of participants that the Stafeeets to serve during each year that the waivier éffect,
applicable Medicaid eligibility and post-eligibyi(if applicable) requirements, and proceduregHerevaluation and
reevaluation of level of care.

Participant Services.Appendix C specifies the home and community-based waiveiceEsthat are furnished
through the waiver, including applicable limitattoon such services.

Participant-Centered Service Planning and Delivey. Appendix D specifies the procedures and methods that the
State uses to develop, implement and monitor thicfant-centered service plan (of care).

Participant-Direction of Services.When the State provides for participant directibseryvices Appendix E
specifies the participant direction opportunitieattare offered in the waiver and the supportsdhatvailable to
articipants who direct their serviceSe{ect ong

(" Yes. This waiver provides participant direction ogortunities. Appendix E is required.

¢ No. This waiver does not provide participant direion opportunities. Appendix E is not required.

Participant Rights. Appendix F specifies how the State informs participants efrtMedicaid Fair Hearing rights a
other procedures to address participant grievaacdsomplaints.

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

Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for théver.

Financial Accountability. Appendix | describes the methods by which the State makasgrag for waiver services,
ensures the integrity of these payments, and cesplith applicable federal requirements concerpaygments and
federal financial participation.

Cost-Neutrality Demonstration. Appendix J contains the State's demonstration that the wasvewst-neutral.

4. Waiver(s) Requested
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A. Comparability. The State requests a waiver of the requirememitateed in"11902(a)(10)(B) of the Act in order to
provide the services specified Appendix C that are not otherwise available under the apprdwedicaid State plan
to individuals who: (a) require the level(s) ofeapecified in Item 1.F and (b) meet the targetigreriteria specified
in Appendix B.

B. Income and Resources for the Medically Needyndicate whether the State requests a waiverl02(a)(10)(C)(i)
(I of the Act in order to use institutional inege and resource rules for the medically ne@dyect one)

(" Not Applicable
" No
@ Yes

C. Statewidenesslndicate whether the State requests a waivere$thtewideness requirements ih902(a)(1) of the
Act (select one)

© No

" Yes

If yes, specify the waiver of statewideness thaetgiestedcheck each that applies)
[~ Geographic Limitation. A waiver of statewideness is requested in ordéurtaish services under this

waiver only to individuals who reside in the follmg geographic areas or political subdivisionshef State.
Specify the areas to which this waiver applies asdapplicable, the phase-in schedule of the waiyer
geographic area:

[~ Limited Implementation of Participant-Direction. A waiver of statewideness isquested in order to me

participant-direction of serviceas specified il\ppendix E available only to individuals who reside in the
following geographic areas or political subdivisarf the State. Participants who reside in thesasamay
elect to direct their services as provided by ttaeSor receive comparable services through thécser
delivery methods that are in effect elsewhere inShate.

Specify the areas of the State affected by thigewaind, as applicable, the phase-in schedule efrthiver
by geographic area:

5. Assurances

In accordance with 42 CFR[1441.302, the State provides the following assurarc CMS:

A. Health & Welfare: The State assures that necessary safeguards é@vésixen to protect the health and welfare of
persons receiving services under this waiver. Thageguards include:

1. As specified imMAppendix C, adequate standards for all types of providersghavide services under this
waiver;

2. Assurance that the standards of any State licemsuwrertification requirements specifiedAppendix C are
met for services or for individuals furnishing sees that are provided under the waiver. The Stsseires that
these requirements are met on the date that thiesgiare furnished; and,

3. Assurance that all facilities subjectfd 616(e) of the Act where home and community-basaigter services
are provided comply with the applicable State séads for board and care facilities as specifiedppendix
C.

B. Financial Accountability. The State assures financial accountability fodgiaxpended for home and community-
based services and maintains and makes availatite @epartment of Health and Human Services (diotythe
Office of the Inspector General), the Comptrollem@ral, or other designees, appropriate finane@inds
documenting the cost of services provided undewnthiger. Methods of financial accountability aresified in
Appendix .

C. Evaluation of Need:The State assures that it provides for an ingi@luation (and perioc reevaluations, at lea
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annually) of the need for a level of care specifmtthis waiver, when there is a reasonable irtéioathat an
individual might need such services in the neasrifone month or less) but for the receipt of h@ame& community-
based services under this waiver. The proceduresviduation and reevaluation of level of carespecified in
Appendix B.

D. Choice of Alternatives: The State assures that vameimdividual is determined to be likely to requihe level of care
specified for this waiver and is in a target grepecified inAppendix B, the individual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under thevegiand,

2. Given the choice of either institutional or home @ommunity-based waiver servicégpendix B specifies
the procedures that the State employs to ensurénttisiduals are informed of feasible alternativesler the
waiver and given the choice of institutional or lFeoemd community-based waiver services.

E. Average Per Capita ExpendituresThe State assures that, for any year that theaw@\n effect, the average per
capita expenditures under the waiver will not exice@0 percent of the average per capita expenditheg would
have been made under the Medicaid State plan édetrel(s) of care specified for this waiver had waiver not been
granted. Cost-neutrality is demonstrated\ppendix J.

F. Actual Total Expenditures: The State assures that the actual total expeedifor home and community-based
waiver and other Medicaid services and its claimFBP in expenditures for the services providehdividuals unde
the waiver will not, in any year of the waiver peatj exceed 100 percent of the amount that woulddered in the
absence of the waiver by the State's Medicaid pradgor these individuals in the institutional segiis) specified for
this waiver.

G. Institutionalization Absent Waiver: The State assures that, absent the waiver, indilsdserved in the waiver would
receive the appropriate type of Medicaid-fundeditimsonal care for the level of care specified fois waiver.

H. Reporting: The State assures that annually it will provide £With information concerning the impact of the veai
on the type, amount and cost of services providettuthe Medicaid State plan and on the healthaseithre of
waiver participants. This information will be cosigint with a data collection plan designed by CMS.

I. Habilitation Services. The State assures that prevocational, educationalpported employment services, or a
combination of these services, if provided as faliibn services under the waiver are: (1) not otiee available to
the individual through a local educational agenoger the Individuals with Disabilities EducationtAtDEA) or the
Rehabilitation Act of 1973; and, (2) furnished astpf expanded habilitation services.

J. Services for Individuals with Chronic Mental lliness.The State assures that federal financial participgFFP)
will not be claimed in expenditures for waiver sees including, but not limited to, day treatmenpartial
hospitalization, psychosocial rehabilitation seegicand clinic services provided as home and corityabased
services to individuals with chronic mental ilinessf these individuals, in the absence of a wamwewuld be placed i
an IMD and are: (1) age 22 to 64; (2) age 65 addraind the State has not included the optionalidaétibenefit
cited in 42 CFR1440.140; or (3) age 21 and under and the Statadtdacluded the optional Medicaid benefit cited
in 42 CFR[J 440.160.

6. Additional Requirements

Note: Item €¢I must be complete:

A. Service Plan In accordance with 42 CFR441.301(b)(1)(i), a participant-centered serviangof care) is developed
for each participant employing the procedures sigekin Appendix D. All waiver services are furnished pursuant to
the service plan. The service plan describesh@jaiver services that are furnished to the ppetit, their projected
frequency and the type of provider that furnishasheservice and (b) the other services (regardiessding source,
including State plan services) and informal supptrat complement waiver services in meeting trezisef the
participant. The service plan is subject to therapgl of the Medicaid agency. Federal financiatiogration (FFP) is
not claimed for waiver services furnished priottte development of the service plan or for servihasare not
included ir the service pla
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w

Inpatients. In accordance with 42 CFR441.301(b)(1)(ii), waiver services are not furnghe individuals who are
in-patients of a hospital, nursing facility or ITIE.

Room and Board In accordance with 42 CFR441.310(a)(2), FFP is not claimed for the costooin and board
except when: (a) provided as part of respite sesvig a facility approved by the State that isaptivate residence or
(b) claimed as a portion of the rent and food thay be reasonably attributed to an unrelated cazegiho resides in
the same household as the participant, as provwdédpendix |.

Access to ServicesThe State does not limit or restrict participaotess to waiver services except as provided in
Appendix C.

Free Choice of Provider In accordance with 42 CFR431.151, a participant may select any willing andliied
provider to furnish waiver services included in feevice plan unless the State has received appmimmit the
number of providers under the provisions @f915(b) or another provision of the Act.

FFP Limitation. In accordance with 42 CFR433 Subpart D, FFP is not claimed for services wdrasther third-
party (e.g., another third party health insureothier federal or state program) is legally lialbte aesponsible for the
provision and payment of the service. FFP also nwybe claimed for services that are available avittcharge, or as
free care to the community. Services will not besidered to be without charge, or free care, whgmhe provider
establishes a fee schedule for each service aladalol (2) collects insurance information fromthtise served
(Medicaid, and non-Medicaid), and bills other Idgdihble third party insurers. Alternatively, ifovider certifies
that a particular legally liable third party insudmes not pay for the service(s), the provider matygenerate further
bills for that insurer for that annual period.

Fair Hearing: The State provides the opportunity to requestiaH@aring under 42 CFR 431 Subpart E, to
individuals: (a) who are not given the choice offeoand community-based waiver services as an atteento
institutional level of care specified for this waiy (b) who are denied the service(s) of their cbar the provider(s)
of their choice; or (c) whose services are dersedpended, reduced or terminat&ppendix F specifies the State's
procedures to provide individuals the opportunityequest a Fair Hearing, including providing netif action as
required in 42 CFR1431.210.

Quality Improvement. The State operates a formal, comprehensive systemsure that the waiver meets the
assurances and other requirements contained iaghigcation. Through aangoing process of discovery, remedia
and improvement, the State assures the health alfidrevof participants by monitoring: (a) levelaafre
determinations; (b) individual plans and servicekvery; (c) provider qualifications; (d) participghealth and
welfare; (e) financial oversight and (f) adminisitra oversight of the waiver. The State furthemass that all
problems identified through its discovery procesaesaddressed in an appropriate and timely manaasjstent with
the severity and nature of the problem. Duringpggod that the waiver is in effect, the State wilplement the
Quality Improvement Strategy specifiedAppendix H.

Public Input. Describe how the State secures public input intadigvelopment of the waiver:

Staff members from the The Office of Aging and Ditity Services routinely meet with people with alities, -
family members and various representatives fromiges and advocacy groups. Due to its broad scagengh -

Notice to Tribal Governments The State assures that it has notified in wriitigederally-recognized Tribal
Governments that maintain a primary office and/ajarity population within thé&tate of the State's intent to submr
Medicaid waiver request or renewal request to CM8ast 60 days before the anticipated submissiva id provided
by Presidential Executive Order 13175 of Novemb&0®0. Evidence of the applicable noticavsilable through tr
Medicaid Agency.

Limited English Proficient Persons The State assures that it provides meaningfidsscto waiver services by
Limited English Proficient persons in accordancthinfa) Presidential Executive Order 13166 of Audlis 2000 (65
FR 50121) and (b) Department of Health and Humanri&es "Guidance to Federal Financial Assistanceents
Regarding Title VI Prohibition Against National @im Discrimination Affecting Limited English Profent

Persons" (68 FR 47311 - August 8, 2008)pendix B describes how the State assures meaningful attcessver
services by Limited English Proficient persons.

7. Contact Person(s)

file://S\M POLICY.WRT\Gingen\Section 21\Waiver mwal 2015\Application for 1915(... 4/7/201!



Application for 1915(c) HCBS Waiver: Draft ME.006.00- Jul 01, 201 Page7 of 20C

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

IRoberts-Scott
First Name:

Ginger
Title:

|Chi|dren's and Waiver Services Program Manager
Agency:

|DHHS MaineCare Services
Address:

|11 State House Station
Address 2

|242 State Street
City:

|Augusta

State:
Maine
Zip:

04333

Phone

(207) 624-4048 Ext: —TTY

Fax:

(207) 287-1864

E-mail:

ginger.roberts-scott@maine.gov

B. If applicable, the State operating agency reprasietwith whom CMS should communicate regardirglaiver is:
Last Name:

|Bagley
First Name:

Bridget
Title:
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IHCBS Waiver Manager
Agency:

|DHHS The Office of Aging and Disability Services
Address:

11 State House Station
Address 2

City:

|Augusta

State:
Maine
Zip:

04333

Phone

(207) 287-7288 Ext: oY

Fax:

(207) 287-9915

E-mail:

bridget.bagley@maine.gov

8. Authorizing Signature

This document, together with Appendices A througtodistitutes the State'squest for a waiver under §1915(c) of the Sc
Security Act. The State assures that all matereferenced in this waiver application (includingretards, licensure and
certification requirements) areadily available in print or electronic form upon requies€CMS through the Medicaid agency
or, if applicable, from the operating agency spedifn Appendix A. Any proposed changesthe waiver will be submitted
the Medicaid agency to CMS in the form of waiveregmiments.

Upon approval by CMS, the waiver application sergshe State's authority to provide home and comitgrbased waiver
services to the specified target groups. The Sidsts that it will abide by all provisions of theproved waiver and will
continuously operate the waiver in accordance thighassurances specified in Section 5 and theialairequirements
specified in Section 6 of the request.

Signature:
Stefanie Nadeau

State Medicaid Director or Designee

Submission Date
Apr 1, 2015
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Note: The Signature and Submission Date fields wibe automatically completed when the State MedicaiDirector
submits the application.

Last Name:

|Nadeau
First Name:

|Stefanie
Title:

|Director, MaineCare Services
Agency:

|Maine Department of Health and Human Services
Address:

ISHS #11
Address 2

242 State Street
City:

|Augusta

State:
Maine
Zip:

04333

Phone

(207) 287-2093 Ext ~oTTY

Fax:

(207) 287-1864

E-mail:

|stefanie.nadeau@maine.gov

Attachments

Attachment #1: Transition Plan
Check the box next to any of the following chanfyem the current approved waiver. Check all boxes aipply.
— Replacing an approved waiver with this waiver.

[~ Combining waivers.
[ Splitting one waiver into two waivers.
[ Eliminating a service.
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[~ Adding or decreasing an individual cost limit pertdning to eligibility.
[~ Adding or decreasing limits to a service or a setf@ervices, as specified in Appendix C.

[» Reducing the unduplicated count of participants (Fator C).

[~ Adding new, or decreasing, a limitation on the numér of participants served at any point in time.

[~ Making any changes that could result in some partipants losing eligibility or being transferred to enother waiver
-

under 1915(c) or another Medicaid authority.
Making any changes that could result in reduced seices to participants.

Specify the transition plan for the waiver:

This waiver serves adults age 18 and older who aigétal criteria for Intellectual Disability or étism Spectrum
Disorders and are medically eligible for servicesvided in an intermediate care facility for indluials with

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

Specify the state's process to bring this waivier @mpliance with federal home and community-bg&#2B) settings
requirements at 42 CFR 441.301(c)(4)-(5), and aatmt CMS guidance.

Consult with CMS for instructions before completihig item. This field describes the status ofamsition process at the
point in time of submissic Relevant information in the planning phase wiffeli from information required to describe
attainment of milestones.

To the extent that the state has submitted a sid¢eMCB settings transition plan to CMS, the dgstaon in this field may
reference that statewide plan. The narrative irs field must include enough information to demaistthat this waiver
complies with federal HCB settings requirementsiuding the compliance and transition requiremeattd2 CFR 441.301(c)
(6), and that this submission is consistent withgbrtions of the statewide HCB settings transifian that are germane to
this waiver. Quote or summarize germane portionhefstatewide HCB settings transition plan as e

Note that Appendix-5 HCB Settingslescribes settings that do not require transitithg settings listed there meet federal
HCB setting requirements as of the date of suboric Do not duplicate that information here.

Update this field and Appendix C-5 when submittimgnewal or amendment to this waiver for othergmses. It is not
necessary for the state to amend the waiver stdelthe purpose of updating this field and Apper@i%. At the end of the
state's HCB settings transition process for thisweg when all waiver settings meet federal HCRBisgtrequirements, enter
"Completed" in this field, and include in SectiorbGhe information on all HCB settings in the waive

Beginning with a thorough review of waiver polici@dl written policy and rules are being comparthiose rules to
the new requirements. A primary focus is to enddaie has the ability to check, or verify, over ¢irthat the new

Additional Needed Information (Optional)

Provide additional needed information for the waifaptional):

’Additional information for Section G 2 a i.

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the oprnatof the waiver
(select ong

' The waiver is operated by the State Medicaid agewc

Specify the Medicaid agency division/unit that hiae authority for the operation of the waiver prag (select
one)

(" The Medical Assistance Unit.

Specify the unit nam
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(Do not complete item A-2)
& Another division/unit within the State Medicaid agency that is separate from the Medical Assistance
Unit.

Specify the division/unit name. This includes adstiations/divisions under the umbrella agency Hest
been identified as the Single State Medicaid Agency

’The Office of Aging and Disability Services

(Complete item A-2-a).

(" The waiver is operated by a separate agency of ti&tate that is not a division/unit of the Medicaidagency.

Specify the division/unit name:

In accordance with 42 CFR431.10, the Medicaid agency exercises administratigcretion in the
administration and supervision of the waiver arstiés policies, rules and regulations related tavéuger. The
interagency agreement or memorandum of understauiat sets forth the authority and arrangementthfs
policy is available through the Medicaid agenctdS upon reques{Complete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a.

Medicaid Director Oversight of Performance When he Waiver is Operated by another Division/Unit
within the State Medicaid Agency When the waiver is operated by another divisionfaitration within the
umbrella agency designated as the Single Stateddieldhgency. Specify (a) the functions performedhmst
division/administration (i.e., the Developmentasahilities Administration within the Single Stateetcaid
Agency), (b) the document utilized to outline tlées and responsibilities related to waiver opergtand (c)
the methods that are employed by the designated Biedicaid Director (in some instances, the hdad o
umbrella agency) in the oversight of these actwiti

(a) The Office of Aging and Disability Servicesgalknown as Developmental Services):
*establishes waiver eligibiity and enrolls partiaiyis

Medicaid Agency Oversight of Operating Agency Pdormance. When the waiver is not operated by the
Medicaid agency, specify the functions that areresgly delegated through a memorandum of undeiisigind
(MOU) or other written document, and indicate tregifiency of review and update for that documergcBp
the methods that the Medicaid agency uses to efisatr¢he operating agency performs its assignedena
operational and administrative functions in accamdawith waiver requirementélso specify the frequency
Medicaid agency assessment of operating agencygrpeahce:

As indicated in section 1 of this appendix, the waeér is not operated by a separate agency of the $&a
Thus this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted EntitiesSpecify whether contracted entities perform waiyggrational and administrative
functions on behalf of the Medicaid agency andierdperating agency (if applicablsglect ong

@

Yes. Contracted entities perform waiver operationhand administrative functions on behalf of the
Medicaid agency and/or operating agency (if applidale).

Specify the types of contracted entities and hyidéscribe the functions that they perfo@omplete Items A-5
and £-6.:
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The Department of Health and Human Services catstigith Transportation Brokers to organize and
provide Transportation Services.

" No. Contracted entities do not perform waiver opeational and administrative functions on behalf of he
Medicaid agency and/or the operating agency (if agigable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entitiedndicate whether local or regional non-state egtiperform waiver
operational and administrative functions and, ifgmecify the type of entitySglect Ong

' Not applicable

(" Applicable - Local/regional non-state agencies perform wadyrational and administrative functions.
Check each that applies:
[ Local/Regional non-state public agenciegerform waiver operational and administrative fiorts at the
local or regional level. There is ameragency agreement or memorandum of understandimbetween th
State and these agencies that sets forth resplitresstand performance requirements for these agerhat
is available through the Medicaid agency.

Specify the nature of these agencies and compégtes iA-5 and A-6:

[~ Local/Regional non-governmental non-state entitiesonduct waiver operational and administrative

functions at the local or regional level. Thera isontract between the Medicaid agency and/or pleeabing
agency (when authorized by the Medicaid agency)emuth local/regional non-state entity that setthftire
responsibilities and performance requirements efdbal/regional entity. Theontract(s) under which
private entities conduct waiver operational funeti@re available to CMS upon request through the
Medicaid agency or the operating agency (if applep

Specify the nature of these entities and complietesi A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance ofdbtracted and/or Local/Regional Non-State EntitiesSpecify
the state agency or agencies responsible for &sgehe performance of contracted and/or localfregi non-state
entities in conducting waiver operational and adstiative functions:

The Office of MaineCare Services has a dedicataitipn to manage the contract with the Transpantati
Brokers for the Me.19 NEMT Transportation waiver.

Appendix A: Waiver Administration and Operation

6. Assessment Methods and Frequenciescribe the methods that are used to assessrioenpence of contracted
and/or local/regional non-state entities to ensiiat they perform assigned waiver operational atndiaistrative
functions in accordance with waiver requirementso/fspecify how frequently the performance of cactied and/or
local/regional non-state entities is assessed:

For Transportation Services Performance Measuphsdad in the 1915b waiver (ME.19) outline the sfiec
methods and functions.

Appendix A: Waiver Administration and Operation
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7.

Distribution of Waiver Operational and Administrati ve Functions In the following table, specify the entity or
entities that have responsibility for conductingleaf the waiver operational and administrativections listed ¢hecl
each that appliés

In accordance with 42 CFR431.10, when the Medicaid agency does not direxthduct a function, it supervises the
performance of the function and establishes arajiproves policies that affect the functiédl. functions not
performed directly by the Medicaid agency must blegated in writing and monitored by the MedicaigeAcy.Note:
More than one box may be checked per item. EnbatéMedicaid is checked when the Single State Mé&tlikgency
(1) conducts the function directly; (2) supervities delegated function; and/or (3) establishes andpproves

policies related to the function.

Function Medicaid Agency Contracted Entity

Participant waiver enrollment v [

Waiver enrollment managed against approved limits

Waiver expenditures managed against approved levels

Level of care evaluation

Review of Participant service plans

Prior authorization of waiver services

Utilization management

Qualified provider enrollment

Execution of Medicaid provider agreements

Establishment of a statewide rate methodology

Rules, policies, procedures and information develapent governing the waiver program

HIEIBIBIEIEIEIEIEE
NI e

Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

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

As a distinct component of the S{s quality improvement strategy, provide informatiohe following fields to detail the
State Is methods for discovery and remediation.

a.

Methods for Discovery: Administrative Authority
The Medicaid Agency retains ultimate administratia@ithority and responsibility for the operation die waiver
program by exercising oversight of the performanakwaiver functions by other state and local/regimimon-state
agencies (if appropriate) and contracted entities.

i. Performance Measures

For each performance measure the State will usessess compliance with the statutory assurance,
complete the following. Performance measures fonadistrative authority should not duplicate measwse
found in other appendices of the waiver applicatiohs necessary and applicable, performance measures
should focus on:
= Uniformity of development/execution of provider agments throughout all geographic areas covered
by the waiver
= Equitable distribution of waiver openings in allogaphic areas covered by the waiver
m Compliance with HCB settings requirements and ofiesv regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide informatinrit® aggregated data that will enable the State to
analyze and assess progress toward the performaeesureln this section provide information on the
method by which each source of data is analyzdbstally/deductively or inductively, how themes
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identified or conclusions drawn, and how recomméioda are formulated, where appropriate.

Performance Measure
Number and Percent of the rules/policies associatesith the waiver that are
promulgated by the Medicaid agency.

Data Source(Select one):
Presentation of policies or procedures
If 'Other' is selected, speci

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

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis(check each that applies): |analysigcheck each that applies):

[~ State Medicaid Agency [ Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity — Quarterly

[~ Other [ Annually
Specify:

[v Continuously and Ongoing
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[~ Other
Specify:

Performance Measure

Number and Percent of provider agreements/contractthat adhered to the State's
uniform agreement/contract requirements (specificd service provider type).
Numerator: Number of conforming agreements/contracs. Denominator: Total number
agreements/contracts.

Data Source(Select one):
Record reviews, off-site
If 'Other' is selected, speci

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

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis(check each that applies): |analysigcheck each that applies):
[~ State Medicaid Agency [~ Weekly
[~ Operating Agency [~ Monthly
[~ Sub-State Entity — Quarterly
[~ Other — Annually
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Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

Performance Measure

Number and Percent of newly enrolled participants wose waiver costs did not exceed
approved limits. Numerator: Number of newly enrolled participant costs within limits.
Denominator: Total number of newly enrolled participants.

Data Source(Select one):
Record reviews, off-site
If 'Other' is selected, speci

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

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis(check each that applies): |analysigcheck each that applies):

[~ State Medicaid Agency [~ Weekly
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[~ Operating Agency [~ Monthly

[~ Sub-State Entity — Quarterly

[~ Other [ Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

ii. Ifapplicable, in the textbox below provide any esgary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as #ireydiscovered. Include information
regarding responsible parties and GENERAL methodgroblem correction. In addition, provide infortioa
on the methods used by the State to document ifesss.

The State Medicaid Agency operates a providerioglatunit to address and solve any concerns or
problems that may arise with processing claimsviders will contact their provider relations spist
i. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysisificluding trend identification)

[Frequency of data aggregation and
‘analysigcheck each that applies):

Responsible Part§check each that applies

[~ State Medicaid Agency [ Weekly

[~ Operating Agency [ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other — Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

c. Timelines
When the State does not have all elements of tlait@umprovement Strategy in place, provide timeb to design
methods for discovery and remediation related ¢catssurance of Administrative Authority that arerently non-
operational.
@ No

T Yes
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Please provide a detailed strategy for assuringiAdinative Authority, the specific timeline for plementing
identified strategies, and the parties responédlés operation.

Appendix B: Participant Access and Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s).Under the waiver of Section 1902(a)(10)(B) of &, the State limits waiver services to one or
more groups or subgroups of individuals. Pleasdleeestruction manual for specifics regarding hgés. In
accordance with 42 CFR441.301(b)(6), select one or more waiver targetugs check each of the subgroups in the
selected target group(s) that may receive serviceter the waiver, and specify the minimum and maxir(if any)
age of individuals served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Minimum Age | Maximum Age No Maximum
Limit Age Limit

— Aged or Disabled, or Both- General

[ Aged [

[ Disabled (Physical

[ Disabled (Other)
[~ Aged or Disabled, or Both- Specific Recognized Subgrou

[ Brain Injury [

[ HIV/AIDS [

[ Medically Fragile [

[ Technology Depender [
2 Intellectual Disability or Developmental Disability, or Both

v Autism 18

[ Developmental Disability [

v Intellectual Disability 18 v
— Mental lliness

[ Mental Iliness

[ Serious Emotional Disturbanct

b. Additional Criteria. The State further specifies its target group(dplsws:

c. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies
to individuals who may be served in the waiver ctiég the transition planning procedures that aideutaken on
behalf of participants affected by the age li(sitlect one):

@ Not applicable. There is no maximum age limit

" The following transition planning procedures are enployed for participants who will reach the waiver's
maximum age limit.

Specify:
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Appendix B: Participant Access and Eligibility

a.

B-2: Individual Cost Limit (1 of 2)

Individual Cost Limit. The following individual cost limit applies wherrmining whether to deny home and
community-based services or entrance to the waivan otherwise eligible individuéselect one)Please note that a
State may have only ONE individual cost limit foetpurposes of determining eligibility for the weiiy

" No Cost Limit. The State does not apply an individual cost lii.not complete Item B-2-b or item B-2-c
(¢ Cost Limit in Excess of Institutional Costs.The State refuses entrance to the waiver to argnatke eligible

individual when the State reasonably expects tietost of the home and commuriitgsed services furnished
that individual would exceed the cost of a levetafe specified for the waiver up to an amount ifigelcby the
State.Complete Items B-2-b and B-2-c

The limit specified by the State i{select one)

@ A level higher than 100% of the institutional avenge.

Specify the percentag[é@o

" Other

Specify:

Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refeisgance to the waiver to any

otherwise eligible individual when the State readuy expects that the cost of the home and comyHnaised
services furnished to that individual would exc&@0% of the cost of the level of care specifiedtfer waiver.

Complete Items B-2-b and B-2-c.

Cost Limit Lower Than Institutional Costs. The State refuses entrance to the waiver to argnethe qualified
individual when the State reasonably expects tietbdst of home and community-based services fuediso
that individual would exceed the following amoupésified by the State that is less than the coatlefel of
care specified for the waiver.

Specify the basis of the limit, including evidetiw the limit is sufficient to assure the healtidavelfare of
waiver participants. Complete Iltems B-2-b and B-2-c

The cost limit specified by the State igselect one)
(" The following dollar amount:
Specify dollar amourit:
The dollar amount (select one)

(" Is adjusted each year that the waiver is in effedty applying the following formula:
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Specify the formula:

(" May be adjusted during the period the waiver is ireffect. The State will submit a waiver
amendment to CMS to adjust the dollar amount.

(" The following percentage that is less than 100% dfie institutional average:

Specify percen&:

" Other:

Specify:

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in IteBa2-a,
specify the procedures that are followed to deteenm advance of waiver entrance that the indiidueealth and

welfare can be assured within the cost limit:

Prior to formal determination of eligibility for ghwaiver, each person and their planning team iigethie
required mix of services to meet their needs arabture their health and welfare. Based on theqaah new
c. Participant Safeguards.When the State specifies an individual cost limitem B-2-a and there is a change in the
participant's condition or circumstances post-emeato the waiver that requirdse provision of services in an amo
that exceeds the cost limit in order to assurg#récipant's health and welfare, the State habéished the following
safeguards to avoid an adverse impact on the jpatit{check each that applies)
[~ The participant is referred to another waiver thatcan accommodate the individual's needs.

[~ Additional services in excess of the individual @t limit may be authorized.

Specify the procedures for authorizing additiorea/ies, including the amount that may be authdrize

Participants may be authorized to receive additiseevices that exceed the cost limit identifiecsction
B-2-a. If the participant is receiving additiorsg@rvices under the State plan, any limits on tlseseices

[~ Other safeguard(s)

Specify:

A combination of other MaineCare state plan sessi@ecluding consideration of ICF-1ID), state fundsd
informal supports may be utilized to meet additloreeds. If the participant is receiving additibna

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(1 of 4)

a. Unduplicated Number of Participants.The following table specifies the maximum numbeumduplicated
participants who are served in each year that thigexis in effect. The State will subnaitwaiver amendment to CN
to modify the number of participants specified dory year(s), including when a modification is nseeg due to
legislative appropriatic or another reasc The number of unduplicated participants speciiiretthis tabl is basis fol
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the cost-neutrality calculations in Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants

Vear 1 2990
Year 2 W
Vear 3 2990
Vear 4 2990
Year 5 W

b. Limitation on the Number of Participants Served @ Any Point in Time. Consistent with the unduplicated number
of participants specified in Iltem B-3-a, the Stauay limit to a lesser number the number of paréinig who will be
served at any point in time during a waiver yeadidate whether the State limits the number ofiggénts in this
way: (select one)

(" The State does not limit the number of participans that it serves at any point in time during a waier
year.

