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Application for a 81915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waiverstarget population. Waiver services complement and/or supplement the services that are available to
participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design awaiver program that is cost-effective
and employs avariety of service delivery approaches, including participant direction of services.

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of Montana requests approval for an amendment to the following Medicaid home and community-based
services waiver approved under authority of 81915(c) of the Social Security Act.

B. Program Title:
Severe and Disabling Mental IlIness Home and Community Based Services

C. Waiver Number:MT.0455
Original Base Waiver Number: M T.0455.

D. Amendment Number:

E. Proposed Effective Date: (mm/ddlyy)

[11/12/23
Approved Effective Date of Waiver being Amended: 07/01/20

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

Update rate methodology to include the rate study conducted by GuideHouse.
Add Electronic Visit Information.

3. Natur e of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
component(s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being submitted
concurrently (check each that applies):

Component of the

Approved Waiver Subsection(s)

Waiver I I
Application

Appendix A
Waiver I I
Administration
and Operation

07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023

Page 2 of 246

Component of the
Approved Waiver

Subsection(s)

Appendix B

Participant I

Access and
Eligibility

Appendix C
Participant |

Services

Appendix D
Participant

Centered I

Service
Planning and
Delivery

Appendix E

Participant I

Direction of
Services

Appendix F
Participant |

Rights

Appendix G
Participant I

Safeguards

Appendix H

Appendix |
Financial I

Accountability

Appendix J
Cost-Neutrality I

Demonstration

B. Natur e of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check

each that applies):
M odify target group(s)
Modify Medicaid eligibility
Add/delete services
Revise service specifications
Revise provider qualifications
I ncr ease/decr ease number of participants
Revise cost neutrality demonstration
Add participant-direction of services

Other
Specify:

Application for a 81915(c) Home and Community-Based Services Waiver

1. Request I nformation (1 of 3)
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A. The State of M ontana requests approval for aMedicaid home and community-based services (HCBS) waiver under the
authority of 81915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

Severe and Disabling Mental I1Iness Home and Community Based Services
C. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)

3years Syears

Original Base Waiver Number: MT.0455

Draft ID: MT.013.03.05
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 07/01/20
Approved Effective Date of Waiver being Amended: 07/01/20

PRA Disclosur e Statement

The purpose of this application isfor statesto request aMedicaid Section 1915(c) home and
community-based services (HCBS) waiver. Section 1915(c) of the Socia Security Act authorizes the
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so
that a state may voluntarily offer HCBS to state-specified target group(s) of Medicaid beneficiaries who
need alevel of ingtitutional carethat is provided under the Medicaid state plan. Under the Privacy Act
of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires: December 31, 2023). The time required to complete this
information collection is estimated to average 160 hours per response for a new waiver application and
75 hours per response for a renewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request Information (2 of 3)

F. Level(s) of Care. Thiswaiver isrequested in order to provide home and community-based waiver servicesto individuals
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

Hospital
Select applicable level of care
Hospital asdefined in 42 CFR 8440.10

If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160

Nursing Facility
Select applicable level of care
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Nursing Facility as defined in 42 CFR ??440.40 and 42 CFR ??7440.155

If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

Institution for Mental Disease for personswith mental illnesses aged 65 and older as provided in 42 CFR
8440.140

I nter mediate Car e Facility for Individualswith Intellectual Disabilities (ICF/I1D) (as defined in 42 CFR
§440.150)

If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/I11D level of care:

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (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(a)(1)(a) of the Act and described in Appendix |

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

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:

The Addictive and Mental Disorders Division of the Montana Department of Public Health and Human
Services operates a 1915(b)(4) selective contracting program for the provision of case management service
which became effective October 1, 2018.

Specify the 81915(b) authorities under which this program oper ates (check each that applies):
§1915(b)(1) (mandated enrollment to managed car €)
81915(b)(2) (central broker)
§1915(b)(3) (employ cost savingsto furnish additional services)
§1915(b)(4) (selective contracting/limit number of providers)

A program operated under 81932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

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

A program authorized under 81115 of the Act.
Fecify the program:
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H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswaiver provides servicesfor individualswho are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.

The waiver for adults with Severe and Disabling Mental IlIness (SDMI) Waiver is available to a member experiencing a severe
and disabling mental illness need who require long-term supports at alevel typically provided in anursing facility. A person
experiencing a severe and disabling mental illnessis defined as someone who is 18 years of age or older who presently or any
timein the past 12 months had a qualifying mental illness that has interfered with the member’ s functioning and has significant
difficulty in community living without supportive treatment or services of along-term or indefinite duration as aresult of the
member’ s diagnosis. The member has chronic and persistent symptoms resulting in impaired functioning. In addition, a member
who has involuntarily committed for at least 30 consecutive days because of amental disorder at Montana State Hospital or the
Montana Mental Health Nursing Care Center, within the past 12 monthsis also eligible.

The Department of Public Health and Human Services, Addictive and Menta Disorders Division (AMDD) is the lead agency for
the operation of the SDMI Waiver. The State Medicaid Director is the Branch Manager for the Department of Public Health and
Human Services. AMDD has defined a range of community-based services designed to support individuals with severe and
disabling mental illness to remain in the community. These services are: Adult Day Health, Case Management, Residential
Habilitation, Respite, Supported Employment, Community Transition, Consultative Clinical and Therapeutic Services,
Environmental Accessibility Adaptations, Health and Wellness, Homemaker Chore, Meals, Non-Medical Transportation, Pain
and Symptom Management, Personal Assistance Services, Behavioral Intervention Assistant, Life Coach, Private Duty Nursing,
Behaviora Intervention Assistant, and Specialized Medical Equipment.

AMDD contracts with two (2) local, non-state case management agencies to enable individuals with long term care needs to
access appropriate supportive services. These agencies form a statewide network that provides case management and care
coordination for SDMI waiver members. Through a person-centered recovery planning process, waiver members assist the case
managers to identify services and community supports needed to prevent placement in a Nursing Facility. In addition, AMDD
contracts with a Quality Improvement Organization to provide initial and ongoing level of care screens and utilization
management of SDMI waiver services.

The goal of the SDMI waiver includes providing quality care while maintaining financial accountability. SDMI waiver providers
are enrolled Montana Medicaid providers and all payments will occur through the Fiscal Intermediary. The providers of waiver
services receive payments directly and providers retain 100% of these payments. Public and non-public providers receive the
same amount of Medicaid reimbursement. There are no intergovernmental transfer policies or certified public expenditures of
non-state public agencies included within the SDMI Waiver.

3. Components of the Waiver Request

Thewaiver application consists of the following components. Note: Item 3-E must be completed.

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

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid

eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

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

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the participant-centered service plan (of care).
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E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):

Yes. Thiswaiver provides participant direction opportunities. Appendix E isrequired.

No. Thiswaiver does not provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and
welfare of waiver participantsin specified aress.

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

I. Financial Accountability. Appendix | describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver (s) Requested

A. Compar ability. The state requests awaiver of the requirements contained in §1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (a) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resour ces for the Medically Needy. Indicate whether the state requests awaiver of §1902(a)(10)(C)(i)(111)
of the Act in order to use ingtitutional income and resource rules for the medically needy (select one):

Not Applicable
No

Yes
C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin §1902(a)(1) of the Act
(select one):

No

Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

Geographic Limitation. A waiver of statewidenessis requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.

Fecify the areas to which thiswaiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparable services through the service delivery
methods that are in effect elsewhere in the state.

Foecify the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by
geographic area:
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5. Assurances

In accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguardsinclude:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under thiswaiver;

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver. The state assures that these
requirements are met on the date that the services are furnished; and,

3. Assurance that all facilities subject to 81616(€) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The state assures financia accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for alevel of care specified for thiswaiver, when there is a reasonabl e indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and community-based services
under thiswaiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of institutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver isin effect, the average per capita
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for this waiver.

G. Ingtitutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for thiswaiver.

H. Reporting: The state assures that annually it will provide CM S with information concerning the impact of the waiver on
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. Thisinformation will be consistent with a data collection plan designed by CMS.

|. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through alocal educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

J. Servicesfor Individualswith Chronic Mental IlIness. The state assures that federal financial participation (FFP) will
not be claimed in expenditures for waiver servicesincluding, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
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with chronic mental illnesses if these individuals, in the absence of awaiver, would be placed in an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR 8440.140; or
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver servicesin meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

B. Inpatients. In accordance with 42 CFR 8§441.301(b)(1)(ii), waiver services are not furnished to individuals who arein-
patients of a hospital, nursing facility or ICF/1ID.

C. Room and Board. In accordance with 42 CFR 8441.310(a)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of §1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FFP is not claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. FFP also may not be claimed for services that are available without charge, or asfree careto
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes afee
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that
annual period.

G. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR 8431 Subpart E, to individuals:
(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of
care specified for thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
individual s the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

H. Quality Improvement. The state operates a formal, comprehensive system to ensure that the waiver meets the assurances
and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b)
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (€) financial oversight
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver isin effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:
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Public comment ran from February 3, 2020, to March 3, 2020.

The Montana Department of Public Health and Human Services (DPHHS) has undertaken a robust public notice process
in compliance with state and federal requirements. The feedback received throughout the public comment process was
used to make clarifying edits to the renewal application for the Montana Medicaid Severe and Disabling Mental 1liness
(SDMI) 1915(c) Home and Community Based Services (HCBS) Waiver. The process of public involvement began on
January 6, 2020, and on January 28, 2020, with presentations to the two contracted case management entities of the
proposed changes. During the meeting, case management teams and central office discussed the pros and cons of the
proposed amendments.

On January 31, 2020, a stakeholder meeting was held in person and via Skype. Invitations were sent via electronic mail to
all Mental Health Centers, Assisted Living Facilities, Independent Living Centers, Case Management Team Contractors,
advocacy groups, the Behavioral Health Alliance of Montana, and 643 service providers. Over 40 attendees were
provided with a synopsis of the changes to the waiver and their feedback was gathered. Attendees were also invited to
participate in the public comment period beginning on February 3, 2020 and ending on March 3, 2020.

The Department complied with the requirements of Section 1902(a)(73) of the Social Security Act and held atribal
consultation call on February 3, 2020. All Tribal Chairs, Tribal Presidents, Urban Indian Health Center Directors, and the
Indian Health Service (IHS) were invited to participate. Representatives from two of the tribal entities participated in the
call.

The Department posted notice, along with a summary of waiver changes, in the state's largest newspapers on February 3,
2020, and invited public comments and questions regarding its intent to submit the renewal application. The renewal
application, summary of changes, and information regarding public comments was posted on the Addictive and Mental
Disorders Division website. All notices contained the following information: "We invite your comments and questions
by 5:00 p.m. on 03/03/2020. Y ou may direct commentsto Mary Eve Kulawik, Medicaid State Plan Amendment and
Waiver Coordinator, at (406) 444-2584 or mkulawik@mt.gov; or Director’s Office, PO Box 4210, Helena, MT 59604-
4210" and stated that copies were available upon request.

Finally, electronic mail requesting public input was sent to Montana Health Coalition Members, Ad Hoc Members, and
Interested Parties. On March 13, 2020, a presentation of the waiver changes was made at the Service Area Authorities
(SAA) Summit. The SAA isacitizen group whose goal is to collaborate with the Department of Public Health and
Human Services to ensure a member-centered, recovery orientated mental health system is available to all Montanans.

The Department received 23 comments. Summaries of the comments received and the Department's response are located
in the Additional Information Needed section below.

J. Noticeto Tribal Gover nments. The state assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a
Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is provided by
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the
Medicaid Agency.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title
V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:
Last Name:

|Fox
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First Name:

|Jennifer
Title:

|M edicaid Mental Health Program Manager I
Agency:

|M ontana Department of Public Health and Human Services Addictive and Mental Disorder I
Address:

[PO Box 202905 |
Address 2:

[100 North Park Avenue, Suite 300 |
City:

|He| ena
State: Montana
Zip:

59620-2905
Phone:

|(406) 444-a927 [ Ext| | T
Fax:

|(406) 444-7301 |
E-mail:

Ijenfox@mt.gov

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

[<ulawik |
First Name:

|M ary Eve |
Title:

|M edicaid State Plan and Waiver Coordinator I
Agency:

|Department of Public Health and Human Services I
Address:

[PO Box 4210 |
Address 2:

[111N. Sanders |
City:

|He| ena
State: Montana
Zip:

[59604
Phone:
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|(406) 444-2584 [ Ext| | TTv

Fax:

|(4086) 444-1970 |

E-mail:

|mku|awi k@mt.gov

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, constitutes the state's request to
amend its approved waiver under 81915(c) of the Social Security Act. The state affirmsthat it will abide by all provisions of the
waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will continuously
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section
VI of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the
Medicaid agency in the form of additional waiver amendments.

Signature:

State Medicaid Director or Designee

Submission Date:

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submitsthe application.

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State: Montana

Zip:

Phone:

Fax:
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E-mail:
Attachments

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

Replacing an approved waiver with thiswaiver.

Combining waivers.

Splitting one waiver into two waivers.

Eliminating a service.

Adding or decreasing an individual cost limit pertaining to eligibility.

Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.

Reducing the unduplicated count of participants (Factor C).

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

Making any changesthat could result in some participantslosing €ligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

Addictive and Mental Disorder Division (AMDD) will work with providers to ensure smooth transition of both staff and
members during the first year of implementation of these changes as follows:

Transition Plan — Habilitation Aide, Homemaker, and Specially Trained Attendant
Goal: Provide uninterrupted services to members currently receiving Habilitation Aide, Homemaker services, and Specially
Trained Attendant.

Core Team: Mental Health Supervisor, Medicaid Program Manager, Community Program Officers, Case Management Teams.
Actions:

April 1, 2020 — June 30, 2020 - Identify the members who are currently receiving services, provide outreach, and reevaluation of
the member’ s PCRP (Case Management Teams)

April 1, 2020 — April 30, 2020 — Identify the providers currently providing the services and discuss options and possibilities for
staff members who currently provide this service with the intention of identifying training needs to transition staff into other
positions. (Community Program Officers)

May 1, 2020 - August 30, 2020 — Implement a Training Plan for staff transitioning to other service areas. (Medicaid Program
Officer)

September 1, 2020 - June 30, 2020 - Compl ete staff training.

Oversight:
Mental Health Supervisor, Medicaid Program Manager

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

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CM S guidance.

Consult with CMSfor instructions before completing thisitem. This field describes the status of a transition process at the point in
time of submission. Relevant information in the planning phase will differ from information required to describe attainment of
milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in this field may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6),

and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germaneto this
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waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

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

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's
HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed" inthisfield, and include in Section C-5 the information on all HCB settings in the waiver.

The state assures that this waiver amendment and renewal will be subject to any provisions or requirements included in the state's
most recent and/or approved home and community-based settings Statewide Transition Plan. The state will implement any

required changes by the end of the transition period as outlined in the home and community-based settings Statewide Transition
Plan.

Additional Needed I nformation (Optional)

Provide additional needed information for the waiver (optional):
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Addictive and Mental Disorders Division (AMDD) received 23 comments in response to the invitation to submit public
comment.

Several comments were received expressing support for the proposed changes in the waiver renewal. There was overall support
for the increased funding and services to Montana's mental health system.

RECOVERY ASSISTANT SERVICE

Currently there are multiple services provided within the Severe and Disabling Mental 11iness (SDMI) Waiver that are
duplicative in nature, leads to members having many providers providing a variety of services, and do not adequately cover the
specific behavioral needs of the SDMI population. AMDD proposed a new service, Recovery Assistant, to address those
concerns. The three primary goals of the Recovery Assistant:

(1) Create one service that would meet multiple facets of need for the member, a single point of service provision, to decrease
member disruptions experienced by having multiple people providing multiple services.

(2) Combine multiple services with duplicative service components to address ensure non-duplication of servicesaswell asa
less confusing alternative.

(3) Provide reimbursement sufficient to encourage specialized behavioral health services provided by one person to meet the
Activities of Daily Living (ADL)/ Instrumental Activities of Daily Living (IADL), behavioral, and community needs of the
member.

Multiple comments were received that voiced concern regarding the proposed new service. Specifically, that individuals
currently providing the services that would be consolidated did not have the ability and/or the desire to provide the consolidated
service. In addition, there was concern expressed around maintaining a career ladder for their profession.

In response to these comments, AMDD chose hot to pursue the new Recovery Assistant service at thistime. Instead, AMDD is
moving forward as follows:

(1) Remove Hahilitation (Hab) Aide: Hab Aide isthe primary source of duplication of services and services currently being
provided in Hab Aide can be provided under Personal Assistant Services (PAS) or Specially Trained Attendants (STA).

(2) Remove Homemaker: Homemaker is currently being provided under Communities First Choice (CFC) state plan. CFC
provides adequate coverage for Homemaker services and having additional Homemaker servicesin the waiver hasled to
confusion and sometimes duplication (using Homemaker for things better provided under other services).

(3) Remove Specialy Trained Attendants: Specially Trained Attendant services are currently available to members under CFC
state plan to address additional needs of members. It istypically utilized for individuals with brain injuries, severe dementia, or
severe physical disabilities whose needs cannot be met by standard PAS.

(4) AMDD isproposing to add a service, Behavioral Intervention Assistant, to address members behavioral support needs as part
of attending to needs associated with activities of daily living and instrumental activities of daily living. Providers of this service
will have specific training in behavioral health. This allows for the specialized training required to successfully work with
members with severe, disabling mental illness, while maintaining the career ladder for this profession.

(5) Keep Personal Assistant Services (PAS): Clearly define this service to address members' needs that are physical in nature but
need more than what is offered in CFC or services needed outside the members home.

(6) Keep Life Coach: Based on the comments, it became apparent that this serviceis being utilized in ways that are not fully
understood at thistime. AMDD would like time to take a deeper ook into this service and from there, determine the best course
of action. It is believed that this service provides opportunities for members to receive a wide scope of services may be more
fully realized in the future. In addition, AMDD proposes to amend the definition of this service to include recovery-oriented
language, to remove PAS/STA elements to eliminate the duplicative nature of this service.

Thiswill allow membersto receive PAS/STA plus Life Coach, with Life Coach focused on recovery-oriented behavioral
management and life skills, while maintaining the career ladder for individuals in this profession.

MENTAL HEALTH GROUP HOME AND INTENSIVE MENTAL HEALTH GROUP HOME

AMDD proposed two levels of Mental Health Group Home services in the waiver. Mental Health Group Home, which asa 1:4
staffing ratio, and Intensive Mental Health Group Home, with a 1:3 staffing ratio. AMDD received a comment that the nursing
component in the proposed Intensive Mental Health Group Home is not necessary and would be an unnecessary expense to the
state. In afollow up conversation with the commenter, AMDD confirmed that the needs of this population can be met without a
nurse on staff. The commenter confirmed that the member's needs can be met and that they could access Private Duty Nursing
(PDN) if needed. In addition, the commenter requested a change the staffing hours proposed in the application.

In response to this comment, AMDD removed the nursing component and adjusted the rate to reflect the change from $307.44 to
$293.31. In addition, AMDD changed the staffing hours as recommended.

Additional comments regarding the two new additional group home services recommended different staffing ratios, training staff

at Assisted Living facilities to provide specialty mental health services, and expressed concern that the proposed increasein
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waiver dots are not sufficient.

AMDD agreesthat Assisted Living facilities should be offered training specific to the needs of this population and plans to
provide additional behavioral health training for all those providing services under the SDMI waiver. Adding the two additional
mental health group homes will allow for awide range of coverage based on need for members of the waiver, therefore, AMDD
did not adjust staffing ratios at this time. State plan services continue to provide rehabilitative state plan service for members
who do not require long term services and supports utilizing a 1:8 staffing ratio. This allows flexibility for a provider to choose
to provide one, or avariety, of group home levels of care.

One provider stated that they did not believe that we were proposing enough slots for the first year. AMDD reviewed the number
of dots proposed against the estimated number of members who qualify and do not recommend an increase at this time but will
monitor the unduplicated slots during the first year to determineif there is aneed for an increase.

REPRESENTATIVE PAYEE
AMDD received afew comments regarding the proposed Payee service which included a concern about the rate and the
requirements/standards for a Payee.

AMDD understands that currently, payees are billing using Life Coach. However, Life Coach is not an appropriate service under
which to provide Payee services. Life Coach assists the waiver member in devel oping independent living skills such as accessing
community resources, budgeting, money management, and behavioral support. AMDD calculated the rate for Payee services
using Center for Medicare and Medicaid methodology assuming a $16.00 per hour salary. This equates to a rate of $6.88 per 15
minute unit.

Based upon feedback from The Centers from Medicare and Medicaid AMDD has removed the proposed Payee services.

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver (select
one):

Thewaiver isoperated by the state M edicaid agency.

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

The Medical Assistance Unit.

Specify the unit name:

(Do not complete item A-2)
Another division/unit within the state M edicaid agency that is separate from the M edical Assistance Unit.

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

Montana Department of Public Health and Human Services, Addictive and Mental Disorders Division
(Complete item A-2-a).
Thewaiver isoperated by a separate agency of the state that isnot a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR 8431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CM S upon request. (Compl ete item A-2-b).
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Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agency) in the oversight of these activities:

(1) Addictive and Mental Disorders Division (AMDD) isresponsible for the design, implementation, and
monitoring of all activities associated with thiswaiver.

(2) Thereis no single document serving to outline the roles and responsibilities of all staff related to waiver
operation. Multiple documents serve to outline the responsibilities of assigned staff regarding specific aspects of
the waiver, including AMDD rules and policies relating directly to the operation of the waiver. AMDD maintains
organizational charts, individual position descriptions, and web-based information serving to assist persons who
need assistance in accessing information about the waiver and the staff within AMDD who are responsible for
decision making based on waiver issues. The waiver application is the authoritative document serving to outline
the person/positions responsible for ensuring all the requirements of the waiver are met (more detail regarding
implementation detail is availablein various AMDD and provider forms, policies, administrative directives, and
rules).

(3) The Medicaid Director and his’/her designee are ultimately responsible for ensuring that problemsin the
administration of the waiver are resolved. The Medicaid Director and his’/her designee are not directly involved in
the day to day operational decisions of the AMDD staff. The waiver Program Managers, Supervisor, Treatment
Bureau Chief, and the AMDD Administrator share information and a copy of the waiver with the State Medicaid
Director and/or his’her designee prior to the submittal of waiver renewals, amendments, or new waiver
application to CMS.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency usesto ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:

Asindicated in section 1 of thisappendix, the waiver is not operated by a separate agency of the State. Thus
this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):
Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6..
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The Montana Department of Public Health and Human Services, Addictive and Mental Disorders Division
(AMDD), contracts with a Quality Improvement Organization to complete level of care assessments for members
referred to the waiver and will begin prior authorizing three services offered under the waiver effective October 1,
2020: Environmental Accessibility Adaptations, Homemaker Chore, and Specialized Medical Supplies and
Equipment.

AMDD contracts with two case management agencies serving the state of Montana. Case management services are
managed through a Section 1915(b) waiver which provides conflict free case management for the 1915(c) Severe
and Disabling Mental 1lIness, Home and Community Based waiver. These services include waiver operational and
administrative services, general case management, functional and level of care reevaluations, service planning,
referral care coordination, utilization review, and service monitoring, reporting, and follow up. The case
management agencies were sel ected through a competitive bid process. The case management agencies do not
provide direct waiver services.

The Montana Department of Public Health and Human Services contracts with a Fiscal Agent to maintain the
Medicaid Management Information System (MMIS), process claims, assist in the provider enrollment/application
process, including verification of provider information, maintain acall center, respond to provider questions and
complaints, and produce reports.

No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
M edicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

Not applicable

Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an interagency agreement or memorandum of under standing between the State
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

Soecify the nature of these agencies and compl ete items A-5 and A-6:

L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. Thereisa contract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsihilities and performance requirements of the local/regiona entity. The contract(s) under which private
entities conduct waiver operational functions are available to CM S upon request through the Medicaid agency or
the operating agency (if applicable).

Soecify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the
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state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:

Department of Public Health and Human Services, Addictive and Mental Disorders Division

Appendix A: Waiver Administration and Operation

6. Assessment M ethods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regiona non-state entities to ensure that they perform assigned waiver operational and administrative functionsin

accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:

The Addictive and Mental Disorders Division (AMDD) provides ongoing oversight to contracted and/or local/regional
non-state entities. Community Program Officers, employed by AMDD, review and approve all person-centered recovery
plans (PCRP) within 30 days of entry into the Care Management System. Services entered into the care Management
System are reviewed by the Community Program Officers at initial intake and at the member’s annual review. The
Quality Assurance Program Manager also completes monthly data reviews comparing services prior authorized to
services hilled in the Medicaid Management Information System (MMIS).

AMDD conducts annual desk reviews of the Care Management System to ensure all standards have been met for
members enrolling/enrolled on the waiver. The annual review of standards includes:
(1) Records requirements;

(2) Waitlist requirements,

(3) PCRP,

(4) HIPAA compliance;

(5) Risk prevention and management;

(6) Documentation of choice;

(7) Semi-Annual re-evaluations and updates to the PCRP,

(8) Crisis planning; and

(9) Progress notes.

The Montana Department of Public Health and Human Services oversees the contract with the Quality Improvement
Organization. The Quality Improvement Organization submits a quarterly report to AMDD. AMDD monitors the report
to ensure that the level of care determinations were provided in adherence to policy. The report captures data on:

(1) The completion date of level of care assessments;

(2) Days elapsed between the request for level of care determination and the assessment;

(3) The date the determination |etter was sent to the member; and

(4) The Quality Improvement Organization's internal QA controls.

The Montana Department of Public Health and Human Services, viathe Director's Office, oversees the contract with the
Fiscal Agent.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that
applies):

In accordance with 42 CFR 8431.10, when the Medicaid agency does not directly conduct a function, it supervisesthe
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts

the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policiesrelated to the
function.

Function Medicaid Agency|Contracted Entity

Participant waiver enrollment
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Function Medicaid Agency|Contracted Entity
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 infor mation development gover ning the waiver program

Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid
Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver

program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:

= Uniformity of development/execution of provider agreements throughout all geographic areas covered by
the waiver

= Equitable distribution of waiver openingsin all geographic areas covered by the waiver

= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to analyze
and assess progress toward the performance measure. In this section provide information on the method by which
each source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions
drawn, and how recommendations are formulated, where appropriate.

Performance M easur e

The number and percent of SDMI provider applicantsenrolled by the Fiscal Agent within
thetimeframesrequired in the contract. Numerator: Total number of SDMI provider
applicantsthat are enrolled by the Fiscal Agent within the contractual time frames.
Denominator: Total number of SDMI provider applicants.

Data Sour ce (Select one):
Reportsto State M edicaid Agency on delegated Administrative functions
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Responsible Party for data
collection/gener ation(check
each that applies):

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

Sampling Approach(check
each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly L essthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:
Fiscal Agent

Continuously and
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

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

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

Annually

Page 20 of 246
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Responsible Party for data aggregation
and analysis (check each that applies):

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

Continuously and Ongoing

Other
Specify:

Performance Measure:

The number and percent of qualifying member s enrolled within the established time
frames. Numerator: Number and percent of qualifying members enrolled within the

established time frames. Denominator: Total number of qualifying membersenrolled.

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other’ is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data

collection/gener ation(check

each that applies):

Sampling Approach(check
each that applies):

Management entity

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:
Contracted Case

Continuously and
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually

Continuously and Ongoing

Other
Specify:

Performance M easure:

The number and percent of level of care evaluationsthat met quality control standards.
Numerator: Number of level of careevaluationsthat met quality control standards.
Denominator: Total number of level of careevaluations.

Data Sour ce (Select one):
Reportsto State M edicaid Agency on delegated Administrative functions
If 'Other" is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/generation(check | each that applies):
each that applies): each that applies):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
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Other
Specify:

Quality Improvement
Organization

Annually

Stratified

Describe Group:

Continuously and
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure:

Number and percent of providersthat wererevalidated on a regular schedule according to

guidelines. Numerator: Total number of SDMI providersthat wererevalidated.

Denominator: Total number of SDMI providerswho wererequired to revalidate within the

time period.
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Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State M edicaid Weekly 100% Review
Agency
Operating Agency Monthly L essthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:
State Fiscal Agent
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

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

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other

Specify: Annually
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Responsible Party for data aggregation
and analysis (check each that applies):

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

Continuously and Ongoing

Other
Specify:

Page 25 of 246

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

All Medicaid and SDMI waiver providers enrolled in the MMI S are re-validated every 3-5 years depending on

their risk category as determined by CMS.

b. Methods for Remediation/Fixing I ndividual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Delegated responsibilities of contracted agencies/vendors are monitored, corrected, and remediated by the
Addictive and Mental Disorders Division (AMDD). During routine annual evaluation or by naotice of an
occurrence, AMDD works with sister agencies and/or contracted agencies to provide technical assistance, or some
other appropriate resolution based on the identified situation. A Quality Assurance Point (QAP) isissued for
deficiencies found during these reviews.

A QAP isawritten understanding of an identified area of noncompliance. The QAP includes an agreement of
steps that need to be taken to correct deficiencies. The correction of the findings or deficiency must be completed
within 30-days, and the Program Manager must sign off on the QAP, before it can be considered accepted or
“closed”. The results of the QAPs are compiled and maintained in central office. QAPs are tracked in a data base
and are monitored by the Program Manager, who verifies the deficiency has been resolved by either confirmation
from the Community Program Officers or by verification from the case management teams. If a QAP is not closed
within the 30 days, the Program Manager discusses this with the Case Management Teams and sets a new
deadline if necessary. If a situation arises and cannot be resolved at the regional level, the Mental Health
Supervisor is contacted to provide additional support in assuring a positive outcome. The Program Manager
continues to monitor the status of the resolution. These results are compiled and maintained in the central office
and reviewed for trends in deficiencies that needs additional attention.

If problems are identified during the annual audit, AMDD communicates findings directly to the case
management teams, and documents findings in the case management team’s annual report of audit findings, and if
needed, requires corrective action. AMDD conducts follow-up monitoring to assure corrective action
implementation and ongoing compliance. If a compliance issue extends to multiple case management teams,
AMDD provides clarification through formal Policy Memos, formal training, or both. Technical assistanceis
provided to case management teams via phone and e-mail. If issues arise at any other time, AMDD works with
the responsible parties (case manager, case management supervisor, case management Administrator) to ensure
appropriate remediation occurs.

If asituation arises and cannot be resolved at this level, the Mental Health Supervisor isinvolved to provide
additional support in assuring a positive outcome. The Program Manager continues to monitor the status of the
resolution. These results are compiled and maintained in the central office and reviewed for trends in deficiencies
that needs additional attention.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

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

Annually

Continuously and Ongoing

Other
Specify:

c. Timelines

07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023

Page 27 of 246

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-

operational.
No
Yes

Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing

identified strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand 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 Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup:

Target Group

Included

Target SubGroup

Minimum Age

Maximum Age

Maximum Age
Limit

No Maximum Age
Limit

Aged or Disabled, or Both - General

IAged

Disabled (Physical)

Disabled (Other)

Aged or Disabled, or Both - Specific Recognized Subgroups

Brain Injury

HIV/AIDS

Medically Fragile

T echnology Dependent

Intellectual D

isability or Develop

mental Disability, or Both

IAutism

Developmental Disability

I ntellectual Disability

Mental |lIness

Mental |lIness

=
o]

Serious Emotional Disturbance

L O )

HIRNRERENRERENE

b. Additional Criteria. The state further specifiesits target group(s) as follows:
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(1) To befound to have a“ Severe Disabling Mental 1liness (SDMI)” a member must:

(a) be 18 years or older;

(b) presently or any time in the past 12 months has had a diagnosable mental ilIness, as described below, that has
interfered with the member’s functioning;

(c) has significant difficulty in community living without supportive treatment or services of along-term or indefinite
duration as aresult of the member’s diagnosis; and

(d) hasthree areas of at least high level of impairment as indicated by a score of three or above on the Severe and
Disabling Mental IlIness, Home and Community Based Waiver, Evaluation and Level of Impairment form.

(2) Has been involuntarily committed for at least 30 consecutive days because of amental disorder, at Montana State
Hospital or the Montana Mental Health Nursing Care Center, within the past 12 months or has one of the following
diagnosis (excludes mild and Not Otherwise Specified (NOS)):
(a) Schizophrenia Spectrum;
(b) Bipolar | and Bipolar Il Disorders;
(c) Depressive Disorders as follows:
Major depressive disorder, moderate
Major depressive disorder, severe w/out psychotic features
Major depressive disorder, severe with psychotic features
Major depressive disorder, recurrent, moderate
Major depressive disorder, recurrent, severe w/out psychotic features
Major depressive disorder, recurrent, severe, with psychotic features
(d) Trauma- and Stressor-Related Disorders as follows:
Post-traumatic stress disorder, acute
Post-traumatic stress disorder, chronic
(e) Anxiety Disorders asfollows:
Generalized Anxiety Disorder
(f) Borderline Personality Disorder.

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, describe the transition planning procedures that are undertaken on behalf of
participants affected by the age limit (select one):

Not applicable. Thereisno maximum age limit

Thefollowing transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Specify:

Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a state
may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

No Cost Limit. The state does not apply an individual cost limit. Do 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 any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to
that individual would exceed the cost of alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

Thelimit specified by the stateis (select one)
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A level higher than 100% of theinstitutional average.

Specify the percentage:lzl

Other

Soecify:

Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eigible individual when the state reasonably expects that the cost of the home and community-based services

furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c.

Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that
individual would exceed the following amount specified by the state that is less than the cost of alevel of care
specified for the waiver.

Soecify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver
participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the state is (select one):

The following dollar amount:

Specify dollar amount:lzl

Thedollar amount (select one)

Isadjusted each year that the waiver isin effect by applying the following for mula:

Specify the formula:

May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.

Thefollowing percentagethat islessthan 100% of the institutional average:

Specify percent:IIl

Other:

Soecify:
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Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare
can be assured within the cost limit:

c. Participant Safeguards. When the state specifies an individual cost limit in Item B-2-aand there isachange in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of servicesin an amount
that exceeds the cost limit in order to assure the participant's health and welfare, the state has established the following
safeguards to avoid an adverse impact on the participant (check each that applies):

The participant isreferred to another waiver that can accommaodate the individual's needs.

Additional servicesin excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

Other safeguard(s)

Specify:

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 number of unduplicated participants
who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CMS to modify the
number of participants specified for any year(s), including when a modification is hecessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistable is basis for the cost-
neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Year 1 600
Year 2 650
Year 3 750
Year 4 750
Year 5 750

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of
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participants specified in Item B-3-a, the state may limit to alesser number the number of participants who will be served at
any point in time during awaiver year. Indicate whether the state limits the number of participantsin this way: (select one)

The state does not limit the number of participantsthat it servesat any point in time during a waiver
year.

The state limitsthe number of participantsthat it servesat any point in time during a waiver year.

The limit that appliesto each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Paint During the Year
Year 1
Y ear 2
Year 3
Year 4
Year 5

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

c. Reserved Waiver Capacity. The state may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver services to individuals
experiencing acrisis) subject to CM S review and approval. The State (select one):

Not applicable. The state does not reserve capacity.

The statereserves capacity for the following pur pose(s).
Purpose(s) the state reserves capacity for:

Purposes

Memberstransitioning with Money Follows the Person

Transitioning individuals from Montana State Hospital or the Montana Mental Health Nursing Care
Center

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

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

Members transitioning with Money Follows the Person

Purpose (describe):

As of June 30, 2019, 15 waiver members have transitioned using the Money Follows the Person (MFP)
grant. The Addictive and Mental Disorders Division continues to utilize the MFP grant and transition
members that meet the MFP grant guidelines.
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Describe how the amount of reserved capacity was deter mined:

Addictive and Mental Disorders Division is currently participating in awork group that’s purposeisto
further develop Money Follows the Person (MFP) grant. The work group consists of the MFP program
manager and representatives from both the Severe and Disabling Mental IlIness and Big Sky 1915(c)
Home and Community Based Waivers. The work group is focusing on early identification of potential
MFP participants as well as training targeted groups. The reserve capacity was determined using a
combination of historical data and projections based upon the plans of the work group to further develop .

The capacity that the State reservesin each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Year 1 8

2 —
=
o

Year 5 15

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

Purpose (provide a title or short description to use for |ookup):

Transitioning individuals from Montana State Hospital or the Montana Mental Health Nursing Care Center

Purpose (describe):

The Addictive and Mental Division (AMDD) is reserving capacity to provide for the community transition
of member discharging from Montana State Hospital or the Montana Mental Health Nursing Care Center.

Describe how the amount of reserved capacity was deter mined:

AMDD determined the amount of reserved capacity for individuals discharging from the Montana State
Hospital and the Montana Mental Health Nursing Care Center based upon an estimation of the population
that may require long-term services and supports that cannot be provided within the Montana Medicaid
State Plan. These members require a structured treatment environment to be successfully treated in aless
restrictive setting, have a history of institutional placement that reflects a history of unsuccessful
placementsin less intensive community-based programs, or exhibits an inability to perform activities of
daily living in an appropriate manner because of their severe and disabling mental illness. In addition,
AMDD considered the increase number of unduplicated members in this waiver application, a planned
restructuring of Montana' s State Plan that better identifies the targeted popul ation for the waiver, and
planned targeted training to Montana State Hospital/Montana Mental Health Nursing Care Center staff.

The capacity that the State reservesin each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Year 1 3
e s
Y ear 3 15
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Waiver Year Capacity Reserved
Y ear 4 20
Y ear 5 25

Appendix B: Participant Accessand Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within awaiver year, the state may make the number of participants who are served
subject to a phase-in or phase-out schedule (select one):

Thewaiver isnot subject to a phase-in or a phase-out schedule.
Thewaiver issubject to a phase-in or phase-out schedulethat isincluded in Attachment #1 to Appendix
B-3. This schedule constitutes an intra-year limitation on the number of participantswho are served in
the waiver.

e. Allocation of Waiver Capacity.

Slect one:

Waiver capacity is allocated/managed on a statewide basis.

Waiver capacity isallocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity
and how often the methodol ogy is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

f. Selection of Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver;

Members are enrolled based upon the date of the case management team’ s verification of Medicaid eligibility and
verification that the member meets the functional impairment, level of care, and additional program criteria of this
application. Member’s receive two separate evaluations prior to enrollment on the SDMI waiver, the level of care
evaluation and the SDMI/level of impairment evaluation. The case management teams utilize these evaluations to
determine the members placement on the waitlist which assures an objective approach, based upon a members assessed
level of care/functional needs, to placement on the waitlist.

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

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

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

a. 1. State Classification. The state is a (select one):
81634 State
SSI Criteria State
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209(b) State

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):

No
Yes

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

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
§435.217)

L ow income families with children as provided in 81931 of the Act

SSI recipients

Aged, blind or disabled in 209(b) stateswho are eligible under 42 CFR 8§435.121
Optional state supplement recipients

Optional categorically needy aged and/or disabled individuals who haveincome at:

Sclect one:

100% of the Federal poverty level (FPL)
% of FPL, which islower than 100% of FPL.

Specify percentage:lzl

Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
§1902(a)(10)(A)(ii)(XII1)) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!II1A Basic Coverage Group asprovided in
§1902(a)(10)(A)(ii)(XV) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii))(X V1) of the Act)

Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in §1902(¢e)(3) of the Act)

M edically needy in 209(b) States (42 CFR §435.330)
Medically needy in 1634 Statesand SSI Criteria States (42 CFR 8§435.320, §435.322 and §435.324)

Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin the state
plan that may receive services under thiswaiver)

Soecify:

PICKLE (members moving from Supplemental Security Income (SSI) to Social Security Disability Insurance
(SSD1)),

Citation: 42 CFR § 435.135 - Individuals who become ineligible for cash assistance as a result of OASDI cost-of-
living increases received after April 1977.

Disabled Adult Child (DAC)
Citation: 42 U.S.C. 1383c(c), or, aternatively, section 1634(c) of the Social Security Act.

Adult Medicaid Expansion

Citation: 42 CFR § 435.135 - Individuals who become ineligible for cash assistance as a result of OASDI cost-of-
living increases received after April 1977.
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Special home and community-based waiver group under 42 CFR §435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 isincluded, Appendix B-5 must be completed

No. The state does not furnish waiver servicestoindividualsin the special home and community-based waiver
group under 42 CFR 8435.217. Appendix B-5 is not submitted.

Yes. The state furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8§435.217.

Select one and complete Appendix B-5.

All individualsin the special home and community-based waiver group under 42 CFR 8§435.217

Only thefollowing groups of individualsin the special home and community-based waiver group under 42
CFR 8435.217

Check each that applies:

A special income level equal to:

Slect one:

300% of the SSI Federal Benefit Rate (FBR)
A per centage of FBR, which islower than 300% (42 CFR §435.236)

Specify percentage: I:I

A dollar amount which islower than 300%.

Specify dollar amount: I:I

Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR §435.121)

Medically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR 8435.320, §8435.322 and §435.324)

Medically needy without spend down in 209(b) States (42 CFR 8435.330)
Aged and disabled individuals who haveincome at:

Sdlect one:

100% of FPL
% of FPL, which islower than 100%.

Specify percentage amount:IZl

Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin
the state plan that may receive services under thiswaiver)

Specify:

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

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state furnishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR 8§435.217, asindicated in Appendix B-4. Post-eligibility
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applies only to the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR 8435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR 8435.217 group effective at any point during this time period.

Spousal impoverishment rulesunder §1924 of the Act are used to deter mine the digibility of individualswith a
community spouse for the special home and community-based waiver group. In the case of a participant with a
community spouse, the state uses spousal post-eligibility rulesunder 81924 of the Act.

Complete Items B-5-€ (if the selection for B-4-a-i is S3 State or §1634) or B-5-f (if the selection for B-4-a-i is209b
Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date as required by law).

Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date asrequired by law) (select one).

Spousal impoverishment rulesunder §1924 of the Act are used to deter minethe digibility of individualswith a
community spouse for the special home and community-based waiver group.

In the case of a participant with acommunity spouse, the state elects to (select one):

Use spousal post-dligibility rulesunder §1924 of the Act.
(Complete Item B-5-b (SS Sate) and Item B-5-d)

Useregular post-eligibility rulesunder 42 CFR 8435.726 (SSI State) or under 8435.735 (209b State)
(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

Spousal impoverishment rulesunder §1924 of the Act are not used to determine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state usesregular post-
digibility rulesfor individuals with a community spouse.

(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (2 of 7)

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

b. Regular Post-Eligibility Treatment of Income: SSI State.

The state uses the post-eligibility rules at 42 CFR 435.726. Payment for home and community-based waiver servicesis

reduced by the amount remaining after deducting the following allowances and expenses from the waiver participant's
income:

i. Allowance for the needs of the waiver participant (select one):

Thefollowing standard included under the state plan
Select one:

SS| standard

Optional state supplement standard

Medically needy income standard
The special incomelevel for institutionalized persons

(select one):

300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which islessthan 300%
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Specify the percentage:lzl

A dollar amount which islessthan 300%.

Specify dollar amount:IZI

A percentage of the Federal poverty level

Specify percentage:lZl

Other standard included under the state Plan

Soecify:

Thefollowing dollar amount

Specify dollar amount:|:| If this amount changes, thisitem will be revised.
Thefollowing formulais used to deter mine the needs allowance:

Soecify:

Other

Foecify:

Page 37 of 246

ii. Allowance for the spouse only (select one):

Not Applicable (seeinstructions)
SSI standard

Optional state supplement standard
M edically needy income standard
Thefollowing dollar amount:

Specify dollar amount:III If this amount changes, thisitem will be revised.
Theamount is determined using the following formula:

Soecify:

Calculation 1
Maximum spousal standard — Spouse’ s gross income = Maximum spousal allowance

Calculation 2

Shelter expenses — Basic shelter allowance = Excess shelter expense + Basic needs standard = Community

spouse’ s mai ntenance needs — gross income = Spousal allowance.

The community spouse is entitled to the lesser of calculation 1 or 2.
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iii. Allowance for the family (select one):

Not Applicable (seeinstructions)
AFDC need standard

Medically needy income standard
Thefollowing dollar amount:

Specify dollar amount:|:| The amount specified cannot exceed the higher of the need standard for a
family of the same size used to determine dligibility under the state's approved AFDC plan or the medically

needy income standard established under 42 CFR 8435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

Theamount isdetermined using the following formula:
Soecify:

Basic needs standard — gross income of dependent family member. The difference of that calculation isthen
divided by 3 and the remaining amount is the family allowance.

Other

Specify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 8CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

The state does not establish reasonable limits.
The state establishesthe following reasonable limits

Foecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of |ncome (3 of 7)

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

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

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,
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Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
d. Post-Eligibility Treatment of Income Using Spousal I mpoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care if it determines
theindividua's eligibility under 81924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), a community spouse's allowance and afamily allowance as specified in the state

Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remedial care (as specified
below).

Answers provided in Appendix B-5-a indicate that you do not need to completethis section and therefore this
section isnot visible.

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018.

The state uses the post-eligibility rules at 42 CFR §435.726 for individuals who do not have a spouse or have a spouse
who is not a community spouse as specified in 81924 of the Act. Payment for home and community-based waiver services

isreduced by the amount remaining after deducting the following allowances and expenses from the waiver participant's
income:

i. Allowance for the needs of the waiver participant (select one):

Thefollowing standard included under the state plan
Select one:

SS| standard

Optional state supplement standard

Medically needy income standard
The special incomelevel for institutionalized persons

(select one):

300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which isless than 300%

Specify the percentage:lZl

A dollar amount which islessthan 300%.

Specify dollar amount:|:|

A percentage of the Federal poverty level

Specify percentage:lZl

Other standard included under the state Plan

Soecify:
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Thefollowing dollar amount

Specify dollar amount::| If this amount changes, this item will be revised.
Thefollowing formulaisused to deter mine the needs allowance:

Foecify:

Other

Specify:

ii. Allowancefor the spouse only (select one):

Not Applicable

The state provides an allowance for a spouse who does not meet the definition of a community spousein
81924 of the Act. Describe the cir cumstances under which thisallowanceis provided:

Foecify:

Specify the amount of the allowance (select one):

SSI standard

Optional state supplement standard
M edically needy income standar d
Thefollowing dollar amount:

Specify dollar amount:IIl If this amount changes, thisitem will be revised.
Theamount is determined using the following formula:

Specify:

iii. Allowancefor the family (select one):

Not Applicable (seeinstructions)
AFDC need standard

M edically needy income standard
Thefollowing dollar amount:
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Specify dollar amountzlzl The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine ligibility under the State's approved AFDC plan or the medically
needy income standard established under 42 CFR 8435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

Theamount is determined using the following formula:
Secify:

Basic needs standard — gross income of dependent family member. The difference of that calculation isthen
divided by 3 and the remaining amount is the family allowance.

Other

Soecify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 8CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

The state does not establish reasonable limits.
The state establishesthe following reasonable limits

Soecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (6 of 7)

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

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

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

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

Note: The following selections apply for the five-year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - 2014 thr ough 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
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contribution of a participant with acommunity spouse toward the cost of home and community-based care. Thereis
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's
allowance and afamily alowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedia care (as specified below).

i. Allowance for the personal needs of the waiver participant

(select one):
SSI standard
Optional state supplement standard
M edically needy income standard
The special income level for institutionalized persons
A per centage of the Federal poverty level

Specify percentage::I

Thefollowing dollar amount:

Specify dollar amount::| If this amount changes, this item will be revised
Thefollowing formulaisused to deter mine the needs allowance:

Foecify formula:

Calculation 1
Maximum spousal standard — Spouse’ s gross income = Maximum spousal allowance

Cadlculation 2

Shelter expenses — Basic shelter allowance = Excess shelter expense + Basic needs standard = Community
spouse' s mai ntenance needs — gross income = Spousal allowance.
The community spouse is entitled to the lesser of calculation 1 or 2.

Other

Soecify:

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR 8435.726 or 42 CFR §435.735,
explain why thisamount isreasonable to meet theindividual's maintenance needsin the community.