@ The State limits the number of participants that t serves at any point in time during a waiver year.

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

Table: B-3-b

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

Vear 1 2840
Year 2 W
Year 3 W
Vear 4 2840
Vear 5 2840

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(2 of 4)

c. Reserved Waiver CapacityThe State may reserve a portion of the participapacity of the waiver for specified
purposes (e.g., provide for the community transitibinstitutionalized persons or furnish waivensees to
individuals experiencing a crisis) subject to CMSiew and approval. The Stggelect one)

" Not applicable. The state does not reserve capagit

@ The State reserves capacity for the following purgse(s).
Purpose(s) the State reserves capacity for:

Purposes x

1. To respond to adult protective services situatits.

3. Children in transition

2. To move from institution to community

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(2 of 4)

Purpose(provide a title or short description to use fookaup):
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’1. To respond to adult protective services situatio

Purpose(describe):

1.To meet the needs of incapacitated or dependefisavho require adult protective services to
alleviate the risk of serious harm resulting frobuse, neglect and/or exploitation.

Describe how the amount of reserved capacity was @emined:

The number reserved associated with #1 is an agdraged on the Stats data for those in need
of adult protective services in recent years.

The capacity that the State reserves in each waivgear is specified in the following table:

Waiver Year Capacity Reservel

Vear 1 11
Vear : 56
Year & ’567
Year ¢ ’567
Vear : 56

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(2 of 4)

Purpose(provide a title or short description to use fookaup):

’3. Children in transition

Purpose(describe):

’This capacity is reserved for children that areuhof home residential placements.

Describe how the amount of reserved capacity was @emined:

’The reserved capacity was based on current osdaf glacement of 5 individuals.

The capacity that the State reserves in each waivgear is specified in the following table:

Waiver Year Capacity Reservel

Vear 1 Y
Vear : 4
Year & ’47
Year ¢ ’47
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|Year £ | 4 |

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(2 of 4)

Purpose(provide a title or short description to use foolaup):

’2. To move from institution to community

Purpose(describe):

2. This capacity is reserved for those people wircently reside in an institutional setting but
would rather receive their services and suppottiéncommunity.

Describe how the amount of reserved capacity was @emined:

2. Recent history indicates that there are appratéiy six (6) individuals per year who may
choose to move from an institutional setting (ulsul@F's/11D or Nursing Facilites) to a

The capacity that the State reserves in each waivgear is specified in the following table:

Waiver Year Capacity Reservel

Vear 1 4
Year 2 ’47
Year & ’47
Year ¢ ’47
Year £ 4

Appendix B: Participant Access and Elig_]ibility
B-3: Number of Individuals Served(3 of 4)

d. Scheduled Phase-In or Phase-OutVithin a waiver year, the State may make the nurobparticipants who are
served subject to a phase-in or phase-out schésklkrt one)

® The waiver is not subject to a phase-in or a phassut schedule.

(" The waiver is subject to a phase-in or phase-outlsedule that is included in Attachment #1 to Appenik
B-3. This schedule constitutes an intra-year limitaon on the number of participants who are servedri the
waiver.
e. Allocation of Waiver Capacity.

Select one

( Waiver capacity is allocated/managed on a statewédbasis.

(" Waiver capacity is allocated to local/regional norstate entities.

Specify: (a) the entities to which waiver capadtyllocated{b) the methodology that is used to allocate ciéyp
and how often tF methodology is reevaluated; and, (c) policiesiierreallocation of unus capacity amon
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local/regional non-state entities:

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

MaineCare Benefits Manual Section 21 which deftfesWaiting List protocol for Adult ID Services.hére
are defined priority levels within this protocdtirst priority is given to an individual who is imeed of

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1(4 of 4)

Answers provided in Appendix B-3-d indicate that ya do not need to complete this section.

Appendix B: Participant Access and Elig_jibility
B-4: Eligibility Groups Served in the Waiver

1. State Classification.The State is éselect one)
@ 81634 State
(" SSI Criteria State
" 209(b) State

2. Miller Trust State.
Indicate whether the State is a Miller Trust Staidect one)

@ No
" Yes
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waser eligible

under the following eligibility groups containedtime State plan. The State applies all applicaddderfal financial
participation limits under the pla@heck all that apply

Eligibility Groups Served in the Waiver (excludirtpe special home and community-based waiver gromoler 42
CFR 1435.217)

Low income families with children as provided in 8931 of the Act

SSI recipients

Aged, blind or disabled in 209(b) states who ardigible under 42 CFR 8§435.121
Optional State supplement recipients

Optional categorically needy aged and/or disablemhdividuals who have income at:

<1< 717 A

Select one

(& 100% of the Federal poverty level (FPL)
" 9% of FPL, which is lower than 100% of FPL.

Specify percentagE:

[ Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided mn

§1902(a)(10)(A)(ii)(X11)) of the Act)
— Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as provided

in §1902(a)(10)(A)(i))(XV) of the Act)

file://S\M POLICY.WRT\Gingen\Section 21\Waiver mwal 2015\Application for 1915(... 4/7/201!



Application for 1915(c) HCBS Waiver: Draft ME.006.00- Jul 01, 201 Page2t of 20C

Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage

Group as provided in §1902(a)(10)(A)(i))(XVI) of tre Act)
Disabled individuals age 18 or younger who wouldequire an institutional level of care (TEFRA 134

eligibility group as provided in §1902(e)(3) of theAct)
Medically needy in 209(b) States (42 CFR 8435.330)

Medically needy in 1634 States and SSI Criteria 8tes (42 CFR 8435.320, §435.322 and 8435.324)
Other specified groups (include only statutory/reglatory reference to reflect the additional groupsin the
State plan that may receive services under this waer)

I KT R O B

Specify:

Special home and community-based waiver group und2rCFR1435.217)Note: When the special home and
community-based waiver group under 42 CE&35.217 is included, Appendix B-5 must be completed

" No. The State does not furnish waiver services tndividuals in the special home and community-based
waiver group under 42 CFR[1435.217 Appendix B-5 is not submitted.

' Yes. The State furnishes waiver services to indiMiials in the special home and community-based waive
group under 42 CFR[]435.217.

Select one and complete Appendix B-5.

(" All individuals in the special home and communitybased waiver group under 42 CFR 8435.217

& Only the following groups of individuals in the sgcial home and community-based waiver group
under 42 CFR 8435.217

Check each that applies

[ A special income level equal to:
Select one

® 300% of the SSI Federal Benefit Rate (FBR)
(" A percentage of FBR, which is lower than 300% (4ZFR 8435.236)

Specify percentagfg:

" A dollar amount which is lower than 300%.

Specify dollar amoum[:

Aged, blind and disabled individuals who meet reguements that are more restrictive than the

SSI program (42 CFR §435.121)
Medically needy without spenddown in States whichlao provide Medicaid to recipients of SSI (4

CFR 8435.320, 8435.322 and §435.324)
Medically needy without spend down in 209(b) State(42 CFR §435.330)

Aged and disabled individuals who have income at:

I [ R B

Select one

" 100% of FPL
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" 9% of FPL, which is lower than 100%.

Specify percentage amount:

[~ Other specified groups (include only statutory/reglatory reference to reflect the additional
groups in the State plan that may receive servicamder this waiver)

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CF1441.303(e), Appendix B-5 must be completed wheS8ttte furnishes waiver services to
individuals in the special home and community-bagener group under 42 CFR435.217, as indicated in Appendix B-4.
Pos-eligibility applies only to the 42 CFR435.217 group.

a. Use of Spousal Impoverishment Rule$ndicate whether spousal impoverishment rulesiaeg to determine
eligibility for the special home and community-baseaiver group under 42 CFR435.217:

Note: For the fiveyear period beginning January 1, 2014, the follagvinstructions are mandatory. The following |
should be checked for all waivers that furnish waiservices to the 42 CFR §435.217 group effeetivany point
during this time period.

[ Spousal impoverishment rules under §1924 of the Aare used to determine the eligibility of individuals
with a community spouse for the special home and namunity-based waiver group. In the case of a
participant with a community spouse, the State usespousalpost-eligibility rules under 81924 of the Act.
Complete Items B-5-e (if the selection for B-4i2$S| State or §1634) or B-5-f (if the selectimnB-4-a-i is
209b State) anttem B-5-g unless the state indicates that it aises spousal post-eligibility rules for the time
periods before January 1, 2014 or after December2818.

Note: The following selections apply for the tinegipds before January 1, 2014 or after December2B1,8 (select
one).

(® Spousal impoverishment rules under 81924 of the Aare used to determine the eligibility of individwals
with a community spouse for the special home and nomunity-based waiver group.

In the case of a participant with a community sgotise State elects tedlect ong

( Use spousal post-eligibility rules under §1924 ¢fie Act.
(Complete Item B-5-b (SSI State) and Item B-5-d)
(" Use regular post-eligibility rules under 42 CFR 835.726 (SSI State) or under §435.735 (209b State)
(Complete Item B-5-b (SSI State). Do not compteta B-5-d)
(" Spousal impoverishment rules under 81924 of the Aare not used to determine eligibility of individuals
with a community spouse for the special home and oomunity-based waiver group. The State uses regular

post-eligibility rules for individuals with a community spouse.
(Complete Item B-5-b (SSI State). Do not compteta B-5-d)

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 7)

Note: The following selections apply for the tinegipds before January 1, 2014 or after December281,8

b. Regular Post-Eligibility Treatment of Income: SSIState.
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The State uses the post-eligibility rules at 42 GRBR.726 for individuals who do not have a spoudgawe a spouse
who is not a community spouse as specified 11924 of the Act. Payment for home and communityedasaiver
services is reduced by the amount remaining aftdudting the following allowances and expenses fiteenwaiver

participant's income:

i. Allowance for the needs of the waiver participaniselect ong

@ The following standard included under the State @n

Select one

SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized pesons

DO NS

(select ong

(¢ 300% of the SSI Federal Benefit Rate (FBR)
" A percentage of the FBR, which is less than 300%

Specify the percentade:

" A dollar amount which is less than 300%.

Specify dollar amourit:

" A percentage of the Federal poverty level

Specify percentagE:

(" Other standard included under the State Plan

Specify:

(" The following dollar amount

Specify dollar amourit: If this amount changes, this item will be revised.
" The following formula is used to determine the neds allowance:

Specify:

" Other

Specify:
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ii. Allowance for the spouse onlyselect ong

C
@

Not Applicable

The state provides an allowance for a spouse whoek not meet the definition of a community
spouse in 81924 of the Act. Describe the circumstees under which this allowance is provided:

Specify:

When a participant has a spouse this allowanckoised.

Specify the amount of the allowancéselect ong

SSI standard

Optional State supplement standard
Medically needy income standard
The following dollar amount:

9O O

Specify dollar amourit: If this amount changes, this item will be revised.
(" The amount is determined using the following formia:

Specify:

iii. Allowance for the family (select ong

C

@
C
-

Not Applicable (see instructions)
AFDC need standard

Medically needy income standard
The following dollar amount:

Specify dollar amourit: The amount specified cannot exceed the highereoh#ed standard f

a family of the same size used to determine eligghinder the State's approved AFDC plan or the
medically needy income standard established ur2l€FR1435.811 for a family of the same sitkthis
amount changes, this item will be revised.

The amount is determined using the following formla:

Specify:

Other

Specify:

iv. Amounts for incurred medical or remedial care exenses not subject to payment by a third party,
specified in 427CFR 435.726:
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a. Health insurance premiums, deductibles and ao-émge charges

b. Necessary medical or remedial care expensesmzeagunder State law but not covered under the
State's Medicaid plan, subject to reasonable lithds the State may establish on the amounts séthe
expenses.

Select one:

(" Not Applicable (see instructionsiNote: If the State protects the maximum amounth@maiver
participant, not applicable must be selected.

(® The State does not establish reasonable limits.
(" The State establishes the following reasonable lita

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the tinegipds before January 1, 2014 or after December281,3

c. Regular Post-Eligibility Treatment of Income: 209B) State.

Answers provided in Appendix B-4 indicate that youdo not need to complete this section and therefothis
section is not visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the tinegipds before January 1, 2014 or after December2818
d. Post-Eligibility Treatment of Income Using Spousbhimpoverishment Rules

The State uses the post-eligibility rules of 8194 the Act (spousal impoverishment protectianjietermine the
contribution of a participant with a community sgeutoward the cost of home and community-basediicire
determines the individual's eligibility under §19&4the Act. There is deducted from the particifgantonthly income
a personal needs allowance (as specified beloagranunity spouse's allowance and a family allowaaggpecified
in the State Medicaid Plan. The State must alstept@mounts for incurred expenses for medicatoredial care (as
specified below).

i. Allowance for the personal needs of the waiver ptcipant

(select ong
(" SSl standard
(" Optional State supplement standard
(" Medically needy income standard
& The special income level for institutionalized pesons
(" A percentage of the Federal poverty level

Specify percentagE:

(" The following dollar amount:
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Specify dollar amourit: If this amount changes, this item will be revised
" The following formula is used to determine the neds allowance:

Specify formula:

" Other

Specify:

ii. If the allowance for the personal needs of a waivgrarticipant with a community spouse is different fom
the amount used for the individual's maintenance &wance under 42 CFR1435.726 or 42 CFR
[1435.735, explain why this amount is reasonable togat the individual's maintenance needs in the

community.

Select one:

& Allowance is the same
" Allowance is different.

Explanation of difference:

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 CFR(1435.726:

a. Health insurance premiums, deductibles and ao-émge charges
b. Necessary medical or remedial care expensesmzeagunder State law but not covered under the
State's Medicaid plan, subject to reasonable lithés the State may establish on the amounts séthe

expenses.
Select one:

(" Not Applicable (see instructionsiNote: If the State protects the maximum amounthiemwaiver
participant, not applicable must be selected.

(¢ The State does not establish reasonable limits.

(" The State uses the same reasonable limits as aied for regular (non-spousal) post-eligibility.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the -year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: §184 State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate that ya do not need to complete this section and thereferthis
section is not visible.
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Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

Note: The following selections apply for the -year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209B) State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate that ya do not need to complete this section and thereferthis
section is not visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the -year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using SpousbBimpoverishment Rules - 2014 through 2018.

The State uses the post-eligibility rules of 8194 the Act (spousal impoverishment protectianjietermine the
contribution of a participant with a community speutoward the cost of home and community-based taere is
deducted from the participant's monthly income i@aal needs allowance (as specified belaxgommunity spoust
allowance and a family allowance as specified ex$tate Medicaid Plan. The State must also pratacunts for
incurred expenses for medical or remedial carsyasified below).

Answers provided in Appendix B-5-a indicate that ya do not need to complete this section and thereferthis
section is not visible.

Appendix B: Participant Access and Elig_jibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CF(441.302(c), the State provides for an evaluatiord(periodic reevaluations) of the need for the lleve
(s) of care specified for this waiver, when thera ireasonable indication that an individual magdeuch services in the
near future (one month or less), but for the auvaillty of home and community-based waiver services.

a. Reasonable Indication of Need for Servicefn order for an individual to be determined to cheiver services, an
individual must require: (a) the provision of ad¢ one waiver service, as documented in the seplan,_andb) the
provision of waiver services at least monthly 6the need for services is less than monthly, #n¢igipant requires
regular monthly monitoring which must be documeritethe service plan. Specify the State's policmscerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or mtna) an individual must require in order to be
determined to need waiver service:ﬁis:
ii. Frequency of servicesThe State requires (select one):
(" The provision of waiver services at least monthly
& 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 than monthly
(e.g., quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Regaluations. Level of care evaluations and reevaluations
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performed ¢elect ong
(@ Directly by the Medicaid agency
(" By the operating agency specified in Appendix A
(" By an entity under contract with the Medicaid agemy.

Specify the entity:

(" Other
Specify:

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

The person conducting the assessment must mestatindgard of Qualified Intellectual Disability Prefonal as -
outlined in 42 CFR 483.430(a). Specifically thequer has at least one year of experience workiregtrwith

d. Level of Care Criteria. Fully specify the level of care criteria that aed to evaluate and reevaluate whether an
individual needs services through the waiver amad serve as the basis of the State's level ofinateiment/tool.
Specify the level of care instrument/tool thatrsptoyed. State laws, regulations, and policies eamag level of care
criteria and the level of care instrument/tool available to CMS upon request through the Mediegjieincy or the
operating agency (if applicable), including thetinment/tool utilized.

ICF-IID level of care criteria as identified on threedical eligibility instrument utilized in this @gram. (form
BMS-99) In 1999, this assessment form was subditiecCMS for comparative analysis of this form dinel

e. Level of Care Instrument(s).Per 42 CFR1441.303(c)(2), indicate whether the instrument/tes®d to evaluate level
of care for the waiver differs from the instruméot used to evaluate institutional level of céselect one)
(" The same instrument is used in determining the l&l of care for the waiver and for institutional care under
the State Plan.
@ 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 frdma form used to evaluate institutional level ofecand
explain how the outcome of the determination imkdé, valid, and fully comparable.

The waiver instrument was updated in 1999 at that the exact criteria or examples of ICF-IID lewél
care were transposed to the waiver instrument th@CF-11D evaluation tool.

f. Process for Level of Care Evaluation/ReevaluatianPer 42 CFR 8§441.303(c)(1), describe the processviauating
waiver applicants for their need for the level afecunder the waiver. If the reevaluation procéf$srd from the
evaluation process, describe the differences:

Initial Evaluation: The Case manager submits thegecentered planChoice Letter,] and the assessment
form to OADS/DHHS. The QIDP reviews the informatifor level of care determination.

g. Reevaluation SchedulePer 42 CFR1441.303(c)(4), reevaluations of the level of caguired by a participant are
conducted no less frequently than annually accgrtbrthe following schedulgselect one)

(" Every three months
(" Every six months

® Every twelve months
C

Other schedule
Specify the other schedt
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h. Qualifications of Individuals Who Perform Reevalwations. Specify the qualifications of individuals who panrh
reevaluationgselect one)

@ The qualifications of individuals who perform reewaluations are the same as individuals who performmitial
evaluations.

(" The qualifications are different.
Specify the qualifications:

i. Procedures to Ensure Timely ReevaluationPer 42 CFR 8441.303(c)(4), specify the procedilmasthe State
employs to ensure timely reevaluations of levetare(specify):

Maine_ls Enterprise Information System will generatetickler] notification to the case manager and

supervisor as well as an overall report of upcome®yaluations. This will occur with a 60-day ade@ notice. -

j-  Maintenance of Evaluation/Reevaluation RecordsPer 42 CFR 8441.303(c)(3), the State assuresvifittén and/or
electronically retrievable documentation of all kenadions and reevaluations are maintained for amim period of 3
years as required in 45 CFR 892.42. Specify thatioo(s) where records of evaluations and reevialugbf level of
care are maintained:

’The Medicaid Agency and the case manager will ra@rthese records for a minimum period of threey.ea

Appendix B: Evaluation/Reevaluation of Level of Cae
Quality Improvement: Level of Care

As a distinct component of the S{s quality improvement strategy, provide informatiohe following fields to detail the
State Js methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sitassurances

The state demonstrates that it implements the peses and instrument(s) specified in its approvedweafor
evaluating/reevaluating an applicant's/waiver pattpant's level of care consistent with level of egprovided in a
hospital, NF or ICF/IID.

i. Sub-Assurances:
a. Sub-assurance: An evaluation for LOC is providedat applicants for whom there is reasonable
indication that services may be needed in the figur

Performance Measures

For each performance measure the State will ugssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptessnclude numerator/denominator.

For each performance measure, provide informatinrih® aggregated data that will enable the State
to analyze and assess progress toward the perforenareasuren this section provide information on
the method by which each source of data is analgtadstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure
Number and Percent of new applicants who had an LOGhdicating need for
institutional level of care (ICF/IID) prior to receipt of services. Numerator: Total
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number of LOC determinations. Denominator: Total number of referrals for the
waiver.

Data Source(Select one):
Record reviews, off-site

If 'Other' is selected, specify:

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

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other — Annually
Specify:

[~ Continuously and Ongoing
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[~ Other
Specify:

Performance Measure
Number and Percent of initial level of care deterrmations made by using the
instrument in the approved waiver.

Data Source(Select one):
Record reviews, off-site
If 'Other' is selected, specify:

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

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency [~ Weekly
[~ Operating Agency [~ Monthly
[~ Sub-State Entity [~ Quarterly
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[~ Other [ Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

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

Performance Measures

For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where plissnclude numerator/denominator.

For each performance measure, provide informatinritiie aggregated data that will enable the State
to analyze and assess progress toward the perfarsnareasuren this section provide information on
the method by which each source of data is analgiibtically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

c. Sub-assurance: The processes and instruments dbscrin the approved waiver are applied
appropriately and according to the approved destidp to determine participant level of care.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptissnclude numerator/denominator.

For each performance measure, provide informatioritie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasureln this section provide information on
the method by which each source of data is analgt@dstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure:
Number and Percent of initial level of care assessnts completed by a qualified
evaluator. Numerator:Total number of initial LOCs completed and applied

appropriately by a qualified evaluator. Denominator.Total number of LOC
assessments.

Data Source (Select one
Record reviews, off-site
If 'Other' is selected, specify:

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

[ State Medicaid [ Weekly [ 100% Review
Agency
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[~ Operating Agency | [~ Monthly [ Less than 100%
Review

[~ Sub-State Entity [ Quarterly [~ Representative

Sample
Confidence
Interval =

W

[~ Other — Annually [ Stratified
Specify: Describe
Group:

W

[~ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency [~ Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [~ Quarterly

[ Other — Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

Performance Measure:
Number and Percent of initial level of care deterrmations made by using the
instrument in the approved waiver.

Data Source (Select one
Record reviews, off-site
If 'Other' is selected, specify:

Page37 of 20C
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Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[~ State Medicaid — Weekly [~ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =
[~ Other [ Annually [ Stratified
Specify: Describe
Group:
[» Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [~ Quarterly

[~ Other [ Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:
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ii. Ifapplicable, in the textbox below provide any esgary additional information on the strategiesleysga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

n/a

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as #reydiscovered. Include information
regarding responsible parties and GENERAL methodgroblem correction. In addition, provide infortioa
on the methods used by the State to document ifesss.

When the level of care is not completed in a timmaBnner, appropriate actions are taken througte Stat-
personnel or community agency staff. For exaniptee level of care has not been determined in a

i. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysisificluding trend identification)

Frequency of data aggregation and analysis
(check each that applies):

Responsible Partycheck each that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [~ Quarterly

[~ Other — Annually
Specify:

Continuously and Ongoing

-

[ Other

Specify:
Every 6 months

c. Timelines
When the State does not have all elements of ttait@umprovement Strategy in place, provide timeb to design
methods for discovery and remediation related ¢catssurance of Level of Care that are currentlyoparational.
© No

" Yes
Please provide a detailed strategy for assuringlLefvCare, the specific timeline for implementidgntified
strategies, and the parties responsible for itsatjo.

Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice As provided in 42 CFR441.302(d), when an individual is determined tdikely to require a level of
care for this waiver, the individual or his or hiegal representative is:

i. informed of any feasible alternatives under ttewer; and
ii. given the choice of either institutional or hormwed community-based services.

a. ProceduresSpecify the State's procedures for inforn eligible individuals (or their legal representasy of the
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feasible alternatives available under the waiver @itowing these individuals to choose either ingibnal or waiver
services. ldentify the form(s) that are employeddoument freedom of choice. The form or formsaaailable to
CMS upon request through the Medicaid agency ooffegating agency (if applicable).

Prior to participation in this program all individlis are involved in a planning process. As pathefprocess
this waiver is discussed as a potential sourceeeflad or recommended services. If the waiver appede an -

b. Maintenance of Forms.Per 45 CFR §92.42, written copies or electronjoatrievable facsimiles of Freedom of
Choice forms are maintained for a minimum of thyears. Specify the locations where copies of tli@sas are
maintained.

The Freedom of Choice forms will be electronicaligred in the Enterprise Information System (EH®) t
written version will be housed in the Medicaid Aggrand with the case manager.

Appendix B: Participant Access and Eligibility
B-8: Access to Services by Limited English Proficrecy Persons

Access to Services by Limited English Proficient Reons. Specify the methods that the State uses to prowikningful
access to the waiver by Limited English Proficipatsons in accordance with the Department of HeadthHuman Services
"Guidance to Federal Financial Assistance Recipi®&garding Title VI Prohibition Against Nationati@in Discrimination
Affecting Limited English Proficient Persons" (6&B7311 - August 8, 2003):

The DHHS Office of Multicultural Services is avdile to assist anyone in need of communication @sgie. These
services can be viewed at http://www.maine.gov/tiitha/interpreters.html. Some services that caacbessed

Appendix C: Participant Services
C-1: Summary of Services Coveredi of 2)

a. Waiver Services SummaryList the services that are furnished under the emim the following table. If case
management is not a service under the waiver, cet@jiems C-1-b and C-1-c:

Service Type Service X ‘ ‘ %
Statutory ]
Service Community Support
Statutory
Service Home Support (1/4 hour)
Statutory )
Service Per Diem Home Support
Statutory .
Service Respite
Statutory
Service Work Support-Group

Other Service

Adult Foster Care/ Shared Living

Other Service

Assistive Technology

Other Service

Career Planning

Other Service

Communication Aids

Other Service

Consultation

Other Service

Counseling

Other Service

Crisis Assessment

Other Service

Crisis Intervention

Other Service

Employment Specialist Services

Other Service

Home Accessibility Adaptations

Other Service

Home Support-Remote Support

Other Service

Home Support-Residential Habilitation-Family Centered Support
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Other Service

Non Traditional Communication Consultation

Other Service

Non-Medical Transportation

Other Service

Non-traditional Communication Assessment

Other Service

Occupational Therapy (Maintenance)

Other Service

Physical Therapy (Maintenance)

Other Service

Qualified Extra Support Service

Other Service

Semi-Independent Supported Living (SISL) (Residensl Habilitation)

Other Service

Skilled Nursing Service for Persons with Intellectal Disabilities and Autism
Spectrum Disorder

Other Service

Specialized Medical Equipment and Supplies

Other Service

Speech Therapy (maintenance)

Other Service

Work Support-Individual

Page41 of 20C

Appendix C: Pa

rticipant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agém@pplicable).

Service Type:

] Statutory Service
Service:

=

| Day Habilitation

2

Alternate Service Title (if any):

Community Support

HCBS Taxonomy:

Category 1:

Sub-Category 1:

[ =]

Category 2:

Sub-Category 2:

I=|

Category 3:

2
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Sub-Category 3:

I=|

Category 4:

Sub-Category 4:

1=

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There isachange in service specifications.
(¢ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Community Support is Direct Support provided iderto increase or maintain a menibgmbility to
successfully engage in inclusive social and comtgumiationships and to maintain and develop skiikt
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[ Relative
— Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency OADS Approved Provider Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Community Support

Provider Category:

Agency ~|

Provider Type:

’OADS Approved Provider Agency

Provider Qualifications
License(specify):
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Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profeegdiourriculum as adopted by DHHS, or
Other Standard (specify):

Provider Agency must have:
* Completed the enrollment process for the "Mainedrated Health Management Solution”

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by anumber tifesnvithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).
Service Type:

| Statutory Service ~]

Service:

]Personal Care J
Alternate Service Title (if any):

Home Support (1/4 hour)

HCBS Taxonomy:

Category 1:
Sub-Category 1:
Category 2:

Sub-Category 2:

| =]

Category 3:
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=

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There issmchange in service specifications.
@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Home Support is direct support provided to impraxad maintain a membes ability to live as
independently as possible in his or her home. H8oEport (1/4 hour) may be provided in a family home

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

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
v Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency OADS Approved Provider Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Home Support (1/4 hour)

Provider Category:

Agency |
Provider Type:
OADS Approved Provider Agency
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Provider Qualifications
License(specify):

Certificate (specify):
A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or

Other Standard (specify):

Provider Agency must have:
* Completed the enroliment process for the "Mainedrated Health Management Solution”

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referencetérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéim@pplicable).
Service Type:

] Statutory Service ~]

Service:

| Residential Habilitation ~|
Alternate Service Title (if any):

Per Diem Home Support

HCBS Taxonomy:

Category 1:
=
Sub-Category 1:
| =l
Category 2:
=

Sub-Category 2:

[ =]
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Category 3:

Sub-Category 3:

I=|

Category 4:

Sub-Category 4:

=

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There isachange in service specifications.
(¢ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Home Support is direct support provided to impramd maintain a membes ablllty to live as
independently as possible in his or her home. H8omgort may be provided in a Licensed or unhcensed

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

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency OADS Approved Provider Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Per Diem Home Support

Provider Category:
Agency
Provider Type:
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OADS Approved Provider Agency

Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or
Other Standard (specify):

Provider Agency must have:
* Completed the enrollment process for the "Maimedrated Health Management Solution”

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -

Frequency of Verification:
Upon Enroliment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Statutory Service ~]

Service:

]Respite ~]

Alternate Service Title (if any):

HCBS Taxonomy:

Category 1:

09 Caregiver Support ~]

Sub-Category 1:

09011 respite, out-of-home ~|

Category 2:

Sub-Category 2:
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I~

Category 3:

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There issmchange in service specifications.

(" Service is included in approved waiver. The servicspecifications have been modified.

(@ Service is not included in the approved waiver.

Service Definition (Scope):

Respite Services are provided to participants ungbtare for themselves that are furnished orog-¢érm -
basis because of the absence or need for reltebeé persons who normally provide care for the besm

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

» Maximum approval of 350 hours per year of respéevice is available to participants living withpaid
caregivers.

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency OADS Approved Provider Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

file://S\M POLICY.WRT\Gingen\Section 21\Waiver mwal 2015\Application for 1915(... 4/7/201!