Select one:

Allowanceisthe same
Allowanceis different.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR 8§435.726:
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a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

The state does not establish reasonable limits.

The state usesthe samereasonable limitsas are used for regular (non-spousal) post-dligibility.

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

As specified in 42 CFR 8§441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such services in the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable I ndication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires
regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to

need waiver services is:

ii. Frequency of services. The state requires (select one):
The provision of waiver servicesat least monthly
Monthly monitoring of theindividual when services ar e furnished on a lessthan monthly basis

If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

Directly by the Medicaid agency
By the operating agency specified in Appendix A
By a gover nment agency under contract with the M edicaid agency.

Foecify the entity:

Other
Foecify:

The Quality Improvement Organization under contract with the department.
¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR §441.303(c)(1), specify the
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educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:

(2) Licensed Registered Nurse;
(2) Licensed Practical Nurse; or
(3) Individuals with a bachelor's degree in a human behavioral science or related field of study.

d. Level of Care Criteria. Fully specify the level of care criteriathat are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteria and
the level of care instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.

Thefollowing criteriais used for theinitial evaluation and reevaluation to determine a member needs services through
the Severe and Disabling Mental IlIness (SDMI), Home and Community Based Services waiver:

A Quality Improvement Organization completes the initial level of care evaluations and reeval uations using the
‘Institutional Level of Care CriteriaNursing Facility, Home and Community Based Services, and Community First
Choice' criteriaand the MARS Level of Care Determination form. The name of the level of care instrument used to
complete the level of care determinationis“MARS Level of Care Determination.” This evaluation includes the following
areas of focus:

(2) Identification of specific functional/medical barriers or problems, which includes mental status and ADL/IADLS;

(2) Assessment of the state of the issues, how they interface with the member’ s current living environment and resources,
identification of services, equipment, and resources which would accommodate those needs; and

(3) Specification of the types of services, equipment, or resources needed to improve interface.

Placement decisions for individuals applying for nursing home/home and community-based services involve a systemic
analysis of theindividual's medical, functional, cognitive, and environmental resources and limitations. Primarily these
decisions are anchored by objective boundaries from which clinical judgment, or subjective expertise, is used to interpret
the boundaries. Members must meet a minimum level of deficiency in one of two established criteria. The specific areas
of focus for data collection are as follows:

a) ldentification of specific functional/medical barriers or problems;

b) Assessment of the status of these issues (particularly as they interface with the individual's current living environment
and resources) and identification of services, equipment, and/or resources, if any, which currently accommodate those
needs, and;

¢) Specification of the types of services, equipment, or resources needed to improve that interface.

Once ingtitutional level of care has been determined, the member isreferred to a mental health professional who
administers the * Severe and Disabling Mental 1l1lness, Home and Community Based Waiver, Evaluation and Level of
Impairment’ assessment. This assessment is completed face to face and confirms the member’s eligibility asrelated to a
SDMI diagnosis. This assessment includes a functional assessment focused on the member's SDMI in areas of

(1) Self-Care/Basic Needs;

(2) Employment/Education/Housing/Financial;

(3) Family/Interpersonal Relationships;

(4) Mood/Thought Functioning, Self-harm/Other-harm; and

(5) Substance Use.

In addition, the LOI measures the outcomes of treatment for mental health symptoms and resulting behaviors and guides
service needs in the member’s PCRP. The LOC and LOI performs different functions; however, the use of both formsis
complimentary and enhances the person-centered recovery plan (PCRP) process.

e. Level of Carelnstrument(s). Per 42 CFR 8441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

Thesameinstrument isused in determining the level of carefor the waiver and for institutional care under the
state Plan.

A different instrument isused to determinethe level of carefor thewaiver than for institutional care under the
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state plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and explain
how the outcome of the determination isreliable, valid, and fully comparable.

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR 8441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:

Members are referred to the Quality Improvement Organization (QIO) to complete theinitial level of care evaluations via
the telephone. An applicant may be referred to the QIO from any source (self, family member, treatment provider, etc.)
Once the member isin contact with the QIO, the QIO outreaches the member to initiate the telephonic LOC
evaluation.The QIO completes a telephonic interview. If a determination cannot be made based upon thisinterview, the
QIO completes an outreach to other individuals who can assist with the evaluation. This can include the applicant’s
physician, family members, etc.

Once the Quality Improvement Organization determines the member meets the level of care, the member isreferred to a
mental health professional of their choice who administers the * Severe and Disabling Mental IlIness, Home and
Community Based Waiver, Evaluation and Level of Impairment’ assessment face to face and forwards the assessment
results to the Quality Improvement Organization. If the mental health professional determined the member meets the
level of impairment criteria, the Quality Improvement Organization refers qualifying members to the appropriate case
management team.

The case management teams review the member's assessments and either admits them to the waiver first come first
served (if thereis no wait list) or adds the member to the wait list using an average of the member’s combined level of
caref/level of impairment scores for wait list placement.

The case management teams are required to review the status of members quarterly and within 12 months of theinitial or
previous assessment. A review may be completed sooner if thereis asignificant change in the member’ s condition or if
required by program criteria. Case management teams refers the member to a mental health professional who administers
the * Severe and Disabling Menta 1lIness, Home and Community Based Waiver, Evaluation and Level of Impairment’
assessment. The case management team obtains the diagnoses and level of impairment from this assessment, if the
member meets the level of impairment for the Severe and Disabling Mental I1Iness, Home and Community Based waiver,
the case management team completes the following tasks:

(1) Reviews the Person-Center Recovery Plan, service agreements, and provider contracts or agreements;

(2) Evaluates service effectiveness, quality of care, and appropriateness of services,

(3) Verifies continuing Medicaid eligibility and other financial and program eligibility;

(4) Completes anew care plan and service agreements,

(5) Maintains appropriate documentation, including type and frequency of long-term care services the member is
receiving for certification of continued program eligibility, if required by the program for a continued stay review; and
(6) Submits appropriate documentation for authorization of services, in accordance with program requirements.

If the member no longer meets the level of impairment for the Severe and Disabling Mental I1Iness, Home and
Community Based waiver, the case management team refers the member, along with the most current ‘ Severe and
Disabling Mental IlIness, Home and Community Based Waiver, Evaluation and Level of Impairment’ assessment, to the
Quality Improvement Organization to complete areevaluation of the member’slevel of care needs using the same criteria
astheinitial evaluation.

0. Reevaluation Schedule. Per 42 CFR 8441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

Every three months
Every six months
Every twelve months
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Other schedule
Soecify the other schedule:

The case management teams are required to review the status of members within 12 months of the initial or previous
assessment. A review may be completed sooner if there is a significant change in the member’ s condition or if
required by program criteria. If the member no longer meets the level of impairment for the Severe and Disabling
Mental IlIness, Home and Community Based waiver at the annual review, the case management team refers the
member, along with the most current ‘ Severe and Disabling Mental 11lness, Home and Community Based Waiver,
Evaluation and Level of Impairment’ assessment, to the Quality Improvement Organization to complete a
reevaluation of the member’slevel of care needs using the same criteria astheinitial evaluation.

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):

The qualifications of individuals who perform reevaluations ar e the same as individuals who perform initial
evaluations.

Thequalifications are different.
Foecify the qualifications:

i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR §441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):

Case management teams are responsible for setting atickler in the Case Management System. Sixty days prior to the end
of each member’s 12-month time period, case management teams receive a notification that is time to compete the annual
review. For members who are determined as continuing to meet the level of care for the waiver, a Person-Center Recover
Plan must be submitted to Community Program Officers employed by the Addictive and Mental Disabilities Division 30

days prior to the end of each members 12-month time period.

In addition, the Community Program Officers complete an annual review of each member. As part of this review,
Community Program Officers confirm that the case management teams have competed the annual review within the
required time frames. If they identify a deficiency, the Community Program Officer issues a Quality Assurance
Performance (QAP) sheet for the identified deficiency. This QAP sheet informs the case management team of the
deficiency and requires the case management team to provide a plan of correction. The Community Program Officer must
sign off on all plans of correction and the Program Manager reviews all plans of correctionsto ensure they are being
completed within the required time frame as determined by agreement with the Community Program Officers. If the case
management team fails to complete the corrective action plan within the required time frame, the Program Manager
contacts the appropriate case management team’ s supervisor to address the issue. If the corrective action plan is till not
completed, the Program Manager refers the case to the appropriate supervisor with the Addictive and Mental Disorders
Division. The supervisor initiates the next level of corrective actions which may include the following:

(1) Discuss dternative solutions with the case management supervisor;

(2) Providetraining, if appropriate;

(3) Withhold payment for failure to perform; and/or

(4) Terminate the contract, if appropriate.

j. Maintenance of Evaluation/Reevaluation Records. Per 42 CFR 8§441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
years as required in 45 CFR 8§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:

The Quality Improvement Organization must maintain evaluations and reevaluation for a minimum of three years as
required by 45 CFR 92.42.

Appendix B: Evaluation/Reevaluation of Level of Care
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Quality I'mprovement: Level of Care

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for

evaluating/reevaluating an applicant' s'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/I1D.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there isreasonable
indication that services may be needed in the future.

Performance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:
Number and per cent of applicantswho received alevel of care determination prior to
receipt of services. Numerator: Total number of applicantswho received a level of

care determination prior to receipt of services. Denominator: Total number of
applicants.

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions
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 Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
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Specify: Describe Group:
Quality
Improvement
Organization
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

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

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other

Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance M easur e

Number and per cent of applicantswho received a LOC deter mination. Numer ator:
Number of applicantswho received a L OC deter mination. Denominator: Total
number of applicants.

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated
If 'Other' is selected, specify:
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Responsible Party for Frequency of data
data collection/generation
collection/generation (check each that applies):
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:
QIO
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

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

Continuously and Ongoing

Other
Specify:

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

Performance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description to determine participant level of care.

Performance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

Number and percent of individualswho received an initial LOC denial and were
provided information and accessto the fair hearing process Numerator: Total
number of individuals who received an initial L OC denial and were provided
information and accessto thefair hearing process Denominator: Total number of
individuals who received an initial LOC denial

Data Sour ce (Select one):

Reportsto State M edicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:
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Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:
Quality
Improvement
Organization

Continuously and
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Continuously and Ongoing
Other
Specify:
Performance Measure:

Number and per cent of LOC evaluations wher e processes and instruments described
in the approved waiver were applied appropriately. Numerator: Number of LOC
evaluations wher e processes and instruments described in the approved waiver were
applied appropriately. Denominator: Total number of LOC evaluations completed.

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated
If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
Confidence
Level witha+/-
5% margin of
error
Other Annually Stratified
Specify: Describe Group:
QIO

Continuously and

Other

Page 52 of 246

07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023 Page 53 of 246

Ongoing Specify:
Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
QIO

Continuously and Ongoing

Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The Quality Improvement Organization submits reports monthly/quarterly to the Addictive and Mental Disorders
Division (AMDD). Reported information includes:

(1) The number/percent of services requiring prior authorization were processed within 14 work days,
(2) The number and percent of submitted prior authorizations that were approved;

(3) The number of applicants who received alevel of care determination indicating need for institutional level of
care prior to receipt of services;

(4) The number/percent of initial level of care determinations made by qualified contractors as specified in the
approved waiver; and

(5) The number of enrolled members who receive alevel of care denial and were provided information and access
to the fair hearing process.

This allowsthe AMDD to identify and address potential issues as they arise.
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b. Methodsfor Remediation/Fixing I ndividual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

Delegated responsibilities of contracted agencies/vendors are monitored, corrected, and remediated by the
Addictive and Mental Disorder Division (AMDD). During routine annual evaluation or by notice of an
occurrence, AMDD works with sister agencies and/or contracted agencies to provide technical assistance, or some
other appropriate resolution based on the identified situation. If remediation does not occur timely or
appropriately, AMDD issues a Quality Assurance Point (QAP) or other notice to cure the deficiency to the
contracted agency. This requires the agency to take specific action within a designated time frame to achieve
compliance. AMDD conducts follow-up monitoring to assure corrective action implementation and ongoing

compliance.
ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies):

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

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

Annually

Continuously and Ongoing

Other
Specify:

c. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.

No
Yes

Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified

strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility

B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR 8441.302(d), when an individual is determined to be likely to require a level of care

for thiswaiver, theindividual or hisor her legal representativeis:
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i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

a. Procedur es. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services.
| dentify the form(s) that are employed to document freedom of choice. The form or forms are available to CM S upon
request through the Medicaid agency or the operating agency (if applicable).

During the level of care determination, the Quality Improvement Organization will inform eligible members of the
feasible alternatives available under the waiver and allow members to choose either institutional or waiver services. The
Screening Determination Form documenting choice will be maintained on file at the Quality Improvement Organization.
b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

The QIO maintains the screening determination form that informs applicantsif they met the eligibility requirements of
the waiver and provides them with the choice of waiver services, nursing facility, or Communities First Choice. The form
is kept for a minimum of three years.

Appendix B: Participant Access and Eligibility
B-8: Accessto Servicesby Limited English Proficiency Persons

Access to Services by Limited English Proficient Per sons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons' (68 FR 47311 - August 8, 2003):

Addictive and Mental Disorder Division (AMDD) will make reasonable accommodation upon request. Accommodations for
foreign tranglators will be arranged through available computer programs or the local college and university system.
Accommaodations for members who are deaf or hearing impaired will be made through Montana Communications Access
Program for the Deaf and Hard of Hearing Services. AMDD will utilize other resources as indicated and available. Members
are notified of the opportunity for reasonable accommodations in the Medicaid application process and in the Medicaid
Screening determination letter.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Statutory Service Adult Day Health
Statutory Service Case Management
Statutory Service Residential Habilitation
Statutory Service Respite
Statutory Service Supported Employment
Other Service Behavioral Intervention Assistant
Other Service Community Transition
Other Service Consultative Clinical and Therapeutic Services
Other Service Environmental Accessibility Adaptations
Other Service Health and Wellness
Other Service Homemaker Chore
Other Service Life Coach
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Service Type Service
Other Service Meals
Other Service Non-Medical Transportation
Other Service Pain and Symptom Management
Other Service Per sonal Assistance Service
Other Service Personal Emergency Response System
Other Service Private Duty Nursing
Other Service Specialized Medical Equipment and Supplies

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Adult Day Health

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1. Sub-Category 1.
04 Day Services 04060 adult day services (social model)
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Adult Day Health isasocial model which provides nutritional, recreational, social services, and supervision in
licensed group settings for members who cannot structure their own daily activities, desire social interaction, or
cannot be safely left alone at home. Adult day health services are furnished in an outpatient setting enriching
members lives through an engaging social community and activities that build upon each member’ sinterests, skills,
knowledge, and unique abilities. The scope of Adult Day Health service does not duplicate State Plan services or
habilitation aid services. This serviceis offered outside the member’ s place of residence and are normally furnished
four or more hours per day on aregularly scheduled basis. Adult day health does not include residential overnight
services. Transportation between the member’s place of residence and the adult day health center will be provided as
a component part of adult day health services and the cost of this transportation isincluded in the rate paid to
providers of adult day health services.

07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023 Page 57 of 246

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

This serviceis not duplicative of the transportation services or meals under the distinct meals service and does not
congtitute a “full nutritional regimen" (three meals per day). Services offered in this waiver are limited based on the
member’ s assessed need for services and are not prior authorized by the state medicaid agency.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Adult Day Health Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Adult Day Health

Provider Category:
Agency
Provider Type:

Adult Day Health Provider

Provider Qualifications
L icense (specify):

Adult Day Care must be licensed according to Administrative Rules Title 37, Chapter 106, subchapter
26 and subchapter 3.

Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.430.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Frequency of Verification:
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Upon enrollment and annually thereafter.
As needed by the provider.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Case Management

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1 Sub-Category 1.
01 Case Management 01010 case management
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4. Sub-Category 4

Case management assists members in gaining access to Home and Community Based Services, State Plan Services,
aswell as needed medical, behavioral health, social, educational, financial, and employment services regardless of
the funding source. Thisis accomplished through:

(1) An assessment of a member’ s needs;

(2) Ongoing monitoring of service provision, health, and welfare;

(3) Assistance in accessing supports to transition from an institutional setting (this does not include direct transition
services);

(4) Development, implementation, and monitoring of a Person-Centered Recovery Plan (PCRP), as stated in
Appendix D;

(5) Service coordination to ensure member’s health and safety and addressing service and provider issues;

(6) Provide support to members who chose to direct their own services; and

(7) Refer the member for alevel of care re-evaluation, when indicated, as stated in Appendix B.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Case Management services are limited to providers authorized to provide services under the 1915(b) waiver. Case
management service can be provided to a member transitioning from an institution for 90 days prior to transitioning
tothewaiver. A Person-Centered Recovery Plan must be developed within the first 30 days. Case management
services cannot be bill for thistime until the member is enrolled in the waiver. Services offered in this waiver are
limited based on the member’ s assessed need for services and are not prior authorized by the state medicaid agency.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
L egally Responsible Person

Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Case Management Providers

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Case M anagement

Provider Category:
Agency
Provider Type:

Case Management Providers

Provider Qualifications
L icense (specify):

Registered Nurse or Licensed Practical Nurse
Licensed Clinical Social Worker or a Licensed Clinical Professional Counselor.

Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.425.

A case management team must consist of:

(1) A Registered Nurse or Licensed Practical Nurse; and

(2) At least one socia worker with a bachelor’ s degree and two consecutive years experience providing
case management services to adults with severe disabling mental illness.

The case management agency chosen through the competitive procurement process to provide case
management servicesis responsible to adhere to the guidelinesin the Request for Proposals, contract,
and program policy.

Verification of Provider Qualifications
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Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Residential Habilitation

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1:
02 Round-the-Clock Services 02013 group living, other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:
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Residential Habilitation is provided in alicensed group home, adult foster home, or assisted living facility.
Residential Habilitation is a bundled service that may include: personal assistance supports or habilitation to meet
the specific needs of each resident, homemaker services, medication management and oversight, social activities,
personal care, recreational activities, non-medical transportation, and 24-hour on-site awake staff to meet the needs
of the residents and provide supervision for safety and security.

GROUP HOME:

(1) Adult Group Home: 1:8 staffing ratio, 24-hours per day.

(2) Mental Health Adult Group Home: 1:4 staffing ratio during awake hours; 1:8 during sleep hours.

(3) Intensive Mental Health Group Home: 1:3 staffing ratio during awake hours; 1:6 during sleep hours; and clinical
supervision.

Provider owned or |eased facilities where residential habilitation services are furnished must be compliant with the
Americans with Disabilities Act.

Environmental modifications, when covered as a distinct service under the waiver, may not be furnished to members
who receive residential habilitation services except when such services are furnished in the participant’s own home.
Compensation for the costs of life safety code modifications and other necessary accessibility modifications that a
provider makes may be included in provider rate (as amortized costs) so long as they are necessary to meet the needs
of residents and are not basic housing costs.

ASSISTED LIVING

Residential habilitation services may include the provision of medical and health care servicesthat are integral to
meeting the daily needs of residents (e.g., routine administration of medications by nurses or tending to the needs of
residents who areill or require attention to their medical needs on an ongoing basis). The provision of such routine
health services and the inclusion of the payment for such servicesin the payment for residential habilitation services
is not considered to violate the requirement that a waiver may not cover services that are available through the state
plan. Non-medical transportation is also included for assisted living and therefore not billable in addition to assisted
living facilities.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Medicaid does not reimburse for room and board in aresidential habilitation setting. This service will not duplicate
any other services that the waiver member receives. The provider may not bill Medicaid for services on daysthe
resident is absent from the facility, unless retainer days have been approved by the case management team. The
provider may hill on date of admission and discharge from a hospital or nursing facility. 1f the member is
transferring from one residential care setting to another, the discharging facility may not bill on day of transfer.
Services offered in this waiver are limited based on the member’ s assessed need for services and are not prior
authorized by the state medicaid agency. Membersin residential habilitation may not receive the following services
under the Severe and Disabling Mental IlIness Waiver:

(1) Personal Assistance Service;

(2) Homemaker Chore;

(3) Environmental Accessibility Adaptations;

(4) Respite (except foster care); or

(5) Medls.

RESPITE
Respite may be provided in aresidential habilitation setting for the provider of other service types as specified under
Respite but may not be provided on the behalf of aresidiental habiltation setting.

RETAINER DAY S

Providers of this service may be eligible for aretainer payment if authorized by the case management team.
Retainer days are days on which the member is either in hospital, nursing facility or on vacation and the team has
authorized the provider to be reimbursed for services in order to keep their placement in the residential setting.
Retainer days are limited to 30 days a Person Centered Recovery Plan year and may not be used for any other
service if used for residential habilitation.

Service Delivery Method (check each that applies):
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Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle
Agency Assisted Living Facility
Agency Adult Foster Care
Agency Group Home

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:
Agency
Provider Type:

Assisted Living Facility
Provider Qualifications
L icense (specify):

Enrolled as an Assisted Living provider according to Administrative Rules Title 37, Chapter 106,
subchapter 28.

Certificate (specify):

Other Standard (specify):

Assisted Living provider requirements aslisted in ARM NEW RULE iv [proposed ARM 37-918].

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Frequency of Verification:

Upon enrollment and annually thereafter.
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:
Agency
Provider Type:

Adult Foster Care

Provider Qualifications
L icense (specify):

Enrolled as an Adult Foster Care provider according to Administrative Rules Title 37, Chapter 100,
subchapter 1.
Governed by Title 50, Health and Safety, Chapter 5, Montana Code Annotated .

Certificate (specify):

Other Standard (specify):

Foster Care provider requirements as listed in ARM 37.90.455.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Freguency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:
Agency
Provider Type:

Group Home

Provider Qualifications
L icense (specify):
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Group Homes must be licensed according to Administrative Rules Title 37, Chapter 100, subchapter 4.
Group Homes must be licensed according to Administrative Rules Title 37, Chapter 106.

Certificate (specify):

Other Standard (specify):

Intensive Mental Health Group Home provider requirements aslisted in ARM NEW RULE V[ proposed
MAR 37-918]

Mental Health Group Home provider requirements as listed in ARM NEW RULE VI[proposed MAR
37-918]

Adult Group Home provider requirements as listed in ARM NEW RULE VII[proposed MAR 37-918]

Clinical supervision provides clinical oversight within the group home, conducts and supervises the
treatment plan, and provides clinical treatment to the member as medically necessary. Counsel ors must
be licensed through the Montana Board of Behavioral Health. Title 37, Chapter 22 and 23, Montana
Code Annotated

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Respite

Alternate Service Title (if any):

HCBS Taxonomy:

Category 1 Sub-Category 1.
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09 Caregiver Support 09011 respite, out-of-home
Category 2: Sub-Category 2:

09 Caregiver Support 09012 respite, in-home
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Services provided to members unable to care for themselves that are furnished on a short-term basis because of the
absence or need for relief of those persons who normally provide care for the member. Respite care can be provided
in the member’ s residence or by placing the member in another private residence, adult residential setting, or
licensed nursing facility. Respite care may be made available to members who receive residentia habilitation, foster
care for the relief of afoster care provider, provided that there is no duplication of payment.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

When respiteis furnished for the relief of afoster care provider, foster care services may not be billed during the
period that respite is furnished. Respite care may not be furnished for the purpose of compensating relief or
substitute staff for awaiver residential service. FFP is not claimed for the provision of room and board.Services
offered in thiswaiver are limited based on the member’ s assessed need for services and are not prior authorized by
the state medicaid agency.Respite in an institutional setting cannot exceed 30 days at a time due to the settings
regulation.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Per son
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Personal Care Agency/Home Health Agency
Agency Nursing Facility

Agency Assisted Living Facility

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency
Provider Type:
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Personal Care Agency/Home Health Agency

Provider Qualifications
L icense (specify):

Licensed as aHome Health Agency, Title 37, Chapter 106, Subchapter 3; Title 50, Chapter 5 Montana
Code Annotated

Certificate (specify):

Medicare Certified.
Other Standard (specify):

Personal care provider requirements aslisted in ARM 37.90.431.
Provider requirements aslisted in ARM 37.90.438.