Application for 1915(c) HCBS Waiver: Draft ME.006.00- Jul 01, 201 Page4$ of 20C

Agency J

Provider Type:
’OADS Approved Provider Agency

Provider Qualifications
License(specify):

Certificate (specify):
A staff person providing respite must have a dedté as a Direct Support Professional (DSP)
and have successfully completed the Direct Supparfiessional curriculum as adopted by
Other Standard (specify):
Provider Agency must have:
* Completed the enrollment process for the "Mained¢rated Health Management Solution”
Verification of Provider Qualifications

Entity Responsible for Verification:
Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertibiesnwithin DHHS. Final verification is by -
Frequency of Verification:

Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referencetiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéim@pplicable).
Service Type:

] Statutory Service ~]

Service:

| Supported Employment ~]
Alternate Service Title (if any):

Work Support-Group

HCBS Taxonomy:

Category 1:
=
Sub-Category 1:
Category 2:
| =
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Sub-Category 2:

I=|

Category 3:

Sub-Category 3:

1=

Category 4:

Sub-Category 4:

=

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There isachange in service specifications.
(@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Work Support is Direct Support provided to impravparticipant’s ability to independently maintain
employment. Work Support is provided at the pgrtiait’s place of employment; it may be provided in a -

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

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency OADS Supported Employment Agenc

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
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Service Name: Work Support-Group

Provider Category:

Agency ~|

Provider Type:

’OADS Supported Employment Agency

Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or
Other Standard (specify):

Provider Agency must have:
* Completed the enrollment process for the "Mained¢rated Health Management Solution”

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three years after.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Adult Foster Care/ Shared Living

HCBS Taxonomy:

Category 1:

Sub-Category 1:

| =]

Category 2:
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=

Sub-Category 2:

I~

Category 3:

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There issmchange in service specifications.
@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):
Personal care and supportive services (e.g., hokemehore, attendant care, companion, medication
oversight (to the extent permitted under State pa@wided in a private home by a principal care ptex

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

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[~ Relative
v Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Agency OADS Provider Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service
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Service Type: Other Service
Service Name: Adult Foster Care/ Shared Living

Provider Category:
Agency ~|

Provider Type:

’OADS Provider Agency

Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or
Other Standard (specify):

Provider Agency must have:
* Completed the enroliment process for the "Maimedrated Health Management Solution”

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Assistive Technology

HCBS Taxonomy:

Category 1:

Sub-Category 1:

| =]

Category 2:
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=

Sub-Category 2:

I~

Category 3:

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(¢ Service is included in approved waiver. There issmchange in service specifications.
(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Assistive technology device means an item, pieagofpment, or product system, whether acquired
commercially, modified, or customized, that is usethcrease, maintain, or improve functional calités
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Assistive Technology-Assessment is subject to abdoed limit of 32 units (8 hours) per year. Assist
Technology-Devices, including the selecting, fiticustomizing, adapting, applying, maintainingpaieing -

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title
Agency OADS Provider Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service
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Service Type: Other Service
Service Name: Assistive Technology

Provider Category:
Agency ~|

Provider Type:

’OADS Provider Agency

Provider Qualifications
License(specify):
Occupational Therapist
Speech Pathologist
Certificate (specify):
Direct Support Staff must be a certified Direct Bogt Professional (DSP) and
Certification as Rehabilitation Engineering Teclogi$t (RET) or an Assistive Technology
Other Standard (specify):

Minimum requirements may include compliance with:
Equipment must adhere to

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Career Planning

HCBS Taxonomy:

Category 1:

Sub-Category 1:

| =]

Category 2:
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=

Sub-Category 2:

I~

Category 3:

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(" Service is included in approved waiver. There issmchange in service specifications.
@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):
Career Planning is a person centered, comprehedisea support provided to a participant that éesla
participant to obtain, maintain or advance in cotitipe employment or self-employment.

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

The maximum annual allowance is 60 hours to beveiedd within a six month period. No two six month -
periods may be provided consecutively. Career Rtgnmay not be provided at the same time as

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Agency OADS Provider Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service
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Service Type: Other Service
Service Name: Career Planning

Provider Category:
Agency ~|

Provider Type:

’OADS Provider Agency

Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or
Other Standard (specify):

Provider Agency must have:
* Completed the enroliment process for the "Maimedrated Health Management Solution”

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Communication Aids

HCBS Taxonomy:

Category 1:

Sub-Category 1:

| =]

Category 2:
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=

Sub-Category 2:

I~

Category 3:

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(¢ Service is included in approved waiver. There issmchange in service specifications.
(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Communication Aids are devices or services necedsassist individuals with hearing, speech oiovis
impairments to effectively communicate with serviceviders, family, friends, and other community
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Only communication aids that cannot be obtainea esvered service under other sections of the
MaineCare Benefits Manual will be reimbursed unties Section. For communication aids costing more -

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency Speech and Hearing Agencies and Home Health Care Awgcies
Individual Independent Practitioners

Appendix C: Participant Services
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Service Type: Other Service
Service Name: Communication Aids

Provider Category:

Agency ~|

Provider Type:

’Speech and Hearing Agencies and Home Health Cazades

Provider Qualifications
License(specify):
Licensed if applicable
A Licensed Audiologist
Certificate (specify):

CCC-SP for agency employees
Assistive Technology Professional(ATP)from the Raslitation Engineering and Assistive

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS).

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Communication Aids

Provider Category:

Individual ~ |

Provider Type:
Independent Practitioners

Provider Qualifications

License(specify):
Licensed if applicable
A Licensed Audiologist
Certificate (specify):
CCC-SP (Certificate of Clinical Competence-Speeath@logy)
Assistive Technology Professional(ATP)from the Rslitation Engineering and Assistive
Other Standard (specify):
Completed the enroliment process for the "Mainedrdted Health Management Solution”
(MIHMS). Received addition approval from OADS fmovision of waiver services as required
Verification of Provider Qualifications
Entity Responsible for Verification:
Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertibiesnwithin DHHS. Final verification is by -

Frequency of Verification:
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Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Consultation

HCBS Taxonomy:

Category 1:

Sub-Category 1:

=

Category 2:

Sub-Category 2:

| =]

Category 3:

Sub-Category 3:

| =]

Category 4:

Sub-Category 4:
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I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(¢ Service is included in approved waiver. There issmchange in service specifications.
(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Consultation Services are services provided toopsrsesponsible for developing or carrying out a
memberis Individual Plan. Consultation services allowtherapist or clinician to provide services to the -
Specify applicable (if any) limits on the amount, fiequency, or duration of this service:

Participants are allowed up to 66 units or 16.5reqer discipline per year.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Individual Individual Practitioner

Agency Home Health Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consultation

Provider Category:

Individual

Provider Type:
Individual Practitioner

Provider Qualifications

License(specify):
Licensed Psychological Examiner or Licensed ClinRsychologist or Licensed Clinical Social
Worker or Licensed Clinical Professional Counselor.
Certificate (specify):
Certificate of Clinical Competence-Speech Pathol@@@C-SP), or Registered Physical
Therapist (RPT), or Occupational Therapist, Reggstd OTR) or Board Certified Behavior
Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enroliment includes MaineCareofider Agreement, Program Integrity
Verification of Provider Qualifications

Entity Responsible for Verification:
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Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesnwithin DHHS. Final verification is by -

Frequency of Verification:

Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consultation

Provider Category:
Agency
Provider Type:

Home Health Agency

Provider Qualifications
License(specify):

Licensed as a Home Health Agency in Maine

Certificate (specify):

May be Medicare certified, but not required undhés tvaiver.

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution. Enrollment includes MaineCare Providgrédement, Program Integrity Unit review, -
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:

Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referencetérspecification are readily available to CMS upequest

through the Medicaid agency or the operating agéim@pplicable).
Service Type:

] Other Service ~]
As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional

service not specified in statute.
Service Title:

Counseling

HCBS Taxonomy:
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Category 1:

Sub-Category 1:

I~

Category 2:

Sub-Category 2:

I~

Category 3:

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

[ =]

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(¢ Service is included in approved waiver. There isamchange in service specifications.

(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Counseling is a direct service to assist the pgpéit in the resolution of the participants behealicsocial,
mental health, and alcohol or drug abuse issuesin§zling services are recommended in the Individua -

Specify applicable (if any) limits on the amount, fequency, or duration of this service:
16.25 hour per year.

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
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[~ Legally Responsible Person
[ Relative
— Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Individual Individual Practitioner
Agency Mental Health Agency and Home Health Agenc

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Counseling

Provider Category:
Individual ~ |

Provider Type:

Individual Practitioner

Provider Qualifications
License(specify):

Licensed Clinical Social Worker, Licensed Clini€abfessional Counselor

Certificate (specify):

Other Standard (specify):

Provider must complete the enrollment processénMiaine Integrated Health Management
Solution. Enrollment includes MaineCare Providgréement, Program Integrity Unit review, -
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -
Frequency of Verification:

Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Counseling

Provider Category:

Agency

Provider Type:

Mental Health Agency and Home Health Agency

Provider Qualifications
License(specify):

Licensed as a Mental Health Agency or Home Healibrky in Maine.
Licensed Clinical Social Worker, Licensed Clini€abfessional Counselor
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Certificate (specify):

Other Standard (specify):

Provider must complete the enrollment processénMiaine Integrated Health Management
Solution (MIMHS). Enroliment includes MaineCareofider Agreement, Program Integrity

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertibiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referencetdrspecification are readily available to CMS upequest
through the Medicaid agency or the operating agém@pplicable).

Service Type:

] Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Crisis Assessment

HCBS Taxonomy:

Category 1:

Sub-Category 1:

[ =]

Category 2:

Sub-Category 2:

I=|

Category 3:

| 2
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Sub-Category 3:

I=|

Category 4:

Sub-Category 4:

1=

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(¢ Service is included in approved waiver. There isachange in service specifications.
(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Crisis Assessment is a comprehensive clinical assest of a person who has required interventiothby
state Crisis Team on at least three occasionsmatltwo-week period. The assessment includeimiaat
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

The maximum allowance for this service is $2,250is cost includes all related follow-up activities

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[ Relative
— Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency Community Mental Health or OADS Approved Provider Agency]

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Crisis Assessment

Provider Category:

Agency ~|

Provider Type:

Community Mental Health or OADS Approved Providegehcy

Provider Qualifications
License(specify):
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Agency MH License as per DHHS, individual practigos (employees or contractors) must also
be licensed as per state requirements.

Certificate (specify):

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enroliment includes MaineCareofider Agreement, Program Integrity
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -
Frequency of Verification:

Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).
Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Crisis Intervention

HCBS Taxonomy:

Category 1:

Sub-Category 1:

| =]

Category 2:

Sub-Category 2:

| =]

Category 3:
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=

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There issmchange in service specifications.

@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Crisis Intervention is direct intensive supportyded to individuals who are experiencing a psyogalal,
behavioral, or emotional crisis. Crisis interventis commonly provided on a short-term intermitteasis. -
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Crisis intervention Services may be authorizednremergency situation for a period not to excees tw
weeks by OADS personnel.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency OADS Approved Provider Agency or Mental Health Agercy

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Crisis Intervention

Provider Category:

Agency |
Provider Type:

OADS Approved Provider Agency or Mental Health Aggn
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Provider Qualifications
License(specify):
DHHS License as required.

Certificate (specify):
A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Employment Specialist Services

HCBS Taxonomy:

Category 1:

Sub-Category 1:

| =]

Category 2:

Sub-Category 2:

| =]

Category 3:
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=

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(" Service is included in approved waiver. There issmchange in service specifications.
@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Employment Specialist Services include servicegssary to support an individual in maintaining
Employment. Services include: (1) periodic intemiems on the job site to identify an individuad
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Employment Specialist Services are provided oméariinittent basis with a maximum of 10 hours each
month.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency OADS Supported Employment Agenc

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Employment Specialist Services

Provider Category:

Agency |
Provider Type:
OADS Supported Employment Agency
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Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or
Other Standard (specify):

Provider Agency must have:
* Completed the enroliment process for the "Mainedrated Health Management Solution”

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Home Accessibility Adaptations

HCBS Taxonomy:

Category 1:
Sub-Category 1:
Category 2:

Sub-Category 2:

| =]

Category 3:
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=

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(" Service is included in approved waiver. There issmchange in service specifications.
@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Home Accessibility Adaptations are those physiclaations to the home, required by the participant
service plan, that are necessary to ensure théthheadifare and safety of the participant or thalde the
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

$10,000 limit in 5-year period with an additionahaial allowance up to $300 for repairs and replaggm
per year. All items in excess of $500 require doentation from physician or other appropriate

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Individual Independent Service Provide

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Accessibility Adaptations

Provider Category:

Individual ~ |

Provider Type:
Independent Service Provider
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Provider Qualifications
License(specify):
State Licensure, if applicable.

Certificate (specify):

Professional Certification, if applicable. Any othrequirements set forth by the Department or
participant IF applicable.

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -
Frequency of Verification:

Prior to provision of service.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Home Support-Remote Support

HCBS Taxonomy:

Category 1:
Sub-Category 1:
Category 2:

Sub-Category 2:

| =]

Category 3:
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=

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(" Service is included in approved waiver. There issmchange in service specifications.
@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

This service is designed to provide habilitatiopart and to assist the participant achieving tlostm
integrated setting possible and increase the aatits independence through assistive technoldgys
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Remote Support is not available at the same tinrag®other type of Home Support or Personal Care.
Home Support-Remote Support is limited to 48 upésday.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
v Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency OADS approved provider agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Support-Remote Support

Provider Category:

Agency |

Provider Type:

OADS approved provider agency
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Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or
Other Standard (specify):

Provider Agency must have:
* Completed the enroliment process for the "Mainedrated Health Management Solution”

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:

Provider enroliment verifies provider qualificatiat time of enrollment and every three years
thereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Home Support-Residential Habilitation-Family CepteGSupport

HCBS Taxonomy:

Category 1:
Sub-Category 1:
Category 2:

Sub-Category 2:

| =]

Category 3:
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Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(" Service is included in approved waiver. There issmchange in service specifications.
@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Page7€ of 20C

Home Support is direct support provided to impraxad maintain a membes ablllty to live as

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

independently as possible in his or her home. H8oygport may be provided in a Licensed or unllcensed

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Individual OADS approved Individual

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Support-Residential HabilitatioAFamily Centered Support

Provider Category:

Individual ~ |

Provider Type:

OADS approved Individual

file://S:\\M POLICY.WRT\Ginger\Section 21\Waiver mmwal 2015\Application for 1915¢...

4[7/201*



Application for 1915(c) HCBS Waiver: Draft ME.006.00- Jul 01, 201 Page77 of 20C

Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or
Other Standard (specify):

* Completed the enrollment process for the "Mained¢rated Health Management Solution”
(MIHMS).

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Non Traditional Communication Consultation

HCBS Taxonomy:

Category 1:
Sub-Category 1:
Category 2:

Sub-Category 2:

| =]

Category 3:
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Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(¢ Service is included in approved waiver. There issmchange in service specifications.
(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Page78 of 20C

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

Non-Traditional Communication (NTC) Consultatiorpi®vided to participants and their direct support
staff and others to assist them in to maximize comoation ability as determined from assessmehie T -

The limit is up to 60 hours per year.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Individual Individual Practitioner

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Non Traditional Communication Consulktion

Provider Category:

Individual ~ |

Provider Type:

Individual Practitioner
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Provider Qualifications
License(specify):

Certificate (specify):

Approval by Office of Aging and Disability Servicélsased on successful completion of a
program for teaching Visual Gestural Communicafidouston or other).

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -
Frequency of Verification:

Upon initial application and at least every 3 years

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Non-Medical Transportation

HCBS Taxonomy:

Category 1:

Sub-Category 1:

| =]

Category 2:

Sub-Category 2:

| =]

Category 3:
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Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(¢ Service is included in approved waiver. There issmchange in service specifications.
(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Transportation service offered in order to enaldéver participants to gain access to waiver anéroth
community services, activities and resources, asifipd by the service plan. This is offered imligéidn to
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Services must be coordinated through a broker.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
v Legal Guardian
Provider Specifications:

Provider Category|Provider Type Title

Agency Broker

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Agency |
Provider Type:
Broker
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Provider Qualifications
License(specify):

The driver must have a Driver's license, registratind insurance.

Certificate (specify):

Other Standard (specify):

The states transportation services are managedgm 1915 b (Me.19) waiver run :
concurrently with this waiver. The transportatisimanaged through a broker. The broker's -
Verification of Provider Qualifications

Entity Responsible for Verification:

Provider Enrollment verifies that the broker is lified. The broker verifies that the individual -
driver is qualified. ,

Frequency of Verification:
Provider enrollment verifies these qualficationsmgnrollment and every 3 years thereafter. -

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).
Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Non-traditional Communication Assessment

HCBS Taxonomy:

Category 1:

Sub-Category 1:

| =]

Category 2:

Sub-Category 2:

| =]

Category 3:
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Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:

(" Service is included in approved waiver. There issmchange in service specifications.
@ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Page82 of 20C

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

Non-Traditional Communication Assessments deterritiedevel of communication present via gesture, -
sign language or unique individual communicatighestThe assessment examines signed or gestured

40 units annually.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Individual Individual Practitioner

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Non-traditional Communication Assessant

Provider Category:

Individual ~ |

Provider Type:

Individual Practitioner
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Provider Qualifications
License(specify):

Certificate (specify):

Approval by Office of Aging and Disability Servicé@ADS)(based on successful completion of
a program for teaching Visual Gestural Communicafldouston or other).

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Occupational Therapy (Maintenance)

HCBS Taxonomy:

Category 1:
Sub-Category 1:
Category 2:

Sub-Category 2:

| =]

Category 3:
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=

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(¢ Service is included in approved waiver. There issmchange in service specifications.

(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Occupational Therapy (Maintenance) Service thanhaisitenance of current abilities and functioniegel
as its goal. Maintenance therapy allows for thplémentation of services that include direct thgrapd
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Evaluative and rehabilitative Occupational Therapyncluded in the state plan and is not covered a
component of maintenance therapy.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Agency Home Health Agency

Individual Individual Practitioner

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Occupational Therapy (Maintenance)

Provider Category:
Agency
Provider Type:
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Home Health Agency

Provider Qualifications
License(specify):
State license

Certificate (specify):

Employee/therapist Occupational Therapist, Re@stéDTR)
Certified Occupational Therapy Assistant (COTA) enthe supervision of a Occupational

Other Standard (specify):

Provider must complete the enrollment processénMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Occupational Therapy (Maintenance)

Provider Category:

Individual

Provider Type:
Individual Practitioner

Provider Qualifications
License(specify):

Certificate (specify):
Occupational Therapist, Registered (OTR)
Certified Occupational Therapy Assistant (COTA) enthe supervision of a Occupational

Other Standard (specify):

Provider must complete the enrollment processénMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification
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State laws, regulations and policies referencetiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).

Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.

Service Title:

Physical Therapy (Maintenance)

HCBS Taxonomy:

Category 1:

Sub-Category 1:

1=

Category 2:

Sub-Category 2:

=

Category 3:

Sub-Category 3:

=

Category 4:

Sub-Category 4:

=

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(¢ Service is included in approved waiver. There isachange in service specifications.

(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.
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Service Definition (Scope):

Physical Therapy (Maintenance) Service that hasit@aance of current abilities and functioning leaits -
goal. Maintenance therapy allows for the impleratah of services that include direct therapy and
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Evaluative and rehabilitative Physical Therapyniduded in the state plan and is not covered as a
component of maintenance therapy.

Service Delivery Method(check each that applies)

[ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[~ Relative
— Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Individual Individual Practitioner

Agency Home Health Agency
Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Physical Therapy (Maintenance)

Provider Category:

Individual ~ |

Provider Type:
Individual Practitioner

Provider Qualifications
License(specify):

Certificate (specify):
Registered Physical Therapist (RPT)

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -
Frequency of Verification:

Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
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Service Type: Other Service
Service Name: Physical Therapy (Maintenance)

Provider Category:
Agency ~|
Provider Type:

Home Health Agency

Provider Qualifications
License(specify):
State License

Certificate (specify):
Employee/therapist Registered Physical TherapiBi{R

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -
Frequency of Verification:

Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referencetdrspecification are readily available to CMS upequest
through the Medicaid agency or the operating agém@pplicable).
Service Type:

] Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Qualified Extra Support Service

HCBS Taxonomy:

Category 1:

Sub-Category 1:

[ =]
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Category 2:

Sub-Category 2:

I=|

Category 3:

Sub-Category 3:

=

Category 4:

Sub-Category 4:

=

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There isachange in service specifications.

(" Service is included in approved waiver. The servicspecifications have been modified.

(¢ Service is not included in the approved waiver.

Service Definition (Scope):

Qualified Extra Support Service is an additionglsurt service designed to cover unique medical and
behavioral support needs not captured within thep8ts Intensity Scale (SIS) Assessment. This servi
Specify applicable (if any) limits on the amount, fiequency, or duration of this service:

Up to two thousand eighty hours per year, 40 hparsveek maximum support approved. Level of support
is at the discretion of the Extraordinary Suppatrtnittee (ERC) upon approval.

Service Delivery Method(check each that applies)

— Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency OADS Approved Provider Agency
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Qualified Extra Support Service

Provider Category:

Agency |
Provider Type:

’OADS Approved Provider Agency

Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profesdiourriculum as adopted by DHHS, or
Other Standard (specify):

To provide this service a DSP must also have theviong training/expertise:

-A minimum of three (3) years working as a DSP nsgarthe Home or Community or
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -
Frequency of Verification:

Upon Enroliment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).
Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Semi-Independent Supported Living (SISL) (Residdrdiabilitation)

HCBS Taxonomy:

Category 1:

Sub-Category 1:
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| =]

Category 2:

Sub-Category 2:

| =]

Category 3:

| =

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There issmchange in service specifications.

(" Service is included in approved waiver. The servicspecifications have been modified.

(@ Service is not included in the approved waiver.

Service Definition (Scope):
Semi-Independent Supported Living (SISL) is a livmodel for which a participant will have their own
apartment or unit that is separate from other gipeihts and has availability of 24/7 direct suppteffing.

Specify applicable (if any) limits on the amount, fequency, or duration of this service:
No other type of Residential Habilitation is avhlaat the same time.

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

IProvider Categoryl Provider Type Title I
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IAgency IOADS Approved Provider Agenc;l
Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Semi-Independent Supported Living (SL) (Residential Habilitation)

Provider Category:

Agency J
Provider Type:

’OADS Approved Provider Agency

Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profeegdiourriculum as adopted by DHHS, or
Other Standard (specify):

Provider Agency must have:

* Completed the enrollment process for the "Mained¢rated Health Management Solution”
Verification of Provider Qualifications

Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and -
materials are shared and reviewed by a numbertibiesnwithin DHHS. Final verification is by -
Frequency of Verification:

Upon Enroliment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceatiérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéifi@pplicable).
Service Type:

| Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Skilled Nursing Service for Persons with IntelleadtDisabilities and Autism Spectrum Disorder

HCBS Taxonomy:

Category 1:

05 Nursing J

Sub-Category 1:
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05020 skilled nursing ~|

Category 2:

Sub-Category 2:

| =]

Category 3:

| =

Sub-Category 3:

I~

Category 4:

Sub-Category 4:

I~

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There issmchange in service specifications.

(" Service is included in approved waiver. The servicspecifications have been modified.

(@ Service is not included in the approved waiver.

Service Definition (Scope):
Skilled Nursing Service for Persons with IntelleadtDisabilities and Autism Spectrum Disorder is an
additional support service designed to cover unigadical and healthcare needs that may exceed the

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

This service is limited to a weekly maximum benefi$265.00 per week- participants are able toivece
service from either an RN or LPN per week but canexceed the budget amount. The total yearly amoun

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[v Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
[~ Legal Guardian
Provider Specifications:

IProvider Categoryl Provider Type Title I
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IAgency IOADS Approved ProviderI
Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service

Service Name: Skilled Nursing Service for Personsith Intellectual Disabilities and Autism
Spectrum Disorder

Provider Category:
Agency

Provider Type:

OADS Approved Provider

Provider Qualifications
License(specify):
Registered Nurse:
- Certification by the Developmental Disabilitiesifding Association (DDNA)
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

OADS verifies at time of enroliment with State Mealid Agency and every three years
thereafter.

Frequency of Verification:

Provider enroliment verifies provider qualificatiat time of enrollment and every three years
thereafter. :

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referencetérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéim@pplicable).
Service Type:

] Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Specialized Medical Equipment and Supplies

HCBS Taxonomy:

Category 1:

| 2
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Sub-Category 1:

[ =]

Category 2:

Sub-Category 2:

I=|

Category 3:

Sub-Category 3:

I=|

Category 4:

Sub-Category 4:

=

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There isachange in service specifications.

(¢ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Specialized medical equipment and supplies inctigéces, controls, or appliances, specified inplla@ of
care, which enable participants to increase th#litias to perform activities of daily living, do perceive,
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

All items in excess of $500 require documentatimmf physician or other appropriate professionahag
OT, PT or Speech therapist that purchase is apjptegp meet the individuals need. Medically necessary

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
— Legal Guardian
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Provider Specifications:

Provider Category Provider Type Title
Agency Businesses specializing in Durable Medical EquipméiiDME)

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Specialized Medical Equipment and Spfies

Provider Category:

Agency J
Provider Type:

Businesses specializing in Durable Medical EquipniBIVE)

Provider Qualifications
License(specify):

State licensure, if applicable.

Certificate (specify):

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enroliment includes MaineCareofider Agreement, Program Integrity

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Prior to provision of service.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referencetérspecification are readily available to CMS upequest
through the Medicaid agency or the operating agéim@pplicable).
Service Type:

] Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Speech Therapy (maintenance)

HCBS Taxonomy:

Category 1:

| 2
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Sub-Category 1:

[ =]

Category 2:

Sub-Category 2:

I=|

Category 3:

Sub-Category 3:

I=|

Category 4:

Sub-Category 4:

=

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(¢ Service is included in approved waiver. There isachange in service specifications.

(" Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Speech Therapy (Maintenance) Service that has emginte of current abilities and functioning levelta
goal. Maintenance therapy allows for the impleratah of services that include direct therapy and
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Evaluative and rehabilitative Speech Therapy ituthed in the state plan and is not covered as gooent
of maintenance therapy.

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[ Legally Responsible Person

[ Relative
— Legal Guardian
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Provider Specifications:

Provider Category Provider Type Title

Individual Individual Practitioner

Agency Speech and Hearing Agendy
Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Speech Therapy (maintenance)

Provider Category:

Individual ~ |

Provider Type:
Individual Practitioner

Provider Qualifications
License(specify):

Certificate (specify):
Certificate of Clinical Competence- Speech Pathpl@CC-SP)

Other Standard (specify):

Provider must complete the enrollment processérMiaine Integrated Health Management
Solution (MIMHS). Enroliment includes MaineCareofider Agreement, Program Integrity

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertitiesnwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Speech Therapy (maintenance)

Provider Category:

Agency

Provider Type:

’Speech and Hearing Agency

Provider Qualifications
License(specify):

Certificate (specify):
Employee/therapist Certificate of Clinical Competen Speech Pathology (CCC-SP)

Other Standard (specify):
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Provider must complete the enrollment processénMiaine Integrated Health Management
Solution (MIMHS). Enrollment includes MaineCareoRider Agreement, Program Integrity

Verification of Provider Qualifications
Entity Responsible for Verification:

Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -

Frequency of Verification:
Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referencetdrspecification are readily available to CMS upequest
through the Medicaid agency or the operating agém@pplicable).

Service Type:

] Other Service ~]

As provided in 42 CFR1440.180(b)(9), the State requests the authoriprdeide the following additional
service not specified in statute.
Service Title:

Work Support-Individual

HCBS Taxonomy:

Category 1:

Sub-Category 1:

I~

Category 2:

Sub-Category 2:

[ =]

Category 3:

Sub-Category 3:

[ =]
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Category 4:

Sub-Category 4:

I=|

Complete this part for a renewal application or @nwaiver that replaces an existing waiver. Sebeet:
(" Service is included in approved waiver. There isamchange in service specifications.
(¢ Service is included in approved waiver. The servicspecifications have been modified.

(" Service is not included in the approved waiver.

Service Definition (Scope):

Work Support is Direct Support provided to impravparticipant’s ability to independently maintain
employment. Work support-individual is providedta participant’s place of employment; it may be
Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Service Delivery Method(check each that applies)

[~ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided bfcheck each that applies)
[~ Legally Responsible Person

[ Relative
— Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency OADS Approved Supported Employment Agenc

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Work Support-Individual

Provider Category:

Agency J

Provider Type:
’OADS Approved Supported Employment Agency

Provider Qualifications
License(specify):

Certificate (specify):

A staff person must have a certificate as a Digegiport Professional (DSP) and have
successfully completed the Direct Support Profeegdiourriculum as adopted by DHHS, or
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Other Standard (specify):

Provider Agency must have:

* Completed the enrollment process for the "Mainedrated Health Management Solution”
Verification of Provider Qualifications

Entity Responsible for Verification:
Enrollment in the MIHMS is shared responsibilitydaapplication and other information and
materials are shared and reviewed by a numbertiiesrwithin DHHS. Final verification is by -
Frequency of Verification:

Upon enrollment and every three (3) years thereafte

Appendix C: Participant Services
C-1: Summary of Services Covere@ of 2)

b. Provision of Case Management Services to WaiverRicipants. Indicate how case management is furnished to
waiver participantssglect ong

" Not applicable- Case management is not furnished as a distitisftgdo waiver participants.

@ Applicable - Case management is furnished as a distinct activiwaiver participants.
Check each that applies:

[ As a waiver service defined in Appendix C-3Do not complete item C-1-c.

[~ As a Medicaid State plan service under §1915(i) ¢fie Act (HCBS as a State Plan Option)Complete
item C-1-c.

[~ As a Medicaid State plan service under §1915(g)(dj the Act (Targeted Case ManagementComplete
item C-1-c.

[~ As an administrative activity. Complete item C-1-c.

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

State employees or approved and certified privagmeies deliver case management to waiver partitspa

Appendix C: Participant Services
C-2: General Service Specificationgl of 3)

a. Criminal History and/or Background Investigations. Specify the State's policies concerning the cohdficriminal
history and/or background investigations of indixats who provide waiver services (select one):

" No. Criminal history and/or background investigations are not required.

@ Yes. Criminal history and/or background investigatons are required.

Specify: (a) the types of positions (e.g., pers@asaistants, attendants) for which such investigatmust be
conducted; (b) the scope of such investigatiorgs,(state, national); and, (c) the process for emguhat
mandatory investigations have been conducted. Btate regulations and policies referenced in daiscription
are available to CMS upon request through the Medior the operating agency (if applicable):

a) Any position that provides direct service ediyect support professionals, employment specialistper
MaineCare policy, it is the responsibiity of themaying provider to conduct background checks.

b. Abuse Registry ScreeningSpecify whether the State requires the screerfiimpividuals who provide waiver
service through a Sta-maintained abuse regisi(select one
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¢ No. The State does not conduct abuse registry serming.