Direct Care Staff:

(1) Beat least 18 years of age;

(2) Within 30 days of hirereceivetrainingin:

* abuse reporting,

* incident reporting,

* client confidentiality, and

* any specialty training relating to the need of the member served, as outlined in the plan of care.
(3) Possess the ability to complete documentation requirements of the program;

(4) Agreeto astate criminal background check;

(5) Possess avalid driver’ s license and proof of automobile liability insurance if transporting the
member;

(6) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(7) Complete 8 hours of Mental Health Training annually.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency
Provider Type:

Nursing Facility
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Provider Qualifications
License (specify):

Enrolled as a Nursing Facility provider according to Administrative Rules Title 37, Chapter 106,
subchapter 6.
Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.438.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency
Provider Type:

Assisted Living Facility
Provider Qualifications

License (specify):

Enrolled as an Assisted Living provider according to Administrative Rules Title 37, Chapter 106,
subchapter 28.
Certificate (specify):

Other Standard (specify):
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Provider requirements aslisted in ARM 37.90.438.

Licensed as aHome Health Agency, Title 37, Chapter 106, Subchapter 3; Title 50, Chapter 5 Montana
Code Annotated

Provider requirements aslisted in ARM 37.90.431.

Direct Care Staff:

(1) Beat least 18 years of age;

(2) Within 30 days of hirereceivetrainingin:

* abuse reporting,

* incident reporting,

* client confidentiality, and

* any specialty training relating to the need of the member served, as outlined in the plan of care.
(3) Possess the ability to complete documentation requirements of the program;

(4) Agreeto astate criminal background check;

(5) Possess avalid driver’slicense and proof of automobile liability insurance if transporting the
member;

(6) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(7) Complete 8 hours of Mental Health Training annually.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Supported Employment

Alternate Service Title (if any):
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HCBS Taxonomy:
Category 1. Sub-Category 1.
03 Supported Employment 03021 ongoing supported employment, individual
Category 2: Sub-Category 2:
03 Supported Employment 03022 ongoing supported employment, group
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Supported employment services are the ongoing supports to members who, because of their mental illness, need
intensive on-going support to obtain and maintain an individual job in competitive or customized employment, or
self-employment, in an integrated work setting in the general workforce at or above the state’' s minimum wage, at or
above the customary wage and level of benefits paid by the employer for the same or similar work performed by
individuals without disabilities. The outcome of this service is sustained paid employment at or above the minimum
wage in an integrated setting in the general workforce, in ajob that meets personal and career goals.

Supported employment includes both job devel opment and ongoing supported employment. Supported employment
may include: rapid job search; individualized job development and placement according to the member’s
preferences, strengths, and work experiences; on-the-job training in work and work-related skills; ongoing support,
that may include follow-along supports; monitoring of the member’ s performance on the job; cultivating natural
supports on the job; training in related skills needed to obtain and retain employment such as behavioral
interventions and self-efficacy; and negotiation with prospective employers. Supported employment is provided in a
variety of community settings.

Supported employment service is provided 1:1 and may include supports in a group community employment setting
such as crews or individual community employment settings, however, the specific supported employment services
are not provided to a group.

All supported employment service options shall be reviewed and considered as a component of a member's person-
centered recovery plan no less than annually, more frequently as necessary or as requested by the member. These
services and supports should be designed to support successful employment outcomes consistent with the member's
goals.

Members with two or more types of non-residential habilitation services may not have the non-residential
habilitation services billed during the same period of time.

Personal careisacomponent of this service unless member has extensive needs. Waiver may supplement personal
care assistance during prevocational services when a member's needs exceed the limits of the state plan program.
Documentation is maintained in the file of each individual receiving this service that the serviceis not available
under a program funded under section 110 of the Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.).
Transportation may be provided between the member's place of residence and the job site or between job sites (in
cases where the member is working in more than one place) as a component of supported employment services. Use
of community transportation, including specialized transportation, is encouraged.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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This serviceis not duplicative of the transportation service. Supported employment does not duplicate or replace
services required to be provided by the school under IDEA.

Waiver funding is not available for the provision of vocational services (e.g., sheltered work performed in afacility)
where members are supervised in producing goods or performing services under contract to third parties.

Federal financial participation is not claimed for incentive payments, subsidies, or unrelated vocational training
expenses such as the following: 1. Incentive payments made to an employer to encourage or subsidize the
employer's participation in supported employment; or 2. Payments that are passed through to users of supported
employment services.

For Supported Employment services that assist the member to achieve self-employment through the operation of a
business;, Medicaid funds may not be used to defray the expenses associated with starting up or operating a business.
Services offered in this waiver are limited based on the member’ s assessed need for services and are not prior
authorized by the state medicaid agency.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Supported Employment Entity
Individual Supported Employment Entity

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:
Agency
Provider Type:

Supported Employment Entity
Provider Qualifications

L icense (specify):

Be licensed within the scope of their business.
Certificate (specify):

Other Standard (specify):
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Supported employment services are provided by public or private employment agencies, Independent
Living Centers, organizations that provide support for individuals with disabilities, and Mental Health
Centers.

Provider requirements as listed in New Rule [proposed] X1V, MAR 37-918

Direct Care Staff must have:

(1) an associate degree in vocational rehabilitation, career development, or disability services,

(2) an Individual Placement Services (IPS) certification; or

(3) two years of experience in vocational rehabilitation, career development, or disability services and
receive an |PS certification within six months of hire.

and

(1) Beat least 18 years of age;

(2) Within 30 days of hirereceivetrainingin:

* abuse reporting,

* incident reporting,

* client confidentiality, and

* any specialty training relating to the need of the member served, as outlined in the plan of care.

(3) Possess the ability to complete documentation requirements of the program;

(4) Agreeto astate criminal background check;

(5) Possess avalid driver’slicense and proof of automobile liability insurance if transporting the
member;

(6) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(7) Complete 8 hours of Mental Health Training annually.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Frequency of Verification:

Upon enrollment and annually thereafter.
Exclusion list is reviewed monthly.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:
Individual
Provider Type:

Supported Employment Entity

Provider Qualifications
License (specify):

Certificate (specify):
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Other Standard (specify):

Provider requirements aslisted in ARM 37.90.439.
Must be insured.

Direct Care Staff must have:

(1) an associate degree in vocational rehabilitation, career development, or disability services,

(2) an Individual Placement Services (IPS) certification; or

(3) two years of experience in vocational rehabilitation, career development, or disability services and
receive an |PS certification within six months of hire.

and

(1) Beat least 18 years of age;

(2) Sign an affidavit regarding confidentiality and HIPAA;

(3) Possess the ability to communicate effectively with the member/personal representative;

(4) Possess the ability to complete documentation requirements of the program;

(5) Demonstrate to the member specific competencies necessary to perform paid tasks;

(6) Complete a self-declaration regarding infections and contagious diseases;

(7) Agreeto astate criminal background check;

(8) Possess avalid driver’slicense and proof of automobile liability insurance if transporting the
member;

(9) Demonstrate knowledge of how to report abuse, neglect and exploitation and sign an affidavit
regarding agreement to report all instances of suspected abuse, neglect or exploitation;

(10) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(11) Complete 8 hours of Mental Health Training annually.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.

Applicable standards are verified by the service provider agency.
Frequency of Verification:

Upon enrollment and annually thereafter.
Exclusion list is reviewed monthly.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Behaviora Intervention Assistant
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HCBS Taxonomy:
Category 1. Sub-Category 1.
08 Home-Based Services 08030 personal care
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Behavioral Intervention Assistant (BIA) services are habilitative services provided when Medicaid State Plan
Community First Choice/Personal Assistant Service (CFC/PAS) provided in state plan and Personal Assistant
Services (PAS) provided in the waiver are insufficient in meeting the behavioral health needs of the member and
assistance is required in activities of daily living, instrumental activities of daily living, and/or social, behavioral, and
adaptive skills. BIA differsin scope and nature from CFC/PAS and PAS in that the BIA’s must possess specialized
skills to address the challenging behaviors of members with a Severe and Disabling Mental IlIness. Thisincludes
redirecting inappropriate and unsafe behaviors, providing supervision to address a member’ s safety, and extensive
cuing to prompt. BIA services may be provided long term for members needing supervision, or intermittently, as
needed by the member. A member's need for this service is represented by the need for assistance with
mood/thought functioning and/or exhibiting tendencies of harm to self or others in addition to assistance with self-
care. This service may be needed episodically or continuously.

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

BIA does not require prior authorization when provided in the community but does require authorization when
provided in aresidentia setting such as an assisted living facility on a short term basis to assist to assist the member
transition into an new facility or as authorized by the Addictive and Mental Disorders Division.

BIA may not be provided with personal assistance services or with supported employment services.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Per sonal Care Entity/Home Health Agency
Individual Personal Care Entity
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Behavioral Intervention Assistant

Provider Category:
Agency
Provider Type:

Persona Care Entity/Home Health Agency

Provider Qualifications
L icense (specify):

Licensed as aHome Health Agency, Title 37, Chapter 106, Subchapter 3; Title 50, Chapter 5 Montana
Code Annotated

Certificate (specify):

Other Standard (specify):
Provider requirements aslistedin ARM NEW RULE IX [proposed MAR 37-918].

(1) Beat least 18 years of age;
(2) Within 30 days of hirereceivetrainingin:
* abuse reporting,
* incident reporting,
* client confidentiality, and
* any specialty training relating to the need of the member served, as outlined in the plan of care.
(3) Possess the ability to complete documentation requirements of the program;
(4) Agreeto astate criminal background check;
(5) Possess avalid driver’ s license and proof of automobile liability insurance if transporting the
member;
(6) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and
(7) Complete 8 hours of Mental Health Training annually.
*Additional training designated by the Addictive and Mental Disorders Division for specialty behaviora
interventions.
Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Freguency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service
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Service Type: Other Service
Service Name: Behavioral Intervention Assistant

Provider Category:
Individual
Provider Type:

Personal Care Entity
Provider Qualifications
L icense (specify):

A business entity, licensed and insured to deliver personal care services.
Certificate (specify):

Other Standard (specify):
Provider requirements aslisted in ARM 37.90.436.

Direct Care Staff must:
*Beat least 18 years of age;
«Sign an affidavit regarding confidentiality and HIPAA;
*Possess the ability to communicate effectively with the member/personal representative;
*Possess the ability to complete documentation requirements of the program;
*Demonstrate to the member specific competencies necessary to perform paid tasks;
*Complete a self-declaration regarding infections and contagious diseases,
*Agreeto a state criminal background check;
*Possess avalid driver’s license and proof of automobile liability insurance if transporting the member;
*Demonstrate knowledge of how to report abuse, neglect and exploitation and sign an affidavit regarding
agreement to report all instances of suspected abuse, neglect or exploitation; and
*Advocate for the member to assure that the member's rights are protected, and the member's needs and
preferences are honored; and
*Additional training designated by the Addictive and Mental Disorders Division for specialty behaviora
interventions.
Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.
Applicable standards are verified by the service provider agency.

Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).
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Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Community Transition

HCBS Taxonomy:
Category 1. Sub-Category 1.
16 Community Transition Services 16010 community transition services
Category 2: Sub-Category 2
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Community Transition Services are non-recurring set up expenses for members who are transitioning from an
institutional or other provider-operated living arrangement to aliving arrangement in a private residence where the
member is directly responsible for his or her own living expenses. Allowable expenses are those necessary to enable
amember to establish a basic household. Allowable Community Transition Services expenses include:

(1) Security deposits that are required to obtain a lease on an apartment or home;

(2) Setup fees or deposits to access basic utilities or services (telephone, electricity, heat, and water);

(3) Services necessary for the member’ s health and safety such as one-time cleaning prior to occupancy;

(4) Essentia household furnishings required to occupy and use a community domicile, including furniture, window
coverings, food preparation items, or bed or bath linens;

(5) Expensesincurred directly from the moving, transport, provision, or assembly of household furnishingsto the
residence;

(6) Fees associated with obtaining legal and/or identification documents necessary for a housing application such as
ahirth certificate, state issued ID, Social Security Card, or criminal background check.

To access Community Transition Services, amember must be transitioning from an institutional to a community
living arrangement and participate in a needs assessment through which they demonstrate a need for the service
based on the following: The member demonstrates a need for the coordination and purchase of one-time, non-
recurring expenses necessary for amember to establish a basic household in the community that demonstrates
health, safety, or institutional risk and other services/resources to meet the need are not available.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Community Transition Services do not include rental or mortgage expenses, ongoing food costs, regular utility
charges, or items that are intended for purely diversional, recreational, or entertainment purposes. Community
Transition Services expenses do not include the furnishing of living arrangements that are owned or leased by a
waiver provider where the provision of these items and services are inherent to the service they are already
providing. Community Transition Services expenses do not include payment for room and board. Services offered in
thiswaiver are limited based on the member’ s assessed need for services and are not prior authorized by the state
medicaid agency.
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Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Per son
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Dependent Upon Specific Service/Support Required
Agency Case Managment Team

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Community Transition

Provider Category:
Individual
Provider Type:

Dependent Upon Specific Service/Support Required
Provider Qualifications
L icense (specify):

Be licensed within the scope of their business
Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.415.

Provider must be properly insured.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to

37.85.402

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Community Transition

Provider Category:
Agency
Provider Type:

Case Managment Team

Provider Qualifications
L icense (specify):

Registered Nurse or Licensed Practical Nurse registered with the Montana Board of Nursing. Title 37,
Chapter 8, Montana Code Annotated

Licensed social worker with the Montana Board of Behavioral Health. Title 37 Chapter 22 - Socia
Worker

Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.415.
Provider must be properly insured.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

The case management team must consist of:

(1) A Registered Nurse or Licensed Practical Nurse; and

(2) At least one licensed social worker with a bachelor’s degree and two consecutive years experience
providing case management services to adults with severe disabling mental illness.

The case management agency chosen through the competitive procurement process to provide case
management services is responsible to adhere to the guidelinesin the Request for Proposals, contract,
and program policy.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Freguency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Consultative Clinical and Therapeutic Services

HCBS Taxonomy:

Category 1. Sub-Category 1.

10 Other Mental Health and Behavioral Services 10090 other mental health and behavioral services

Category 2: Sub-Category 2:

Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4

Comprehensive services providing expertise, training, and technical assistance to improve the ability of paid and
unpaid caregiversto carry out therapeutic interventions and reduce challenges that may be interfering with a
member’ s daily functioning and quality of life whose complex mental health or behavioral issues would benefit from
amore clinical approach and specialized interventions. Depending on the area of need, consultation activities are
provided by professionalsin psychiatry, psychology, neuro-psychology, or behavior management specializing in
specific intervention modalities. This service may be delivered in the member's home or in the community as
described in the service plan.

The service may include;

(1) A clinical/functional evaluation;

(2) The development of a Behavioral Support Plan or other supplemental home/community treatment plan that
provides the training and technical assistance to carry out the plans and monitoring of the member and the providers
working with the waiver member;

(3) Training and technical assistance to implement the Behavioral/Supplemental plan;

(4) Monitoring of treatment and interventions; and

(5) One-to-One consultation and support for paid caregivers.

Training must be aimed at assisting the paid caregiver in meeting the needs of the member; and will include
instruction about treatment regimens and other services included in the member’s care plan, as necessary, to safely
maintain the member in the community. The training must be tailored to the member's specific needs outlined in the
Person-Centered Recovery Plan and not to provide general provider training.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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This service will not duplicate or replace services available under the state plan. In addition, this service will not be
provided to members 18-21 years of age eligible under EPSDT asthe stateis required to provide this service to these
members through Early and Periodic Screening, Diagnostic and Treatment. Consultative clinical and therapeutic

services must meet a documented behavioral need that cannot be addressed through other waiver or state plan

services and may only be provided when necessary to support apaid or unpaid caregiver. Prior authorization is not
required by the Medicaid agency.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person

Relative

Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
Individual Psychiatrist, Psychologist, Neuro-Psychiatrist, Licensed Clinical Professional Counselor, Licensed
Clinical Social Worker
Aden Psychiatrist, Psychologist, Neur o-Psychiatrist, Licensed Clinical Professional Counselor, Licensed
gency Clinical Social Worker

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consultative Clinical and Therapeutic Services

Provider Category:

Individual
Provider Type:

Psychiatrist, Psychologist, Neuro-Psychiatrist, Licensed Clinical Professional Counselor, Licensed Clinical

Social Worker

Provider Qualifications
License (specify):

Asrequired by state law by the Board of Medical Examiners, Title 2, Chapter 15, Montana Code

Annotated

Psychol ogist must be licensed with the Montana Board of Psychologist. Title 37, Chapter 17, Montana

Code Annotated

Counselors must be licensed through the Montana Board of Behavioral Health. Title 37, Chapter 22 and
23, Montana Code Annotated

Certificate (specify):

Other Standard (specify):
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Provider requirements aslisted in ARM 37.90.441.

Direct Care Staff must:

(1) Beat least 18 years of age;

(2) Sign an affidavit regarding confidentiality and HIPAA;

(3) Possess the ability to communicate effectively with the member/personal representative;

(4) Possess the ability to complete documentation requirements of the program;

(5) Demonstrate to the member specific competencies necessary to perform paid tasks;

(6) Complete a self-declaration regarding infections and contagious diseases;

(7) Agreeto astate criminal background check;

(8) Possess avalid driver’slicense and proof of automobile liability insurance if transporting the
member;

(9) Demonstrate knowledge of how to report abuse, neglect and exploitation and sign an affidavit
regarding agreement to report all instances of suspected abuse, neglect or exploitation;

(10) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(11) Complete 8 hours of Mental Health Training annually.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consultative Clinical and Therapeutic Services

Provider Category:
Agency
Provider Type:

Psychiatrist, Psychologist, Neuro-Psychiatrist, Licensed Clinical Professional Counselor, Licensed Clinical
Social Worker
Provider Qualifications

License (specify):

Asrequired by state law by the Board of Medical Examiners, Title 2, Chapter 15, Montana Code
Annotated

Psychologist must be licensed with the Montana Board of Psychologist. Title 37, Chapter 17, Montana
Code Annotated

Counselors must be licensed through the Montana Board of Behavioral Health. Title 37, Chapter 22 and
23, Montana Code Annotated

Certificate (specify):

Other Standard (specify):
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Provider requirements aslisted in ARM 37.90.441.

Direct Care Staff must:

(1) Beat least 18 years of age;

(2) Sign an affidavit regarding confidentiality and HIPAA;

(3) Possess the ability to communicate effectively with the member/personal representative;

(4) Possess the ability to complete documentation requirements of the program;

(5) Demonstrate to the member specific competencies necessary to perform paid tasks;

(6) Complete a self-declaration regarding infections and contagious diseases;

(7) Agreeto astate criminal background check;

(8) Possess avalid driver’slicense and proof of automobile liability insurance if transporting the
member;

(9) Demonstrate knowledge of how to report abuse, neglect and exploitation and sign an affidavit
regarding agreement to report all instances of suspected abuse, neglect or exploitation;

(10) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(11) Complete 8 hours of Mental Health Training annually.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Environmental Accessibility Adaptations

HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4 Sub-Category 4:

Those physical adaptations to the home required for the member's Person-Centered Recovery Plan, which are
necessary to enable the member to function with greater independence in the home and without which the member
would require ingtitutionalization. This service is available only when a member's needs exceed the limits of the
state plan program. Such adaptations may include the installation of ramps and grab-bars, widening doorways,
modification of bathroom facilities, or installation of specialized electric and plumbing systems, which are necessary
to accommaodate the medical equipment and supplies and are necessary for the welfare of the member. This excludes
those adaptations or improvements to the home which are not of direct medical or remedial benefit to the waiver
member, such as carpeting, roof repair, central air conditioning, etc. All services shall be provided in accordance
with applicable state and local building codes.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Services offered in thiswaiver are limited based on the member’ s assessed need for services and are prior authorized
by the state Medicaid agency or it's designee. Thisis not a stand alone service and are limited to aone-time
purchase. The services under the Severe and Disabling Mental 1lIness, Home and Community-Based Services
Waiver are limited to additional services not otherwise covered under the state plan, including Early and Periodic
Screening, Diagnostic and Treatment for members who are 18 to 21 years of age, but consistent with waiver
objectives of avoiding institutionalization.

Adaptations that add to the total square footage of the home are excluded from this benefit except when necessary to
complete an adaptation (e.g., in order to improve entrance/egress to a residence or to configure a bathroom to
accommodate awheelchair.

Environmental accessibility adaptations may not be furnished to adapt living arrangements that are owned or leased
by providers of waiver services.

Environmental Accessibility Adaptations can be authorized up to 180 consecutive days of admission in advance to
enrollment to the waiver. Environmental accessibility adaptations begun while the member was ingtitutionalized is
not considered complete, and may not be billed until, the date the member is enrolled into the waiver.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Construction Company, Building Contractor
Individual Construction Company, Building Contractor

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Environmental Accessibility Adaptations

Provider Category:
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Agency
Provider Type:

Construction Company, Building Contractor

Provider Qualifications
L icense (specify):

An appropriate license through the Montana Department of Labor and Industry.

Certificate (specify):

Other Standard (specify):
Provider requirements aslisted in ARM 37.90.461.
Provider must be properly insured.

Verification of Provider Qualifications

Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services

Page 84 of 246

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Environmental Accessibility Adaptations

Provider Category:
Individual
Provider Type:

Construction Company, Building Contractor

Provider Qualifications
L icense (specify):

An appropriate license through the Montana Department of Labor and Industry.

Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.461.
Provider must be properly insured.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
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Freguency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Health and Wellness

HCBS Taxonomy:
Category 1: Sub-Category 1.
11 Other Health and Therapeutic Services 11130 other therapies
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Health and wellness offers waiver members opportunities to improve functional (both physical and psychological)
capacity, aswell as engage in recreational health promoting and wellness/recovery activities within their community
that are not covered by Medicaid state plan. This serviceis necessary to avoid institutionalization and address
functional impairments or other participant needs that, if left unaddressed, would prevent the person from engaging
in everyday community activities. The service may include:

(1) Classes on weight loss, smoking cessation, and healthy lifestyles;

(2) Health club memberships and exercise classes,

(3) Art, music, dance, exercise, and specialized classes,

(4) Costs associated for participating in adaptive sports and recreational activities;

(5) Classes on managing disabilities such as Living Well with a Disability; and

(6) Hippotherapy.

The service must be documented in the person-centered recovery plan (PCRP), be related directly to the member's
disability, and the member must be referred by an appropriately licensed professional. Services may include the
following, as appropriate:

(a) an assessment;

(b) the development of a home treatment/ support plan;

(c) training and technical assistance to carry out the plan; and

(d) monitoring in the implementation of the plan.

The service may be delivered in the member's home or in the community as described in the PCRP. The goals,
activities, and outcomes of the Health and Wellness service must be documented in the PCRP and monitored,
reviewed, and updated quarterly.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Services offered in this waiver are limited based on the member’ s assessed need for services and not prior authorized
by the state Medicaid agency. Services provided must be tied to goals in the person-centered recovery plan and
necessary to prevent institutionalization.

Each referring provider is required to carry an active license or certificate of designation in their specialty and scope
of practice asrequired by state law, administrative rules, and appropriate requirements pertaining to the provider’s
licensure. The referral may be through aOT, PT, MD, LCSW, LCPC, PSYCH, RN, APRN, PA, or aNP. A licensed
professional is reimbursed for this service by billing the appropriate CPT code. The claim is submitted through the
MMIS system and is funded through state plan.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Case Managment Team

Agency Independent Living Centers

Individual Providers Approved by the Department Dependent Upon Specific Service/Support Required

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service
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Service Type: Other Service
Service Name: Health and Wellness

Provider Category:
Agency
Provider Type:

Case Managment Team

Provider Qualifications
L icense (specify):

Registered Nurse or Licensed Practical Nurse.
Licensed Clinical Social Worker or aLicensed Clinical Professional Counselor.
Certificate (specify):

Other Standard (specify):

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Provider requirements aslisted in ARM 37.90.425.

A case management team must consist of:

(1) A Registered Nurse or Licensed Practical Nurse; and

(2) At least one licensed social worker with a bachelor’s degree and two consecutive years experience
providing case management services to adults with severe disabling mental illness.

The case management agency chosen through the competitive procurement process to provide case

management servicesis responsible to adhere to the guidelinesin the Request for Proposals, contract,
and program policy.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Health and Wellness

Provider Category:
Agency
Provider Type:

Independent Living Centers
Provider Qualifications
L icense (specify):
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Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.417.

Direct Care Staff must have:

(1) Be at least 18 years of age;

(2) Within 30 days of hire receivetraining in:

* abuse reporting,

* incident reporting,

* client confidentiality, and

* any specialty training relating to the need of the member served, as outlined in the plan of care.
(3) Possess the ability to complete documentation requirements of the program;

(4) Agreeto a state criminal background check;

(5) Possess avalid driver’ s license and proof of automobile liability insurance if transporting the
member;

(6) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(7) Complete 8 hours of Mental Health Training annually.

Montana Centers for Independent Living are non-residential, consumer-controlled, community-based,
private, non-profit organizations that provide individual and systems advocacy services by and for
persons with all types of disabilities. The independent living program provides persons with disabilities
the services needed to achieve their desired way of life. These servicesinclude the four core IL services:
information and referrals to appropriate organizations, independent living (IL) skills training, individual
and systems change advocacy, and peer mentoring. Other services provided include benefits counseling
and planning, housing information, help with accessibility issues and personal care assistance. Full
inclusion and integration of individuals with disabilities into the mainstream of American society is
primary. This philosophy is implemented through the Montana Independent Living Council and the
network of Montana Centers for Independent Living.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Health and Wellness
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Provider Category:
Individual
Provider Type:

Providers Approved by the Department Dependent Upon Specific Service/Support Required

Provider Qualifications
L icense (specify):

Be licensed within the scope of their business.

Psychol ogist must be licensed with the Montana Board of Psychologist. Title 37, Chapter 17, Montana
Code Annotated

Counselors must be licensed through the Montana Board of Behavioral Health. Title 37, Chapter 22 and
23, Montana Code Annotated

Occupational Therapist must be licensed with the Montana Board of Occupational Therapist. Title 37,
Chapter 24, Montana Code Annotated

Physical Therapist must be licensed through the Montana Board of Physical Therapy. Title 37, Chapter
11, Montana Code Annotated

Or Credentialed through The American Hippotherapy Certification Board (AHCB)

Certificate (specify):

Dependent upon specific provider

o Health lifestyle providers include private providers, local medical facilities.

o Hippotherapy — horse therapy business or individual providers.

o Art therapy — eligible art instructors, or therapists.

o Health Club Memberships —locally owned clubs, Y MCASs or medical centers with associated health
facilities.

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.417.
Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Verification of Provider Qualifications
Entity Responsible for Verification:

Community Program Officers with Department of Public Health and Human Services

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional servic(t)a7r}cit2 15003



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023 Page 90 of 246

specified in statute.
Service Title:

Homemaker Chore

HCBS Taxonomy:
Category 1 Sub-Category 1.
08 Home-Based Services 08060 chore
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Homemaker Chore services are provided to members unable to manage their own homes.

Homemaker Chore activities include extensive cleaning beyond the scope of general household cleaning under any
other state plan service. Services are needed to maintain the home in a sanitary and safe environment. This service
includes heavy household chores such as deep cleaning floors, windows and walls, tacking down loose rugs and
tiles, moving heavy items of furniture in order to provide safe access and egress.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

These services are provided only when neither the member nor anyone else in the household is capable of
performing or financially providing for them, and where no other relative, caregiver, landlord, community/volunteer
agency, or third-party payor is capable of or responsible for their provision. In the case of rental property, the
responsibility of the landlord, pursuant to the lease agreement, is examined prior to any authorization of service.
Homemaker Chore services are not allowed for aresident in an adult residential setting with the exception of moving
expenses.Services offered in this waiver are limited based on the member’ s assessed need for services and are prior
authorized by the state medicaid agency or their designee.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Homemaker/Janitorial entity
Individual Providers Approved by the Department Dependent Upon Specific Service/Support Required
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Homemaker Chore

Provider Category:
Agency
Provider Type:

Homemaker/Janitorial entity
Provider Qualifications

L icense (specify):

Workers are employees of abusiness entity licensed and insured to deliver professional services.
Certificate (specify):

Other Standard (specify):
Agency requirements aslisted in ARM 37.90.437.
Verification of Provider Qualifications

Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Freguency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Homemaker Chore

Provider Category:
Individual
Provider Type:

Providers Approved by the Department Dependent Upon Specific Service/Support Required

Provider Qualifications
L icense (specify):

A business entity, licensed and insured to deliver personal care services.
Certificate (specify):

Other Standard (specify):
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Agency requirements aslisted in ARM 37.90.437.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.

Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services

Page 92 of 246

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).

Service Type:
Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Life Coach

HCBS Taxonomy:

Category 1.

17 Other Services

Category 2:

Category 3:

Service Definition (Scope):
Category 4.

Sub-Category 1.

17990 other

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Life Coach is a holistic approach to addressing the social determinants of health that impact a member’ s overall
health and well-being and addresses the obstacles that impede a member’ s progress towards self-sufficiency,
improved health, and well-being. Life Coaches aim to motivate, offer emotional support, create confidence in their
clients, and to be an accountability partner and a guide that offers feedback, new ideas, and emotional support asthe
member works towards recovery.

Thisis accomplished through evaluating, educating, guiding, inspiring, and supporting the member in devel oping
independent living skills. Social determinants of health addressed with a Life Coach include:

Economic Stability:

(1) Accessto financia literacy to assist the member in building money management and budgeting skills;

(2) Accessto long term employment, adult education, and job training (this may include connecting the member to
the supported employment service if it identified in the Person-Centered Recovery Plan); and

(3) Navigation of public services.

Housing and Neighbors:
Access to safe affordable housing and improved environmental conditions.

Education:
Accessto extracurricular activities and mentoring, enrollment in job training.

Social Relationships:
Social cohesion, civic participation, perception of discrimination and equity.

Food and Nutrition:
Regular and consistent access to healthy foods, education on nutrition and overall health impacts.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Services offered in this waiver are limited based on the member’ s assessed need for services and are not prior
authorized by the state Medicaid agency.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Independent Living Center s/Personal Care Entities Fiscal Management Agencies
Individual Other Entities Approved by the Department

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Life Coach

Provider Category:
Agency
Provider Type:
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Independent Living Centers/Personal Care Entities/ Fiscal Management Agencies

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.xxx(new number).
Providers of fiscal services must be employees of a business entity, licensed, insured to deliver
professional services.

Direct Care Staff must:

(1) Beat least 18 years of age;

(2) Sign an affidavit regarding confidentiality and HIPAA;

(3) Possess the ability to communicate effectively with the member/personal representative;

(4) Possess the ability to complete documentation requirements of the program;

(5) Demonstrate to the member specific competencies necessary to perform paid tasks;

(6) Complete a self-declaration regarding infections and contagious diseases;

(7) Agreeto astate criminal background check;

(8) Possess avalid driver’slicense and proof of automobile liability insurance if transporting the
member;

(9) Demonstrate knowledge of how to report abuse, neglect and expl oitation and sign an affidavit
regarding agreement to report all instances of suspected abuse, neglect or exploitation;

(10) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(11) Complete 8 hours of Mental Health Training annually.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Life Coach

Provider Category:
Individual
Provider Type:

Other Entities Approved by the Department
Provider Qualifications
License (specify):
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Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.xxx(new number).
Providers of fiscal services must be a business entity, licensed, and insured to deliver professional
Services.

Direct Care Staff must:

(1) Beat least 18 years of age;

(2) Sign an affidavit regarding confidentiality and HIPAA,;

(3) Possess the ability to communicate effectively with the member/personal representative;

(4) Possess the ability to complete documentation requirements of the program;

(5) Demonstrate to the member specific competencies necessary to perform paid tasks;

(6) Complete a self-declaration regarding infections and contagious diseases,

(7) Agreeto a state criminal background check;

(8) Possess avalid driver’ s license and proof of automobile liability insurance if transporting the
member;

(9) Demonstrate knowledge of how to report abuse, neglect and expl oitation and sign an affidavit
regarding agreement to report all instances of suspected abuse, neglect or exploitation;

(10) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(11) Complete 8 hours of Mental Health Training annually.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Medls
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HCBS Taxonomy:
Category 1. Sub-Category 1.
06 Home Delivered Meals 06010 home delivered meals
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

This service provides hot or other appropriate meals once or twice aday, up to seven days aweek. A full nutritional
regimen (three meals per day) will not be provided, in keeping with the exclusion of room and board as covered
services.

Members must need special assistance to ensure adequate nutrition due to:

(a) special nutritional needs; or

(b) the member's inability to gain access to proper nutrition due to a disability.

Some individuals need special assistance with their diets and the special meals service can help ensure that these
individual s would receive adeguate nourishment. This service will only be provided to individuals who are not
eligible for meal services under any other source or need different or more extensive services than are otherwise
available. This service must be cost effective and necessary to prevent institutionalization.

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

Services offered in this waiver are limited based on the member’s assessed need for services and are not prior
authorized by the state Medicaid agency.

Meal services will not be furnished to members receiving Residential Habilitation or during the time period they are
in an Adult Day Health setting.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Non-profit Entity, Public Entity, Meal Preparation
Individual Meal Preparation
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Meals

Provider Category:
Agency
Provider Type:

Non-profit Entity, Public Entity, Meal Preparation

Provider Qualifications
L icense (specify):

Retirement Homes must comply with the licensing requirements located in Administrative Rules of
Montana, Title 37, Chapter 106, subchapter 25.

Certificate (specify):

Other Standard (specify):

Agency requirements as listed in ARM 37.40.1476.
Provider requirements aslisted in ARM 37.90.446.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Freguency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Meals

Provider Category:
Individual
Provider Type:

Meal Preparation
Provider Qualifications

L icense (specify):

Depending on type of service, must be licensed/certified as required by Montana state law.
Certificate (specify):
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Other Standard (specify):

Agency requirements as listed in ARM 37.40.1476.

Provider requirements aslisted in ARM 37.90.446.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.

Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).

Service Type:
Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Non-Medica Transportation

HCBS Taxonomy:

Category 1.

15 Non-Medical Transportation

Category 2:

Category 3:

Service Definition (Scope):
Category 4.

Sub-Category 1.

15010 non-medical transportation

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Non-medical transportation means travel furnished by common carrier or private vehicle for non-medical reasons as
defined in the member's Person-Centered Recovery Plan. Medical transportation is available under the State Plan
Medicaid Program.

Transportation Services must meet the following criteria:

(1) Be provided only after volunteer, State Plan Medicaid, or other publicly funded transportation programs have
been exhausted or determined to be inappropriate; and
(2) Be provided in the most cost effective mode.

Transportation provider must provide proof of:

(1) A vaid Montana drivers license;

(2) Adequate automobile insurance; and

(3) Assurance that vehicle isin compliance with all applicable federal, state, and local laws and regulations.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Services offered in this waiver are limited based on the member’ s assessed need for services and are not prior
authorized by the state medicaid agency. This service may only be reimbursed with services that do not include
transportation as an integral part of their rate.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Accessible Transportation Providers/ Personal Care Entities
Individual Cabg/ Other Entities Approved by the Department

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-M edical Transportation

Provider Category:
Agency
Provider Type:

Accessible Transportation Providers/ Personal Care Entities

Provider Qualifications
License (specify):

Must meet all pertinent state laws and regulations.
Certificate (specify):

Other Standard (specify):
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Provider requirements aslisted in ARM 37.90.450.
Non-medical transportation providers must provide proof of:

« avaid Montanadriver’slicense;

¢ adequate automobile insurance; and

« assurance that the vehicleisin compliance with all applicable federal, state, and local laws and
regulations.

The agency isresponsible to hire qualified staff and follow all state and federal labor laws.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-M edical Transportation

Provider Category:
Individual
Provider Type:

Cabg/ Other Entities Approved by the Department

Provider Qualifications
License (specify):

Must meet all pertinent state laws and regulations.
Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.450.

Non-medical transportation providers must provide proof of:

(1) valid Montanadriver'slicense;

(2) Adequate automobile insurance; and

(3) Assurance that the vehicle isin compliance with all applicable federal, state, and local laws and

regulations.

The agency isresponsible to hire qualified staff and follow all state and federal labor laws.
Verification of Provider Qualifications

Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:
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Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Pain and Symptom Management

HCBS Taxonomy:
Category 1: Sub-Category 1:
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:

This service alows for the provision of traditional and non-traditional methods of pain management. Per
Administrative Rules of Montana, 37.90.416, treatments are limited to:

(1) Acupuncture;

(2) Reflexology;

(3) Massage therapy;

(4) Craniosacral therapy;

(5) Mind-body therapies such as hypnosis and biofeedback;

(6) Pain mitigation counseling/coaching;

(7) Chiropractic therapy; and

(8) Nursing services by a nurse specializing in pain and symptom management.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Services offered in this waiver are limited based on the member’s assessed need for services and are not prior
authorized by the state Medicaid agency. The services are limited to additional services not otherwise covered under
the Medicaid state plan. The service must be documented that this serviceis directly related to an member's
disability and necessary to avoid institutionalization and address functional impairments or other member needs that,
if left unaddressed, would prevent the member from engaging in everyday community activities. Services must be
prescribed by alicensed health care professional. The Person-Centered Recovery Plan must include the need for the
service, the anticipated number of sessions, and expected outcomes.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Era?;/;f; Provider TypeTitle
Agency Hospitals
Agency Psychologist, Counselor, Hypnotist Massage T her apists, Chiropractors, Acupuncturists, Specialized RN
Individual ;slzl/chologist, Counselor, Hypnotist, Massage Therapists, Chiropractors, Acupuncturists, Specialized

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Pain and Symptom M anagement

Provider Category:
Agency
Provider Type:

Hospitals
Provider Qualifications
L icense (specify):
Hospitals must be licensed according to Administrative Rules of Montana, Title 37, Chapter 106,

subchapter 4.
Certificate (specify):

Other Standard (specify):
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Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Each provider of servicein the area of Pain and Symptom Management is required to carry an active
license or certificate of designation in their specialty and scope of practice as required by state law,
administrative rules, and appropriate requirements pertaining to the provider’s licensure. Acquiring
licensure and certification includes completion of minimum hours of training initially dependent on
specialty, and continuing education annually to ensure providers effectively perform their role for each
chosen specialty, thisincludes education in ethics and professional boundaries. Licensing board
verification includes the Montana Board of Behavioral Health, Montana Board of Chiropractors,
Montana Board of Medical Examiners, Montana Board of Nursing, and Montana Board of Psychologist.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Pain and Symptom M anagement

Provider Category:
Agency
Provider Type:

Psychol ogist, Counselor, Hypnotist Massage Therapists, Chiropractors, Acupuncturists, Specialized RN

Provider Qualifications
License (specify):

Psychologist must be licensed with the Montana Board of Psychologist. Title 37, Chapter 17, Montana
Code Annotated

Counselors must be licensed through the Montana Board of Behavioral Health. Title 37, Chapter 22 and
23, Montana Code Annotated

Hypnotist must be license through the Montana Board of Behavioral Health.

Massage Therapists must be licensed through the Montana Board of Massage Therapy. Title 37, Chapter
33, Montana Code Annotated

Chiropractors must be licensed by the Montana Board of Chiropractors. Title 37, Chapter 12, Montana
Code Annotated

Acupuncture must be licensed with the Board of Medical Examiners. Title 37, Chapter 13, Montana
Code Annotated

Specialized Advance Practice Registered Nurse (APRN) must hold an active MT RN license or RN
license with a multistate designation from a compact state and must provide a transcript of a graduate
level degree. Title 37, Chapter 8, Montana Code Annotated
Certificate (specify):
07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023 Page 104 of 246

Other Standard (specify):

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Each provider of servicein the area of Pain and Symptom Management is required to carry an active
license or certificate of designation in their specialty and scope of practice as required by state law,
administrative rules, and appropriate requirements pertaining to the provider’s licensure. Acquiring
licensure and certification includes completion of minimum hours of training initially dependent on
specialty, and continuing education annually to ensure providers effectively perform their role for each
chosen specialty, thisincludes education in ethics and professional boundaries. Licensing board
verification includes the Montana Board of Behavioral Health, Montana Board of Chiropractors,
Montana Board of Medical Examiners, Montana Board of Nursing, and Montana Board of Psychologist.
Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Pain and Symptom M anagement

Provider Category:
Individual
Provider Type:

Psychologist, Counselor, Hypnotist, Massage Therapists, Chiropractors, Acupuncturists, Specialized RN

Provider Qualifications
L icense (specify):
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Psychologist must be licensed with the Montana Board of Psychologist. Title 37, Chapter 17, Montana
Code Annotated

Counselors must be licensed through the Montana Board of Behavioral Health. Title 37, Chapter 22 and
23, Montana Code Annotated

Hypnotist must be license through the Montana Board of Behavioral Health.

Massage Therapists must be licensed through the Montana Board of Massage Therapy. Title 37, Chapter
33, Montana Code Annotated

Chiropractors must be licensed by the Montana Board of Chiropractors. Title 37, Chapter 12, Montana
Code Annotated

Acupuncture must be licensed with the Board of Medical Examiners. Title 37, Chapter 13, Montana
Code Annotated

Specialized Advance Practice Registered Nurse (APRN) must hold an active MT RN license or RN
license with a multistate designation from a compact state and must provide atranscript of a graduate
level degree. Title 37, Chapter 8, Montana Code Annotated

Certificate (specify):

Other Standard (specify):

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402.

Each provider of servicein the area of Pain and Symptom Management is required to carry an active
license or certificate of designation in their specialty and scope of practice as required by state law,
administrative rules, and appropriate requirements pertaining to the provider’s licensure. Acquiring
licensure and certification includes completion of minimum hours of training initially dependent on
specialty, and continuing education annually to ensure providers effectively perform their role for each
chosen specialty, thisincludes education in ethics and professional boundaries. Licensing board
verification includes the Montana Board of Behavioral Health, Montana Board of Chiropractors,
Montana Board of Medical Examiners, Montana Board of Nursing, and Montana Board of Psychologist.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
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Service Type:
Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.
ServiceTitle:

Personal Assistance Service

HCBS Taxonomy:
Category 1. Sub-Category 1.
08 Home-Based Services 08030 personal care
Category 2: Sub-Category 2
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Services are provided if/when the scope, amount, or duration of the available Medicaid State Plan, Community First
Choice/Personal Assistance Services (CFC/PAS), isinsufficient in meeting the needs of the member. Service must
document the need:

(1) Of more than 42 hours of ADL/IADL assistance provided in the Medicaid State Plan Personal Care (CFC/PAS);
and/or

(2) For assistance outside of the member’s home.

Personal assistance services may include supervision for health and safety reasons, socialization that does not require
behavioral supports, and escort and transportation for non-medical reasons. Socialization is available to those
members who require personal assistance to physically access the community, rather than just assistance with access
to social restorative/behavioral needs. Tasks involve direct hands-on supervision and assistance, from cueing and
prompting, to total assistance, aswell as functional assistance with the navigation of public services and support to
enhance independence with community activities. All personal assistance service attendants are supervised by
registered nurses.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Services offered in this waiver are limited based on the member’s assessed need for services and are not prior
authorized by the state Medicaid agency. Personal Assistance services are not allowed for aresident residing in an
adult residential setting. Services under this definition may not duplicate non-medical transportation services.

Retainer days may not be used for any other Home and Community Based Services when they are utilized for
personal care services. If aprovider rate includes vacancy savings, retainer days are a duplication of services and
may not be paid in addition. Retainer days are limited to 30 days per year. Retainer payments are provided for
personal assistance services when the person is hospitalized or visiting with family. Without these retainer days an
individual loses their scheduled time slot.

The state does not authorize “bed-hold” daysin nursing facilities. However, if an individual is hospitalized the “bed
hold” days are authorized for personal assistance services. The total number of days allowed are 30 days for retainer
paymentsin a personal care plan year.

Members may use any combination of agency-based and self-directed. Members that choose self-direction must be
capable/willing to manage all tasks related to service delivery. Thisincludes the ability to manage recruitment,
hiring, scheduling, training, directing, and dismissal of worker(s).

It isthe responsibility of the provider agency to ensure that assistants are appropriately trained under agency-based
services.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Personal Care Provider/Home Health Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Assistance Service

Provider Category:
Agency
Provider Type:

Persona Care Provider/Home Health Agency

Provider Qualifications
L icense (specify):

Licensed as a Home Health Agency, Title 37, Chapter 106, Subchapter 3; Title 50, Chapter 5 Montana
Code Annotated

Certificate (specify):

Medicare Certified.
Other Standard (specify):
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Provider requirements aslisted in ARM 37.90.431.

Direct Care Staff:

(1) Beat least 18 years of age;

(2) Within 30 days of hirereceivetrainingin:

* abuse reporting,

* incident reporting,

* client confidentiality, and

* any specialty training relating to the need of the member served, as outlined in the plan of care.
(3) Possess the ability to complete documentation requirements of the program;

(4) Agreeto astate criminal background check;

(5) Possess avalid driver’slicense and proof of automobile liability insurance if transporting the
member;

(6) Advocate for the member to assure that the member's rights are protected, and the member's needs
and preferences are honored; and

(7) Complete 8 hours of Mental Health Training annually.

Providers must be enrolled as a Medicaid provider and have a provider agreement according to
37.85.402

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Department of Public Health and Human Services/Quality Assurance Division.

Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Personal Emergency Response System

HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14010 personal emergency response system (PERS)
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4

Personal Emergency Response System (PERS) is an electronic device which enables a member to secure help in the
event of an emergency. The member may choose to wear a portable help button to allow for increased independence
and mobility. The system is connected to the member's phone and is programmed to signal a response center once a
help button is activated. The response center is staffed by trained professionals. PERS services are limited to those
members who live alone, or who are alone for significant parts of the day, and have no regular caretaker for
extended periods of time, and who would otherwise require extensive routine supervision.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Services offered in this waiver are limited based on the member’ s assessed need for services and are not prior
authorized by the state medicaid agency. The provision of a personal emergency response system as a service does
not include the purchase, installation, or routine monthly charges of atelephone (ARM 37.90.448)

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Personal Alert Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Emer gency Response System

Provider Category:
Agency
Provider Type:

Personal Alert Agency

Provider Qualifications
L icense (specify):

Certificate (specify):
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Other Standard (specify):

Provider requirements aslisted in ARM 37.90.448.
The agency isresponsible to hire qualified staff and follow all the state and federal labor laws.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Serviced Fiscal Intermediary Contractor.
Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Private Duty Nursing

HCBS Taxonomy:
Category 1 Sub-Category 1.
05 Nursing 05010 private duty nursing
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:
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Private Duty Nursing Services (PDN) are RN or LPN services provided by a Licensed Registered Nurse (RN) or
Licensed Practical Nurse (LPN) licensed to practice in Montana. These services are provided to a member at home.
PDN services are medically necessary services provided to members who require continuous in-home nursing care
that is not available from a home health agency. PDN service provided by an LPN must be supervised by an RN,
physician, dentist, osteopath or podiatrist authorized by State law to prescribe medication and treatment. PDN may
be prescribed only when Home Health Agency Services, as provided in ARM 37.40.701, are not appropriate or
available and must comply with the Montana Nurse Practice Act. Services are provided according to the member's
Person-Centered Recovery Plan, which documents the member's specific health-related need for nursing. Use of a
nurse to routinely check skin condition, review medication use, or perform other nursing dutiesin the absence of a
specific identified need, is not allowable. General statements such amonitor health needs are not considered
sufficient documentation for the service. PDN is not a state plan service for adults who do not qualify for EPSDT.

The RN or LPN must be from a home health agency or an independent agency.
A Registered Nurse is required to have supervision of the provider agency or a physician.

Legal guardians are employed by an agency or provided under self-direction with oversite of an agency. The agency,
case management team, and member are responsible to ensure member’ s best interests are served. Determinations
are made on a case by case basis and case management teams are required to document the basis for the decision
regarding the best interest of the member.