(" Yes. The State maintains an abuse registry and reges the screening of individuals through this regstry.

Specify: (a) the entity (entities) responsible fmintaining the abuse registry; (b) the types difmmns for which
abuse registry screenings must be conducted; enthg process for ensuring that mandatory scrgertiave
been conducted. State laws, regulations and pslieierenced in this description are available MSQipon
request through the Medicaid agency or the opeayatiyency (if applicable):

Appendix C: Participant Services
C-2: General Service Specificationg of 3)

c. Services in Facilities Subject to §1616(e) of tf&ncial Security Act.Select one:

" No. Home and community-based services under thisaiwer are not provided in facilities subject to 8146
(e) of the Act.

@ Yes. Home and community-based services are providién facilities subject to §1616(e) of the Act. The
standards that apply to each type of facility wherewvaiver services are provided are available to CM8pon
request through the Medicaid agency or the operatig agency (if applicable).

i. Types of Facilities Subject to §1616(efComplete the following table for each type of fagisubject to

8§1616(e) of the Act:
Facility Type x

Assisted Housing Level |

Assisted Housing Level Il

Assisted Housing Level Il
ii. Larger Facilities: In the case of residential facilities subject t&®a(e) that serve four or more

individuals unrelated to the proprietor, describga home and community character is maintained in
these settings.

The state believes that with six or fewer bedsafteh four or fewer the integrity of a home living -
environment can be maintained. Currently therepatg three or four sites in Maine with a five or -

Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:

Assisted Housing Level |

Waiver Service(s) Provided in Facility:

Provided in

Waiver Service Facility

Home Support-Remote Support v

Skilled Nursing Service for Persons with Intellectal Disabilities and Autism Spectrum
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Home Support (1/4 hour)

Non-traditional Communication Assessment

Respite

Adult Foster Care/ Shared Living

Occupational Therapy (Maintenance)

Counseling

Consultation

Employment Specialist Services

Crisis Intervention

Per Diem Home Support

Home Support-Residential Habilitation-Family Centered Support

Career Planning

Non Traditional Communication Consultation

Qualified Extra Support Service

Community Support

Work Support-Individual

Semi-Independent Supported Living (SISL) (Residenél Habilitation)

Home Accessibility Adaptations

Specialized Medical Equipment and Supplies

Physical Therapy (Maintenance)

Non-Medical Transportation

Crisis Assessment

Assistive Technology

Work Support-Group

Communication Aids

Speech Therapy (maintenance)

STty sttty 1]

Facility Capacity Limit:

1-2

Scope of Facility SandardsFor this facility type, please specify whether 8tate's standards address the

following topics €heck each that appligs

Scope of State Facility Standarc

Standard

Topic Addressec
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IAdmission policie

Physical environme

Sanitatiol

Safety

Staff : resident ratic

Staff training and qualifications

Staff supervisio

Resident right

Medication administratic

Use of restrictive interventio

Incident reportin

HIRIRIBEIEIRIRIRIBRIBIEE

Provision of or arrangement for necessary healtyice=

When facility standards do not address one or moref the topics listed, explain why the standard
is not included or is not relevant to the facilitytype or population. Explain how the health and
welfare of participants is assured in the standardrea(s) not addressed:

Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:

Assisted Housing Level

Waiver Service(s) Provided in Facility:

Provided in

Waiver Service Facility

Home Support-Remote Support v

Skilled Nursing Service for Persons with Intellectal Disabilities and Autism Spectrum
Disorder

Home Support (1/4 hour)

Non-traditional Communication Assessment

Respite

Adult Foster Care/ Shared Living

Occupational Therapy (Maintenance)

Counseling

Consultation

Employment Specialist Services

Tty

Crisis Intervention
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Home Support-Residential Habilitation-Family Centered Support

Career Planning

Non Traditional Communication Consultation

Qualified Extra Support Service

Community Support

Work Support-Individual

Semi-Independent Supported Living (SISL) (Residenél Habilitation)

Home Accessibility Adaptations

Specialized Medical Equipment and Supplies

Physical Therapy (Maintenance)

Non-Medical Transportation

Crisis Assessment

Assistive Technology

Work Support-Group

Communication Aids

Speech Therapy (maintenance)

B A N .

Facility Capacity Limit:

3-6

Scope of Facility SandardsFor this facility type, please specify whether 8tate's standards address the
following topics €heck each that appligs

Scope of State Facility Standarc

Standard

Topic Addressec

IAdmission policie

=

Physical environme

Sanitatiol

Safety

Staff : resident ratic

Staff training and qualifications

Staff supervisio

Resident right

Medication administratic

Use of restrictive interventio

Incident reportin

Provision of or arrangement for necessary healtyice=

HIBRIBRIRIBEIBEIEIRIRIRE
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When facility standards do not address one or moref the topics listed, explain why the standard
is not included or is not relevant to the facilitytype or population. Explain how the health and
welfare of participants is assured in the standardrea(s) not addressed:

Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:

Assisted Housing Level llI

Waiver Service(s) Provided in Facility:

Provided in

Waiver Service Facility

Home Support-Remote Support v

Skilled Nursing Service for Persons with Intellectal Disabilities and Autism Spectrum
Disorder

Home Support (1/4 hour)

Non-traditional Communication Assessment

Respite

Adult Foster Care/ Shared Living

Occupational Therapy (Maintenance)

Counseling

Consultation

Employment Specialist Services

Crisis Intervention

Per Diem Home Support

Home Support-Residential Habilitation-Family Centered Support

Career Planning

Non Traditional Communication Consultation

Qualified Extra Support Service

Community Support

Work Support-Individual

Semi-Independent Supported Living (SISL) (Residenél Habilitation)

Home Accessibility Adaptations

Specialized Medical Equipment and Supplies

STy sy T T e

Physical Therapy (Maintenance)
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Crisis Assessment

Assistive Technology

Work Support-Group

Communication Aids

Speech Therapy (maintenance)

e

Facility Capacity Limit:

3-6

Scope of Facility SandardsFor this facility type, please specify whether 8tate's standards address the

following topics €heck each that appligs

Scope of State Facility Standarc

Standard

Topic Addressec

IAdmission policie

=

Physical environme

Sanitatiol

Safety

Staff : resident ratic

Staff training and qualificatiol

Staff supervision

Resident right

Medication administratic

Use of restrictive interventio

Incident reportin

Provision of or arrangement for necessary healtyice=

NIHIRIBRIBIBIERIEIRIRE

When facility standards do not address one or moref the topics listed, explain why the standard
is not included or is not relevant to the facilitytype or population. Explain how the health and

welfare of participants is assured in the standardirea(s) not addressed:

Appendix C: Participant Services

C-2: General Service Specificationgs of 3)

d. Provision of Personal Care or Similar Services by egally Responsible Individuals.A legally responsible
individual is any person who has a duty under Stateto care for another person and typically idelst(a) the parer
(biological or adoptive) of a minor child or theagdian of a minor child who must provide care te ¢hild or (b) a
spouse of a waiver participafixcept at the option of the State and under esdiaary circumstances specified by
State, payment may not be made to a legally redperiadividual for the provision of personal camesimilar
services that the lega responsible individual would ordinarily performloe responsible to perform on behalf ¢
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waiver participantSelect one

' No. The State does not make payment to legally r@snsible individuals for furnishing personal care o
similar services.

(" Yes. The State makes payment to legally responsgbindividuals for furnishing personal care or simibr
services when they are qualified to provide the seices.

Specify: (a) the legally responsible individualsonhay be paid to furnish such services and thaécesthey

may provide; (b) State policies that specify thewnstances when payment may be authorized fqurthésion

of extraordinary careby a legally responsible individual and how that&tensures that the provision of services
by a legally responsible individual is in the biegérest of the participant; and, (c) the conttblst are employed
to ensure that payments are made only for servezeteredAlso, specify in Appendix C-1/C-3 the personakcar
or similar services for which payment may be madedally responsible individuals under the Stabéqies
specified here.

e. Other State Policies Concerning Payment for WaiveServices Furnished by Relatives/Legal GuardiansSpecify
State policies concerning making payment to reéatilegal guardians for the provision of waiver s#rs over and
above the policies addressed in Iltem C-3elect one

(" The State does not make payment to relatives/leggliardians for furnishing waiver services.

(" The State makes payment to relatives/legal guardis under specific circumstances and only when the
relative/guardian is qualified to furnish services.

Specify the specific circumstances under which paytnis made, the types of relatives/legal guardianghom
payment may be made, and the services for whicmpaymay be made. Specify the controls that ardarag
to ensure that payments are made only for servereteredAlso, specify in Appendix C-1/C-3 each waiver
service for which payment may be made to relalivgal guardians.

¢ Relatives/legal guardians may be paid for providig waiver services whenever the relative/legal guaiah is
qualified to provide services as specified in Appetix C-1/C-3.

Specify the controls that are employed to ensueghyments are made only for services rendered.

Only those waiver services identified in the Peaddtian for which the relatives/legal guardian basn
determined to be eligible to provide. Relativegdleguardians who provide waiver services must rireet -

(" Other policy.

Specify:

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

Any person or entity showing interest in variousiid&Care programs may enroll as a provider so l@anglla
necessary qualifications are met. The State haporg open enrollment and State staff availablasgist with

Appendix C: Participant Services
Quality Improvement: Qualified Providers
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As a distinct component of the Ss quality improvement strategy, provide informatiothe following fields to detail the
State Is methods for discovery and remediation.

a. Methods for Discovery: Qualified Providers

The state demonstrates that it has designed andémgnted an adequate system for assuring that allwer
services are provided by qualified providers.

i. Sub-Assurances:
a. Sub-Assurance: The State verifies that providergially and continually meet required licensure
and/or certification standards and adhere to oth&tandards prior to their furnishing waiver services

Performance Measures

For each performance measure the State will usessess compliance with the statutory assurance,
complete the following. Where possible, include enattor/denominator.

For each performance measure, provide informatinrih® aggregated data that will enable the State
to analyze and assess progress toward the perfazenareasureln this section provide information on
the method by which each source of data is analgt@ibtically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure

Number and Percent of provider applications (by ty) for which providers
obtained appropriate licensure/certification in acordance with State law and
waiver requirements prior to service provision. Nunerator: Total number of
provider applications (by type) for which providers obtained appropriate
licensure/certification. Denominator: Total number of provider applications (by
type).

Data Source (Select one
Record reviews, on-site
If 'Other' is selected, specify:

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

Data Aggregation and Analysis:

Responsible Party for data

that applies):

aggregation and analysigcheck each

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency [~ Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[ Other — Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

Performance Measure
Number and percent of providers, by provider type continuing to meet applicable
licensure/certification following initial enroliment.

Data Source (Select one
Record reviews, off-site
If 'Other' is selected, specify:

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

[ State Medicaid [ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =

=
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[~ Other [ Annually [ Stratified
Specify: Describe
Group:
[~ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other [ Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

b. Sub-Assurance: The State monitors non-licensed/neertified providers to assure adherence to
waiver requirements.

For each performance measure the State will usessess compliance with the statutory assurance,
complete the following. Where possible, include enator/denominator.

For each performance measure, provide informatioritie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasuren this section provide information on
the method by which each source of data is analgtadstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure:

Number and Percent of provider applications (by tyg) for which non-licensed
providers met waiver requirements prior to serviceprovision. Numerator: Total
number of provider applications (by type) for which non-licensed providers met
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waiver requirements prior to service provision. Demminator; Total number of
non-licensed provider applications (by type).

Data Source(Select one):
Record reviews, off-site
If 'Other' is selected, specify:

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

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other — Annually
Specify:

[~ Continuously and Ongoing
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Number and Percent of provider applications (by ty) for which non-licensed
providers who continue to meet waiver requirementgollowing initial enrollment.
Numerator: Total number of provider applications (by type) for which non-
licensed providers met waiver requirements followig initial enrollment.

Denominator: Total number of non-licensed providerapplications (by type).

Data Source(Select one):

Record reviews, off-site

If 'Other' is selected, specify:

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

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency [~ Weekly

[ Operating Agency — Monthly
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[~ Sub-State Entity [ Quarterly
[ Other — Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

Sub-Assurance: The State implements its policiesl gmocedures for verifying that provider training
is conducted in accordance with state requiremeatsl the approved waiver.

For each performance measure the State will usssess compliance with the statutory assurance,
complete the following. Where possible, include enator/denominator.

For each performance measure, provide informatioritiie aggregated data that will enable the State

to analyze and assess progress toward the perfarenareasuren this section provide information on

the method by which each source of data is analgt@dstically/deductively or inductively, how thes

are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure:

Number and Percent of providers, by type, that meetraining requirements in
accordance with state law and waiver requirementdNumerator: Total number of
providers, by type, that meet training requirements Denominator: Total number

of providers, by type.

Data Source(Select one):
Record reviews, off-site

If ‘Other’ is selected, spec
Provider enrollment portal

ify:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

Sampling Approach

(check each that applies):
(check each that applies):
(check each that applies):

[ State Medicaid [~ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [~ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =
[~ Other [ Annually [ Stratified
Specify: Describe
Group:
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T

[ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[ State Medicaid Agency [~ Weekly

[ Operating Agency [ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other [ Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

ii. Ifapplicable, in the textbox below provide any esgary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

DSPs must successfully complete a minimum setaafitrg modules established through the Maine
College of Direct Support. During the first 6 mostif employment, supervisors will review all

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as #reydiscovered. Include information
regarding responsible parties and GENERAL methodgroblem correction. In addition, provide infortioa
on the methods used by the State to document ifesss.

Absence of appropriate licensure/certification attdstation to Medicaid policy will disqualify the
agency from enroliment into the Medicaid prografm agency that has not re-enrolled or verified

i. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysisificluding trend identification)
Frequency of data aggregation and analysig
(check each that applies):

Responsible Partfcheck each that applies):

[~ State Medicaid Agency [~ Weekly
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[~ Operating Agency — Monthly

[~ Sub-State Entity [ Quarterly

[~ Other — Annually
Specify:

[ Continuously and Ongoing

[~ Other

Specify:
Licensure, certification, or training is -
verified upon enrollment and when

c. Timelines
When the State does not have all elements of tlait@umprovement Strategy in place, provide timeb to design
methods for discovery and remediation related ¢cassurance of Qualified Providers that are cugreoin-
operational.
@ No

" Yes
Please provide a detailed strategy for assurindifi@abProviders, the specific timeline for implentang
identified strategies, and the parties responédslés operation.

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' is incorpatateo Section C-1 'Waiver Services.'

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

a. Additional Limits on Amount of Waiver Services.Indicate whether the waiver employs any of théfeing
additional limits on the amount of waiver servi¢sslect ong

" Not applicable- The State does not impose a limit on the amofmiaiver services except as provided in
Appendix C-3.

@ Applicable - The State imposes additional limits on the amaiinvaiver services.

When a limit is employed, specify: (a) the waivensgces to which the limit applies; (b) the badishe limit,
including its basis in historical expenditure/w#ition patterns and, as applicable, the processks a
methodologies that are used to determine the anajuhe limit to which a participant's services aubject; (c)
how the limit will be adjusted over the courselod tvaiver period; (d) provisions for adjusting caking
exceptions to the limit based on participant heaittd welfare needs or other factors specified bysthte; (e) the
safeguards that are in effect when the amounteofitthit is insufficient to meet a participant's deg(f) how
participants are naotified of the amount of the tiGheck each that appligs

[ Limit(s) on Set(s) of ServicesThere is a limit on the maximum dollar amount afiver services that is

authorized for one or more sets of services offersdker the waiver.
Furnish the information specified above.
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[~ Prospective Individual Budget Amount.There is a limit on the maximum dollar amount @fiver services

authorized for each specific participant.
Furnish the information specified above.

[~ Budget Limits by Level of Support.Based on an assessment process and/or othersfguaaticipants are

assigned to funding levels that are limits on treximum dollar amount of waiver services.
Furnish the information specified above.

Supporting Individual Success is the name for Maiimgtiative to use a standardized assessment to-
implement a resource allocation model. Participarlisoe assessed using a tool called the Supports

[~ Other Type of Limit. The State employs another type of limit.
Describe the limit and furnish the information sified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential setiigthis waiver comply with federal HCB Settingsjuirements at 42 CFR
441.301(c)(4)-(5) and associated CMS guidanceutiel

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

2. Description of the means by which the state Medieajency ascertains that all waiver settings nextdral HCB
Setting requirements, at the time of this submissied ongoing.

Note instructions at Module 1, Attachment HCB Settings Waiver Transition Pldor description of settings that do not
meet requirements at the time of submission. Dalaplicate that information here.

1. The State of Maine is transitioning participaamsl providers over to the new HCBS rules usingithelines noted in -
the submitted Transition Plan. The settings thatrmcompliance are privately owned participantae or apartments.-

Appendix D: Participant-Centered Planning and Servee Delivery
D-1: Service Plan Developmengl of 8)

State Participant-Centered Service Plan Title:
Person Centered Plan (PCP)

a. Responsibility for Service Plan DevelopmenPer 42 CFR1441.301(b)(2), specify who is responsible for the
development of the service plan and the qualificetiof these individualselect each that applies):
[~ Registered nurse, licensed to practice in the Stat

[~ Licensed practical or vocational nurse, acting whin the scope of practice under State law
[~ Licensed physician (M.D. or D.O)
[~ Case Manager(qualifications specified in Appendix C-1/C-3)
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[ Case Manage (qualifications not specified in Appendix C-1/C-3)
Specify qualifications:

DESCRIPTION: Performs professional social workdbgible adults with developmental disabilities,
physical disabilities, co-occurring diagnoses sagimental health issues and brain injury.

[ Social Worker
Specify qualifications:

State Employee
MINIMUM REQUIREMENTS

[ Other
Specify the individuals and their qualifications:

Community Case management workers-BA/BS in sociakigocial
welfare.

Appendix D: Participant-Centered Planning and Servece Delivery
D-1: Service Plan Developmeng of 8)

b. Service Plan Development SafeguardSelect one:

(¢ Entities and/or individuals that have responsibilfy for service plan development may not provide otér
direct waiver services to the participant.

(" Entities and/or individuals that have responsibilty for service plan development may provide other idect

waiver services to the participant.
The State has established the following safeguardasure that service plan development is conduntéhe
best interests of the participaBSpecify:

Appendix D: Participant-Centered Planning and Servee Delivery
D-1: Service Plan Developmeng3 of 8)

c. Supporting the Participant in Service Plan Develpment. Specify: (a) the supports and information thatraesle
available to the participant (and/or family or leggpresentative, as appropriate) to direct anddieely engaged in
the service plan development process and (b) ttiipant's authority to determine who is includedhe process.

(a) Plan development and service planning inclide€ase manager, participant, guardian, and other
individuals in planning team. Information rewied includes the planning tools, review of repdaayents

Appendix D: Participant-Centered Planning and Servee Delivery
D-1: Service Plan Developmen# of 8)

d. Service Plan Development Procesk four pages or less, describe the processshatdd to develop the participant-
centered service plan, including: (a) who develbpsplan, who participates in the process, andithieg of the plan;
(b) the types of assessments that are conductgpimrt the service plan development process,dirgiusecuring
information about participant needs, preferencesgarals, and health status; (c) how the particigaimtformed of the
services that are available under the waiver; @y the plan development process ensures that thies@lan
addresses participant goals, needs (includingtheate needs), and preferences; (e) how waiveotat services are
coordinated; (f) how the plan development processigdes for the assignment of responsibilitiesnbpliement and
monitor the plan; and, (g) how and when the plampdated, including when the participant's needsgh State laws
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regulations, and policies cited that affect theviserplan development process are available to @Qpt$ request
through the Medicaid agency or the operating agéifi@pplicable):

(a)The case manager is responsible for the seplécebut it is developed in conjunction with thetfgapant,
and guardian (if applicable). Service plans aquired to be developed at least annually.

Appendix D: Participant-Centered Planning and Servee Delivery
D-1: Service Plan Developmen(s of 8)

Risk Assessment and MitigationSpecify how potential risks to the participant assessed during the service plan
development process and how strategies to mitiggitere incorporated into the service plan, sultigparticipant
needs and preferences. In addition, describe heweéhvice plan development process addresses bpldagpand the

arrangements that are used for backup.

e.

The Personal Planning process identifies potensks by those invited to the planning meeting andview of
reportable events over the last 12 months. Thenpigrteam addresses potential risks as part glte A

Appendix D: Participant-Centered Planning and Servee Delivery
D-1: Service Plan Developmen(s of 8)

f. Informed Choice of Providers.Describe how participants are assisted in obtgiitiformation about and selecting
from among qualified providers of the waiver seegdn the service plan.

Choice of providers for waiver participants is assuby two complimentary processes. The OfficAgihg
and Disability Services (OADS)maintains a providegectory on its website. Listings are voluntand must

Appendix D: Participant-Centered Planning and Servee Delivery
D-1: Service Plan Developmeng7 of 8)

g. Process for Making Service Plan Subject to the Apoval of the Medicaid Agency.Describe the process by which
the service plan is made subject to the approvti@Medicaid agency in accordance with 42 CFR 8B1(b)(1)(i):

Office of Aging and Disability Services (OADS), vehi administers this waiver, is part of the singétes
Medicaid agency. OADS reviews all personal plamd laas ultimate authority of personal plan approval

Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmengs of 8)

h. Service Plan Review and UpdateThe service plan is subject to at least annuabgierreview and update to assess
the appropriateness and adequacy of the servigesrtisipant needs change. Specify the minimum dilegfor the

review and update of the service plan:
(" Every three months or more frequently when necessa

(" Every six months or more frequently when necessary
@ Every twelve months or more frequently when neceasy

(" Other schedule
Specify the other schedule:

i. Maintenance of Service Plan FormsWritten copies or electronic facsimiles of servitans ar maintained for
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minimum period of 3 years as required by 45 CF¥R.42. Service plans are maintained by the followaheck each
that applies):
[ Medicaid agency

— Operating agency
[~ Case manager
[~ Other

Specify:

Appendix D: Participant-Centered Planning and Servee Delivery
D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring.Specify: (a) the entity (entities) responsible rfwonitoring the
implementation of the service plan and particigegdlth and welfare; (b) the monitoring and follop+aethod(s) that
are used; and, (c) the frequency with which momitpis performed.

A. Case managers are responsible for the monjtenrd assurance of the implementation of the patgdan.
This includes monitoring of the health, welfare aafety of the individual. The district quality memger also

b. Monitoring Safeguards.Select one:

@ Entities and/or individuals that have responsibilty to monitor service plan implementation and
participant health and welfare may not provide othe direct waiver services to the participant.

(" Entities and/or individuals that have responsibilty to monitor service plan implementation and
participant health and welfare may provide other drect waiver services to the participant.

The State has established the following safeguardasure that monitoring is conducted in the bdstests of
the participantSpecify:

Appendix D: Participant-Centered Planning_] and Servece Delivery
Quality Improvement: Service Plan

As a distinct component of the S{Is quality improvement strategy, provide informatiothe following fields to detail the
State Js methods for discovery and remediation.

a. Methods for Discovery: Service Plan Assurance/Suéssurances

The state demonstrates it has designed and implaetan effective system for reviewing the adequatgervice
plans for waiver participants.

i. Sub-Assurances:
a. Sub-assurance: Service plans address all particifganassessed needs (including health and safety
risk factors) and personal goals, either by the pigion of waiver services or through other means.

Performance Measures

For each performance measure the State will ugssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptessnclude numerator/denominator.

For each performance measure, provide informatinrih® aggregated data that will enable the S
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to analyze and assess progress toward the perfarenareasuren this section provide information on

the method by which each source of data is analgtadstically/deductively or inductively, how thes

are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure

Number and Percent of all participant service planghat adequately address all
assessed needs as reflected in the assessment maddumerator: Total number of

participant service plans that adequately addresslbassessed needs. Denominator:
Total number of participant service plans.

Data Source(Select one):
Record reviews, off-site

If 'Other' is selected, specify:

Responsible Party for
data

collection/generation

Frequency of data
collection/generation

Sampling Approach

(check each that applies):
(check each that applies):
(check each that applies):

[ State Medicaid [~ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =
[~ Other [ Annually [ Stratified
Specify: Describe
Group:
[~ Continuously and [~ Other
Ongoing Specify:

[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly
[~ Operating Agency [~ Monthly
[~ Sub-State Entity [ Quarterly
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[~ Other
Specify:

[ Annually

[~ Continuously and Ongoing

[~ Other
Specify:

Performance Measure

Number and Percent of participant service plans theadequately address health
and safety risks. Numerator: Total number of partidpant services plans that
adequately address health and safety risks. Denondtor: Total number of
participant service plans.

Data Source(Select one):
Record reviews, on-site
If 'Other' is selected, specify:

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

Data Aggregation and Analysis:
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[~ State Medicaid Agency [~ Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [~ Quarterly

[ Other — Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

Performance Measure

Number and Percent of all participant service planghat adequately address all
personal goals as defined in the planning processtivthe participant. Numerator:
Total number of participant service plans that haveunmet needs. Denominator:
Total number of participant service plans.

Data Source (Select one
Record reviews, on-site
If 'Other' is selected, specify:

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

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency [~ Weekly

[ Operating Agency [ Monthly

[~ Sub-State Entity [ Quarterly

[ Other — Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

b. Sub-assurance: The State monitors service plan d@waent in accordance with its policies and
procedures.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptessnclude numerator/denominator.

For each performance measure, provide informatinrihe aggregated data that will enable the State
to analyze and assess progress toward the perforeareasuren this section provide information on
the method by which each source of data is analgtdstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure

Number and Percent of all participant service planghat are completed using the
process outlined in the waiver policy. Numerator: Dtal number of all participant
service plans that are completed using the processitlined in the waiver policy.
Denominator: Total number of participant service plans.

Data Source (Select one
Record reviews, off-site
If 'Other' is selected, specify:

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

file://S\M POLICY.WRT\Gingen\Section 21\Waiver mwal 2015\Application for 1915(... 4/7/201!



Application for 1915(c) HCBS Waiver: Draft ME.006.00- Jul 01, 201 Pagel2t of 20C

[v State Medicaid [~ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =

W

[~ Other — Annually [~ Stratified
Specify: Describe
Group:
[ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency [~ Weekly

[ Operating Agency [ Monthly

[~ Sub-State Entity [~ Quarterly

[~ Other — Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

c. Sub-assurance: Service plans are updated/revisel@ast annually or when warranted by changes in
the waiver participantis needs.

Performance Measures
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For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptessnclude numerator/denominator.

For each performance measure, provide informatinrihe aggregated data that will enable the State
to analyze and assess progress toward the perfarsnareasuren this section provide information on
the method by which each source of data is analgtadstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure:

Number and Percent of all participant service planghat were reviewed, and
revised as required, on or before the participant@annual review date. Numerator:
Total number of all participant service plans thatwere reviewed, and revised as
needed/required, on or before the participants annal review date. Denominator:
Total number of participant service plans.

Data Source(Select one):
Record reviews, off-site
If 'Other' is selected, specify:

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

[~ State Medicaid — Weekly [~ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =

W

[~ Other [ Annually [ Stratified
Specify: Describe
Group:
v Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

file://S\M POLICY.WRT\Gingen\Section 21\Waiver mwal 2015\Application for 1915(... 4/7/201!



Application for 1915(c) HCBS Waiver: Draft ME.006.00- Jul 01, 201

Pagel27 of 20C

Performance Measure

[ State Medicaid Agency [~ Weekly
[ Operating Agency [ Monthly
[~ Sub-State Entity [ Quarterly
[~ Other — Annually
Specify:
[ Continuously and Ongoing
[~ Other
Specify:

Number and Percent of all participant service planghat were reviewed, and
revised as required, due to changing needs of thegicipant. Numerator: Total
number of all participant service plans that were eviewed, and revised as
required, due to changing needs of the participanDenominator: Total number of

participant service plans.

Data Source (Select one
Record reviews, off-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

Sampling Approach

(check each that applies):
(check each that applies):
(check each that applies):

[ State Medicaid [~ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =
[~ Other — Annually [~ Stratified
Specify: Describe
Group:
[ Continuously and [~ Other
Ongoing Specify:

Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [~ Quarterly

[~ Other [~ Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

d. Sub-assurance: Services are delivered in accordawdé the service plan, including the type, scope,
amount, duration and frequency specified in the s&e plan.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptissnclude numerator/denominator.

For each performance measure, provide informatinritie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasuren this section provide information on
the method by which each source of data is analgtadstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure

Number and Percent of all participants who receivedervices in the type, scope,
amount, frequency and duration specified in the setice plan. Numerator: Total
number of all participants who received services ithe type, scope, amount,

frequency and duration specified in the service pla. Denominator: Total number
of participant service plans

Data Source (Select one
Record reviews, off-site
If 'Other' is selected, specify:

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

[ State Medicaid [ Weekly [ 100% Review
Agency
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[~ Operating Agency | [~ Monthly [ Less than 100%
Review

[~ Sub-State Entity [ Quarterly [~ Representative

Sample
Confidence
Interval =

W

[~ Other — Annually [ Stratified
Specify: Describe
Group:

W

[~ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency [~ Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [~ Quarterly

[ Other — Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

e. Sub-assuranceParticipants are afforded choice: Between waivengces and institutional care; an
between/among waiver services and providers.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assurance (or
sut-assurance), complete the following. Where possibééide numerator/denominat
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For each performance measure, provide informatioritiie aggregated data that will enable the State

to analyze and assess progress toward the perfarsnareasuren this section provide information on

the method by which each source of data is analgiibtically/deductively or inductively, how thes

are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure:

Number and Percent of all participants who signed dreedom of choice form that
specified choices offered between institutional carand waiver services.
Numerator: Total number of all who signed a freedonof choice form that
specified choices offered between institutional carand waiver services.
Denominator: Total number of participants.

Data Source(Select one):
Record reviews, off-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

Sampling Approach

(check each that applies):
(check each that applies):
(check each that applies):

[ State Medicaid [~ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [~ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =
[~ Other [ Annually [ Stratified
Specify: Describe
Group:
[» Continuously and [~ Other
Ongoing Specify:

[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each

that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[ State Medicaid Agency

[~ Weekly

[~ Operating Agency

[~ Monthly
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[~ Sub-State Entity [ Quarterly
[ Other — Annually
Specify:

Performance Measure

[ Continuously and Ongoing

[~ Other

Specify:

Number and Percent of all waiver participant records reviewed with appropriately
documented freedom of choice among waiver servicaad providers. Numerator:
Total number participant records with appropriately documented freedom of
choice among waiver services and providers. Denondtor; Total number of
participant records reviewed.

Data Source(Select one):
Record reviews, off-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

Sampling Approach

(check each that applies):
(check each that applies):
(check each that applies):

[ State Medicaid
Agency

[~ Weekly

[ 100% Review

[~ Operating Agency

[ Monthly

[ Less than 100%
Review

[~ Sub-State Entity

Quarterly

[~ Representative

Sample
Confidence
Interval =

.

[~ Other
Specify:

Annually

[ Stratified

Describe
Group:

W

Continuously and
Ongoing

[~ Other
Specify:

Other
Specify:
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Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other [ Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

If applicable, in the textbox below provide any eesary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart

responsible.

OADS relies on its Enterprise Information Systenmédd data and produce reports that are esseatial t-
Qqulity Management activities. New reports arenbaieveloped on a regular basis and they are

Describe the States method for addressing individual problems as #reydiscovered. Include information
regarding responsible parties and GENERAL methodgrfoblem correction. In addition, provide infortioa
on the methods used by the State to document ifesss.

Remediation Data Aggregation

Remediation-related Data Aggregation and Analysisificluding trend identification)

It is the responsibility of the case manager taasthat the personal plan meets the identifiedine
the participant. In addition, the case managegsponsible to monitor implementation of the peason

Responsible Part§check each that applies):

Frequency of data aggregation and analysis

(check each that applies):

[~ State Medicaid Agency

[~ Weekly

[~ Operating Agency

Monthly

[~ Sub-State Entity

[~ Other
Specify:

=
[ Quarterly
-

Annually

[~ Continuously and Ongoing

[ Other
Specify:
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Every six (6) months

c. Timelines
When the State does not have all elements of tlait@umprovement Strategy in place, provide timeb to design
methods for discovery and remediation related ¢oabsurance of Service Plans that are currentlyoperational.
@ No

" Yes
Please provide a detailed strategy for assuringi@ePlans, the specific timeline for implementidgntified
strategies, and the parties responsible for itsatjo.

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the \&fdRequest)

(" Yes. This waiver provides participant direction ogortunities. Complete the remainder of the Appendix.

@ No. This waiver does not provide participant diretion opportunities. Do not complete the remainder of the
Appendix.

CMS urges states to afford all waiver participatite opportunity to direct their services. Participalirection of services
includes the participant exercising decision-mald@ughority over workers who provide services, atigggant-managed
budget or both. CMS will confer the IndependenceesBlesignation when the waiver evidences a strongmtment to
participant direction

Indicate whether Independence Plus designation ieguested(select one):

(" Yes. The State requests that this waiver be congitkd for Independence Plus designation.
" No. Independence Plus designation is not requested

Appendix E: Participant Direction of Services

E-1: Overview (1 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (2 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (3 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (4 of 13)
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Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (5 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (6 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (7 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (8 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (9 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (10 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (11 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (12 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (13 of 13)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.
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Appendix E: Participant Direction of Services
E-2: Opportunities for Participant Direction (1 of 6)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (2 of 6)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (3 of 6)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (4 of 6)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (5 of 6)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (6 of 6)

Answers provided in Appendix E-0 indicate that youdo not need to submit Appendix E.

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The State provides an opportunity to request alf@aring under 42 CFR Part 431, Subpart E to iddizis: (a) who are not
given the choice of home and community-based seswvas an alternative to the institutional careifipdan Item 1-F of the
request; (b) are denied the service(s) of theircghor the provider(s) of their choice; or, (c) sbaservices are denied,
suspended, reduced or terminated. The State powiotice of action as required in 42 CER31.210.

Procedures for Offering Opportunity to Request a F& Hearing. Describe how the individual (or his/her legal
representative) is informed of the opportunityequest a fair hearing under 42 CFR Part 431, StuBEp&pecify the notice(
that are used to offer individuals the opportutityequest a Fair Hearing. State laws, regulatipakcies and notices
referenced in the description are available to GM6&n request through the operating or Medicaid agen

The following is copied from: Chapter 1, MaineC8enefits Manual, General Administrative Policiesl &rocedures. -
Notices requesting fair hearings are kept in theligblid Agency's Health Care Management Unit.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process
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a. Availability of Additional Dispute Resolution Process Indicate whether the State operates another @ispsblution
process that offers participants the opportunitggpeal decisions that adversely affect their ses/ivhile preserving
their right to a Fair Hearingelect one:

' No. This Appendix does not apply

(" Yes. The State operates an additional dispute relstion process
b. Description of Additional Dispute Resolution Proess.Describe the additional dispute resolution procesduding:
(a) the State agency that operates the procesthigmature of the process (i.e., procedures ameftiames), including
the types of disputes addressed through the proaeds(c) how the right to a Medicaid Fair Hearis@reserved
when a participant elects to make use of the ppo@&ste laws, regulations, and policies refereitdlde description
are available to CMS upon request through the dipgrar Medicaid agency.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint SystemSelect one:

" No. This Appendix does not apply

® Yes. The State operates a grievance/complaint sgst that affords participants the opportunity to regster
grievances or complaints concerning the provisionfeservices under this waiver
b. Operational Responsibility. Specify the State agency that is responsible ®ofteration of the grievance/complaint
system:

Developmental Services, within the Office of Agiaigd Disabilities Services, has a grievance protedss
specific to those individuals for whom it has staty obligations to serve.

c. Description of SystemDescribe the grievance/complaint system, includ{ayjthe types of grievances/complaints
that participants may register; (b) the processtemelines for addressing grievances/complaintd; &) the
mechanisms that are used to resolve grievanceslaon® State laws, regulations, and policies mfeed in the
description are available to CMS upon request thindhe Medicaid agency or the operating agencyp(ificable).

(a) A grievance is a complaint. A grievance cambeut an action or inaction of DHHS. It can beuwta
person or agency providing services or suppony®to A grievance can be about a violation of yagints. Or

Appendix G: Participant Safeguards
Appendix G-1: Response to Critical Events or Incidets

a. Critical Event or Incident Reporting and Management Process.Indicate whether the State operates Critical Event
or Incident Reporting and Management Process tigdiles the State to collect information on sentaveints
occurring in the waiver progra®elect one:

(® Yes. The State operates a Critical Event or Incid# Reporting and Management Procesfcomplete Items b
through e)
" No. This Appendix does not applydo not complete Items b through e)

If the State does not operate a Critical Eventoident Reporting and Management Process, dedtiggerocess
that the State uses to elicit information on thaltheand welfare of individuals served through phegram.

b. State Critical Event or Incident Reporting Requirements.Specify the types of critical events or incidentlding
allegec abuse, neglect and exploitation) that the Stajaires to b reported for review and follc-up action by ai
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appropriate authority, the individuals and/or eéesithat are required to report such events aridents and the
timelines for reporting. State laws, regulations] @olicies that are referenced are available t&SQidon request
through the Medicaid agency or the operating agé€ifi@pplicable).

’The following is copied from DHHS State Rule #187I1CMR Ch 12:

c. Participant Training and Education. Describe how training and/or information is prowdde participants (and/or
families or legal representatives, as approprietererning protections from abuse, neglect, antbéafion,
including how participants (and/or families or leggpresentatives, as appropriate) can n@gpropriate authorities
entities when the participant may have experierd®ree, neglect or exploitation.

Information about critical incident reporting isalable through brochures or on the Departmesniebsite.
One can also report an event or obtain more infoomahrough their case manager, Office of Advogagult

d. Responsibility for Review of and Response to Ciital Events or Incidents.Specify the entity (or entities) that
receives reports of critical events or incidentscéfied in item G-1-a, the methods that are emplaypeevaluate such
reports, and the processes and time-frames foomelipg to critical events or incidents, includingnducting
investigations.

’AGENCY POLICIES AND PROCEDURES; APPROVED INVESTIGARS

e. Responsibility for Oversight of Critical Incidents and Eventsldentify the State agency (or agencies) responsible
for overseeing the reporting of and response t@atiincidents or events that affect waiver papaats, how this
oversight is conducted, and how frequently.

Department of Health & Human Services is respoeditst overseeing the reporting a response to atitic
incidents or events that affect waiver participants

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints an&estrictive Interventions
(1 of 3)

a. Use of Restraints(Select one)(For waiver actions submitted before March 2014p@nses in Appendix G-2-a will
display information for both restraints and sectusi For most waiver actions submitted after Mar@i42, responses
regarding seclusion appear in Appendix G-2-c.)

(" The State does not permit or prohibits the use akstraints

Specify the State agency (or agencies) responfsiblietecting the unauthorized use of restraintstaw this
oversight is conducted and its frequency:

@ The use of restraints is permitted during the couse of the delivery of waiver servicesComplete Iltems G-2-a-
i and G-2-a-ii.

i. Safeguards Concerning the Use of Restraint&pecify the safeguards that the State has egiellis
concerning the use of each type of restraint (ersonal restraints, drugs used as restraintdianéeal
restraints). State laws, regulations, and polittias are referenced are available to CMS upon stque
through the Medicaid agency or the operating agé¢ifi@pplicable).

Under the Departments Reportable Events Regulatitbesnergency restraints are reportable. If itis
found that organizations are not reporting, eithesugh family, mandated reporters, case managers,

ii. State Oversight Responsibility.Specify the State agency (or agencies) responfsibleverseeing the use
of restraints and ensuring that State safeguanmisecning their use are followed and how such ogaétsi
is conducted and its frequen
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DHHS has the responsibility. For additional depdélase see above for the review process.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints an&estrictive Interventions
(2 of 3)

b. Use of Restrictive Interventions(Select one)

(" The State does not permit or prohibits the use akstrictive interventions

Specify the State agency (or agencies) responfsiblietecting the unauthorized use of restrictiverventions
and how this oversight is conducted and its frequen

& The use of restrictive interventions is permittecturing the course of the delivery of waiver service
Complete Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive Inteentions. Specify the safeguards that the State has
in effect concerning the use of interventions tieatrict participant movement, participant accessther
individuals, locations or activities, restrict paipant rights or employ aversive methods (nottidahg
restraints or seclusion) to modify behavior. States, regulations, and policies referenced in the
specification are available to CMS upon requesiubh the Medicaid agency or the operating agency.

Pursuant to 34-B M.R.S.A. § 5605(13), the planrigagm must evaluate factors that may be
contributing to the occurrence of the behavior.tRets/e interventions must be developed by a

ii. State Oversight Responsibility.Specify the State agency (or agencies) responfgiblaonitoring and
overseeing the use of restrictive interventions lamd this oversight is conducted and its frequency:

DHHS has the responsibilitiy of monitoring the wdeestrictive interventions. This is done as
follows:

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints an&estrictive Interventions
(3 of 3)

c. Use of SeclusionSelect one)This section will be blank for waivers submitteddse Appendix G-2-c was added to
WMS in March 2014, and responses for seclusiondigiplay in Appendix G-2-a combined with informatam
restraints.)

(" The State does not permit or prohibits the use afeclusion

Specify the State agency (or agencies) responfsiblietecting the unauthorized use of seclusionrawd this
oversight is conducted and its frequency:

@ The use of seclusion is permitted during the couesof the delivery of waiver servicesComplete Items G-2-c-
and G-2-c-ii.
i. Safeguards Concerning the Use of SeclusioBpecify the safeguards that the State has egiellis
concerning the use of each type of seclusion. $tatg, regulations, and policies that are referdrare
available to CMS upon request through the Mediegiency or the operating age (if applicable)
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Under the Departments Reportable Events Regulatitbesnergency restraints are reportable. If it is
found that organizations are not reporting, eithesugh family, mandated reporters, case managers,
ii. State Oversight Responsibility.Specify the State agency (or agencies) responfsibleverseeing the use

of seclusion and ensuring that State safeguardsecoimg their use are followed and how such ovétsig
is conducted and its frequency:

’DHHS has the responsibility. For additional depdélase see above for the review process.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administraion (1 of 2)

This Appendix must be completed when waiver seraiefurnished to participants who are serveddersed or unlicensed
living arrangements where a provider has round-theek responsibility for the health and welfarere$idents. The Appenc

does not need to be completed when waiver partitgoare served exclusively in their own personaidences or in the
home of a family member.

a. Applicability. Select one:

" No. This Appendix is not applicable/do not complete the remaining items)

® Yes. This Appendix appliefcomplete the remaining items)
b. Medication Management and Follow-Up

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

Providers who hold license(s) and certificatiof(@ye ongoing responsibility for monitoring partiaip
medication regimens. The methods for conductirgrannitoring depend on the level of license and -

ii. Methods of State Oversight and Follow-UpDescribe: (a) the method(s) that the State useadore that
participant medications are managed appropriatetytiding: (a) the identification of potentially imaful
practices (e.g., the concurrent use of contrainditanedications); (b) the method(s) for following en

potentially harmful practices; and, (c) the Stajeracy (or agencies) that is responsible for follgwand
oversight.

(a) The State utilizes the Reportable Events praeedutlined in G-1 to receive information
relative to inappropriate medication management.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administraion (2 of 2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

" Not applicable.(do not complete the remaining items)

' Waiver providers are responsible for the administation of medications to waiver participants who
cannot self-administer and/or have responsibilityd oversee participant self-administration of
medications.(complete the remaining items)

ii. State Policy. Summarize the State policies that apply to theiadtnation of medications by waiver providers
or waiver provider responsibilities when particifgagelf-administer medications, including (if applble)
policies concerning medication administration bymoedical waiver provider personnel. State laws,
regulations, and policies referenced in the speatifin are available to CMS upon request through th
Medicaid agency or tl operating agency (if applicabl
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Anyone assisting in the administration of mediaaiio a licensed residence must complete a Certified-
Residential Medication Assistant (CRMA) trainingdde re-certified every two years. This training is -

iii. Medication Error Reporting. Select one of the following:

@ Providers that are responsible for medication adnmiistration are required to both record and report
medication errors to a State agency (or agencies).
Complete the following three items:

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

’DHHS

(b) Specify the types of medication errors thawjuers are required t@cord:

Medication Error or Refusal: Medication error] includes wrong person, wrong dose, wrong
medication, wrong time (over one hour variancepmg route, wrong method of administration or -

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

same as above.

(" Providers responsible for medication administratim are required to record medication errors but
make information about medication errors availableonly when requested by the State.

Specify the types of medication errors that prorsdere required to record:

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

Monitoring is done either through the State Medlo&gency through the reportable event system, or -
through the participant's case manager's revielheoMARS when using the home visit tool. Reports -

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct component of the Ss quality improvement strategy, provide informatiothe following fields to detail the
State Is methods for discovery and remediation.

a. Methods for Discovery: Health and Welfare
The state demonstrates it has designed and impledan effective system for assuring waiver pagant health
and welfare.(For waiver actions submitted before June 1, 2@k, assurance read "The State, on an ongoing pasis
identifies, addresses, and seeks to prevent tha@ewe of abuse, neglect and exploitation.")
i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongdiagis that it identifies, addresses and seeks to
prevent instancesof abuse, neglect, exploitatiordamexplained death(Performance measures in
this sub-assurance include all Appendix G perforoceameasures for waiver actions submitted before
June 1, 2014.)

Performance Measures
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For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptessnclude numerator/denominator.

For each performance measure, provide informatinrihe aggregated data that will enable the State
to analyze and assess progress toward the perfarsnareasuren this section provide information on
the method by which each source of data is analgtadstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure:

Number and Percent of all participants & legal guadians who received
information and education about how to report abuseneglect, exploitation and
other critical incidents. Num: Total # of all participants and legal guardians who
received information and education about how to reprt abuse, neglect,
exploitation and other critical incidents.Denominabr: Tot # of participants & legal
guardians.

Data Source(Select one):
Record reviews, off-site
If 'Other' is selected, specify:

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

[ State Medicaid [~ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =

W

[~ Other [ Annually [ Stratified
Specify: Describe
Group:

W

[~ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):
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Performance Measure:

[ State Medicaid Agency [~ Weekly
[ Operating Agency [ Monthly
[~ Sub-State Entity [ Quarterly
[~ Other — Annually
Specify:
[ Continuously and Ongoing
[~ Other
Specify:

Number and Percent of participants surveyed who regrted that they do not feel

safe where they live.

Data Source(Select one):

Analyzed collected data (including surveys, focusrgup, interviews, etc)
If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

Sampling Approach

(check each that applies):
(check each that applies):
(check each that applies):

[ State Medicaid [~ Weekly [~ 100% Review
Agency
[~ Operating Agency | [~ Monthly [~ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =
[~ Other [ Annually [ Stratified
Specify: Describe
Group:

W

[ Continuously and [ Other
Ongoing Specify:
Random :
sampling of -
[~ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other [ Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

Performance Measure
Number and Percent of participants who have requird and had an annual dental
exam.

Data Source (Select one
Record reviews, off-site
If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

Sampling Approach

(check each that applies):
(check each that applies):
(check each that applies):

[~ State Medicaid
Agency

— Weekly

[~ 100% Review

[~ Operating Agency

[~ Monthly

[ Less than 100%
Review

[~ Sub-State Entity

[ Quarterly

[~ Representative

Sample
Confidence
Interval =

=

[~ Other
Specify:

v Annually

[ Stratified

Describe
Group:

=

[~ Continuously and
Ongoing

[~ Other
Specify:
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—3

[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency [~ Weekly

[ Operating Agency [ Monthly

[~ Sub-State Entity [ Quarterly

[ Other v Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

Performance Measure

Number and Percent of all critical incident reviewginvestigations initiated within
the required timeframes. Numerator: Total number ofinvestigations initiated
within the required timeframes. Denominator: Total number of investigations of
critical incidents.

Data Source (Select one
Record reviews, on-site
If 'Other' is selected, specify:

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

[ State Medicaid [ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =

=
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[~ Other [ Annually [ Stratified
Specify: Describe
Group:
[~ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other [ Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

Performance Measure

Number and Percent of all critical incidents repored within the required
timeframes. Numerator: Total number of all critical incidents reported within the
required timeframes. Denominator: Total number of citical incidents.

Data Source (Select one
Record reviews, off-site
If 'Other' is selected, specify:

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

[~ State Medicaid — Weekly [~ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review

file://S\M POLICY.WRT\Gingen\Section 21\Waiver mwal 2015\Application for 1915(... 4/7/201!



Application for 1915(c) HCBS Waiver: Draft ME.006.00- Jul 01, 201 Pagel4e of 20C

[~ Sub-State Entity [ Quarterly [~ Representative

Sample
Confidence
Interval =

.

[~ Other [ Annually [ Stratified
Specify: Describe
Group:
[~ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [~ Quarterly

[~ Other [ Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

Performance Measure
Number and Percent of participants surveyed who reprted that they are not
treated with respect and dignity.

Data Source (Select one
Analyzed collected data (including surveys, focusrgup, interviews, etc)
If 'Other' is selected, specify:

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

[ State Medicaid [~ Weekly [~ 100% Review
Agency
[~ Operating Agency | [~ Monthly [~ Less than 100%
Review
[~ Sub-State Entity [~ Quarterly [ Representative
Sample
Confidence
Interval =

W

[ Other v Annually [ Stratified
Specify: Describe
Group:
— Continuously and [ Other
Ongoing Specify:
30% of :
each :
[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

that applies):

aggregation and analysigcheck each|analysigcheck each that applies):

Frequency of data aggregation and

[~ State Medicaid Agency [~ Weekly

[ Operating Agency [ Monthly

[~ Sub-State Entity [ Quarterly

[ Other v Annually
Specify:

Performance Measure

[~ Continuously and Ongoing

[~ Other
Specify:

Number and Percent of all participants receiving peventative health care.
Numerator: Total number of all participants receiving age-appropriate,
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preventative health care. Denominator: Total numberof all waiver participants.

Data Source(Select one):
Record reviews, on-site

If 'Other' is selected, specify:

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

Data Aggregation and Analysis:
Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [~ Quarterly

[~ Other [ Annually
Specify:

[~ Continuously and Ongoing
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Performance Measure

Number and Percent of all participants receiving ghysical health exam by their
primary care provider on an annual basis. Numerator Total number of all
participants receiving a physical health exam by thir primary care provider on an
annual basis. Denominator: Total number of waiver prticipants.

Data Source(Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

Sampling Approach

(check each that applies):
(check each that applies):
(check each that applies):

[~ State Medicaid
Agency

— Weekly

[~ 100% Review

[~ Operating Agency

[~ Monthly

[ Less than 100%
Review

[~ Sub-State Entity

Quarterly

[ Representative

Sample
Confidence
Interval =

W

[ Other
Specify:

Annually

[~ Stratified

Describe
Group:

W

Continuously and
Ongoing

[ Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each

that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency

[~ Weekly

[ Operating Agency

[ Monthly
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[~ Sub-State Entity [ Quarterly
[ Other — Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

b. Sub-assurance: The state demonstrates that an ienidmanagement system is in place that
effectively resolves those incidents and preventshier similar incidents to the extent possible.

Performance Measures

For each performance measure the State will ugssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptessnclude numerator/denominator.

For each performance measure, provide informatinrihe aggregated data that will enable the State
to analyze and assess progress toward the perforeareasuren this section provide information on
the method by which each source of data is analgtdstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

c. Sub-assurance: The state policies and proceduredlie use or prohibition of restrictive
interventions (including restraints and seclusioaye followed.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptessnclude numerator/denominator.

For each performance measure, provide informatinrihe aggregated data that will enable the State
to analyze and assess progress toward the perforeareasuren this section provide information on
the method by which each source of data is analgt@dstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

d. Sub-assurance: The state establishes overall heatire standards and monitors those standards
based on the responsibility of the service providsrstated in the approved waiver.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptessnclude numerator/denominator.

For each performance measure, provide informatinrihe aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasuren this section provide information on
the method by which each source of data is analgt@dstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.
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If applicable, in the textbox below provide any eesary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and ieart
responsible.

Maine is committed to utilizing the National Corelicators Project on an annual basis in orderdeive -
information directly from participants regardingethuality and satisfaction of services they receive

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as #ireydiscovered. Include information
regarding responsible parties and GENERAL methodgrfoblem correction. In addition, provide infortioa
on the methods used by the State to document iteess.

OADS Adult Protective Unit reviews each reporteémv The Office of Quality Improvement within
DHHS will identify individual problems from survedata and send any issues/concerns raised to régiona

i. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysisificluding trend identification)

Responsible Partycheck each that Frequency of data aggregation and
applies): analysigcheck each that applies):
[~ State Medicaid Agency [~ Weekly
[~ Operating Agency — Monthly
[~ Sub-State Entity [ Quarterly
[~ Other [ Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

c. Timelines
When the State does not have all elements of tlait@improvement Strategy in place, provide timek to design
methods for discovery and remediation related ¢cassurance of Health and Welfare that are cuyrantt-
operational.
© No

" Yes
Please provide a detailed strategy for assurindtilaad Welfare, the specific timeline for implentieg
identified strategies, and the parties responédlés operation.

Appendix H: Quality Improvement Strateg_]y (1 of 2)

Under(11915(c) of the Social Security Act and 42 CER41.302, the approval of an HCBS waiver requires @MS
determine that the State has made satisfactoryaamsms concerning the protection of participantthead welfare, financial
accountability and other elements of waiver operati Renewal of an existing waiver is contingerdrupeview by CMS and
a finding by CMS that the assurances have beenByatompleting the HCBS waiver application, thet&8pecifies how it
has designed the waiver’s critical processes, sires and operational features in order to meagthssurances.

= Quality Improvement is a critical operational featthat an organization employs to continually datee whether i
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operates in accordance with the approved desi@s pfogram, meets statutory and regulatory assesaand
requirements, achieves desired outcomes, and fi@smtipportunities for improvement.

CMS recognizes that a state’s waiver Quality Improent Strategy may vary depending on the natutteeofvaiver target
population, the services offered, and the waiveafationship to other public programs, and willend beyond regulatory
requirements. However, for the purpose of thisiapfibn, the State is expected to have, at themrmini, systems in place to
measure and improve its own performance in meaiigpecific waiver assurances and requirements.

It may be more efficient and effective for a Qualinprovement Strategy to span multiple waivers atier long-term care
services. CMS recognizes the value of this appraachwill ask the state to identify other waiveogmrams and long-term
care services that are addressed in the Qualityovepment Strategy.

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be ifieet during the period of the approved waiver isaided throughout the
waiver in the appendices corresponding to the tstat@ssurances and sub-assurances. Other docucitedtsnust be
available to CMS upon request through the Mediegieincy or the operating agency (if appropriate).

In the QIS discovery and remediation sections thhowt the application (located in Appendices ACBD, G, and |) , a state
spells out:

= The evidence based discovery activities that vélcbnducted for each of the six major waiver assies;
m Theremediationactivities followed to correct individual problensentified in the implementation of each of the
assurances;

In Appendix H of the application, a State descrifigghesystem improvemeasttivities followed in response to aggregated,
analyzed discovery and remediation informationeszi#d on each of the assurances; (2) the correspbond
roles/responsibilitie®f those conducting assessing and prioritizingromimg system corrections and improvements; and (3)
the processes the state will follow to continuowsgess the effectiveness of the &i& revise it as necessary and appropriate.

If the State's Quality Improvement Strategy isfutly developed at the time the waiver applicatisisubmitted, the state m
provide a work plan to fully develop its Quality pmovement Strategy, including the specific taslksS3kate plans to
undertake during the period the waiver is in effdo¢ major milestones associated with these tasksthe entity (or entities)
responsible for the completion of these tasks.

When the Quality Improvement Strategy spans mame tne waiver and/or other types of long-term sargices under the
Medicaid State plan, specify the control numberdtie other waiver programs and/or identify theeotlong-term services
that are addressed in the Quality Improvement &jgatin instances when the QIS spans more thamaiver, the State mu
be able to stratify information that is relatedech approved waiver program. Unless the Statedeaested and received
approval from CMS for the consolidation of multiplaivers for the purpose of reporting, then theeStaust stratify
information that is related to each approved wapregram, i.e., employ a representative sampledch waiver.

Appendix H: Quality Improvement Strategy (2 of 2)
H-1: Systems Improvement

a. System Improvements

i. Describe the process(es) for trending, prioritiziagd implementing system improvements (i.e., desig
changes) prompted as a result of an analysis obdésy and remediation information.

The primary goals for the Quality Improvement &gy (QIS) are to administer and evaluate a quality
improvement system that ensures participants hiaeiee from a variety of waiver services and avadab

ii. System Improvement Activities

Frequency of Monitoring and Analysigcheck each

Responsible Partycheck each that applies): that applies):
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[~ State Medicaid Agency [ Weekly
[~ Operating Agency [~ Monthly
[~ Sub-State Entity v Quarterly
[ Quality Improvement Committee — Annually
[~ Other [ Other
Specify: Specify:

b. System Design Changes

i. Describe the process for monitoring and analyZiegetffectiveness of system design changes. Inaude
description of the various roles and responsibgiinvolved in the processes for monitoring & asisgssystem
design changes. If applicable, include the Stée{eted standards for systems improvement.

OADS uses data to determine the level of successvice is achieving in improving the health andlwe:
being of participants: to assist and monitor gyatid inform and guide reimbursement decision; &nd

i. Describe the process to periodically evaluate ppsapriate, the Quality Improvement Strategy.

OADS engages with other Offices within the Staté eontracted entities to review, assess and make -
recommendations for quality improvements. A Qydilianagement team works independently within -

Appendix I: Financial Accountability
I-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that are employed to ensarmibgrity of payments that have been made for
waiver services, including: (a) requirements conitey the independertudit of provider agencies; (b) the financial &
program that the state conducts to ensure theritytexj provider billings for Medicaid payment ofaiver services,
including the methods, scope and frequency of apditd, (c) the agency (or agencies) responsibledioducting the
financial audit program. State laws, regulatioms] policies referenced in the description are atddl to CMS upon
request through the Medicaid agency or the opeayatigency (if applicable).

a- The State of Maine does not require indepetnaedits specific to this waiver.

Appendix I: Financial Accountability
Quality Improvement: Financial Accountability

As a distinct component of the Ss quality improvement strategy, provide informatiothe following fields to detail the
State Js methods for discovery and remediation.

a. Methods for Discovery: Financial Accountability
State financial oversight exists to assure thatiols are coded and paid for in accordance with tre@mbursement
methodology specified in the approved waiv@tor waiver actions submitted before June 1, 2@k, assurance re¢
"State financial oversight exists to assure thatrok are coded and paid for in accordance withréismbursement
methodology specified in the approved waiver.")
i. Sub-Assurances:
a. Sub-assurance: The State provides evidence thattdaare coded and paid for in accordance with
the reimbursement methodology specified in the apprd waiver and only for services rendered.
(Performance measures in this sub-assurance indlid&ppendix | performance measures for waiver
actions submitted before June 1, 20

file://S\M POLICY.WRT\Gingen\Section 21\Waiver mwal 2015\Application for 1915(... 4/7/201!



Performance Measure

Application for 1915(c) HCBS Waiver: Draft ME.006.00- Jul 01, 201

Pagel54 of 20C

For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where plissnclude numerator/denominator.

For each performance measure, provide informatinritiie aggregated data that will enable the State

to analyze and assess progress toward the perfazenareasureln this section provide information on

the method by which each source of data is analgt@dstically/deductively or inductively, how thes

are identified or conclusions drawn, and how recandations are formulated, where appropriate.

Performance Measure:

Number and Percent of waiver service claims submigd for FFP that are specified
in the participant's service plan.

Data Source(Select one):

Financial records (including expenditures)
If 'Other' is selected, specify:

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

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly
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[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other [ Annually
Specify:

[~ Continuously and Ongoing

[~ Other
Specify:

Performance Measure

Number and Percent of correctly completed providerclaims that will be processed
through the MMIS and paid in accordance with reimbusement methodology
outlined in policy.

Data Source(Select one):
Financial records (including expenditures)
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[ State Medicaid [~ Weekly [ 100% Review
Agency
[~ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =
[~ Other [ Annually [ Stratified
Specify: Describe
Group:

[ Continuously and [~ Other
Ongoing Specify:
[~ Other
Specify:
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Responsible Party for data

that applies):

aggregation and analysigcheck each

Frequency of data aggregation and
analysigcheck each that applies):

[~ State Medicaid Agency — Weekly

[~ Operating Agency [~ Monthly

[~ Sub-State Entity [ Quarterly

[~ Other [ Annually
Specify:

[~ Continuously and Ongoing

[ Other

Specify:
Controls in the MMIS system -
will assure that claims are

Performance Measure

Number and Percent of all claims coded and paid coectly in accordance with
reimbursement methodology specified in the approvedaiver. Numerator: Total
number of all claims coded and paid Denominator: Ttal number of all claims.