A relative or legal guardian may not provide more than 40 hours of paid time in a seven-day period.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Services offered in this waiver are limited based on the member’s assessed need for services and are not prior
authorized by the state medicaid agency. This service will not duplicate or replace services available under the
Medicaid state plan. A member's legally responsible person, relative, or legal guardian may provide private duty
nursing if they are licensed in accordance with state regulation and are enrolled as a Montana Medicaid Provider. A
relative or legal guardian may not provide more than 40 hours of paid time in a seven-day period

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Per son
Relative

Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Home Health Entity
Individual Home Health Entity

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Private Duty Nursing

Provider Category:
Agency
Provider Type:
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Home Health Entity

Provider Qualifications
L icense (specify):

Licensed Registered Nurse or Licensed Practical Nurse according to Administrative Rules of Montana,
Title 8, Chapter 32, subchapter 4.

Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.447.

Direct Care Staff must:

*Be at least 18 years of age;

«Sign an affidavit regarding confidentiality and HIPAA;

*Possess the ability to communicate effectively with the member/personal representative;

*Possess the ahility to complete documentation requirements of the program;

«Demonstrate to the member specific competencies necessary to perform paid tasks;

*Complete a self-declaration regarding infections and contagious diseases,

*Agreeto a state criminal background check;

*Possess avalid driver’s license and proof of automobile liability insurance if transporting the member;
«Demonstrate knowledge of how to report abuse, neglect and exploitation and sign an affidavit regarding
agreement to report all instances of suspected abuse, neglect or exploitation; and

«Advocate for the member to assure that the member's rights are protected, and the member's needs and
preferences are honored; and

*Complete 8 hours of Mental Health Training annually.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Private Duty Nursing

Provider Category:
Individual
Provider Type:

Home Health Entity

Provider Qualifications
L icense (specify):

Licensed Registered Nurse or Licensed Practical Nurse according to Administrative Rules of Montana,
Title 8, Chapter 32, subchapter 4.

Certificate (specify): 112/
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Other Standard (specify):

Meets the state's definition as an independent contractor.
Provider requirements aslisted in ARM 37.90.447.

Direct Care Staff must:

*Be at least 18 years of age;

*Sign an affidavit regarding confidentiality and HIPAA;

*Possess the ability to communicate effectively with the member/personal representative;

*Possess the ability to complete documentation requirements of the program;

«Demonstrate to the member specific competencies necessary to perform paid tasks;

*Complete a self-declaration regarding infections and contagious diseases,

*Agreeto a state criminal background check;

*Possess avalid driver’s license and proof of automobile liability insurance if transporting the member;
«Demonstrate knowledge of how to report abuse, neglect and exploitation and sign an affidavit regarding
agreement to report all instances of suspected abuse, neglect or exploitation; and

«Advocate for the member to assure that the member's rights are protected, and the member's needs and
preferences are honored; and

*Complete 8 hours of Mental Health Training annually.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Specialized Medical Equipment and Supplies

HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14031 equipment and technology
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Category 2: Sub-Category 2:
14 Equipment, Technology, and Modifications 14032 supplies
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Medical supplies, equipment, and appliances suitable for use in any setting in which normal life activities take place,
as defined at § 440.70(c)(1). Speciaized Medica Equipment and Suppliesinclude devices, controls, or appliances,
specified in the Person-Centered Recovery Plan, which enable members to increase their abilities to perform
activities of daily living, or to perceive, control, or communicate with the environment in which they live.
Specialized Medical Equipment and Supplies include:

(1) The provision of service animals;

(2) Items necessary for life support;

(3) Ancillary supplies and equipment necessary to the proper functioning of such items; and

(4) Durable and non-durable medical equipment not available under Medicaid State plan.

Items excluded are those items that are not of direct medical or remedial benefit to the member. All items shall meet
applicable standards of manufacture, design, and installation. All specialized medical equipment and supplied must
have adenia from Medicare (if applicable) and Medicaid prior to waiver service being provided.

Specialized Medical Equipment and Supplies include selecting, designing, fitting, customizing, adapting, applying,
maintaining, repairing, or replacing the equipment. This service also includes training or technical assistance for the
member or, where appropriate, the family members, guardians, advocates, or authorized representatives of the
member.

Medical equipment that requires retrofitting and is essential to a member transitioning from an institutional to a
community living arrangement may be purchased and installed prior to admission to the waiver.

The need for medical equipment and supplies must be documented in the member's Person-Centered Recovery Plan
and be directly related to the member’ s disability and impairment.

Medical equipment and supplies service is necessary to avoid institutionalization and address functional impairments
or other participant needs that, if left unaddressed, would prevent the person from engaging in everyday community
activities.

Based upon the member’ s physician recommendation, corresponding diagnosis, and prescribed treatment, some over
the counter medications and complementary alternative medications may be provided.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Services offered in this waiver are limited based on the member’ s assessed need for services and are prior authorized
by the state Medicaid agency or their designee. Specialized Medical Equipment and Supplieswill be limited to a
one-time purchase with the exception of supplies not covered by Medicaid State plan services. The Addictive and
Mental Disorders Division, at its discretion, may authorize an exception to this.

Specialized Medical Equipment and Supplies will not pay for vehicles, vehicle licenses, or insurance.

This service will not duplicate or replace services available under the state plan. In addition, this service will not be
provided to members 18-21 years of age eligible under Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) asthe stateis required to provide this service to these members through EPSDT.

Members are required to have a face-to-face visit with a physician or authorized non-physician practitioner for the
initial prescription of home health services and certain DME.

FFP cannot be claimed until the member is on the waiver.

OTC that are not covered under state plan including those coverable under state plan but available in an insufficient
quantity to meet the needs of the member are acovered service. A prescription isrequired from a physician, nurse
practitioner or the appropriated licensed provider for all OTC.

Service Delivery Method (check each that applies):
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Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Case Management Provider
Agency Durable Medical EQuipment Provider /Retailers

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialized M edical Equipment and Supplies

Provider Category:
Agency
Provider Type:

Case Management Provider

Provider Qualifications
License (specify):

Registered Nurse or Licensed Practical Nurse
Licensed Clinical Social Worker or aLicensed Clinical Professional Counselor.
Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.425.

A case management team must consist of:

(1) A Registered Nurse or Licensed Practical Nurse; and

(2) At least one socia worker with a bachelor’s degree and two consecutive years experience providing
case management services to adults with severe disabling mental illness.

The case management agency chosen through the competitive procurement process to provide case
management services is responsible to adhere to the guidelines in the Request for Proposals, contract,
and program policy.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Frequency of Verification:

Upon enrollment and annually thereafter.
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

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

Provider Category:
Agency
Provider Type:

Durable Medical Equipment Providers/Retailers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Provider requirements aslisted in ARM 37.90.449.

All services are provided in accordance with applicable Federal, State or local building codes and
requirements (i.e., obtaining permits), meet applicable standards of manufacture, design and installed
requirements (i.e., obtaining permits) and comply with Administrative Rules of Montana 37.90.449.
The agency isresponsible to hire qualified staff and follow all state and federal labor laws.

Retail providers such as a pharmacy will be providing OTC medications, OTCs would not be provided
by a SME provider.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Human Services/Fiscal Intermediary.
Freguency of Verification:

Upon enrollment and annually thereafter.

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)

b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

Not applicable - Case management is not furnished as a distinct activity to waiver participants.

Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.
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AsaMedicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete item
C-1-c.

AsaMedicaid state plan service under §1915(g)(1) of the Act (Targeted Case M anagement). Complete item
C-1-c

Asan administrative activity. Complete item C-1-c.
Asaprimary care case management system service under a concurrent managed care authority. Complete
item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants:

Contracted Case Management Agencies through the 1915(b)(4) waiver.

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background I nvestigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

No. Criminal history and/or background investigations are not required.

Yes. Criminal history and/or background investigations are required.
Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, (c) the process for ensuring that mandatory

investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CMS upon request through the Medicaid or the operating agency (if applicable):

b. Abuse Registry Screening. Specify whether the state requires the screening of individuals who provide waiver services
through a state-maintained abuse registry (select one):

No. The state does not conduct abuseregistry screening.
Yes. The state maintains an abuseregistry and requires the screening of individuals through this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which
abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CM S upon request
through the Medicaid agency or the operating agency (if applicable):

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

Note: Required information from this page (Appendix C-2-c) is contained in responseto C-5.
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Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Careor Similar Services by Legally Responsible Individuals. A legaly responsible individual is
any person who has a duty under state law to care for another person and typically includes: (a) the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child or (b) a spouse of awaiver
participant. Except at the option of the State and under extraordinary circumstances specified by the state, payment may
not be made to alegally responsible individual for the provision of personal care or similar services that the legally
responsible individual would ordinarily perform or be responsible to perform on behalf of awaiver participant. Select one:

No. The state does not make payment to legally responsible individuals for furnishing personal care or similar
services.

Yes. The state makes payment to legally responsible individuals for furnishing personal care or similar services
when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may
provide; (b) state policies that specify the circumstances when payment may be authorized for the provision of
extraordinary care by alegally responsible individual and how the state ensures that the provision of servicesby a
legally responsible individual isin the best interest of the participant; and, (c) the controls that are employed to ensure
that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar
services for which payment may be made to legally responsible individuals under the state policies specified here.

For services that alow alegally responsible individuals, including spouses of adults and court appointed guardians,
to be paid for the provision of services, all of the following authorization criteria and monitoring provisions must be
met. The service must: (1) Meet the definition of a service/support as outlined in the federally approved waiver plan;
(2) Be necessary to avoid institutionalization; (3) Be a service/support that is specified in the member service and
support plan; (4) Be provided by a parent or spouse who meets the provider qualifications and training standards
specified in the waiver for that service; (5) Be paid at arate that does not exceed what is allowed by the department
for the payment of similar services; and (6) Not be an activity that the family would ordinarily perform or is
responsible to perform.

In addition, a member must be offered a choice of providers. If member or his’/her authorized representative chooses
arelative or legal guardian as a care provider, it must be documented on the Person-Centered Recovery Plan. In
addition to case management, monitoring and reporting activities required for all waiver services, the following
additional requirements are employed when arelative or legal guardian is paid as a care provider:

a. Quarterly reviews of expenditures, and health, safety and welfare status of the member that is discussed with the
member at the quarterly face to face review.

b. Monthly reviews by the provider agency of hours billed for family member provided care.

c. A relative or legal guardian who is a member’ s authorized representative may not also be paid to provide services.

d. A member’s spouse employed by a Personal Care Agency may not be reimbursed to provide personal careto
his’her spouse.

A relative or legal guardian may not provide more than 40 hours of paid time in a seven-day period.

The case management team checks in with the Legally Responsible Individual to seeif there are concerns regarding
the risk factors. A back-up plan is part of the person-centered recovery plan that would provide relief to the
caregiver in the event they are at risk.

Self-directed

Agency-oper ated

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/L egal Guar dians. Specify
state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:
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The state does not make payment to relatives/legal guardiansfor furnishing waiver services.

The state makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guar dian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for
which payment may be made to relatives/legal guardians.

Relatives/legal guardians may be paid for providing waiver serviceswhenever therelative/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.

Relative/legal guardians to whom payment is made must be employed by an agency and be held to the same
standards of an agency based service. For the purpose of this section family shall be defined as all personsrelated to
the member by virtue of blood, marriage, adoption, or Montana common law. Paymentsto Relatives/L egal
Guardians can be made for the following services: private duty nursing, personal assistance services, non-medical
transportation, and respite.

Legal guardians who exercise decision making authority are employed by an agency or provided under self-direction
with oversite of an agency. The agency, case management team, and member are responsible to ensure member’s
best interests are served. Determinations are made on a case by case basis and case management teams are required
to document the basis for the decision regarding the best interest of the member.

The provider agency for both agency based and self-directed services are required to collect timesheets from the
Legal Guardians and submit the timesheets to the CMTs to review for services authorized/services provided. In
addition, at the quarterly face to face meetings, the CM Ts discuss the provision of services with the member to
ensureit is being provided and the member is satisfied with the quality. This also allows the case management team
the opportunity to review in person for delivery of services. A relative or legal guardian may provide up to 40 hours
in a seven-day period to their family member as authorized in the members person-centered recovery plan.

Other policy.

Specify:

f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll as waiver service providers as provided in 42 CFR 8431.51:
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All potential SDMI Waiver providers may become Medicaid providers as long as they meet the provider qualifications.
Providers meeting all the provider requirements are encouraged to enroll as Medicaid providers. All requestsfor
enrollment in the Medicaid Program must be made through the state's Fiscal Intermediary Contractor. The Contractor
will provide interested providers with enrollment information. There is a continuous, open enrollment of waiver service
providers. Additionally, the state has established an on-line process for potential providers to access information
electronically. The on-line process allows potential providers to access the provider application as well as applicable
provider manuals for specific services at any time. The web sites for this electronic process are:
https.//medicaidprovider.mt.gov/providerenrolIment

https.//mtaccesstoheal th.portal .conduent.com/mt/general/providerEnrolImentHome.do

The enrollment application must be completed in its entirety before the Contractor is able to process the enrollment
application. Thisisthe same process for enroliment of any Montana Medicaid provider. As specified in the contract
between the Department and the Contractor, Contractor will forward all completed enrollment applicationsto the
AMDD, Department of Public Health and Human Services, for approval, procedure codes and rates. AMDD will act
upon the completed enrollment application within five working days of receipt and return it to the Fiscal Intermediary for
action.

The case management teams will be responsible for waiver provider outreach to ensure there is an adequate listing of
willing, available, and qualified waiver providers from which the members may choose. Thereisinformation on the
Department's web site to assist potential providers who are seeking information about Montana Medicaid and programs.

An advantage for the SDMI Waiver is the existing network of providers of servicesfor enrollees in the Elderly and
Physically Disabled Waiver and the Developmental Disability Waiver. It is anticipated many of these providerswill be
interested in providing servicesto enrollees in the SDMI Waiver. Concurrently, the network of mental health
professional s has been provided information about the SDMI Waiver application and it is anticipated many of these
providers will be ready and willing to provide services to membersin the SDMI Waiver.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sateto
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;
#and % of licensed/certified providersthat continue to meet licensure/certification
standards, aswell asall other standards. N: # of licensed and/or certified providers
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that continue to meet licensur e/certification standards, aswell asall other standards.
D: All providersthat arerequired to meet licensure/certification standards, aswell as

all other standards

Data Sour ce (Select one):
Provider performance monitoring
If 'Other' is selected, specify:

Responsible Party for Frequency of data

data collection/generation
collection/gener ation (check each that applies):
(check each that applies):

Sampling Approach
(check each that applies):

Quality Assurance
Division - Licensing

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:

Bureau
Continuously and Other
Ongoing Specify:
Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency Weekly
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Responsible Party for data
aggregation and analysis (check each

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

that applies):
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure;

Number and per cent of providersthat met licensure, certificate, and all other

standardsprior to providing services. Numerator: Number of providersthat met

licensure, certificate, and all other standardsprior to providing services.

Denominator: All providersthat arerequired to meet licensure, certificate, and all

other standards prior to providing services.

Data Sour ce (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:

Page 122 of 246
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Contracted provider

Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually

Continuously and Ongoing

Other
Specify:
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b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver

requirements.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sateto
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023

Page 124 of 246

identified or_conclusions drawn, and how recommendations are formulated, where appropriate.

Per formance M easur e

Number and percent of non-licensed/non certified providersthat meet waiver
provider requirements. Numerator: Number of non-licensed/non certified providers

that meet waiver requirements. Denominator: All non-licensed/non certified waiver

providers.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:
State's fiscal
intermediary
contractor

Continuously and
Ongoing

Other
Specify:

Other
Specify:

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

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other

Specify:

Annually

Continuously and Ongoing

Other
Specify:

c. Sub-Assurance: The State implementsits policies and procedures for verifying that provider training is
conducted in accordance with state requirements and the approved waiver.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;
Number and percent of providersthat meet training requirements as approved in
state regulations and the approved waiver. Numerator: Number of providersthat

meet training requirements as approved in the state regulations and the approved
waiver. Denominator: Total number of waiver providers

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated

If 'Other' is selected, specify:

Thedenominator isthetotal number of existing waiver providers (by type) who
continue to meet training requirements during the certification peroid.

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
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Agency
Operating Agency Monthly Lessthan 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
aggr egation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually

Continuously and Ongoing

Other
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Responsible Party for data

that applies):

aggregation and analysis (check each

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

Specify:

Per formance M easur e

Page 127 of 246

Number and percent of provider swho received specialized behavioral health training
for treatment and recovery support. Numerator: Total waiver providerswho

received specialized behavioral health training for treatment and recovery support.

Denominator: All waiver providersrequired to receive specialized behavioral health
training for treatment and recovery support.

Data Sour ce (Select one):

Training verification records

If 'Other' is selected, specify:

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

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 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
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure;

Number and percent of providersthat received training from the case management
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team about program goals, policies, and the approved waiver. Numerator: Number of

providersthat received training from the case management team about program
goals, palicies, and the approved waiver. Denominator: Total number of waiver

providers

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated

If 'Other' is selected, specify:

(check each that applies):

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

State Medicaid Weekly 100% Review

Agency

Operating Agency Monthly Lessthan 100%
Review

Sub-State Entity Quarterly Representative
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Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:
Contracted entity

Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually

Continuously and Ongoing

Other
Specify:

Page 129 of 246
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If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

Community Program Officers ensure that agencies are informed of relevant changesin state and federal policy
and procedures and to assist in the training of new agency oversight staff around program policy and procedures
(at agency request). Community Program Officers provide a provider training report to the Program Manager that
captures training dates, attendees, and the materials provided. The Program Manager use the Community
Program Officer training report to assure that appropriate training is provided to participating providers.

In addition, The case management team is contractually responsible for education participating providers about
the goals of the program aswell as all program policies and rules governing the program. The case management
team serves as a liaison between the providers and membersif necessary.

b. Methods for Remediation/Fixing I ndividual Problems

Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

Providers that do not have the required qualifications, license, or certifications for the specific Severe and
Disabling Mental Illness Wavier service cannot be enrolled as awaiver provider for that service. If aprovider's
license/certification has been revoked, that agency/individual will no longer be allowed to provide the service.
Repayment procedures will be initiated for payment for services provided after the license/certification expiration
date. Members will be given anew choice of providersif available and assisted in the transition process.

If it is determined that a provider is not in compliance with the qualification standards the provider will be issued
aletter stipulating a corrective action plan. Their provider number will be rendered inactive until the provider
demonstrates compliance.

The Department does not do criminal background checks; however, Fiscal Intermediary checks with licensing
entities within the Department of Labor and Industries, the Excluded Individual and Entities List, and Medicare
exclusion lists prior to enrolling the provider. The hard copy of the Licensee Lookup System indicates any
adverse action or information regarding the enrolled provider and may prevent that individual or agency from
being enrolled as a SDMI waiver provider. When aprovider license is renewed the Fiscal Intermediary will once
again check the Excluded Individual and Entities List, Medicare Exclusion list and the Licensee Lookup System
prior to re-enrollment of provider. All contracts issued by the Department go through a review process to ensure
the potential contractor is not on the Federal Debarment List.

When deficiencies are noted, aletter is sent to the provider requesting a plan of correction. The plan of correction
is due 30 days from receipt of letter. The Program Manager review and either approve or determine the plan of
correction is not acceptable. If the plan of correction is unacceptable the provider must respond within 2 weeks
with additional requested compliance. If the response is still unacceptable the Addictive and Mental Disorders
Division (AMDD) will suspend the provider from receiving new referrals or cease all program operations. The
provider will no longer provide services until the matter has been resolved. The AMDD can remove a provider
when the provider continuously does not meet the standards.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Fr equmc;(/Ccr)]l;Ss g;??;:?gg;?;;d andlysis
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
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Responsible Party(check each that applies): Fr equenc;(/ctr)]i;(cjka i:ﬁ?;g?:g;?;;d analysis

Specify:

Continuously and Ongoing

Other
Specify:

c. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-operational .
No

Yes

Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' is incorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

Not applicable- The state does not impose alimit on the amount of waiver services except as provided in Appendix
C-3.

Applicable - The state imposes additional limits on the amount of waiver services.

When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (c) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (€) the safeguards that are in effect

when the amount of the limit is insufficient to meet a participant's needs; (f) how participants are notified of the
amount of the limit. (check each that applies)

Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.
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Prospective Individual Budget Amount. Thereisalimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here.
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For SDMI Waiver, members reside in Assisted Living Facilities, Group Homes, or in Foster Care settings. Montana planned a
multi-faceted approach to assessment. High level assessment of the types of settings where HCBS is provided to identify general
categories of settings that are likely to be in compliance and settings that are not yet but could become compliant.

A provider self-assessment tool was developed and distributed to all HCBS setting providersin July 2015 to gather baseline
HCBS compliance information. The department will analyze the provider self-assessments and all setting will be assessed
through one of three processes. Onsite validations or reviews are being completed on arandom sample of the provider settings
based on the provider self-assessment surveys that were returned. All settings that did not compl ete a self-assessment will
receive an onsite validation. A matrix for determining HCBS Validation visits from the provider self-assessments received was
developed to determine the level of compliance, in a percentage format, for each setting and was used to develop the random
sampling process. A validation tool has been devel oped to be utilized by the individual performing on-site validations for
consistent application across al settings.

Member surveys were issued in July 2015 to compile setting satisfaction information and to be utilized in the ongoing quality
assurance review process. Remediation will take a series of steps to guide provider in making the transition to full compliance
with HCBS settings, such asinformational letters, updates to Administrative Rules of Montana and provider manuals, and other
targeted communications. For any setting not found in compliance, the provider will be required to submit a corrective action
plan to department that describes the steps to be taken and expected timelines to achieve compliance. Consideration of corrective
action plans by the state will take into account the scope of the transition to be achieved and the unique circumstances related to
the setting in question.

The onsite validations and the state reviews of the provider self- assessments will identify these settings for remediation in order
to work to full compliance during the transition timelines. The State has yet to complete any on-site validations or state reviews

of provider self-assessments so we have not determined that there are any specific settings that cannot come into or will choose

not to come into compliance with the HCBS settings regul ations through the remediation process.

Ongoing monitoring process will be established to ensure that a setting that achieves compliance continues to meet HCBS
settings requirements. The ongoing monitoring process will be defined by a new program specialist that will managed this
process as well asthe Adult Residential benefit under the Big Sky Waiver(BSW). This dedicated employee will review options,
such as utilizing state survey processes, or other bureau staff. The BSW employee will be responsible for guiding the compliance
for three 1915 (c) waiversin Montana. The state will meet the federal requirement for continued monitoring of settings and any
new providers enrolling in the Medicaid program will be required to meet the setting criteria at the time of enrollment.

SDMI members may reside in their own private home or family home not owned and operated by HCBS provider.
Private residences that are not owned and operated by HCBS providers are deemed as being compliant with HCBS settings
regulations

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Person Centered Recovery Plan (PCRP)

a. Responsibility for Service Plan Development. Per 42 CFR 8441.301(b)(2), specify who isresponsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

Registered nurse, licensed to practicein the state

Licensed practical or vocational nurse, acting within the scope of practice under state law
Licensed physician (M.D. or D.O)

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

Case Manager (qualifications not specified in Appendix C-1/C-3).
Foecify qualifications:
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Social Worker
Foecify qualifications:

Other
Foecify the individuals and their qualifications:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguar ds. Select one:
Entities and/or individualsthat have responsibility for service plan development may not provide other
direct waiver servicesto the participant.

Entities and/or individualsthat have responsibility for service plan development may provide other
direct waiver servicesto the participant.
The state has established the following safeguards to ensure that service plan development is conducted in the best
interests of the participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)

¢. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who isincluded in the process.
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Waiver members develop their Person-Centered Recovery Plans (PCRP) with their case management team. The case
management team maximizes the extent to which the member participates by explaining the PCRP process; assisting the
member to explore and identify his’her preferences, desired outcomes, goals, and the services and supports that will assist
him/her in achieving desired outcomes; identifying and reviewing with the member issues to be discussed during the
planning process; and giving each member an opportunity to determine the location and time of planning meetings,
participants attending the meetings, and frequency and length of the meetings.

Members, guardians and/or legal representative may choose among qualified providers and services. The case
management team advise the member and/or guardians or the legal representative of the range of services and supports
for which the member is eligible throughout the person-centered support planning process. The choice of services and
providers for the waiver benefit package is ensured by facilitating a person-centered support planning process and
providing alist of all providers from which to choose. Waiver clients and/or guardians and legal representatives are
informed they have the authority to select and invite individuals of their choice to actively participate in the person-
centered support planning process.

When scheduling to meet with the member and or member’s legal guardian or representative the case management team
makes reasonabl e attempts to schedul e the meeting at atime and location convenient for all participants. In addition, the
member has the authority to select and invite individuals of his/her choice to actively participate in the person-centered
support planning process. The member must be seen at the time of the initial assessment and at the re-determination to
ensure that the member isin the home.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who devel ops the plan, who participates in the process, and the timing of the plan; (b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant isinformed of the
services that are available under the waiver; (d) how the plan devel opment process ensures that the service plan addresses
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated;
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CM S upon request through the Medicaid
agency or the operating agency (if applicable):
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The Person-Centered Recovery Plan (PCRP) is awritten plan developed by the member and the case management team
to assess the member's status and needs. The PCRP outlines the services available to meet the member’ sidentified needs
aswell asthe cost of theidentified services.

Aninitia plan must be developed at the time of the member's enrollment, which is the date the member begins receiving
services under the Severe and Disabling Mental |lInesswaiver. Upon enrollment, the case management team must
initiate the Strength A ssessment to determine the members strengths, needs, preferences, goals, and desired outcomes,
along with his/her health status and risk factors. The Strength Assessment must be completed within three months of the
member’s enrollment. The initial plan is considered an interim plan that is created based on the Level of Care, Level of
Impairment, and from information obtained by the case management team. Upon completion of the strength assessment,
the PCRP isfinalized.

The member and/or legal guardian have the authority to select and invite individuals of their choice to actively participate
in the assessment process. The member and the members chosen group provide the case management team with
information about the member’ s needs, preferences, and goals. In addition, the case management team obtains the Severe
and Disabling Mental 1lIness, Home and Community Based Waiver, Evaluation and Level of Impairment form and health
status information from the member’s medical and behavioral health provider(s) or the Quality Improvement
Organization. The case management team also identifiesif any natural supports provided by a caregiver living in the
home are above and beyond the workload of a normal family/household routine and works with the member and/or the
group of representatives to identify and address risk factors with appropriate parties.

Prior to the PCRP being developed, and then annually during annual reviews, members are given awritten “Client Bill of
Rights’ that informs member and/or legal guardian of:

(1) Choice of services and providers;

(2) Choice of waiver or nursing facility;

(3) Options for services and providers; and

(4) Information regarding state plan and Early and Periodic Screening, Diagnostic and Treatment services that must be
accessed prior to accessing waiver services.

Each PCRP must include at |east the following components:

(1) Diagnosis, symptoms, complaints, and complications indicating the need for services;

(2) The Severe and Disabling Mental IlIness, Home and Community Based Waiver, Evaluation and Level of Impairment
form;

(3) Specific short-term objectives and long-term goals;

(4) A discharge plan which describes elements necessary for independence;

(5) A description of risk factors and special procedures recommended for the health and safety of the member;

(6) Identification of at least two services the member requires, including the frequency of the services and the type of
providers;

Note: the service of meals cannot be counted as one of the two services.

(7) Any orders for the following:

(a) medication;

(b) treatments, including mental health regime;

(c) restorative and rehabilitative services;

(d) activities;

(e) therapies,

(f) social services,

(g) diet; and

(h) other procedures recommended for the health and safety of the member to meet the objectives of the PCRP.

(8) The Strength Assessment;

(9) Identification of formal and informal supports;

(10) Crisisplan;

(11) A cost sheet which projects the annualized costs of the PCRP; and

(12) Signatures of al individuals who participated in devel opment of the PCRP including the member and/or
representatives and the case management team. Signatures by the member on the PCRP acknowledges freedom of choice
providers.
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Case management teams are responsible to implement and monitor the PCRP. Case management team must have, at a
minimum, monthly telephone contact with the member and a face to face review every three months. During these
contacts or when the members condition warrants it, the member and/or legal guardian and the case management team
must update the PCRP to reflect the members current condition. Subsequent annual reviews of the PCRP are completed
as described above.

All PCRPs are subject to review by the Community Program Officers at any time. The Community Program Officers are
responsible for reviewing all portions of the plan annually utilizing the criteria outlined below:

(1) Doesthe PCRP include all necessary components listed above;

(2) Do the services identified in the PCRP correlate with the Severe and Disabling Mental Iliness, Home and Community
Based Waiver, Evaluation and Level of Impairment assessment, health status information from the member’s medical
and behavioral health provider(s), and the Strength Assessment;

(3) Do the services align with the members identified needs, preferences, and goals;

(4) Isthere adefined crisis plan that adequately address the member’s needs and is consistent with State policy;

(5) Does the PCRP have the correct signatures; and

(6) Isthe PCRP cost-effective?

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.

Risks are assessed as part of the person-centered support planning process during a face-to face interview in the
member’ s home and are documented in the member’ s electronic record. Information is provided to every member and to
family members or other supports as approved by the member, to prepare them for playing a greater role in the support,
service planning, and delivery process. The information covers health and safety factors, emergency back-up planning
created with the member, and risk identification, assessment, and management. Members conduct a self-assessment as
part of the planning and implementation process and may choose to have family members and other supports participate
with the self-assessment.

Member created back-up plans and risk identification and management are included in the Person-Centered Recovery
Plan and may be included and paid for by the waiver program when appropriate. The back-up plan may include an
assessment of critical services and a back-up strategy for each identified critical service. The back-up may also include
the following solutions:

(1) Informal (for example, family, friends, and neighbors);
(2) Enrolled Medicaid provider network (for example, persona assistant agencies); and
(3) System level (local emergency response).

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver services in the service plan.

Case management teams are required to provide members with a choice of qualified providers during development of the
Person-Centered Recovery Plan. Case management teams are located throughout the state, although some services or
options that are available in one geographic location may not be available in other geographic locations. The member can
choose qualified providers from the list. If the member in unsatisfied with the available qualified providers, the case
management teams or the member must solicit other providers for the service who would be required to enroll asa
Medicaid waiver provider.
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Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):

The case management teams are responsible for the development of the Person-Centered Recovery Plans (PCRP) with
waiver members. All PCRP are subject to review by the Addictive and Mental Disorders Division's (AMDD)
Community Program Officers. The Community Program Officers are charged with the role of regular review and
monitoring of planning, documentation, quality, and delivery of servicesto members. Community Program Officers
approve the initial and subsequent PCRPs for members enrolling into the waiver.

The AMDD conducts an annual member satisfaction survey to ensure members:
(1) Feel they arein charge of their PCRP development;

(2) Agreed to all the services outlined in their PCRP;

(3) Had freedom of choice of services providers; and

(4) Received asigned copy of their PCRP.

Customer satisfaction surveys are sent to 100% of waiver members.

Appendix H, Quality Management Strategy, provides additional details.

Monitoring includes arandomly selected statistical sample of Person-Centered Recovery Plans. The size of the sampleis
calculated using the Sample Size calculator set to a confidence level of 95% with a +/-5% margin of error. Montana
created a standardized form to use during annual quality reviews. This form directs the Community Program Officersto
review specific componentsin the services plan.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review
and update of the service plan:

Every three months or mor e frequently when necessary
Every six months or mor e frequently when necessary

Every twelve months or mor e frequently when necessary

Other schedule
Foecify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each that
applies):

M edicaid agency
Operating agency
Case manager

Other
Foecify:
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Appendix D: Participant-Centered Planning and Service Déelivery
D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are
used; and, (c) the frequency with which monitoring is performed.
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The case management team has direct contact with the member via monthly monitoring calls and reviews the Person-
Centered Recovery Plan (PCRP) with the member every three months. Any issues with the PCRP and the delivery and
implementation of servicesis discussed at thistime. The review is conducted at the member's place of residence, place of
service, or other appropriate setting as determined by the member’s needs. This is an opportunity for case management
teams to monitor the service delivery, health, and welfare of the member. This review includes the evaluation and
assessing strategies for meeting the needs, preferences, and goals of the member. It also includes evaluating and obtaining
information concerning the member’ s satisfaction with the services, effectiveness of services being provided, an informal
assessment of changes in member's function, service appropriateness, and service cost effectiveness.

Case management teams are required to compl ete several aspects of quality assurance and improvement oversight in
addition to the quality assurance and quality improvement activities conducted by the Addictive and Mental Disorders
Division (AMDD). Case management teams submit annual report cards to the state as well as monthly utilization reports
to ensure that quality assurance measures are met in accordance with performance measures. Community Program
Officers complete a desk review annually and provide on-going monitoring through bi-weekly calls.

AMDD holds a monthly Oversight Committee meeting to review and discuss the management of the waiver. Members of
the Oversight Committee include the Program Supervisor, Program Manager, Quality Assurance Program Manager, and
the Community Program Officers. During the Oversight Committee meeting the following is reviewed:

(1) Incident management;

(2) Trends and patterns,

(3) Identification of individual and systemic issues and strategies to mitigate; and

(4) Potential training opportunities.

The Critical Incident Review Committee completes an internal Investigation of all critical incidents entered into the
Quality Assurance Management System bi-weekly. The Critical Incident Review Committee investigatesif policies were
followed and whether notifications were made within appropriate time frames. Internal investigation of critical incidents
includes determining if the incident is aresult of afailureto follow federal regulation, Montana statute, the
Administrative Rules of Montana, and/or the provider agencies' policy, if there was adequate staff present to ensure
health and safety and was the staff adequately trained in the components of the person’s person-centered recover plan to
ensure health and safety. Results of the internal investigation may be shared with the case management team, providers,
or proper authorities.

Monitoring efforts used to ensure PCRP appropriateness and compl eteness are done on an annual basis by the
Community Program Officers and include:

a. Required forms - confirms services meet the member’ s unique needs by reviewing progress notes, Level of Care and
Level of Impairment screening results, intake data, Medicaid eligibility, member’'s recovery marker, SDMI
determination, and required HIPPA information.

b. Completeness of PCRP — document that the services provided in the PCRP were developed using the member’s the
LOI, member’s strength assessment, and member’ s selected goals. To verify cost effectiveness the PCRP includes service
cost sheets, cost amendments, explanation of services provided, member’s selected goals, back up and emergency plans
and discharge plan.

c. Plan effectiveness — is documented through case management teams' records of in person and phone meetings to
discuss the effectiveness of services, back-up plans, and member’s progress toward recovery markers and personal goals.
d. Effective charting - of progress notes and documentation of all member/case management team contact is used to
ensure that services are furnished in accordance with the PCRP.

e. Waiting List — applicants on the waiting list receive anew LOC and LOI assessment every three months to verify the
applicants’ Medicaid eligibility for admission to the waiver.

f. Verification that the members' signature page is current and includes the following statements:

My plan addresses my needs and personal goals, including health and safety

« | have made afree choice of services and qualified providers for each service included in my Service Plan.

| have received information on Abuse/Neglect and Exploitation and know how to report it.

| havereceived a choice between institutional care or HCBS.

| have participated in the development of this service plan and agree with it.

Issues or problems identified during annual program evaluations will be directed to the administrator or director of the
case management teams and reported in the member’s annual report of findings. Case management teams are required to
submit individual remediation action plans for all deficienciesidentified within 30 days of notification. Following receipt
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of the case management team’ s remediation action plan, AMDD reviews the plan and confirms the appropriate steps have
been taken to correct the deficiencies. In addition to annual data collection and analysis, AMDD’s Community Program
Officers and Program Manager remediates problems as they arise based on the severity of the problem or by nature of the
compliance issue. For issues or problems that arise at any other time throughout the year, technical assistance may be
provided to case manager, supervisor, or administrator, and a confidential report will be documented in the waiver
recipient care file when appropriate. AMDD reviews and tracks the on-going referrals and complaints to ensure that a
resolution is reached, and the member’s health and safety has been maintained.

AMDD provides remediation training to the case management teams annually to assist with improving compliance with
performance measures. The remediation process includes a standardized template for individual Corrective Action Plans
(CAP) to ensure al of the essential elements, including aroot-cause analysis, are addressed in the CAP. Time limited
CAP are required for each performance measure below the 86% CM S compliance standard. The CAP must also include a
detailed account of actions to be taken, staff responsible for implementing the actions, and time frames, and a date for
completion. AMDD reviews the CAP, and either accepts or requires additional remedial action then follows up with each
individual case management team quarterly to monitor the progress of the action items outlined in their CAP.

AMDD utilizes information from the reviews to devel op statewide training and determine the need for individual agency
technical assistance for case management and service provider agencies. In addition, AMDD utilizes thisinformation to
identify problematic practices with individual case management teams and/or providers and to take additional action such
as investigating, referring the agency to licensure for complaint investigation or directing the agency to take corrective
action. If AMDD identifies problematic trends in the reports, they will require awritten CAP by the case management
teams and/or provider agencies to mitigate future occurrences.

b. Monitoring Safeguar ds. Select one:
Entities and/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver servicesto the participant.

Entities and/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver servicesto the participant.

The state has established the following safeguards to ensure that monitoring is conducted in the best interests of the
participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Perfor mance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregated data that will enable the State to

analyze and assess progress toward the performance measure. In this section provide information on the

method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formul ated, where appropriate.

Per formance M easur e

#and % of PCRP’'sthat include services and supports (including health and safety
risk factors) that align with the member’s assessed needs and personal goals. N: # of
PCRP’sthat include services and supports (including health and safety risk factors)

that align with the member’s assessed needs and per sonal goals. D: Total number of
PCRPsin therepresentative sample.

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

Responsible Party for
data

collection/generation
(check each that applies):

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

Sampling Approach

(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
Confidence
Level with a+/-
5% margin of
error
Other Annually Stratified
Specify: Describe Group:
Case management
teams

Continuously and
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:

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

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other

Specify:

Annually

Continuously and Ongoing

Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
procedures.

Perfor mance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changesin the
waiver participants needs.

Performance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
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analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formul ated, where appropriate.

Perfor mance M easur e;

Number and per cent of members’ PCRPsthat were updated/revised at least annually
or aswarranted by changesin the membersneeds. Numerator: Total number of
PCRP’sthat were updated/revised at least annually or aswarranted by changesin
the members needs. Denominator: Total number of PCRP’sin therepresentative
samplethat required updates/revisions

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

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

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
Confidence
Level with a+/-
5% margin of
error
Other Annually Stratified
Specify: Describe Group:
Case management
teams

Continuously and
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually

Continuously and Ongoing

Other
Specify:
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d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service plan.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

Number and per cent of PCRPswhere thetype of service was delivered in accordance

with the PCRP. Numerator: PCRPswherethe type of servicewasdelivered in

accor dance with the PCRP. Denominator: Total number of PCRPsin the

representative sample.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:
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Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State M edicaid
Agency

Weekly

100% Review

Operating Agency

Monthly

L essthan 100%
Review

Sub-State Entity

Quarterly

Representative

Sample
Confidence
Interval =

95%
Confidence
Level with a+/-
5% margin of
error

Other
Specify:

Annually

Stratified
Describe Group:

Continuously and
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
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Responsible Party for data Frequency of data aggregation and

aggregation and analysis (check each | analysis(check each that applies):

that applies):

Specify:
Continuously and Ongoing
Other
Specify:
Performance Measure:

Number and per cent of PCRPswher e the scope of serviceswasdelivered in

accordance with the PCRP. Numerator: PCRPswher e the scope of services was
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delivered in accordance with the PCRP. Denominator: Total number of PCRPsin the

representative sample.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Freguency of data Sampling Approach
collection/generation (check each that applies):
(check each that applies):

State Medicaid
Agency

Weekly 100% Review

Operating Agency

Monthly Lessthan 100%
Review

Sub-State Entity

Quarterly Representative

Sample
Confidence
Interval =

95%
Confidence
Level with a+/-
5% margin of

error
Other Annually Stratified
Specify: Describe Group:
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Continuously and Other
Ongoing Specify:
Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure:

Number and per cent of PCRPswhere the amount of serviceswas delivered in
accordance with the PCRP. Numerator: PCRPswher e the amount of serviceswas
delivered in accordance with the PCRP. Denominator: Total number of PRCPsin the
representative sample.

Data Sour ce (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):
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(check each that applies):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
Confidence
Level witha+/-
5% margin of
error
Other Annually Stratified
Specify: Describe Group:
Continuously and Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Continuously and Ongoing
Other
Specify:
Performance Measure:

Number and per cent of PCRPswherethe frequency of serviceswas delivered in
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accordance with the PCRP. Numerator: PCRPswher e the frequency of serviceswas
delivered in accordance with the PCRP. Denominator: Total number of PCRPsin the

representative sample.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

Freguency of data Sampling Approach
collection/generation (check each that applies):
(check each that applies):

State Medicaid
Agency

Weekly 100% Review

Operating Agency

Monthly Lessthan 100%
Review

Sub-State Entity

Quarterly Representative

Sample
Confidence
Interval =

95%
Confidence
Level with a+/-
5% margin of

error
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
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance M easure:

Number and per cent of PCRPswherethe duration of serviceswasdelivered in

accor dance with the PCRP. Numer ator: PCRPs wher e the duration of services was
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delivered in accordance with the PCRP. Denominator: Total number of PCRPsin the

representative sample.

Data Sour ce (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):
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State M edicaid
Agency

Weekly

100% Review

Operating Agency Monthly

L essthan 100%
Review

Sub-State Entity Quarterly

Representative

Sample
Confidence
Interval =

95%
Confidence
Level with a+/-
5% margin of
error

Other
Specify:

Annually

Stratified
Describe Group:

Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

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

Continuously and Ongoing

Other
Specify:

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.
Performance M easures

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

For each performance measure, provide information on the aggregated data that will enable the Sate to

analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or_conclusions drawn, and how recommendations ar e formul ated, where appropriate.

Performance Measure;

Number and per cent of member s who wer e afforded a choice of providers.
Numerator: Total number of memberswho wer e afforded a choice of providers.
Denominator: Total number of members.

Data Sour ce (Select one):
Reportsto State M edicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

Responsible Party for Freguency 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 Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
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Specify: Describe Group:
Case management
teams

Continuously and Other

Ongoing Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure:
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Number and per cent of memberswho were afforded a choice of services. Numerator:

Number of memberswho wer e afforded a choice of services. Denominator: Total

number of members.

Data Sour ce (Select one):
Record reviews, off-site
If 'Other' is selected, specify:
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Responsible Party for
data
collection/generation
(check each that applies):

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

Sampling Approach

(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:

Continuously and
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysis (check each

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

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

Continuously and Ongoing

Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

In addition, Community Program Officers conduct an annual review of member’s Person Centered Recovery Plan
(PCRP). Community Program Officers utilize a Standards Review checklist when reviewing the Case
Management System to assess for a comprehensive plan that addresses member’ s goals and objectives, health and
safety, service needs, expenditures that are appropriate and allowable, correct procedure codes, viable emergency
backup plan, health care professional sign off, risk assessment and agreement (if necessary), and appropriate
signatures for the PCRP, including the member. The review consists of the following elements:

1) The PCRP iscompleted and comprehensively addresses the member's need for waiver services, health care,
and other servicesin accordance with the member's preferences, goals, and needs as determine by the Severe and
Disabling Mental 11Iness, Home and Community Services Waiver, Evaluation and Level of Impairment and
Strengths Assessment;

2) Plan development followed PCRP procedures and the plan meets program policy;

3) Indicators to assess the completeness of members's records, changes in needs; and involvement in updating the
PCRP as necessary;

4) Choice between waiver services and institutional care was provided; and

5) Assure documentation of freedom of choice among qualified providers.

The Quality Standards Review checklist providesinitial compliance outcomes for performance measures in the
sub-assurances and performance measures. All of the serviceslisted in the PCRP must correspond with the needs
identified in the level of care, the level of impairment, and the strengths assessments. If a member scores three or
more on the Severe and Disabling Mental 1lIness, Home and Community Based Waiver, Evaluation and Level of
Impairment form, the member’ s need must be addressed through a waiver/state plan service or by athird party
(natural supports, other state program, private health insurance, or private pay). PCRPs must appropriately address
persona goals as identified in the PCRP and should be individualized and documented in the Goal's sections of
member’s PCRP.

b. Methodsfor Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Community Program Officers, employed by the Addictive and Mental Disabilities Division (AMDD), complete
an annual review of each member. As part of thisreview, Community Program Officers ensure that the case
management teams have competed the annual Person Centered Recovery Plan (PCRP) within the required time
frames. If they identify a deficiency, the Community Program Officer issues a Quality Assurance Performance
(QAP) sheet for the identified deficiency. This QAP sheet informs the case management team of the deficiency
and requires the case management team to provide a corrective action plan. The Community Program Officer
must review and sign off on al corrective action plans. The Program Manager monitors all corrective action plans
to ensure they are being completed within the required time frame. If the case management team fails to complete
the corrective action plan within the designated time frame, the Program Manager contacts the appropriate case
management team’ s supervisor to address the issue. If the corrective action plan is still not completed, the
Program Manager refers the case to the appropriate supervisor with the AMDD, who contacts the supervisor of
the case management team to discuss possible remedies. If the deficiency is still not addressed then per contract,
the supervisor with the AMDD initiates the next level of corrective actions which may include the following:

(1) Discuss aternative solutions with the case management supervisor;

(2) Providetraining, if appropriate;

(3) Withhold payment for failure to perform; and/or

(4) Terminate the contract, if appropriate.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

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

Annually

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational .
No

Yes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix E: Participant Direction of Services
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Applicability (from Application Section 3, Components of the Waiver Request):

Yes. Thiswaiver provides participant direction opportunities. Complete the remainder of the Appendix.
No. Thiswaiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMSurges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget
or both. CMSwill confer the Independence Plus designation when the waiver evidences a strong commitment to participant
direction.

Indicate whether I ndependence Plus designation isrequested (select one):

Yes. The staterequeststhat thiswaiver be considered for Independence Plus designation.
No. Independence Plus designation is not requested.

Appendix E: Participant Direction of Services
E-1. Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.

Members have two options in the delivery of Personal Assistance Services: agency based or self- direct. The case
management teams are required to provide members with additional information describing the self-directed service
option and member’ s responsibilities under the self-directed option.

If amember indicates an interest in the self-directed option, case management team is responsible to refer the member the
Quality Improvement Organization who then compl etes a capacity interview over the telephone by aregistered nurse.

The health care professional must certify that the member/personal representative is capable of managing the tasks and
understands the risks involved. The member/personal representative must:

(1) Be capable of making choices about activities of daily living, understand the impact of their choices, and assume
responsibility for those choices;

(2) Be capable of managing all tasks related to service delivery including recruiting, hiring, scheduling, training,
directing, and dismissal of attendants; and

(3) Understand the shared responsibility between the member and the provider agency.

Members will be able to choose from several agencies providing personal assistance type services, ensuring members are
successful with the self-direction experience. The agencies will:

(1) Advise, train and support the member, as needed and necessary;

(2) Assist with recruiting, interviewing, hiring, training and managing, and/or dismissing workers;

(3) Manage the employee that includes mandatory agency training and payroll; and

(4) Assist with monitoring health and welfare.

The case management teams will assist the member to develop an emergency backup plan, identifying and mitigating
risks or potential risks, and monitors the health and safety of the member.

Agency-based PAS managed by provider agencies under agreement with Medicaid are not available to members who are
participating in the self-directed program. The use of PAS managed by provider agencies is permissible if the member's
backup plan fails.

Appendix E: Participant Direction of Services
E-1. Overview (2 of 13)
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b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

Participant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the common law employer or the co-employer of workers. Supports and protections are available for
participants who exercise this authority.

Participant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.

Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.

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

Participant direction opportunities are available to participantswho livein their own privateresidence or the
home of a family member.

Participant direction opportunities are available to individualswho residein other living arrangements where
services (regardless of funding sour ce) are furnished to fewer than four persons unrelated to the proprietor.

The participant direction opportunities are available to personsin the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

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

Waiver isdesigned to support only individuals who want to direct their services.

Thewaiver isdesigned to afford every participant (or the participant'srepresentative) the opportunity to
elect to direct waiver services. Alternate service delivery methods are available for participants who
decide not to direct their services.