Data Source (Select one
Financial audits
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[ State Medicaid — Weekly [~ 100% Review
Agency
[ Operating Agency | [~ Monthly [ Less than 100%
Review
[~ Sub-State Entity [ Quarterly [~ Representative
Sample
Confidence
Interval =
[~ Other [ Annually [ Stratified
Specify: Describe
Group:
[ Continuously and [~ Other
Ongoing Specify:
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—3

[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each|analysigcheck each that applies):
that applies):

[~ State Medicaid Agency [~ Weekly

[ Operating Agency [ Monthly

[~ Sub-State Entity [ Quarterly

[ Other — Annually
Specify:

[ Continuously and Ongoing

[~ Other
Specify:

b. Sub-assurance: The state provides evidence thatsaemain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assurance (or
sub-assurance), complete the following. Where ptissnclude numerator/denominator.

For each performance measure, provide informatinrihe aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasuren this section provide information on
the method by which each source of data is analgt@dstically/deductively or inductively, how thes
are identified or conclusions drawn, and how recandations are formulated, where appropriate.

ii. Ifapplicable, in the textbox below provide any esgary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

The current MMIS system limits all services proxddender the waiver to what is permitted by the goli -
for each classification group. Claims are denféchproper rates are billed or units of service hitled

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as #reydiscovered. Include information
regarding responsible parties and GENERAL methodgroblem correction. In addition, provide infortioa
on the methods used by the State to document iteess.
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If concerns are raised by a provider regardingyaithe provider contacts the provider relations
specialist through the Medicaid agency. If addisiiopolicy issues are identified, OADS requestadat -

i. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysisificluding trend identification)

Frequency of data aggregation and analysis
(check each that applies):

Responsible Partycheck each that applies):

[~ State Medicaid Agency [~ Weekly
[~ Operating Agency [ Monthly
[~ Sub-State Entity [ Quarterly
[~ Other — Annually
Specify:
[~ Continuously and Ongoing
[ Other
Specify:
As needed

c. Timelines
When the State does not have all elements of ttait@umprovement Strategy in place, provide timeb to design
methods for discovery and remediation related écatsurance of Financial Accountability that aneesuly non-
operational.

© No
" Yes

Please provide a detailed strategy for assuringrigial Accountability, the specific timeline for lementing
identified strategies, and the parties responédslés operation.

Appendix I: Financial Accountability
[-2: Rates, Billing and Claims(1 of 3)

a. Rate Determination Methods.In two pages or less, describe the methods thatraptoyed to establish provider
payment rates for waiver services and the entigndities that are responsible for rate determimatindicate any
opportunity for public comment in the process.iffetent methods are employed for various typeseastices, the
description may group services for which the samethod is employed. State laws, regulations, anitipsl
referenced in the description are available upgoest to CMS through the Medicaid agency or theaipgy agency
(if applicable).

Waiver services are reimbursed on a prospectiesfdieservice basis, with a few exceptions discdsmdow.
The provider fee schedule is published in the M@are Benefits Manual, Section 21, Chapter lIl.

b. Flow of Billings. Describe the flow of billings for waiver servicepecifying whether provider billings flow directly
from providers to the State's claims payment systemhether billings are routed through other intediary entities.
If billings flow through other intermediary entisigspecify the entities:

Waiver billings flow directly from service provideto the States claims processing system. The claims system
is Maine Integrated Health Management Solution (MB) which was fully functional as related to claims
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Appendix I: Financial Accountability
[-2: Rates, Billing and Claims(2 of 3)

c. Certifying Public Expenditures (select one)

@ No. State or local government agencies do not céytexpenditures for waiver services.

(" Yes. State or local government agencies directlygend funds for part or all of the cost of waiver srvices
and certify their State government expenditures (CE) in lieu of billing that amount to Medicaid.

Select at least one

[~ Certified Public Expenditures (CPE) of State Publc Agencies.

Specify: (a) the State government agency or agsttlcad certify public expenditures for waiver seed; (b)
how it is assured that the CPE is based on thedotaputable costs for waiver services; and, (ay tioe
State verifies that the certified public expendituare eligible for Federal financial participation
accordance with 42 CFR §433.51(b)dicate source of revenue for CPEs in Item |-¥-a.

[~ Certified Public Expenditures (CPE) of Local Govenment Agencies.

Specify: (a) the local government agencies thatrigertified public expenditures for waiver seraréh)
how it is assured that the CPE is based on totapatable costs for waiver services; and, (c) hawState
verifies that the certified public expenditures aligible for Federal financial participation inccdance
with 42 CFR 8433.51(b)Indicate source of revenue for CPEs in Item I-4-b.

Appendix I: Financial Accountability
[-2: Rates, Billing and Claims(3 of 3)

d. Billing Validation Process.Describe the process for validating provider bk to produce the claim for federal
financial participation, including the mechanisntspassure that all claims for payment are madg: ¢a) when the
individual was eligible for Medicaid waiver payment the date of service; (b) when the service welided in the
participant's approved service plan; and, (c) #reises were provided:

(a) The claims system has an internal capacityeterchine whether people are eligible as of the dbservice
as part of processing claim. Claims are not pai provider if an individual has not yet been dateed

e. Billing and Claims Record Maintenance RequirementRecords documenting the audit trail of adjudicatiedins
(including supporting documentation) araintained by the Medicaid agency, the operatgenay (if applicable), ar
providers of waiver services for a minimum perid@gears as required in 45 CFR2.42.

Appendix I. Financial Accountability
[-3: Payment (1 of 7)

a. Method of payments -- MMIS (select ong

" Payments for all waiver services are made throughn approved Medicaid Management Information
System (MMIS).
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(¢

Payments for some, but not all, waiver services armade through an approved MMIS.

Specify: (a) the waiver services that are not plaidugh an approved MMIS; (b) the process for mgldach
payments and the entity that processes paymen@ngchow an audit trail is maintained for all stahd federal
funds expended outside the MMIS; and, (d) the Hasithe draw of federal funds and claiming of #hes
expenditures on the CMS-64;

a. Transportation is reimbursed through a 1915h ®#&laine Non-emergency Transportation Waiver
capitated system with contracted brokers outsideMMIS system. b. The process for making the paymen

Payments for waiver services are not made througan approved MMIS.

Specify: (a) the process by which payments are raadethe entity that processes payments; (b) halttemough
which system(s) the payments are processed; (c)amoaudit trail is maintained for all state andefed funds
expended outside the MMIS; ar(d) the basis for the draw of federal funds araihting of these expenditures
the CMS-64:

Payments for waiver services are made by a managedre entity or entities. The managed care entitysi
paid a monthly capitated payment per eligible enrdee through an approved MMIS.

Describe how payments are made to the managecatoitg or entities:

Appendix I: Financial Accountability

[-3: Payment (2 of 7)

b. Direct payment.In addition to providing that the Medicaid agemsgkes payments directly to providers of waiver
services, payments for waiver services are madlgingj one or more of the following arrangemerssléct at least

one:

-

-

The Medicaid agency makes payments directly and @s not use a fiscal agent (comprehensive or limited

or a managed care entity or entities.
The Medicaid agency pays providers through the saenfiscal agent used for the rest of the Medicaid

program.
The Medicaid agency pays providers of some or aNaiver services through the use of a limited fiscalgent.

Specify the limited fiscal agent, the waiver seegidor which the limited fiscal agent makes paymere
functions that the limited fiscal agent performaying waiver claims, and the methods by whichMeelicaid
agency oversees the operations of the limited Ifesgant:

For Transportation Services- The limited fiscalratge selected through an rfp process. The waieprnices -
that the fiscal agent will make payment for arenBgortation Services. The fiscal agent pays thraug

Providers are paid by a managed care entity or eiites for services that are included in the State'sontract
with the entity.

Specify how providers are paid for the servicesu(i§) not included in the State's contract with agged care
entities.
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Appendix I: Financial Accountability
[-3: Payment (3 of 7)

c. Supplemental or Enhanced Paymentsection 1902(a)(30) requires that payments forices be consistent with
efficiency, economy, and quality of care. Secti®03(a)(1) provides for Federal financial participatto States for
expenditures for services under an approved Statéwmiver. Specify whether supplemental or enhdmayments

are madeSelect one:

@ No. The State does not make supplemental or enhattpayments for waiver services.

(" Yes. The State makes supplemental or enhanced pagnis for waiver services.

Describe: (a) the nature of the supplemental oaeobd payments that are made and the waiver seifaice
which these payments are made; (b) the types e@igers to which such payments are made; (c) thecsaaf the
non-Federal share of the supplemental or enharegtent; and, (d) whether providers eligible to ree¢he
supplemental or enhanced payment retain 100% dbthecomputable expenditure claimed by the S@teMS.
Upon request, the State will furnish CMS with dietéiinformation about the total amount of suppletakor

enhanced payments to each provider type in thearaiv

Appendix I: Financial Accountability
[-3: Payment (4 of 7)

d. Payments to State or Local Government ProvidersSpecify whether State or local government providecgive
payment for the provision of waiver services.

® No. State or local government providers do not rexive payment for waiver servicesDo not complete Item I-
3-e.
(" Yes. State or local government providers receiveagment for waiver servicesComplete Item I-3-e.

Specify the types of State or local government jgiens that receive payment for waiver servicesthedservices
that the State or local government providers firmis

Appendix I: Financial Accountability
[-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Ryviders.

Specify whether any State or local government glewieceives payments (including regular and applsmental
payments) that in the aggregate exceed its reaooasts of providing waiver services and, if sbgther and how
the State recoups the excess and returns the Fetlara of the excess to CMS on the quarterly edipar report.

Select one:

Answers provided in Appendix I-3-d indicate that yai do not need to complete this section.
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(" The amount paid to State or local government proders is the same as the amount paid to private
providers of the same service.

(" The amount paid to State or local government proders differs from the amount paid to private
providers of the same service. No public providereceives payments that in the aggregate exceed its
reasonable costs of providing waiver services.

(" The amount paid to State or local government proders differs from the amount paid to private
providers of the same service. When a State or ldogovernment provider receives payments (including
regular and any supplemental payments) that in theggregate exceed the cost of waiver services, thats
recoups the excess and returns the federal sharethe excess to CMS on the quarterly expenditure rept.

Describe the recoupment process:

Appendix I: Financial Accountability
[-3: Payment (6 of 7)

f. Provider Retention of Payments.Section 1903(a)(1) provides that Federal matchingds are only available for
expenditures made by states for services undexppeved waiverSelect one:

& Providers receive and retain 100 percent of the aount claimed to CMS for waiver services.
(" Providers are paid by a managed care entity (or dities) that is paid a monthly capitated payment.

Specify whether the monthly capitated payment toamad care entities is reduced or returned intpahte State.

Appendix I. Financial Accountability
[-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Payments to a Governméal Agency. Select one:

® No. The State does not provide that providers mayoluntarily reassign their right to direct
payments to a governmental agency.

(" Yes. Providers may voluntarily reassign their righ to direct payments to a governmental agency
provided in 42 CFR 8§447.10(e).

Specify the governmental agency (or agencies) fclwteassignment may be made.

ii. Organized Health Care Delivery SystemSelect one:

@ No. The State does not employ Organized Health CaDelivery System (OHCDS) arrangements
under the provisions of 42 CFR 8§447.10.
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(" Yes. The waiver provides for the use of Organizedealth Care Delivery System arrangements
under the provisions of 42 CFR 8§447.10.

Specify the following: (a) the entities that arsig@ated as an OHCDS and how these entities gualify
designation as an OHCDS; (b) the procedures fectdprovider enrollment when a provider does not
voluntarily agree to contract with a designated @$C(c) the method(s) for assuring that participant
have free choice of qualified providers when an @$CGrrangement is employed, including the selection
of providers not affiliated with the OHCDS; (d) theethod(s) for assuring that providers that furnish
services under contract with an OHCDS meet apdkcaiovider qualifications under the waiver; (ewho

it is assured that OHCDS contracts with provideegtrapplicable requirements; and, (f) how financial
accountability is assured when an OHCDS arrangemearsed:

iii. Contracts with MCOs, PIHPs or PAHPs. Select one:

(" The State does not contract with MCOs, PIHPs or PAPs for the provision of waiver services.

(" The State contracts with a Managed Care Organizabin(s) (MCOs) and/or prepaid inpatient health
plan(s) (PIHP) or prepaid ambulatory health plan(s)(PAHP) under the provisions of §1915(a)(1) of
the Act for the delivery of waiver and other servies. Participants may voluntarily elect to receive
waiver and other services through such MCOs or pregid health plans. Contracts with these health
plans are on file at the State Medicaid agency.

Describe: (a) the MCOs and/or health plans thati$lrservices under the provisions of §1915(aj{));
the geographic areas served by these plans; (@yaher and other services furnished by these plamd,
(d) how payments are made to the health plans.

(¢ This waiver is a part of a concurrent §1915(b)/8185(c) waiver. Participants are required to obtain
waiver and other services through a MCO and/or prepid inpatient health plan (PIHP) or a prepaid
ambulatory health plan (PAHP). The §1915(b) waivespecifies the types of health plans that are
used and how payments to these plans are made.

Appendix I: Financial Accountability
[-4: Non-Federal Matching Funds(1 of 3)

a. State Level Source(s) of the Non-Federal Share @bmputable Waiver Costs.Specify the State source or sources
of the non-federal share of computable waiver c&stect at least one

[~ Appropriation of State Tax Revenues to the State kdicaid agency
[ 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), spdaif the State
entity or agency receiving appropriated funds dr)die mechanism that is used to transfer the ftmtise
Medicaid Agency or Fiscal Agent, such as an Inteegomental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds arectlyexpended by State agencies as CPEs, as iadigattem I-
2-c:

[~ Other State Level Source(s) of Funds.

Specify: (a) the source and nature of fu (b) the entity or agency that receives the fuadst (c) the
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mechanism that is used to transfer the funds td/beicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any ofang arrangement, and/or, indicate if funds areatly
expended by State agencies as CPEs, as indicaliednin-2-c:

Appendix I: Financial Accountability
[-4: Non-Federal Matching Funds(2 of 3)

b. Local Government or Other Source(s) of the Non-Féeral Share of Computable Waiver CostsSpecify the sourc
or sources of the non-federal share of computablgexr costs that are not from state sourSegect One

® Not Applicable. There are no local government level sources md$witilized as the non-federal share.

" Applicable
Check each that applies:
[ Appropriation of Local Government Revenues.

Specify: (a) the local government entity or ensitieat have the authority to levy taxes or otheenges; (b)
the source(s) of revenue; and, (c) the mechaniatighused to transfer the funds to the Medicaiérey or
Fiscal Agent, such as an Intergovernmental Trar{&F), including any matching arrangement (indécat
any intervening entities in the transfer proceasyl/or, indicate if funds are directly expendeddngal
government agencies as CPEs, as specified in K2 |

[ Other Local Government Level Source(s) of Funds.

Specify: (a) the source of funds; (b) the localgovnent entity or agency receiving funds; andtie)
mechanism that is used to transfer the funds t&the Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any olang arrangement, and/or, indicate if funds areatly
expended by local government agencies as CPEpea#ied in Item I-2-c:

Appendix I. Financial Accountability
[-4: Non-Federal Matching Funds(3 of 3)

c. Information Concerning Certain Sources of Fundsindicate whether any of the funds listed in Itdrdsa or 1-4-b
that make up the non-federal share of computableawvaosts come from the following sources: (a)lthecarerelatec
taxes or fees; (b) provider-related donations; andt) federal fundsSelect one

@ None of the specified sources of funds contribute the non-federal share of computable waiver costs

" The following source(s) are used

Check each that applies:
[ Health care-related taxes or fees

[ Provider-related donations
[ Federal funds

For each source of funds indicated above, destndsource of the funds in detail:
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Appendix I: Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Boed

a. Services Furnished in Residential Setting&elect one:

" No services under this waiver are furnished in radential settings other than the private residencef the
individual.
@ As specified in Appendix C, the State furnishes vixer services in residential settings other than th

personal home of the individual.
b. Method for Excluding the Cost of Room and Board kErnished in Residential SettingsThe following describes

the methodology that the State uses to exclude dda@tpayment for room and board in residentialrsgst

The rate structure for services delivered in regidésettings is based solely on the cost of @eing the service -
and does not include room and board costs. Casioofi and board is paid for separately by a contioinaf

Appendix I: Financial Accountability
I-6: Payment for Rent and Food Expenses of an Unrafed Live-In Caregiver

Reimbursement for the Rent and Food Expenses of dinrelated Live-In Personal Caregiver.Select one:

@ No. The State does not reimburse for the rent anfbod expenses of an unrelated live-in personal cagiver
who resides in the same household as the participan

" Yes. Per 42 CFR 8441.310(a)(2)(ii), the State willaim FFP for the additional costs of rent and fod that can
be reasonably attributed to an unrelated live-in pesonal caregiver who resides in the same househadd the
waiver participant. The State describes its coveragof live-in caregiver in Appendix C-3 and the cost
attributable to rent and food for the live-in caregver are reflected separately in the computation ofactor D

(cost of waiver services) in Appendix J. FFP for net and food for a live4n caregiver will not be claimed whet
the participant lives in the caregiver's home or ina residence that is owned or leased by the providef

Medicaid services.

The following is an explanation of: (a) the methaed to apportion the additional costs of rentfand attributable
to the unrelated live-in personal caregiver thatiacurred by the individual servem the waiver and (b) the mett

used to reimburse these costs:

Appendix I: Financial Accountability
[-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing(1 of 5)

a. Co-Payment RequirementsSpecify whether the State imposes a co-paymesitralar charge upon waiver
participants for waiver services. These chargesal®ilated per service and have the effect ofaieduthe total

computable claim for federal financial participati®elect one:
® No. The State does not impose a co-payment or slaricharge upon participants for waiver services.

(" Yes. The State imposes a co-payment or similar clgee upon participants for one or more waiver servies.
i. Co-Pay Arrangement.
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Specify the types of co-pay arrangements thatrap@sed on waiver participantsheck each that
applies:

Charges Associated with the Provision of Waiver Bees(if any are checked, complete ltems I-7-a-ii
through I-7-a-iv):

— Nominal deductible
— Coinsurance
[~ Co-Payment
[~ Other charge

Specify:

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing(2 of 5)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waive Services.

Answers provided in Appendix I-7-a indicate that yar do not need to complete this section.

Appendix I: Financial Accountability
[-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing(3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that ya do not need to complete this section.

Appendix I: Financial Accountability
[-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing(4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix I-7-a indicate that yar do not need to complete this section.

Appendix I: Financial Accountability
[-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing(s of 5)

b. Other State Requirement for Cost Sharing Specify whether the State imposes a premium, lemeot fee or similar
cost sharing on waiver participang&elect one

® No. The State does not impose a premium, enrolimefee, or similar cost-sharing arrangement on waive
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participants.

(" Yes. The State imposes a premium, enroliment fee similar cost-sharing arrangement.

Describe in detail the cost sharing arrangemenludhing: (a) the type of cost sharing (e.g., premienroliment
fee); (b) the amount of charge and how the amofititeocharge is related to total gross family inegifc) the
groups of participants subject to cost-sharingthedyroups who are excluded; and, (d) the mechanienthe
collection of cost-sharing and reporting the amaatiected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1. Composite Overview and Demonstration of Cost-Butrality Formula

Composite Overview.Complete the fields in Cols. 3, 5 and 6 in thdof@ing table for each waiver year. The fields in
Cols. 4, 7 and 8 are auto-calculated based oresritriCols 3, 5, and 6. The fields in Col. 2 arn®aalculated using the
Factor D data from the J-2-d Estimate of Factoallds. Col. 2 fields will be populated ONLY whe tstimate of
Factor D tables in J-2-d have been completed.

Level(s) of Care: ICF/IID

Col. ] Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8

Year| Factor D Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4
1 |103747.3 | 9676.0q0 113423.3 | 187894.0(| 7702.00 195596.0 82172.6
2 |103747.3 | 9772.00 113519.3 | 189773.0C| 7779.0Q0 197552.0 84032.6
3 J103747.3 | 9870.0 113617.3 | 191671.0C| 7857.0Q0 199528.0 85910.6
4 ]103747.3 | 9969.0q0 113716.3 | 193587.0(| 7935.00 201522.0 87805.6
5 [103747.3] 10069.04 113816.3]  195523.0( 8015.00 203538.0 89721.6

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(1 of 9)

a. Number Of Unduplicated Participants Served Enter the total number of unduplicated particigdmm Item B-3-a
who will be served each year that the waiver igperation. When the waiver serves individuals umdere than one
level of care, specify the number of unduplicatadipipants for each level of care:

Table: J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants
: Total Unduplicated Number of by Level of Care (if applicable
Waiver Year Participants (from Item B-3-a) Level of Care:
ICF/IID
Year 1 299 ] 2990
Year 2 299 ] 2990
Year 3 299 ] 2990
Year 4 299 ] 2990
Year 5 299( ] 2990

Appendix J: Cost Neutrality Demonstration
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b. Average Length of StayDescribe the basis of the estimate of the avdeaggh of stay on the waiver by participants
in item J-2-a.

The estimated average length of stay is 356.6 daiiss is calculated based on the 372 report fa0201
(current waiver year 4).

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(3 of 9)

c. Derivation of Estimates for Each FactorProvide a narrative description for the derivatidthe estimates of the
following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver yeatauated in Item J-2-d. The basis for
these estimates is as follows:

The Factor D estimates are based on projectedattdin data from paid claims for Year 5 of the euatr
waiver period. In addition, the SIS evaluationseveompleted on all waiver individuals for actuadeca

ii. Factor D' Derivation. The estimates of Factor D' for each waiver yeairarieided in Iltem J-1. The basis of
these estimates is as follows:

The basis for Factor D' is the actual cost of n@iver MaineCare services for waiver participants fo
State fiscal year 2012. It has been increasedfagtar of 1% for each year of the waiver peridthrt D

iii. Factor G Derivation. The estimates of Factor G for each waiver yeairaleded in Item J-1. The basis of
these estimates is as follows:

The basis for Factor G is the actual cost for I@FAervices for State fiscal year 2012. It hasbee
increased by a factor of 1% for each year of thevevgeriod.

iv. Factor G' Derivation. The estimates of Factor G' for each waiver yeairaleded in Item J-1. The basis of
these estimates is as follows:

The basis for Factor G' is the actual cost of tleoMaineCare services for ICF/IID residents ftat&
fiscal year 2012. It has been increased by a faftt% for each year of the waiver period.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(4 of 9)

Component management for waiver servicedf the service(s) below includes two or more diseigervices that are
reimbursed separately, or is a bundled servicdy eamponent of the service must be listed. Selaetriage componerits

add these components.
Waiver Services x

Community Support

Home Support (1/4 hour)

Per Diem Home Support

Respite

Work Support-Group
Adult Foster Care/ Shared Living
Assistive Technology

Career Planning
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Consultation

Counseling

Crisis Assessment

Crisis Intervention

Employment Specialist Services

Home Accessibility Adaptations

Home Support-Remote Support

Home Support-Residential Habilitation-Family Centered Support

Non Traditional Communication Consultation

Non-Medical Transportation

Non-traditional Communication Assessment

Occupational Therapy (Maintenance)

Physical Therapy (Maintenance)

Qualified Extra Support Service

Semi-Independent Supported Living (SISL) (Residenél Habilitation)

Skilled Nursing Service for Persons with Intellectal Disabilities and Autism Spectrum Disorder

Specialized Medical Equipment and Supplies

Speech Therapy (maintenance)

Work Support-Individual

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates(5 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicablesak the
capitation box next to that service. Select Savk@alculate to automatically calculate and popufaéeComponent
Costs and Total Costs fields. All fields in thislmust be completed in order to populate thedfdzffields in the J-
1 Composite Overview table.

Waiver Year: Year 1

Waiver Service/ | Capi- . . . Component
Component tation Unit # Users Avg. Units Per User] Avg. Cost/ Unit Cost Total Cost
Community
Support Total: 37499704.1
Community li
Support I ||24 hour 1| 1.00]| 1.00 1.00
Community li
Support 1:1 ™ [Jua hour 605 || 1040.00|| 7.98| 5021016.0
Community
support-Facilty | [~ |[2/4 hour 444]| 2598.00]| 3.53| 4071897.3
Based-Level 1
Community
Support-Facility | [~ |1/4 hour 1184 2598.00]| 3.91 |12027285.1
Based-Level 2 & 3
Community
Support-Faciliy [ |1/4 hour 388 2598.00]| 4.98| 5019959.54
Based-Level 4 & 5
Community
Support-Community] [ ||1/4 hour 444 ’ 1113_00’ 4.67] 2307783.24
Only-Level 1
Community
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Support-Community| li
Only-Level 2 & 3 1/4 hour 1184 1113.00]| 4.67| 6154088.61
Community
Support-Community| 1/4 hour 388 1113.00 ’ 6.71] 2897673.24
Only-Level 4 & 5
Home Support (1/4
hour) Total: 11740354.5
Home Support li
1/4 hour Short Term 1/4 hour 325 1290.00|| 7.42| 3110835.0
Home Support li
1/4 hour Long Term 1/4 hour 325 3870.00| 6.18| 7772895.0
Home Support
1/4 hour Short Term 1/4 hour 20 3870.00 ’ 4.08| 3157920
Group of 2
Home Support
1/4 hour Short Term 1/4 hour 20 3870.00 ’ 297! 220878.0
Group of 3
Home Support
1/4 hour Long Term 1/4 hour 20 3870.00 ’ 3.40| 263160.0
Group of 2
Home Support
1/4 hour Long Term 1/4 hour 5 3870.00 ’ 2.47| 4779450
Group of 3
Per Diem Home
Support Total: 202990685.0
Per Diem Home
Support day 1 1.00 ’ 1.00 1.00
Home Support
Level 1 One day 26 326.00|| 502.90)| 4262580.4
Participant
Home Support
Level 1 Two day 105 326.00|| 307.59|10528805.7
Participants
Home Support
Level 1 Three day 35 326.00|| 232.55| 2653395.5
Participants
Home Support
Level 1 Four day 26 326.00 ] 188.57| 1598319.3;
Participants
Home Support
Level 2 & 3 One day 98 326.00|| 504.19|16107862.1
Participant
Home Support
Level 2 & 3 Two day 411 326.00|| 320.50|42942513.0
Participants
Home Support
Level 2 & 3 Three day 214 326.00|| 245.47(17124969.0
Participants
Home Support
Level 2 & 3 Four day 285 326.00 ] 230.23|21390669.3¢
Participants
Home Support
Level 4 One day 65 326.00|| 573.69|12156491.1
Participant
Home Support
Level 4 Two day 132 326.00|| 392.91|16907703.1
Participants
Home Support
Level 4 Three day 66 326.00|| 359.14| 7727256.2
Participants
Home Support
Level 4 Four day 112 326.00|| 349.39|12756927.6
Participants
Home Support
Level 5 One day 32 326.00|| 573.69| 5984734.0
Participant
Home Support 142178412
Level 5 Two
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artcipants | | 111 | 326.00(| 39291
Home Support
Level 5 Three ™ |lday | 72| 326.00|| 359.14] 8420734.0
Participants
Home Support
Level 5 Four ™~ |[day | 72|| 326.00|| 349.39| 8200882.0
Participants
Respite Total: 1871245.0
Respite — |[v4hour ] 1] 1.00| 1.00 1.00
Tome Prestort | T [/ hour ] 300]| 354.00|| 6.24| 662688.0
TernespieLond | 1 |14 hour ] 300]| 177.00 5.59| 296829.0
Tome S momors | 1 |[174 hour | 300|| 354.00|| 3.43| 3642660
Teme e sbors | T [ nour ] 300]| 354.00|| 2.50| 265500.0
TernespreLona | T |[vatour ] 300 177.00|| 3.07| 163017.0
Term 3membars | | [[Ehow | 300]| 177.00| 2.24| 1189440
Work Support-
Group Total: 5320608.11
Gm\{]v;rk Support- = A1 our ] 1 ] 1.00 ] 1.00 1.00
Work Support-
Group- Two || hour ] 437 1814.00|| 5.40]| 4280677.2
Participants
Work Support-
Group- Three I |[vanour ] 49| 1814.00|| 4.09| 36354374
Participants
Work Support-
Group- Four || hour ] 35| 1814.00|| 3.36| 213326.4
Participants
Work Support-
Group- Five |4 nour ] 3| 1814.00|| 2.94| 15999.48
Participants
Work Support-
Group- Six || hour ] 93| 1814.00|| 2.65| 4470603
Participants
Adult Foster Care/
Shared Living 21573881.2
Total:
Adult Foster
Care/ Shared Living [ |lday ’ 1 ’ 1.00] 1.00 1.00
one pareaeantd | T |[day | 135 324.00|| 126.19| 55195506
Shared Living-
Two Participants [ |lday ’ 135 ’ 324.00 ’ 63.10| 2759994.0
Sharqd_Living-
e oo | T {Joay ] 135]| 324.00|| 183.52| 8027164.8¢
Support
Shargd_Living-
e | T ey ] 135]| 324.00|| 120.42| 5267170.8¢
Support
Assistive
Technology Total: 750722.0(
Assistive
i?;:gnﬂ:(s)g%)r':ﬂ 8?.?.?'] [ [Jper month ’ 50 12.00 50.00] 30000.0¢
Services
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Assistive
Technology- 1/4 hour 50 1.00 ] 14.44 722.00
Assessment
Assistive li
Technology-Device per month 10 12.00 ] 6000.00] 720000.0
Career Planning 20.48
Total: .
Career Planning per hour 1 1.00 ’ 40.48 40.48
Communication
Aids Total: 71720.0(
Aidgommunlcatlon |7t:ost 50 1.00 ’ 1428.00 71400.00
Communication
Aids, Assistive cost 50 1.00 ’ 1.00 50.00
Devices V5274
Communications|
Aids, Ongoing
Visual-gestural and li
Faciltated cost 50 1.00 5.40|  270.00
Communication
T1013 GN
Consultation Total: 256728.7
Consultation 1/4 hour 108 66.00 ’ 13.50| 96228.00
Consultative
Services-Behavioral 1/4 hour 1 66.00 ’ 18.99 1253.34
Consultative
Services-
Occupational 1/4 hour 1 66.00|| 17.83| 117678
Therapy
Consultative
Services-Speech 1/4 hour 1 66.00 ’ 17.83 1176.74
Therapy
Consultative
Services-Physical 1/4 hour 1 66.00 ’ 17.83 1176.78
Therapy
Consultative
Services- 1/4 hour 107 66.00 ’ 22 05| 1557171
Psychological
Counseling Total: 49261.5(
Counseling 1/4 hr 41 89.00 ’ 13.50| 49261.5¢
Crisis Assessment
Total: 11250.0(
Assessment per encounter 5 1.00| 2250.00] 1125004
Crisis Intervention 1841462.0
Total: .
Crisis
Intervention 1/4 hour 500 476.00 ’ 5.77| 1373260.0
Crisis
Intervention-Short 1/4 hour 50 631.00 ’ 7.73| 2438815
Term
Crisis
Intervention-Long 1/4 hour 50 631.00 ’ 7111 2243205
Term
Emplpy_ment )
Specialist Services 62220.0¢
Total:
Employment li
Specialist Services 1/4 hr 85 75.00 9.76| 62220.0¢
Home Accessibility
Adaptations Total: 51207.0(
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Accessibility
Adaptations

cost

11

1.00

4655.00

51205.0(
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Home
Accessibility
Adaptations-Repaird

cost

1.00

1.00

1.00

Home
Accessibility
Adaptations-Home
Modifications

cost

1.00

1.00

1.00

Home Support-
Remote Support
Total:

7.89

Monitor only

1/4 hour

1.00

1.62

1.62

Interactive
Support

1/4 hour

1.00

6.27

6.27|

Home Support-
Residential
Habilitation-Family
Centered Support
Total:

8168577.0

Home Support-
Residential
Habilitation-Family
Centered Support

day

1.00

1.00

1.00

Family Centered
Support-One
Participant

day

40

325.00

104.17

1354210.0

Family Centered
Support-One
Participant-Increase
Level of Support

day

40

325.00

216.96

2820480.0

Family Centered
Support-Two
Participants

day

23

325.00

85.80

641355.0

Family Centered
Support-Two
Participants-
Increased Level of
Support

day

23

325.00

196.78

1470930.5

Family Centered
Support-Three
Participants

day

325.00

73.15

166416.29

Family Centered
Support-Three
Participants-
Increased Level of
Support

day

325.00

178.40

405860.0

Family Centered
Support-Four
Participants

day

325.00

61.99

100733.79

Family Centered
Support-Four
Participants-
Increased Level of
Support

day

325.00

162.16

263510.0

Family Centered
Support-Five
Participants

day

14

325.00

55.29

251569.5

Family Centered
Support-Five
Participants-
Increased Level of
Support

14

325.00

152.42

693511.0

Non Traditional
Communication
Consultation Total:

6966.00

Non Traditional
Communication
Consultation

1/4 hour

86.00

9.00

6966.0(
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Non-Medical
Transportation 35521 2
Total:
Non-Medical
Transportation - PMPM 2990 12.00 0.99] 35521.24
PMPM
Non-traditional
Communication 6390.04
Assessment Total:
Non-traditional
Communication 1/4 hour 10 71.00 9.00 6390.00
Assessment
Occupational
Therapy |
(Maintenance) 3989.9
Total:
Occupati.onal
Therapy Maintenand 1/4 hr 2 48.00 ’ 17.83 1711.64
OTR/L
Occupational
Therapy Maintenand 1/4 hr 4 40.00 ’ 14.05 2248.04
COTA
Occupational
Therapy Maintenand li
OTR/LGroup-2 L4 hr 1 1.00 9.81 9.81
participants
Occupational
Therapy Maintenand li
OTRILGroup-3 a4 hr 1 1.00|| 7.13 7.13
participants
Occupational
Therapy Maintenand li
COTA Group 2 L4 hr 1 1.00 7.73 7.73
participants
Occupational
Therapy Maintenand li
COTA Group 3 L4 hr 1 1.00| 5.62 5.62
participants
Physical Therapy
(Maintenance) 61050.61%
Total:
Physical Therapy li
(Maintenance) LA br 14 126.00 15.87| 27994.6¢
Physical Therapy li
Maintenance 1:1 1/4 hour 17 109.00 ’ 17.83] 33038.94
Physical Therapy
Maintenance Group 1/4 hour 1 1.00 ’ 981 981l
2
Physical Therap:
Maintenance Group 1/4 hour 1 1.00 ’ 7.13 7.13
3
Qualified Extra
Support Service 7690579.0
Total:
Qualified Extra li
Support Service per hour 130 2890.00 20.47| 7690579.0
Semi-Independent
Supported Living
(SISL) (Residential 2943062.8
Habilitation) Total:
Semi-
Independent
Supported Living per diem 1 326.00 ’ 1.00 326.00
(SISL) (Residential
Habilitation)
Tier | per diem 30 326.00|| 156.27| 1528320.6
Tier i per diem 10 326.00|| 193.47| 630712.2
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Tier 11l [~ |lver diem ] 10 326.00 240.40| 783704.0

Skilled Nursing
Service for Persons
with Intellectual
Disabilities and
Autism Spectrum
Disorder Total:

Registered Nursg [ ||1/4 hr ’ 186 ’ 416.00
Li d
Praclfg?sl\?urse [ |lvanr ’ 186 ’ 624.00

Specialized Medical
Equipment and 45819.0(
Supplies Total:

2559598.0

15.92| 1231825.9]

11.44) 1327772.1

Specialized

Medical Equipment | [ ||cost ’ 27 1.00 1697.00 45819.04
and Supplies
Speech Therapy
(maintenance) 68705.44
Total:
Speech Therapy li
(maintenance) [ |lahr ’ 4 ’ 40.00 ’ 15.87 2539.20
Speech Therapyl = fjg— || 35| 106.00]| 17.83| 66149.3¢
Maintenance 1:1 : : )
Speech Therapy
Maintenance GroupR [ ||1/4 hr ’ 1 ’ 1.00 ’ 9.81 9.81

participants

Speech Therapy

Maintenance Group B[ ||1/4 hr ’ 1 ’ 1.00 ’ 7.13 7.13

participants
Work Support-

P 4523103.6
Individual Total:
Work Support-
vigual TP T e | 617|| 820.00|| 8.94| 45231036
Individual
GRAND TOTAL: 310204460.35)
Total: Services included in capitation: 35521.20
Total: Services not included in capitation: 310168939.15)
Total Estimated Unduplicated Participants: 2990
Factor D (Divide total by number of participants): 103747.31
Services included in capitation: 11.88
Services not included in capitation: 103735.43
Average Length of Stay on the Waiver: 351

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(6 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicablesok the
capitation box next to that service. Select Savk@alculate to automatically calculate and popufaéeComponent
Costs and Total Costs fields. All fields in thislmust be completed in order to populate thedfdzffields in the J-
1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/ | Capi- . . . Component
Component tation Unit # Users Avg. Units Per User] Avg. Cost/ Unit Cost Total Cost
Community
Support Total: 37499704.1
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suppor ™ 1/4 Hour 1] 1.00| 1.00 1.00
sumpan ™ 14 hour 605 || 1040.00|| 7.08| so210160
Community
Support-Facility 1/4 hour 444|| 2598.00)| 3.53| 4071897.3
Based-Level 1
Community
Support-Facilty 1/4 hour 1184 2598.00]| 3.91 |12027285.1
Based-Level 2 & 3
Community
Support-Facility 1/4 hour 388]|| 2598.00)| 4.98| 5019959.5;
Based-Level 4 & 5
Community
Support-Community 1/4 hour 444 ’ 1113,00’ 4.67| 2307783.24
Only-Level 1
Community
Support-Community 1/4 hour 1184|| 1113.00|| 4.67/ 61540886
Only-Level 2 & 3
Community
Support-Community 1/4 hour 388 1113.00]| 6.71| 2897673.24
Only-Level 4 & 5
Home Support (1/4
hour) Total: 11740354.5
Home Support li
1/4 hour Short Term 1/4 hour 325]| 1290.00|| 7.42| 3110835.0
Home Support li
1/4 hour Long Term 1/4 hour 325]| 3870.00)| 6.18| 7772895.0
Home Support
1/4 hour Short Term 1/4 hour 20 ’ 3870'00’ 4.08| 3157920
Group of 2
Home Support
1/4 hour Short Term 1/4 hour 20 ’ 3870.00’ 297| 220878.0
Group of 3
Home Support
1/4 hour Long Term 1/4 hour 20 ’ 3870.00 ’ 3.40| 263160.0
Group of 2
Home Support
1/4 hour Long Term 1/4 hour 5 ’ 3870.00 ’ 247| 4779450
Group of 3
Per Diem Home
Support Total: 202990685.0
Per Diem Home
Support Day 1 ’ 1.00 ’ 1.00 1.00
Home Support
Level 1 One day 26| 326.00|| 502.90| 4262580.4
Participant
Home Support
Level 1 Two day 105 326.00|| 307.59|10528805.7
Participants
Home Support
Level 1 Three day 35| 326.00|| 232.55| 2653395.5
Participants
Home Support
Level 1 Four day 26| 326.00|| 188.57| 1598319.3;
Participants
Home Support
Level 2 &3 One day 98| 326.00|| 504.19|16107862.1
Participant
Home Support
Level 2 & 3 Two day 411]| 326.00|| 320.50]42942513.0
Participants
Home Support
Level 2 & 3 Three day 214 326.00|| 245.47(17124969.0
Participants
Home Support
Level 2 & 3 Four day 285 326.00|| 230.23

Participants

21390669.3T
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Home Support
Level 4 One [ |loay | 65| 326.00|| 573.69|12156491.1
Participant

Home Support
Level 4 Two ™ |[aay ] 132|| 326.00|| 392.91|16907703.1
Participants
LeveaTrvee | [ [ | 66 || 326.00|| 359.14| 7727256.2
eve ree ay . . .24
Participants

Home Support
Level 4 Four ™ |[aay ] 112]| 326.00|| 349.3912756927.6
Participants
Leveisone | o | 32|f 326.00|| 573.69| 5984734.0
eve ne ay i ] _
Participant

Home Support
Level 5 Two  |[aay ] 111]| 326.00|| 392.91|14217841.2
Participants

Home Support
Level 5 Three ™ ||day | 72| 326.00|| 359.14] 8420734.0
Participants

Home Support
Level 5 Four = {foay ] 72|| 326.00|| 349.39| 8200882.0
Participants
Respite Total: 1871245.0

Respite [ ||1/4 hour ’ 1 ’ 1.00 ’ 1.00 1.00
Tom Prestort | I |74 hour ] 300]| 354.00|| 6.24| 662688.0
TernespieLong | T |14 hour ] 300|| 177.00| 5.59| 296829.0
Term 2 members | | [/ ow | 300]| 354.00|| 3.43| 364266.0
Tome S momors | 1 |[174 hour | 300|| 354.00|| 250 2655000
Teme g | T |4 hour ] 300]| 177.00|| 3.07| 163017.0
Terﬁ?zp::i;h%lgrs I |lahour ’ 300 ’ 177.00 ’ 2.24] 1189440
Work Support-
Group Total: 5320608.11
Gm\ﬁv;rk support- | = |2 hour ] 1| 1.00|| 1.00 1.00

Work Support-
Group- Two [ |[4 hour ] 437 1814.00|| 5.40| 4280677.2
Participants

Work Support-
Group- Three I |[vanour | 49| 1814.00|| 4.09| 36354374
Participants

Work Support-
Group- Four [ |/ hour | 35| 1814.00|| 3.36| 213326.4
Participants

Work Support-
Group- Five | ] 3| 1814.00|| 2.94| 15999.48
Participants

Work Support-
Group- Six [ |/v/4 hour ] 93|| 1814.00|| 2.65| 447060.3
Participants
Adult Foster Care/
Shared Living 21573881.2
Total:

Adult Foster
Care/ Shared Living T |lday ’ 1 ’ 1.00 ’ 1.00 1.00
ons parcaantd | T |[day | 135 | 324.00|| 126.19| 5519550.6
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Shared Living- li
Two Participants day ’ 135 324.00 ’ 63.10| 2759994.0
Shared Living-
One Participant-
Increased Level of day ’ 135 324.00 ’ 183.52| 8027164.8(
Support
Shared Living-
Two Participants-
Increased Level of day | 135 324.00|| 120.42| 526717089
Support
Assistive
Technology Total: 750722.0(
Assistive
Technology-Monthly] li
Transmission Utility per month ’ 50 12.00 ’ 50.00] 30000.0(
Services
Assistive
Technology- 1/4 hour ’ 50 1.00 ’ 14.44 722 00
Assessment
Assistive
Technology-Device per month ’ 10 12.00 ] 6000.00] 720000.0
Career Planning 20.48
Total: .
Career Planning per hour ’ 1 1.00 ’ 40.48 40.48
Communication
Aids Total: 71720.0(¢
aids e cost | 50 1.00|| 1428.00]  71400.0¢
Communication
Aids, Assistive cost ’ 50 1.00 ’ 1.00 50.00
Devices V5274
Communications|
Aids, Ongoing
Visual-gestural and li
Facilitated cost | 50 1.00 5.40 270.09
Communication
T1013 GN
Consultation Total: 256728.7
Consultation 1/4 hour ’ 108 66.00 ’ 13.50| 96228.00
Consultative
Services-Behavioral 1/4 hour ’ 1 66.00 ’ 18.99 1253.34
Consultative
Services- li
Occupational 1/4 hour ’ 1 66.00 ] 17.83| 1176.74
Therapy
Consultative
Services-Speech 1/4 hour ’ 1 66.00 ’ 17.83 1176.74
Therapy
Consultative
Services-Physical 1/4 hour ’ 1 66.00 ’ 17.83 1176.78
Therapy
Consultative
Services- 1/4 hour ] 107 66.00|| 22.05| 1557171
Psychological
Counseling Total: 49261.5(
Counseling 14 hour | 41 89.00|| 13.50| 492615
Crisis Assessment
Total: 11250.0(
Crisis
Assessment per encounter | | 5 1.00|| 2250.00 11250.0¢
Crisi§ Intervention 1841462.0
Total:
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Crisis
Interontion — |[vahour 500 476.00|| 5.77| 1373260.0
Crisis
Intervention-Short [ 1/4 hour 50 631.00 ’ 7.73| 2438815
Term
Crisis
Intervention-Long | [~ |[/4 hour 50 631.00| 7.11| 2243205
Term
Employment
Specialist Services 62220.0¢
Total:
Employment li
Specialist Services [ []1/4 hour 85 75.00 ’ 9.76 62220.0(
Home Accessibility
Adaptations Total: 51207.0(
Home
Accessibility T feost 11 1.00] 4655.00| 51205.04
Adaptations
Home
Accessibility [ ]|cost 1 1.00 ’ 1.00 1.00
Adaptations-Repaird
Home
Accessibility li
Adaptations-Home [ cost 1 1.00 ’ 1.00 1.00
Modifications
Home Support-
Remote Support 7.89
Total:
Monitor only [ 1|1/4 hour 1 1.00 ’ 1.62 1.62
Interactive
Support [ |/v/4 hour 1 1.00 ’ 6.27 6.27,
Home Support-
Residential
Habilitation-Family 8168577.0
Centered Support
Total:
Home Support-
Residential
Habilitation-Family [ day 1 1.00 ’ 1.00 1.00
Centered Support
Family Centered
Support-One [ ||day 40 325,00’ 104.17| 1354210.0
Participant
Family Centered
Support-One
Participant-Increasefl [ day 40 325.00 ’ 216.96| 2820480.0
Level of Support
Family Centered
Support-Two ™ |[day 23 325.00|| 85.80| 641355.0
Participants
Family Centered
Support-Two
Participants- ™ |[day 23 325.00|| 196.78| 1470930.5
Increased Level of
Support
Family Centered
Support-Three ™ |[day 7 325.00|| 73.15| 166416.2:
Participants
Family Centered
Support-Three
Participants- ™ |[day 7 325.00|| 178.40| 405860.0
Increased Level of
Support
Family Centered
Support-Four  |[day 5 325.00|| 61.99| 100733.7¢

Participants

Family Centered
Support-Four
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Participants-
Increased Level of day 5 325.00 ’ 162.16] 263510.0
Support
Family Centered
Support-Five day 14 325.00|| 55.29| 251569.5
Participants
Family Centered
Support-Five
Participants- day 14 325.00|| 152.42| 693511.0
Increased Level of
Support
Non Traditional
Communication 6966.00
Consultation Total:
Non Traditional
Communication W 9 86.00 9.00 6966.00
Consultation
Non-Medical
Transportation 35521.24
Total:
Non-Medical
Transportation - PMPM 2990 12.00 0.99 35521.2(
PMPM
Non-traditional
Communication 6390.04
Assessment Total:
Non-traditional
Communication 1/4 Hour 10 71.00 9.00 6390.00
Assessment
Occupational
Therapy |
(Maintenance) 3989.9
Total:
Occupational
Therapy Maintenand 1/4 hr 2 48.00 ’ 17.83 1711.69
OTR/L
Occupational
Therapy Maintenand 1/4 hour 4 40.00 ’ 14.05 2248.04
COTA
Occupational
Therapy Maintenand li
OTR/LGroup-2 1/4 hour 1 1.00 ] 9.81 9.81
participants
Occupational
Therapy Maintenand li
OTR/LGroup-3 1/4 hr 1 1.00]| 7.13 7.13
participants
Occupational
Therapy Maintenand li
COTA Group 2 ahr 1 1.00] 7.73 7.73
participants
Occupational
Therapy Maintenand li
COTA Group 3 L4 br 1 1.00] 5.62 5.62
participants
Physical Therapy
(Maintenance) 61050.61
Total:
Physical Therap li
(Maintonance) 1/4 hour 14 126.00 ] 15.87| 27994.64
Physical Therap li
Maintoace 1! 1/4 hour 17 109.00|| 17.83| 33038.99
Physical Therap
Maintenance Group 1/4 hour 1 1.00 ’ 981 9.81
2
Physical Therapy
Maintenance Group 1/4 hour 1 1.00 ’ 7.13 7.13
3
Qualified Extra
Support Service
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Total: 7690579.0
Qualified Extra
supnort Sorvice | T |per hour | 130 2890.00 20.47| 7690579.0
Semi-Independent
Supported Living
(SISL) (Residential 2943062.8
Habilitation) Total:
Semi-
Independent
Supported Living [ ]|perdiem ’ 1 ’ 326.00 ’ 1.00 326.00
(SISL) (Residential
Habilitation)
Tier | ~ |[per diem | 30| 326.00|| 156.27| 1528320.6
Tier Il I |[per diem ] 10| 326.00|| 193.47| 630712.2
Tier Il [ |[per diem | 10| 326.00)] 240.40| 783704.0
Skilled Nursing
Service for Persons
with Intellectual
Disabilities and 2559598.0
Autism Spectrum
Disorder Total:
Registered Nursq¢ [ ||1/4 hour ’ 186 ’ 416.00 ’ 15.92| 1231825.91
Licensed li
Practical Nurse B 1/4 hour ’ 186 ’ 624.00 ’ 11.44] 1327772.1
Specialized Medical
Equipment and 45819.0(
Supplies Total:
Specialized
Medical Equipment | [ lcosti ’ 27 1.00 1697.00] 45819.0d
and Supplies
Speech Therapy
(maintenance) 68705.44
Total:
Speech Therapy li
(mantenance) — |[wanour ] 4 ] 40.00 ] 15.87]  2539.24
Speech Therapy) — 1775 o ] 35| 106.00]| 17.83| 66149.3
Maintenance 1:1 : : ’
Speech Therapy
Maintenance GroupR[  ||1/4 hour ’ 1 ’ 1.00 ’ 9.81 9.81
participants
Speech Therapy
Maintenance Group B[ ||1/4 hr ’ 1 ’ 1.00 ’ 7.13 7.13
participants
Work Support-
Individual Total: 45231036
Work Support- li
ook — |[vanour | 617|| 820.00|| 8.94| 4523103.6
GRAND TOTAL: 310204460.35
Total: Services included in capitation: 35521.20
Total: Services not included in capitation: 310168939.15)
Total Estimated Unduplicated Participants: 2990
Factor D (Divide total by number of participants): 103747.31
Services included in capitation: 11.88
Services not included in capitation: 103735.43
Average Length of Stay on the Waiver: 351

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates(7 of 9)
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d. Estimate of Factor D
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ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicablesok the
capitation box next to that service. Select Savk@alculate to automatically calculate and popufaéeComponent
Costs and Total Costs fields. All fields in thislmust be completed in order to populate thed¥dzffields in the J-
1 Composite Overview table.

Waiver Year: Year 3

Waiver Service/ | Capi- . . . Component
Component tation Unit # Users Avg. Units Per User] Avg. Cost/ Unit Cost Total Cost
Community
Support Total: 37499704.1
Community li
Support [ |/v4 hour 1 ’ 1.00 ’ 1.00 1.00
Community li
Support 1:1 [ || hour 605 || 1040.00|| 7.98| 5021016.0
Community
Support-Facility [ 1/4 hour 444 ’ 2598.00 ’ 3.53| 4071897.34
Based-Level 1
Community
Support-Facilty | [~ |[2/4 hour 1184|| 2598.00)| 3.91|12027285.1
Based-Level 2 & 3
Community
Support-Faciliy | [ |1/4 hour 388]|| 2598.00)| 4.98| 5019959.54
Based-Level 4 & 5
Community
Support-Community| [ ]|1/4 hour 444 ’ 1113_00’ 4.67| 2307783.24
Only-Level 1
Community
Support-Community| [ ||1/4 hour 1184 ’ 1113,00’ 4.67| 6154088.64
Only-Level 2 & 3
Community
Support-Community] [ ||1/4 hour 388 ’ 1113_00’ 6.71| 2897673.24
Only-Level 4 & 5
Home Support (1/4
hour) Total: 11740354.5
Home Support li
1/4 hour Short Term| [ ||2/4 hour 325|| 1290.00]| 7.42| 3110835.0
Home Support li
1/4 hour Long Term| [ ||2/4 hour 325]| 3870.00)| 6.18| 7772895.0
Home Support
1/4 hour Short Term| [ ||2/4 hour 20 ’ 3870.00’ 4.08| 3157920
Group of 2
Home Support
1/4 hour Short Term| [~ |{2/4 hour 20 ’ 3870'00’ 297! 220878.0
Group of 3
Home Support
1/4 hour Long Term| [ ||2/4 hour 20 ’ 3870.00 ’ 3.40| 263160.0
Group of 2
Home Support
1/4 hour Long Term| [ ||1/4 hour 5 ’ 3870.00 ’ 247\ 477945
Group of 3
Per Diem Home
Support Total: 202990685.0
Per Diem Home
Support [ |lday 1 ’ 1.00 ’ 1.00 1.00
Home Support
Level 1 One I 26 || 326.00|| 502.90| 4262580.4
Participant
Home Support
Level 1 Two [l 105|| 326.00|| 307.59|10528805.7
Participants
Home Support
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F»iﬁlé;rﬂ?e [ |lday | 35|| 326.00) 232.55| 26533955
Home Support
Level 1 Four [ |lday ] 26| 326.00|| 188.57| 1598319.3]
Participants
Home Support
Level2&30ne ||~ |[day | 98| 326.00|| 504.1916107862.1
Participant
Home Support
Level2&3Two [ [ ]day | 411]| 326.00|| 320.5042942513.0
Participants
Home Support
Level2&3 Three | [~ |[day ] 214]| 326.00|| 245.47]17124969.0
Participants
Home Support
Level2&3Four | [ [fday | 285|| 326.00)| 230.23|21390669.3¢
Participants
Home Support
Level 4 One ™~ |[day ] 65 || 326.00|| 573.69|12156491.1
Participant
Home Support
Level 4 Two ™ |Jday | 132 326.00|| 392.91|16907703.1
Participants
Home Support
Level 4 Three ™ |[oay ] 66 || 326.00|| 359.14| 7727256.24
Participants
Home Support
Level 4 Four [ |lday ’ 112]| 326.00|| 349.39|12756927.6
Participants
Home Support
Level 5 One T |loay ] 32| 326.00|| 573.69| 5984734.0
Participant
Home Support
Level 5 Two day 111 326.00 392.91|14217841.2
- | | |
Participants
Home Support
Level 5 Three  |loay ] 72| 326.00|| 359.14| 8420734.0
Participants
Home Support
Level 5 Four day 72 326.00 349.39| 8200882.0:
3 I~ | | |
Participants
Respite Total: 1871245.0
Respite [ |24 hour ’ 1 ’ 1.00 ’ 1.00 1.00
Teme Presor | [[wanour ] 300]| 354.00|| 6.24| 662688.0
Tome oo | 1[4 hour ] 300]| 177.00|| 5.59| 296829.0
Term 2members | | [/ how | 300 354.00|| 3.43| 364266.0
Torme X memors | T [ mour | 300|| 354.00| 2.50| 2655000
Teme Trenonds | T [ nour ] 300]|| 177.00|| 3.07| 163017.0
Terﬁ?s?,pgnee-rl;ﬁalgrs I |lvahour ’ 300 ’ 177.00 ’ 2.24] 1189440
Work Support-
Group Total: 5320608.11
Gro\{Jv[())rk Support | = [ hour ’ 1 ’ 1.00 ] 1.00 1.00
Work Support-
Group- Two — |[vanour | 437|| 1814.00|| 5.40| 4280677.2
Participants
Work Support-
Group- Three [ ]]|1/4 hour ’ 49 ’ 1814.00 ’ 4.09] 363543.74
Participants
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Work Support-
Group- Four 1/4 hour 35 1814.00]| 3.36| 2133264
Participants
Work Support-
Group- Five 1/4 hour 3 1814.00|| 2.94]  15999.48
Participants
Work Support-
Group- Six 1/4 hour 93 1814.00 ] 2.65| 447060.3
Participants
Adult Foster Care/
Shared Living 21573881.2
Total:
Adult Foster
Care/ Shared Living 1/4 hour 1 1.00 1.00 1.00
Shared Living-
One Participant day 135 324.00|| 126.19| 5519550.6
Shared Living-
Two Participants day 135 324.00 ’ 63.10| 2759994.0
Shared Living-
One Participant-
Increased Level of day 135 324.00|| 183.52| 8027164.8¢
Support
Shared Living-
Two Participants- li
Increased Lovel of day 135 324.00|| 120.42] 5267170.8¢
Support
Assistive
Technology Total: 750722.0(
Assistive
Technology-Monthly] li
Transmission Utility per month 50 12.00| 50.00f 30000.04
Services
Assistive
Technology- 1/4 hour 50 1.00 ’ 14.44 722.00
Assessment
Assistive
Technology-Device per month 10 12.00 ] 6000.00] 720000.0
Care?r Planning 1048
Total:
Career Planning per hour 1 1.00 ’ 40.48 20.48
Communication
Aids Total: 71720.0(
aigs " cost 50 1.00|| 1428.00|  71400.04
Communication
Aids, Assistive cost 50 1.00 ’ 1.00 50.00
Devices V5274
Communications]
C!ds, |Ongoing| §
isual-gestural an li
Facilitated cost 50 1.00|| 5.40 270.00
Communication
T1013 GN
Consultation Total: 256728.74
Consultation 1/4 hour 108 66.00| 13.50| 96228.0¢
Consultative
Services-Behavioral 1/4 hour 1 66.00|| 18.99|  1253.34
Consultative
Services-
Occupational 1/4 hour 1 66.00 ’ 17.83 1176.79
Therapy
Consultative
Services-Speech 1/4 hour 1 66.00 ’ 17.83 1176.78
Therapy
Consultative
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Services-Physical li
Therapy 1/4 hour 1 66.00| 17.83| 1176.79
Consultative
Services- 1/4 hour 107 66.00 ’ 22.05] 155717.1
Psychological
Counseling Total: 49261.5(
Counseling 1/4 hour 41 89.00 ’ 13.50 49261.5(
Crisi§ Assessment 11250.0
Total:
Crisis
Assessment per occurance 5 1.00 ’ 2250.00 11250.0(
Crisi§ Intervention 1841462.0
Total:
crisis [Uanour 500 476.00]| 5.77| 13732600
Intervention . . :
Crisis
Intervention-Short 1/4 hour 50 631.00 ’ 7.73| 243881.5
Term
Crisis
Intervention-Long 1/4 hour 50 631.00 ’ 7.11| 2243205
Term
Employment
Specialist Services 62220.0¢
Total:
Employment li
Specialist Services 1/4 hour 85 75.00 ’ 9.76 62220.0(
Home Accessibility
Adaptations Total: 51207.04
Home
Accessibility lcost 11 1.00] 4655.00| 51205.04
Adaptations
Home
Accessibility cost 1 1.00 ’ 1.00 1.00)
Adaptations-Repaird
Home
Accessibility li
Adaptations-Home cost 1 1.00 ’ 1.00 1.00
Modifications
Home Support-
Remote Support 7.89
Total:
Monitor only 1/4 hour 1 1.00 ’ 1.62 1.62
Interactive
Support 1/4 hour 1 1.00] 6.27 6.27
Home Support-
Residential
Habilitation-Family 8168577.0
Centered Support
Total:
Home Support-
Residential
Habilitation-Family day 1 1.00 ’ 1.00 1.00
Centered Support
Family Centered
Support-One day 40 325,00’ 104.17| 1354210.0
Participant
S FamiléCentered
upport-One
Partcipant Increase day 40 325.00|| 216.96| 2820480.0
Level of Support
Family Centered
Support-Two day 23 325.00|| 85.80| 641355.0
Participants
Family Centered
Support-Two
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Participants-
Increased Level of
Support

day

23

325.00

196.78

1470930.5
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Family Centered
Support-Three
Participants

day

325.00

73.15

166416.29

Family Centered
Support-Three
Participants-
Increased Level of
Support

day

325.00

178.40

405860.0

Family Centered
Support-Four
Participants

day

325.00

61.99

100733.79

Family Centered
Support-Four
Participants-
Increased Level of
Support

day

325.00

162.16

263510.0

Family Centered
Support-Five
Participants

day

14

325.00

55.29

251569.5

Family Centered
Support-Five
Participants-
Increased Level of
Support

day

14

325.00

152.42

693511.0

Non Traditional
Communication
Consultation Total:

6966.0(

Non Traditional
Communication
Consultation

1/4 hour

86.00

9.00

6966.0(

Non-Medical
Transportation
Total:

35521.2(

Non-Medical
Transportation -
PMPM

PMPM

2990

12.00

0.99

35521.2(

Non-traditional
Communication
Assessment Total:

6390.04

Non-traditional
Communication
Assessment

per occurance

10

71.00

9.00

6390.04

Occupational
Therapy
(Maintenance)
Total:

3989.97

Occupational
Therapy Maintenand
OTR/L

1/4 hour

48.00

17.83

1711.69

Occupational
Therapy Maintenand
COTA

1/4 hour

40.00

14.05

2248.00

Occupational
Therapy Maintenand
OTR/LGroup-2
participants

1/4 hour

1.00

9.81

Occupational
Therapy Maintenand
OTR/LGroup-3
participants

1/4 hr

1.00

7.13

7.13]

Occupational
Therapy Maintenand
COTA Group 2
participants

1/4 hr

1.00

7.73

7.73]

Occupational
Therapy Maintenand
COTA Group 3
participants

1/4 hr

1.00

5.62

5.62]
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Physical Therapy
(Maintenance) 61050.61
Total:
Physical Therapy li
(Maintenance) I ||y hour 14| 126.00|| 15.87| 27994.68
Physical Therap
Maintenance 1:1 | | |14 hour 17 ’ 109.00 ’ 17.83| 33038.99
Physical Therap
Maintenance Group{ [ ||1/4 hour 1 ’ 1.00 ’ 9.81 9.81
2
Physical Therapy
Maintenance Group{ [ ||1/4 hour 1 ’ 1.00 ’ 7.13 7.13
3
Qualified Extra
Support Service 7690579.0
Total:
Qualified Extra li
Support Service [ [Jper hour 130 2890.00 20.47| 7690579.0
Semi-Independent
Supported Living
(SISL) (Residential 2943062.8
Habilitation) Total:
Semi-
Independent
Supported Living [ ]|perdiem 1 ’ 326.00 ’ 1.00 326.00
(SISL) (Residential
Habilitation)
Tier | ~ |[per diem 30| 326.00|| 156.27| 15283206
Tier Il I~ |[per diem 10| 326.00|| 193.47| 6307122
Tier Il I~ |[per diem 10| 326.00|| 240.40| 783704.0
Skilled Nursing
Service for Persons
with Intellectual
Disabilities and 2559598.0
Autism Spectrum
Disorder Total:
Registered Nursg¢ [ ||1/4 hour 186 ’ 416_00’ 15.92| 1231825.9]
Licensed
Practanl aurse I |[z4 hour 186|| 624.00|| 11.44| 1327772.14
Specialized Medical
Equipment and 45819.0(
Supplies Total:
Specialized
Medical Equipment | [ ||cost 27 1.00 1697.00] 45819.04
and Supplies
Speech Therapy
(maintenance) 68705.44
Total:
Speech Therapy li
(maintenance) N 1/4 hour 4 ’ 40.00 ’ 15.87 2539.20
Speech Therapy li
Maintenance 1:1 N 1/4 hour 35 ’ 106.00 ’ 17.83 66149.3¢
Speech Therapy
Maintenance Groupp|[  ||1/4 hour 1 ’ 1.00 ’ 9.81 9.81
participants
Speech Therapy
Maintenance Group B[ ||1/4 hr 1 ’ 1.00 ’ 7.13 7.13
participants
Work Support-
Individual Total: 45231036
navicual o | T [[ahour 617 820.00) 8.94| 4523103.6
GRAND TOTAL: 310204460.35
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Total: Services included in capitation:

Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide 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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35521.20
310168939.15]
2990
103747.31
11.88
103735.43

351

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates(8 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicablesok the
capitation box next to that service. Select Savk@alculate to automatically calculate and popufaéeComponent
Costs and Total Costs fields. All fields in thiblEmust be completed in order to populate thedrdzffields in the J-
1 Composite Overview table.

Waiver Year: Year 4

Waiver Service/ | Capi- . . . Component
Component tation Unit # Users Avg. Units Per User] Avg. Cost/ Unit Cost Total Cost
Community
Support Total: 37499704.1
suppor ™Y [T ([ nour 1| 1.00|| 1.00 1.00
Community li
Support 1:1 [ ||v4hour 605 || 1040.00|| 7.98| 5021016.0
Community
Support-Facily | [~ |[2/4 hour 444|| 2598.00(| 3.53| 4071897.3
Based-Level 1
Community
Support-Facility | [ ||1/4 hour 1184(| 2598.00]| 3.91 |12027285.1
Based-Level 2 & 3
Community
support-Facilty | [ [/ hour 388]|| 2598.00(| 4.98| 5019959.54
Based-Level 4 &5
Community
Support-Community| [ ||1/4 hour 444 ’ 1113,00’ A4.67| 2307783.24
Only-Level 1
Community
Support-Community| [ ||/4 hour 1184 1113.00)| 4.67 | 6154088.64
Only-Level 2 & 3
Community
Support-Community| [ ||1/4 hour 388 ’ 1113,00’ 6.71| 2897673.24
Only-Level 4 & 5
Eggr])e T%l:glport e 11740354.5
Home Support li
1/4 hour Short Term| | ||2/4 hour 325]| 1290.00|| 7.42| 3110835.0
Home Support li
1/4 hour Long Term| [ ||/ hour 325|| 3870.00)| 6.18| 7772895.0
Home Support
1/4 hour Short Term| [~ ||1/4 hour 20 ’ 3870'00’ 4.08| 3157920
Group of 2
Home Support
1/4 hour Short Term| [~ |]2/4 hour 20 ] 3870.00] 2.97| 229878.0
Group of 3
Home Support
1/4 hour Long Term| [~ ||1/4 hour 20 ’ 3870'00’ 3.40| 263160.0
Group of 2
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Home Support
1/4 hour Long Term| [~ ||1/4 hour ’ 5 ’ 3870.00 ’ 247 4779450
Group of 3
Per Diem Home
Support Total: 202990685.0
suppar M [y | | 1.00|| 1.00 1.00

Home Support
Level 1 One  foay | 26| 326.00|| 502.90)| 4262580.4
Participant

Home Support
Level 1 Two [ |jday ] 105|| 326.00|| 307.59|10528805.7
Participants

Home Support
Level 1 Three = |foay ] 35| 326.00|| 232.55| 2653395.5
Participants

Home Support
lgev‘?'_l Four [ |lday | 26 || 326.00) 188.57| 1598319.3;

articipants

Home Support
Level2&30ne | [~ |[day ] 98| 326.00|| 504.19|16107862.1
Participant

Home Support
Level2&3Two | [ [[day | 411 326.00|| 320.50|42942513.0
Participants

Home Support
Level 2& 3 Three | [ |[day ] 214 326.00|| 245.4717124969.0
Participants

Home Support
Level2&3Four | [ |Jday ] 285 ] 326.00 ] 230.23|21390669.3¢
Participants

Home Support
Level 4 One [ |lday | 65 || 326.00|| 573.69|12156491.1
Participant

Home Support
Level 4 Two = |feay ] 132 326.00|| 392.91|16907703.1
Participants

Home Support
Level 4 Three [ |lday | 66 || 326.00|| 359.14] 7727256.24
Participants

Home Support
Level 4 Four = |foay ] 112 326.00|| 349.39|12756927.6
Participants

Home Support
Level 5 One [ |lday | 32|f 326.00|| 573.69| 5984734.0

articipant

Home Support
Level 5 Two = |foay ] 111 326.00|| 392.91|14217841.2
Participants

Home Support
Level 5 Three [ |lday | 72| 326.00|| 359.14] 8429734.0
Participants

Home Support
Level 5 Four  {foay ] 72|| 326.00|| 349.39| 8200882.0
Participants
Respite Total: 1871245.0

Respite [ ])|1/4 hour ’ 1 ’ 1.00 ’ 1.00 1.00
Tome e sbort | T |4 hour ] 300]|| 354.00|| 6.24| 662688.0
Tome oo | T[4 hour ] 300]| 177.00|| 5.59| 296829.0
Term 2 members | | [/ ow | 300 354.00|| 3.43| 364266.0
Tome S momors | 1 |[174 hour | 300 || 354.00|| 2.50| 2655000
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Respite-Long li
Term- 2 members 1/4 hour 300 177.00 ’ 3.07| 163017.0
Respite-Long li
Term- 3 members 1/4 hour 300 177.00|| 2.24| 118944.0
Work Support-
Group Total: 5320608.11
Work Support- li
Group 1/4 hour 1 1.00 ’ 1.00 1.00
Work Support-
Group- Two 1/4 hour 437 1814.00]| 5.40| 4280677.2
Participants
Work Support-
Group- Three 1/4 hour 49 1814.00]| 4.09| 36354374
Participants
Work Support-
Group- Four 14 hour 35 1814.00|| 3.36| 2133264
Participants
Work Support-
Group- Five 1/4 hour 3 1814.00|| 2.94| 15999.44
Participants
Work Support-
Group- Six 14 hour 93 1814.00|| 2.65| 4470603
Participants
Adult Foster Care/
Shared Living 215738812
Total:
Adult Foster
Care/ Shared Living day 1 1.00 ’ 1.00 1.00,
Shared Living-
One Participant day 135 324.00 ] 126.19| 5519550.6
Shared Living-
Two Participants day 135 324.00|| 63.10| 2759994.0
Shared Living-
One Participant-
Increased Level of day 135 324.00 ’ 183.52| 8027164.8¢
Support
Shared Living-
Two Participants-
Increased Level of day 135 324.00 ’ 120.42| 5267170.8¢
Support
Assistive
Technology Total: 750722.0(
Assistive
Technology-Monthly] li
Transmission Utility per month 50 12.00 ’ 50.00] 30000.0(
Services
Assistive
Technology- 1/4 hour 50 1.00| 14.44| 72200
Assessment
Assistive
Technology-Device per month 10 12.00 ’ 6000.00] 720000.0
Career Planning 1048
Total: .
Career Planning per hour 1 1.00 ’ 40.48 40.48
Communication
Aids Total: 71720.0(¢
Communication
Aids cost 50 1.00|| 1428.00]  71400.0
Communication
Aids, Assistive cost 50 1.00 ’ 1.00 50.00
Devices V5274
Communications|
Aids, Ongoing
Visual-gestural and cost 50 1.00 ’ 5.40 270.00
Facilitated
Communication
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T1013 GN
Consultation Total: 256728.7
Consultation 14 hr 108|| 66.00|| 13.50| 96228.04
Consultative W 1 ’ 66.00 ’ 18.99 1253.34
Services-Behavioral ' ' )
Consultative
Services-
Seumatonal 1/4 hour 1|l 66.00| 17.83|  1176.7¢8
Therapy
Consultative
Services-Speech 1/4 hour 1 ’ 66.00 ’ 17.83 1176.74
Therapy
Consultative
Services-Physical 1/4 hour 1 ’ 66.00 ’ 17.83 1176.79
Therapy
Consultative
Services- 1/4 hour 107 ’ 66.00 ’ 22.05| 155717.1
Psychological
Counseling Total: 49261.5(
Counseling 1/4 hour 41 ’ 89.00 ’ 13.50 49261.5(
Crisi§ Assessment 11250.04
Total:
Crisis
Assessment per occurrence 5 ’ 1.00 ’ 2250.00 11250.0(
Crisi§ Intervention 1841462.0
Total:
Crisis
o 1/4 hour 500 || 476.00|| 5.77| 1373260.0
Crisis
Intervention-Short 1/4 hour 50 ’ 631.00 ’ 7.73| 243881.5
Term
Crisis
Intervention-Long 1/4 hour 50 ’ 631_00’ 7.11| 2243205
Term
Employment
Specialist Services 62220.0¢
Total:
Employment li
Specialist Services 1/4 hour 85 ’ 75.00 ’ 9.76 62220.0€
Home Accessibility
Adaptations Total: 51207.04
Home
Accessibility lcost 11| 1.00] 4655.00] 51205.0¢
Adaptations
Home
Accessibility cost 1 ’ 1.00 ’ 1.00 1.00
Adaptations-Repaird
Home
Accessibility li
Adaptations-Home cost 1 ’ 1.00 ’ 1.00 1.00
Modifications
Home Support-
Remote Support 7.89
Total:
Monitor only 1/4 hour 1 ’ 1.00 ’ 1.62 1.62
Interactive
Support 1/4 hour 1] 1.00] 6.27 6.27,
Home Support-
Residential
Habilitation-Family 8168577.0

Centered Support
Total:
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Home Support-
Residential
Habilitation-Family
Centered Support

day

1.00

1.00

1.00
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Family Centered
Support-One
Participant

day

40

325.00

104.17

1354210.0

Family Centered
Support-One
Participant-Increase
Level of Support

day

40

325.00

216.96

2820480.0

Family Centered
Support-Two
Participants

day

23

325.00

85.80

641355.0

Family Centered
Support-Two
Participants-
Increased Level of
Support

day

23

325.00

196.78

1470930.5

Family Centered
Support-Three
Participants

day

325.00

73.15

166416.24

Family Centered
Support-Three
Participants-
Increased Level of
Support

day

325.00

178.40

405860.0

Family Centered
Support-Four
Participants

day

325.00

61.99

100733.79

Family Centered
Support-Four
Participants-
Increased Level of
Support

day

325.00

162.16

263510.0

Family Centered
Support-Five
Participants

day

14

325.00

55.29

251569.5

Family Centered
Support-Five
Participants-
Increased Level of
Support

day

14

325.00

152.42

693511.0

Non Traditional
Communication
Consultation Total:

6966.00

Non Traditional
Communication
Consultation

1/4 hour

86.00

9.00

6966.00

Non-Medical
Transportation
Total:

35521.2(

Non-Medical
Transportation -
PMPM

PMPM

2990

12.00

0.99

35521.2(

Non-traditional
Communication
Assessment Total:

6390.04

Non-traditional
Communication
Assessment

1/4 hour

10

71.00

9.00

6390.04

Occupational
Therapy
(Maintenance)
Total:

3989.97

Occupational
Therapy Maintenand
OTR/L

1/4 hr

48.00

17.83

1711.69

Occupational
Therapy Maintenand

COTA

1/4 hour

40.00

14.05

2248.00
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Occupational
Therapy Maintenand li
OTR/LGroup-2 1/4 hour 1 1.00|| 9.81 9.8
participants
Occupational
Therapy Maintenand li
OTR/LGroup-3 1/4 hr 1 1.00 ’ 7.13 713
participants
Occupational
Therapy Maintenand li
COTA Group 2 1/4 hr 1 1.00|| 7.73 773
participants
Occupational
Therapy Maintenand li
COTA Group 3 L4 hr 1 1.00| 5.62 5.62
participants
Physical Therapy
(Maintenance) 61050.61%
Total:
Physical Therapy li
(Mainnance) V4 hr 14 126.00|| 15.87|  27994.6¢
Physical Therapy li
Maintenance 1:1 1/4 hour 17 109.00 ’ 17.83 33038.99
Physical Therapy
Maintenance Group 1/4 hour 1 1.00 ’ 9.81 9.81
2
Physical Therap
Maintenance Group 1/4 hour 1 1.00 ’ 7.13 7.13]
3
Qualified Extra
Support Service 7690579.0
Total:
Qualified Extra li
Support Service per hour 130 2890.00 20.47| 7690579.0
Semi-Independent
Supported Living
(SISL) (Residential 2943062.8
Habilitation) Total:
Semi-
Independent
Supported Living per diem 1 326.00 ’ 1.00 326.00
(SISL) (Residential
Habilitation)
Tier | per diem 30 326.00|| 156.27| 15283206
Tier Il per diem 10 326.00) 193.47| 6307122
Tier I per diem 10 326.00)| 240.40| 7837040
Skilled Nursing
Service for Persons
with Intellectual
Disabilities and 2559598.0
Autism Spectrum
Disorder Total:
Registered Nursg 1/4 hour 186 416.00 ’ 15.92| 1231825.9]
Licensed
Practanl aurse 1/4 hour 186 624.00|| 11.44| 13277721
Specialized Medical
Equipment and 45819.0(
Supplies Total:
Specialized
Medical Equipment lcosti 27 1.00 1697.00f 45819.0(¢
and Supplies
Speech Therapy
(maintenance) 68705.44
Total:
Speech Therapy
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(maintenance) — |[van ] 4| 40.00|| 15.87|  2589.2¢
Speech Therapy li
Maintenance 1:1 B 1/4 hour ’ 35 ’ 106.00 ’ 17.83 66149.3¢
Speech Therapy
Maintenance GroupR[  ||1/4 hour ’ 1 ’ 1.00 ’ 9.81 9.81
participants
.Speech Therapy
Maintenance Group B[ ||1/4 hr ’ 1 ’ 1.00 ’ 7.13 7.13
participants
Work Support-
Individual Total: 4523103.6
Work Support- li
Individual I |lahour | 617|| 820.00|) 8.94| 45231036
GRAND TOTAL: 310204460.35)
Total: Services included in capitation: 35521.20
Total: Services not included in capitation: 310168939.15)
Total Estimated Unduplicated Participants: 2990
Factor D (Divide total by number of participants): 103747.31
Services included in capitation: 11.88
Services not included in capitation: 103735.43
Average Length of Stay on the Waiver: 357

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates(9 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicablesak the
capitation box next to that service. Select Savk@alculate to automatically calculate and popufaéeComponent
Costs and Total Costs fields. All fields in thiblmust be completed in order to populate thed¥dzffields in the J-
1 Composite Overview table.

Waiver Year: Year 5

Waiver Service/ | Capi- . . . Component
Component tation Unit # Users Avg. Units Per User] Avg. Cost/ Unit Cost Total Cost
Community
Support Total: 37499704.1
Community li
Support [ |[2/4 Hour ! 1| 1.00|| 1.00 1.00
supon ™ | T[4 nour | 605 || 1040.00|| 7.98| s021016.0
Community
Support-Faciity | [~ |[1/4 hour ] 444]| 2598.00]| 3.53| 4071807.3
Based-Level 1
Community
support-Facilty | [ |[2/4 hour ! 1184|| 2598.00]| 3.91|12027285.1
Based-Level 2 & 3
Community
Support-Facility | [ |[1/4 hour | 388l 2598.00|| 4.98| so19050.5;
Based-Level 4 & 5
Community
Support-Community] [~ ]|1/4 hour ’ 444 ’ 1113.00’ 4.67| 2307783.24
Only-Level 1
Community
Support-Community] [ ||1/4 hour ’ 1184 ’ 1113,00’ 4.67] 6154088.64
Only-Level 2 & 3
Community | [~ ]1/4 hour ] 388]|| 1113.00]| 6.71| 2897673.2
Support-Community|
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Only-Level 4 & 5
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Home Support (1/4
hour) Total:

11740354.5

Home Support
1/4 hour Short Term

1/4 hour

325

1290.00

7.42

3110835.0

Home Support
1/4 hour Long Term

1/4 hour

325

3870.00

6.18

7772895.0

Home Support
1/4 hour Short Term
Group of 2

1/4 hour

20

3870.00

4.08

315792.0

Home Support
1/4 hour Short Term
Group of 3

1/4 hour

20

3870.00

2.97

229878.0

Home Support
1/4 hour Long Term
Group of 2

1/4 hour

20

3870.00

3.40

263160.0

Home Support
1/4 hour Long Term
Group of 3

1/4 hour

3870.00

2.47

47794.5(

Per Diem Home
Support Total:

202990685.0

Per Diem Home
Support

day

1.00

1.00

1.00

Home Support
Level 1 One
Participant

26

326.00

502.90

4262580.4

Home Support
Level 1 Two
Participants

105

326.00

307.59

10528805.7

Home Support
Level 1 Three
Participants

35

326.00

232.55

2653395.5

Home Support
Level 1 Four
Participants

26

326.00

188.57

1598319.3

Home Support
Level 2 & 3 One
Participant

98

326.00

504.19

16107862.1

Home Support
Level 2 & 3 Two
Participants

day

411

326.00

320.50

42942513.0

Home Support
Level 2 & 3 Three
Participants

day

214

326.00

245.47

17124969.0

Home Support
Level 2 & 3 Four
Participants

day

285

326.00

230.23

21390669.3¢

Home Support
Level 4 One
Participant

day

65

326.00

573.69

12156491.1

Home Support
Level 4 Two
Participants

day

132

326.00

392.91

16907703.1

Home Support
Level 4 Three
Participants

day

66

326.00

359.14

7727256.24

Home Support
Level 4 Four
Participants

day

112

326.00

349.39

12756927.6

Home Support
Level 5 One
Participant

day

32

326.00

573.69

5984734.0

Home Support
Level 5 Two
Participants

day

111

326.00

392.91

14217841.2

Home Support
Level 5 Three
Participants

day

72

326.00

359.14

8429734.0
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Home Support
Level 5 Four T |loay ] 72| 326.00|| 349.39| s200882.0
Participants
Respite Total: 1871245.0
Respite — |[vahour ] 1| 1.00| 1.00 1.00
Respite-Short li
Term- 1 member | | ||2/4hour | 300 354.00|| 6.24| e62688.0
Respite-Long li
Term- 1 member | | |/1/4 hour ] 300|| 177.00|| 5.59| 296829.0
Respite-Short li
Term: 2 members | | ||2/4hour ] 300 354.00|| 3.43| 3642660
Respite-Short li
Term- 3 members | | |/2/4hour ] 300 354.00|| 2.50| 2655000
Respite-Long li
Term- 2 members | | [11/4hour ’ 300 ’ 177.00 ’ 3.07| 163017.0
Respite-Long li
Term- 3 members | | |/1/4 hour | 300|| 177.00| 2.24| 118944.0
Work Support-
5320608.11
Group Total:
Work Support- li
Group [ |/2/4 hour ’ 1 ’ 1.00 ’ 1.00 1.00
Work Support-
Group- Two || hour ] 437 1814.00|| 5.40| 4280677.2
Participants
Work Support-
Group- Three [ |l1/4 hour ’ 49 ’ 1814.00’ 4.09] 363543.7/
Participants
Work Support-
Group- Four [ [Ja/ahour ! 35| 1814.00)| 3.36| 2133264
Participants
Work Support-
Group- Five I |[vahour ] 3| 1814.00|| 2.94| 15999.48
Participants
Work Support-
Group- Six [ [Ja/ahour ! 93| 1814.00)| 2.65| 4470603
Participants
Adult Foster Care/
Shared Living 21573881.2
Total:
Carlg;j glﬁlgr?dtiriving [ |lday ’ 1 ’ 1.00 ] 1.00 1.00|
Shared Living-
One Participant [ |lday ’ 135 ] 324.00 ] 126.19| 5519550.6
Shared Living-
Two Participants T |lday ’ 135 ’ 324.00 ’ 63.10| 2759994.0
Shared Living-
One Participant-
Increased Levelof | | |l%Y ] 135|| 324.00|| 183.52| 8027164.84
Support
Shared Living-
Two Participants-
Increased Level of | | |19 ] 135|| 324.00|| 120.42| 526717084
Support
Assistive
Technology Total: 750722.0(
Assistive
Technology-Monthly] li
Transmission Utility | | |1P€" month ] 50| 12.00 50.00| 30000.0¢
Services
Assistive
Technology- [ ||1/4 hour ’ 50 ’ 1.00 ’ 14.44 722.00
Assessment
Assistive
Technology-Device [ |Iper month ’ 10 ’ 12-00’ 6000.00f 720000.0
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Care?r Planning 40 49
Total:

Career Planning per hour 1 ’ 1.00 ’ 40.48 40.48
Communication
Aids Total: 71720.04
A ommuneation Cost 50 || 1.00{ 1428.00]  71400.0¢
Communication
Aids, Assistive lcosti 50 ’ 1.00 ’ 1.00 50.00
Devices V5274
Communications]
Aids, Ongoing
Visual-gestural and li
Facilitated cost 50 ’ 1.00 ’ 5.40 270.00
Communication
T1013 GN
Consultation Total: 256728.7
Consultation 1/4 hour 108|| 66.00|| 13.50] 96228.04
Consultative [anowr 1 ’ 66.00 ’ 18.99 1253.34
Services-Behavioral ' ' )
Consultative
Services-
Occupational 1/4 hour 1 ’ 66.00 ’ 17.83 1176.74
Therapy
Consultative
Services-Speech 1/4 hour 1 ’ 66.00 ’ 17.83 1176.74
Therapy
Consultative
Services-Physical 1/4 hour 1 ’ 66.00 ’ 17.83 1176.79
Therapy
Consultative
Services- 1/4 hour 107 ’ 66.00 ’ 22.05| 155717.1
Psychological
Counseling Total: 49261.5(
Counseling 1/4 hour 41 ’ 89.00 ’ 13.50 49261.5(
Crisi§ Assessment 11250.04
Total:
R [per occurrence 5] 1.00|| 2250.00|  11250.00
Crisi§ Intervention 1841462.0
Total:
Crisis
o 1/4 Hour 500 || 476.00|| 5.77| 1373260.0
Crisis
Intervention-Short 1/4 hour 50 ’ 631.00 ’ 7.73| 243881.5
Term
Crisis
Intervention-Long 1/4 hour 50 ’ 631_00’ 7.11| 2243205
Term
Employment
Specialist Services 62220.0¢
Total:
Employment li
Specialist Services 1/4 Hour 85 ’ 75.00 ’ 9.76 62220.0€
Home Accessibility
Adaptations Total: 51207.04
Home
Accessibility Cost 11 ’ 1.00 ’ 4655.00 51205.04
Adaptations
Home
Accessibility cost 1 ’ 1.00 ’ 1.00 1.00
Adaptations-Repairg
L]
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Home
Accessibility
Adaptations-Home
Modifications

cost

1.00

1.00

1.00

Pagel9¢ of 20C

Home Support-
Remote Support
Total:

7.89

Monitor only

1/4 hour

1.00

1.62

1.62

Interactive
Support

1/4 hour

1.00

6.27

6.27|

Home Support-
Residential
Habilitation-Family
Centered Support
Total:

8168577.0

Home Support-
Residential
Habilitation-Family
Centered Support

day

1.00

1.00

1.00

Family Centered
Support-One
Participant

day

40

325.00

104.17

1354210.0

Family Centered
Support-One
Participant-Increase
Level of Support

day

40

325.00

216.96

2820480.0

Family Centered
Support-Two
Participants

day

23

325.00

85.80

641355.0

Family Centered
Support-Two
Participants-
Increased Level of
Support

day

23

325.00

196.78

1470930.5

Family Centered
Support-Three
Participants

day

325.00

73.15

166416.29

Family Centered
Support-Three
Participants-
Increased Level of
Support

day

325.00

178.40

405860.0

Family Centered
Support-Four
Participants

day

325.00

61.99

100733.79

Family Centered
Support-Four
Participants-
Increased Level of
Support

day

325.00

162.16

263510.0

Family Centered
Support-Five
Participants

14

325.00

55.29

251569.5

Family Centered
Support-Five
Participants-
Increased Level of
Support

day

14

325.00

152.42

693511.0

Non Traditional
Communication
Consultation Total:

6966.00

Non Traditional
Communication
Consultation

1/4 Hour

86.00

9.00

6966.00

Non-Medical
Transportation
Total:

35521.2(

Non-Medical
Transportation -
PMPM

PMPM

2990

12.00

0.99

35521.2(
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Non-traditional
Communication 6390.04
Assessment Total:
Non-traditional
Communication 1/4 hour 10 71.00 9.00 6390.00
Assessment
Occupational
Therapy |
(Maintenance) 3989.9
Total:
Occupational
Therapy Maintenand IW 2 48.00 ’ 17.83 1711.64
OTR/L
Occupational
Therapy Maintenand 1/4 hour 4 40.00 ’ 14.05 2248.00
COTA
Occupational
Therapy Maintenand li
OTR/LGroup-2 1/4 hour 1 1.00| 9.81 9.81
participants
Occupational
Therapy Maintenand
OTR/LGroup-3 L4 hr 1 1.00| 7.13 7.13
participants
Occupational
Therapy Maintenand
COTA Group 2 L4 hr 1 1.00 7.73 7.73
participants
Occupational
Therapy Maintenand
COTA Group 3 L4 hr 1 1.00 5.62 5.62
participants
Physical Therapy
(Maintenance) 61050.61
Total:
Physical Therapy li
(Maintenance) LA br 14 126.00 15.87| 27994.6¢
Physical Therapy li
Maintenance 1:1 1/4 hour 17 109.00 ’ 17.83] 33038.94
Physical Therapy
Maintenance Group 1/4 hour 1 1.00 ’ 081 .81l
2
Physical Therap
Maintenance Group 1/4 hour 1 1.00 ’ 7.13 7.13
3
Qualified Extra
Support Service 7690579.0
Total:
Qualified Extra li
Support Service per hour 130 2890.00 20.47| 7690579.0
Semi-Independent
Supported Living
(SISL) (Residential 2943062.8
Habilitation) Total:
Semi-
Independent
Supported Living per diem 1 326.00 ’ 1.00 326.00
(SISL) (Residential
Habilitation)
Tier | per diem 30 326.00 ] 156.27| 1528320.6
Tier I per diem 10 326.00|| 193.47| 6307122
Tier Il per diem 10 326.00|| 240.40| 783704.0
Skilled Nursing
Service for Persons 2559598.0
with Intellectual
Disabilities and
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Autism Spectrum
Disorder Total:
Registered Nursd [~ |[1/4 hour ] 186 ] 416.00 ] 15.92| 1231825.9
Licensed
Practical Nurse | | ||2/4hour ] 186 624.00| 11.44| 13277721
Specialized Medical
Equipment and 45819.0(
Supplies Total:
Specialized
Medical Equipment | [ ||cost ’ 27 1.00 1697.00 45819.04
and Supplies
Speech Therapy
(maintenance) 68705.44
Total:
Speech Therapy li
(maintenance) [ [Jvahr ’ 4 ’ 40.00 ’ 15.87 2539.24
Speech Therapy li
Maintenance 1-1 | | |/14hr | 35| 106.00|| 17.83| 6614930
Speech Therapy
Maintenance GroupR[  ||1/4 hour ’ 1 ’ 1.00 ’ 9.81 9.81
participants
.Speech Therapy
Maintenance Group B[ ||1/4 hour ’ 1 ’ 1.00 ’ 7.13 7.13
participants
Work Support-
Individual Total: 45231036
Work Support- li
Individual [~ |[v4 hour ] 617|| 820.00|| 8.94| 452310356
GRAND TOTAL: 310204460.35
Total: Services included in capitation: 35521.20
Total: Services not included in capitation: 310168939.15)
Total Estimated Unduplicated Participants: 2990
Factor D (Divide total by number of participants): 103747.31
Services included in capitation: 11.88
Services not included in capitation: 103735.43
Average Length of Stay on the Waiver: 357
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