Thewaiver isdesigned to offer participants (or their representatives) the opportunity to direct some or
all of their services, subject to the following criteria specified by the state. Alternate service delivery
methods ar e available for participantswho decide not to direct their servicesor do not meet thecriteria.

Foecify the criteria
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To be eligible for the program the member must meet all the following criteria

(1) Be Medicaid eligible and meet nursing facility level of care criteria;

(2) Demonstrate a medical and functional need for assistance with activities of daily living (ADL), which is
substantiated by symptoms and a medical diagnosis;

(3) Have the ability to direct services authorized by a Health Care Professional;

(4) Have services authorized by the Quality Improvement Organization;

(5) Mest capacity to direct self-direct services or have a personal representative meet capacity to direct services; and
(6) Be capable of assuming the management responsibilities of self-direct services.

(7) Be capable of managing all tasks related to service delivery. Thisincludes the ability to manage recruitment,
hiring, scheduling, training, directing and dismissal of worker(s).

Capacity screening in (5) is atelephonic screen that assesses a member for the following: knowledge of the self-
direct program, ability to make choices, assume responsibility of choices, and the impact of choices made; and the
ability to train providers and manage service delivery tasks.

Appendix E: Participant Direction of Services
E-1. Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or
the participant's representative) to inform decision-making concerning the election of participant direction; (b) the entity or
entities responsible for furnishing this information; and, (c) how and when this information is provided on atimely basis.

The most important component of the outreach strategy is developing and disseminating material to inform members
about the benefits and potential liabilities of self-direction of services. Addictive and Mental Disorders Division (AMDD)
is developing a brochure that describes the responsihilities of the agency, member, provider, and the case management
team; description of the advantages and disadvantages to self-directed services; frequently asked questions; and
resources. The brochure will be provided to the Quality Improvement Organization, case management teams, Community
Program Officers, and Personal Assistance Services (PAS) provider agencies. This information will be included as part of
the intake process provided by the case management teams and stored in the membersfiles. Thiswill be done prior to the
commencement of services. At any point during the outreach stages a member is free to opt out of the participant directed
services and select to receive the PAS type services viathe traditional agency-based model.

Currently, upon intake into the waiver and again at annual review, case management teams inform every member and/or
their representatives about self-direct services options.

At the beginning of the initial PCRP, the case management team informs the member of their option to self-direct
services. The case management team describes the program, the options available in the program, and the member’s
responsihilities. If the member isinterested in self-directed services, they are referred to Mountain Pacific Quality Health
(MPQH), where a nurse does a capacity interview over the phone. Using the Personal Assistance Services’Community
First Choice form the nurse interviews the member to determine their functional capability. Results of the interview are
forwarded to the case management team. If the member is deemed appropriate for self-directed services, the case
management team links the member to an agency who works with the member to start the search and hiring process
which isincorporated into the PCRP. Completed forms are kept at MPQH and documented in the member’s PCRP.
AMDD provides the polices which directs the case management teams in the requirements they must follow in regard to
informing the member of the option to self-direct. In addition, the AMDD self-direct brochure will be ready to publish on
the AMDD website on or about September 1, 2020, which will expand the case management team’ s ability to effectively
communicate to the member.

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

f. Participant Direction by a Representative. Specify the state's policy concerning the direction of waiver servicesby a
representative (select one):
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The state does not provide for the direction of waiver services by arepresentative.

The state providesfor the direction of waiver services by representatives.

Specify the representatives who may direct waiver services. (check each that applies):

Waiver servicesmay be directed by a legal representative of the participant.

Waiver servicesmay be directed by a non-legal representative freely chosen by an adult participant.
Specify the policies that apply regarding the direction of waiver services by participant-appointed
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant:

A personal representative will be required for any member who has impaired judgment as identified on the
assessment used by Quality Improvement Agency and/or is unable to:

(1) Understand his/her own personal care needs;

(2) Make decisions about hig'her care;

(3) Organize higher lifestyle and environment by making these choices;

(4) Understand how to recruit, hire, train, and supervise providers of care;

(5) Understand the impact of hisher decisions and assume responsibility for the results; or

(6) When circumstances indicate a change of competency or ability to self-direct services demonstrated by
noncompliance with program objectives.

The member, Quality Improvement Organization, case management team (CMT), Adult Protective Services, or
Addictive and Mental Disorders Division may request a personal representative be appointed. A personal
representative may be alegal guardian, or other legally appointed personal representative, or afamily member
or friend. The personal representative must demonstrate:

(1) A strong personal commitment to the member;

(2) Ability to be immediately available to provide or obtain backup servicesin case of an emergency or when
an attendant does not show;

(3) Knowledge of the member’s preferences;

In addition the personal representative must:

(1) Agree to predetermined frequency of contact with member;

(2) Bewilling and capable of complying with all criteriaand responsibilities of consumers;

(3) Be at least 18 years of age; and

(4) Obtain the approval from the member and/or a consensus from other family membersto servein this
capacity if applicable.

A persona representative may not be paid for this service nor be a paid worker or paid to provide any other
waiver services to the member. Each personal representative will be required to complete and sign an
Authorized Personal Representative Designation Form and participate in Person Centered Recovery Plan
development and reviews.

The non-legal representative will be under the scrutiny of the CMT. CMTs have monthly phone contact with
members and meet face-to-face quarterly. Face-to-face contact allow for the CMT to assess the members
condition and condition of the home.If the non-legal representative does not fulfill the agreement and does not
demonstrate an ongoing commitment to the member, is consistently unavailable for meetings, maintains
minimal contact with the member or does not honor the member’ s preferences the representative will be
removed as the personal representative.

Appendix E: Participant Direction of Services
E-1. Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) available for each waiver
service that is specified as participant-directed in Appendix C-1/C-3.
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Waiver Service Employer Authority |Budget Authority

Per sonal Assistance Service

Appendix E: Participant Direction of Services
E-1. Overview (7 of 13)

h. Financial M anagement Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant. Select one:

Yes. Financial Management Services are furnished through athird party entity. (Complete item E-1-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:

Governmental entities

Private entities

No. Financial Management Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete Item E-1-i.

Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as a waiver
service or as an administrative activity. Select one:

Answers provided in Appendix E-1-h indicate that you do not need to complete this section.

Appendix E: Participant Direction of Services
E-1. Overview (9 of 13)

j. Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the
payment authority (or authorities) under which these supports are furnished and, where required, provide the additional
information requested (check each that applies):

Case Management Activity. Information and assistance in support of participant direction are furnished as an
element of Medicaid case management services.

Foecify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:

Waiver Service Coverage.

Information and assistance in support of
participant direction are provided through the following waiver service coverage(s) specified in Appendix C-1/C-3
(check each that applies):

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

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

Meals

Life Coach

Consultative
Clinical and Therapeutic Services

Respite

Specialized
Medical Equipment and Supplies

Residential
Habilitation

Private Duty
Nursing

Behavioral
Intervention Assistant

Homemaker
Chore

Per sonal
Assistance Service

Health and
Weéllness

Community
Transition

Pain and
Symptom Management

Per sonal
Emergency Response System

Case
Management

Supported
Employment

Environmental
Accessibility Adaptations
Non-M edical
Transportation

Administrative Activity. Information and assistance in support of participant direction are furnished as an
administrative activity.

Foecify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; ()
describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the
methods and frequency of assessing the performance of the entities that furnish these supports; and, (€) the entity or
entities responsible for assessing performance:

Appendix E: Participant Direction of Services
E-1. Overview (10 of 13)

k. Independent Advocacy (select one).

No. Arrangements have not been made for independent advocacy.
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Yes. Independent advocacy is available to participants who direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

Appendix E: Participant Direction of Services
E-1. Overview (11 of 13)

I. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily
terminates participant direction in order to receive services through an alternate service delivery method, including how
the state assures continuity of services and participant health and welfare during the transition from participant direction:

A member may, at any time, return to the traditional provider agency-based model. The member will notify the agency of
their intention. The case management team will coordinate services to ensure that no break in vital services and timely

revision of the Personal Centered Recovery Plan occurs. The reason for the voluntary termination will be documented in
the membersfile.

Appendix E: Participant Direction of Services
E-1: Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

When the case management team or Addictive and Mental Disorders Division identifies an instance where the self-
directed option is not in the best interest of the member and corrective action (additional training, appointment or change
of personal representative, etc.) does not ameliorate the situation, the member will be informed in writing of the plan to
transfer to agency-based service delivery. The case management team works in collaboration with the provider agency to
ensure that no break in vital services and atimely revision of the Person-Centered Recovery Plan occurs. The member
may appeal this decision by requesting afair hearing through the Fair Hearing process.

Thefair hearing rights are included in the guide provided to every member participating in the program. When the
member is terminated from self-direction, aletter will be sent to the member and personal representative, if appropriate,
informing them of their right to appeal the decision and request afair hearing.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)

n. Goalsfor Participant Direction. In the following table, provide the state's goals for each year that the waiver isin effect
for the unduplicated number of waiver participants who are expected to el ect each applicable participant direction
opportunity. Annually, the state will report to CM S the number of participants who elect to direct their waiver services.

TableE-1-n
. Budget Authority Only or Budget Authority in Combination
Employer Authority Only with Employer Authority
V\\/z;/!er Number of Participants Number of Participants

e [ ]
oz [ |
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Budget Authority Only or Budget Authority in Combination

Employer Authority Only with Employer Authority

Waiver
Year

Number of Participants Number of Participants

Year 3

[ ]

Year 4

Year 5

[ |
1

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant Direction (1 of 6)

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity asindicated in

Item E-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

Participant/Co-Employer. The participant (or the participant's representative) functions as the co-employer
(managing employer) of workers who provide waiver services. An agency is the common law employer of
participant-sel ected/recruited staff and performs necessary payroll and human resources functions. Supports
are available to assist the participant in conducting employer-related functions.

Specify the types of agencies (ak.a., agencies with choice) that serve as co-employers of participant-selected
staff:

The member (or member’s personal representative) functions as the co-employer (managing employer) of the
Personal Assistance Service provider. An agency isthe common law employer of the member
selected/recruited staff and performs payroll and human resource functions. Supports are available to assist
the member in conducting employer related functions.

The mechanism in place to ensure that members maintain authority and control are the mandatory monthly
case management team’ s contact with the member and with the providers.

The member signs a member agreement form which outlines the member’ s role and responsibilities as a self-
directed co-employer. The member participates in the creation of the person-centered recovery plan and
signs the person-centered recovery plan once complete. Once the person-centered recovery plan is signed by
the member and the case management team provides a copy of the person-centered recovery plan to the
provider agency. The member must sign off on time sheet daily and provide the time sheets to the provider
agency. The provider agency isrequired to compare all time sheet to the person-centered recovery plan to
ensure services are delivered according to the person-centered recovery plan. If there are any issues with
service delivery the agency would discuss the issues with the case management team and the member during
the monthly meeting. If issues continue to arise, the community program officer can also provide
suggestions and support to the member.

The agency with choice is provided a copy of the person-centered recovery plan that reflects the member’s
goals and desires. By reviewing the time sheets and following the services outlined in the person-centered
recovery plan, this reflects the agency with choice service delivery model and the key elements of the self-
direct model.

Participant/Common Law Employer. The participant (or the participant's representative) is the common law
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the
participant's agent in performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision M aking Authority. The participant (or the participant's representative) has decision making

authority over workers who provide waiver services. Select one or more decision making authorities that
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participants exercise:

Recruit staff

Refer staff to agency for hiring (co-employer)

Select staff from worker registry

Hire staff common law employer

Verify staff qualifications

Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:

Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications ar e consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checksif it varies from Appendix C-2-a:

Deter mine staff duties consistent with the service specificationsin Appendix C-1/C-3.
Deter mine staff wages and benefits subject to state limits

Schedule staff

Orient and instruct staff in duties

Supervise staff

Evaluate staff performance

Verify timeworked by staff and approve time sheets

Dischar ge staff (common law employer)

Dischar ge staff from providing services (co-employer)

Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity asindicated in Item E-
1-b:

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-making
authority that the participant may exercise over the budget. Select one or more:
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Reallocate funds among servicesincluded in the budget

Deter mine the amount paid for serviceswithin the state's established limits
Substitute service providers

Schedule the provision of services

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

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

I dentify service providersand refer for provider enrollment
Authorize payment for waiver goods and services

Review and approve provider invoicesfor servicesrendered
Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (3 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant.
Information about these method(s) must be made publicly available.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (4 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

iii. Informing Participant of Budget Amount. Describe how the state informs each participant of the amount of the
participant-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.

Appendix E: Participant Direction of Services
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E-2: Opportunitiesfor Participant-Direction (5 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

iv. Participant Exer cise of Budget Flexibility. Select one:

Modificationsto the participant directed budget must be preceded by a change in the service plan.
The participant hasthe authority to modify the servicesincluded in the participant directed
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan.
When prior review of changesisrequired in certain circumstances, describe the circumstances and specify the
entity that reviews the proposed change:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (6 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

v. Expenditur e Safeguar ds. Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that may be
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuas: () who are not
given the choice of home and community-based services as an aternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR 8431.210.

Proceduresfor Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his’her legal representative)
isinformed of the opportunity to request afair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the
description are available to CM S upon request through the operating or Medicaid agency.
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The member is notified of the Fair Hearing process by eligibility staff when they complete the Medicaid application process, by
the Quality Improvement Organization when they receive their level of care assessment, and by the case management teams
during the development of the Person-Centered Recovery Plan.

The member is also notified of the Fair Hearing process by the case management team when there is an adverse action such as a
denial, reduction, suspension, or termination of services. The case management team informs the member they will continue to
receive waiver services while an appeal is under consideration. The case management team provides information regarding the
Fair Hearing process on an on-going basis through routine contact with the member.

Resources are available to members during the Fair hearing process through the Mental Health Ombudsman, Montana Disability
Rights Program, and personal attorneys of the member and/or family. Documentation that the member received notification of
the Fair Hearing process isretained in agency files.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution
process that offers participants the opportunity to appea decisions that adversely affect their services while preserving
their right to a Fair Hearing. Select one:

No. This Appendix does not apply
Yes. The state operates an additional dispute resolution process

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process, including: (a)
the state agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes), including the
types of disputes addressed through the process; and, (¢) how theright to aMedicaid Fair Hearing is preserved when a
participant elects to make use of the process: State laws, regulations, and policies referenced in the description are
available to CM S upon request through the operating or Medicaid agency.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

No. This Appendix does not apply

Yes. The state operates a grievance/complaint system that affor ds participants the opportunity to register
grievances or complaints concerning the provision of services under thiswaiver

b. Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
system:

c. Description of System. Describe the grievance/complaint system, including: () the types of grievances/complaints that
participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms that
are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the description are available
to CM S upon request through the Medicaid agency or the operating agency (if applicable).
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Appendix G: Participant Safeguards
Appendix G-1: Responseto Critical Eventsor Incidents

a. Critical Event or Incident Reporting and M anagement Process. Indicate whether the state operates Critical Event or

Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Select one:

Yes. The state operatesa Critical Event or Incident Reporting and M anagement Process (complete Items b
through €)
No. This Appendix does not apply (do not complete Items b through €)

If the state does not operate a Critical Event or Incident Reporting and Management Process, describe the process that
the state uses to dlicit information on the health and welfare of individual s served through the program.

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

for reporting. State laws, regulations, and policies that are referenced are available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).
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The Addictive and Mental Disorders Division (AMDD) has established a system of identifying, reporting, and
monitoring serious occurrences that involve members served by AMDD’ s Severe and Disabling Mental 1lIness, Home
and Community Based Services waiver in order to manage and mitigate overall risk to the member. A “serious
occurrence” means a significant incident, including abuse, neglect, and exploitation as defined by Montana Code
Annotated, 52-5-803, involving a member which affects the health, welfare, or safety of the member under the
circumstances listed below. Incidents are classified as critical and non-critical incidents:

(2) Critical incidents are serious in nature and pose arisk to the health, safety, or welfare of the waiver member or others;
and

(2) Non-critical incidents are minor in nature and do not pose arisk to the health, safety, or welfare of the waiver member
or others.

Types of serious occurrences that must be reported:

(1) Suspected or known physical, emotional, sexual, financial or verbal abuse;

(2) Neglect of the member, self-neglect, or neglect by a paid caregiver;

(3) Sexua harassment by an agency employee or individual;

(4) Any injury that results in hospital emergency room or equivalent level of treatment. The injury may be either
observed or discovered;

(5) An unsafe or unsanitary working or living environment which puts the worker and/or member at risk;

(6) Any event that is reported to Adult Protective Services, law enforcement, the Ombudsman Program, Quality
Assurance Division/Licensure, or the Drug Utilization Review Board;

(7) Referralsto the Medicaid Fraud Unit;

(8) Psychiatric Emergency: Admission of amember to a hospital or mental health facility for a psychiatric emergency;
(9) Medication Emergency: When there is a discrepancy between what a physician prescribes and what a member takes
and these results in hospital emergency room or equivalent level of treatment or hospital admission;

(10) Suicide ideation, attempt, threat, or death;

(11) Unauthorized use of restrictive interventions, seclusion, or restraints; or

(12) Fiscal exploitation.

The population accessing the waiver are vulnerable and al individuals employed by a provider agency participating in
the waiver program are mandatory reporters of suspected abuse, neglect, or exploitation and are required to immediately
refer all suspected abuse, neglect, or exploitation to Adult Protective Services.

The AMDD Ciritical Incident Review Committee completes an internal Investigation of all Serious Occurrences entered
into the Quality Assurance Management System bi-weekly. The Critical Incident Review Committee investigates if
policies were followed and whether notifications were made within appropriate timeframes. Internal investigation of
Serious Occurrences includes determining if the incident is aresult of afailure to follow federal regulation, Montana
statute, the Administrative Rules of Montana, and/or the provider agencies' policy, if there was adequate staff present to
ensure health and safety and was the staff adequately trained in the components of the person’s plan of care to ensure
health and safety. Results of the internal investigation may be shared with the case management team, providers, or
proper authorities.

Adult Protective Servicesis the investigation unit for all reports of abuse, neglect or exploitation. All reports referred to
Adult Protective Services are received through a centralized office where trained staff assess the situation and route a
report to staff located in field offices across the state. Local staff evaluate, assess, prioritize reports, and initiate
emergency intervention activities which may include;

(1) Investigating complaints;

(2) Coordinating family and community support resources,

(3) Strengthening current living situations;

(4) Developing and protecting personal financial resources; and

(5) Facilitating legal intervention.

If acritical incident occurs, an investigation is immediately initiated whereas an investigation for a non-critical incident is
initiated within five to ten days. Adult Protective Services collaborates with the Department of Justice, law enforcement,
Federal Bureau of Investigation, and the Medicaid Fraud Control Unit. If a conflict arises, Adult Protective Services
works with outside investigative agencies to mitigate the conflict. Adult Protective Services keeps data on all reports of
Abuse, Neglect and Exploitation.
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All incidents are reported to the case management team and to Community Program Officers. Case managers and
providers use QAMS to report incidents. Other providers, members, family members, and other concerned individuals
who do not have access may report incidents to the case management teams who enter it into the system. QAMS
reporting is reviewed against adult protective services and our monthly review of emergency room reports to ensure that

critical incidences are reported into QAMS.

In addition to filing areport with Adult Protective Services, case management teams and provider agencies must initiate a
serious occurrence report in the Quality Assurance Management System within 24 hours of receiving the information or
witnessing a serious occurrence. Case management teams compl ete the corrective action plan and send to the Community
Program Officers for review within 5 days. This time frame allows for incidents to be investigated while giving the case
manager and provider time to gather al pertinent information, including speaking to all individualsinvolved and to
develop acorrective action plan that is meaningful in preventing a future incident. The individuals entering the serious
occurrence report into the Quality Assurance Management System are required to document the cause and effect of the
incident, develop an action plan to address the problem, and document steps that will be taken to prevent incidents from

occurring in the future.

¢. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities
when the participant may have experienced abuse, neglect or exploitation.

Case management teams provide members an informational brochure, as indicated by the signature of the member, on
identifying, addressing, and protecting someone from abuse, neglect, and exploitation and how to notify the appropriate
authorities:

(1) Upon enrollment;

(2) During the development of the person-centered recovery plan;

(3) At the annual review of the person-centered recovery plan; and

(4) At quarterly face to face meetings with the case management teams.

Members can also access information on the Adult Protective Services website as needed.

Case management teams are required to train members on an annual basis regarding their Bill of Rightsto ensure
members understand their right to be free of abuse, neglect, and exploitation.

d. Responsibility for Review of and Responseto Critical Events or Incidents. Specify the entity (or entities) that receives
reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and
the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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There are two entities that receive and manage serious occurrences for the Addictive and Mental Disorders Division
(AMDD), Adult Protective Services and case management teams.

ADULT PROTECTIVE SERVICES

Adult Protective Servicesis the investigation unit for all reports of abuse, neglect or exploitation. All reports referred to
the investigative unit at Adult Protective Services funnel through a centralized office where trained staff assess the
situation and route the report to staff located in field offices across the state. If acritical incident occurs, an investigation
isimmediately initiated whereas an investigation for anon-critical incident is initiated within five to ten days.

Local staff evaluate, assess, prioritize reports, and initiate emergency intervention activities which may include:
(1) Investigating complaints;

(2) Coordinating family and community support resources,

(3) Strengthening current living situations;

(4) Developing and protecting personal financial resources; and

(5) Facilitating legal intervention.

Adult Protective Services does not rely on any one individual or entity. Investigations are conducted in many different
residential settings such as - private homes, assisted living, group homes, nursing homes, independent living programs,
hospital, etc. Adult Protective Services follows strict protocols on investigations and must establish a preponderance of
the evidence when establishing a report’ s truth or accuracy. When appropriate, Adult Protective Services collaborates
with Department of Justice, law enforcement, the Federal Bureau of Investigations, Medicaid Fraud Control Units, etc.
Adult Protective Services obtains any investigative material a service provider may have gathered but does not rely solely
on this material. Adult Protective Services will make areferral to local law enforcement for illegal activities, theft,
embezzlement, and incidents involving significant abuse. Adult Protective Services keeps data on al reports of abuse,
neglect, and exploitation. AMDD is notified of al intent to investigate a report and the outcome of the investigation.

CASE MANAGEMENT TEAMS

Case management teams both make and receive serious occurrence reports. Reports to the case management teams are
made by providers, members, family members, and other concerned individuals. These reports either go directly to Adult
Protective Services and/or are entered as a serious occurrence report in the Quality Assurance Management System. Case
management teams have ongoing communication with members, families, and provider agencies, throughout the process.
Case management teams:

(1) Follow up with the authority responsible for the investigation to ensure the health and safety of the member;

(2) Monitors the services provided to the member and makes necessary changes to the member’ s person-centered
recovery plan;

(3) Communicates with the member, this information is documented in the members case file; and

(4) Works with the member to develop an action plan to correct or prevent the incident from reoccurring in the future.

Upon closure of the serious occurrence report the results of the investigation are communicated to the member or
member’s family/legal representative. During an active investigation the responsible authority may be not able to share
details with the case management team due to confidentiality rules. In addition, AMDD receives a notification from
Adult Protective Services that areport has been filed and a notification when the investigation is complete that includes
to outcomes of the investigation and recommended follow up actions.

e. Responsibility for Oversight of Critical Incidents and Events. Identify the state agency (or agencies) responsible for

overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is
conducted, and how frequently.
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The Addictive and Mental Disorders Division (AMDD) is responsible for overseeing the reporting of and response to
serious occurrences that effect waiver members. Case management teams or provider agencies must complete a serious
occurrence report in the Quality Assurance Management System within five days of receiving the information or
witnessing a serious occurrence. The individual entering the serious occurrence report into the Quality Assurance
Management System is required to document the cause and effect of the incident, develop an action plan to address the
problem, and document steps that will be taken to prevent incidents from occurring in the future.

AMDD’s Community Program Officers review each serious occurrence report within five business days to confirm
agreement with the action plan or to ask clarifying questions, if necessary. Once confirmed, the serious occurrence report
isreturned to the provider or case management team and monitored by the Community Program Officers. The
Community Program Officers are responsible for ensuring the action plan is activated, identified issues are resolved, and
compliance has occurred. Documentation of contact, ongoing monitoring activities,and outcomes are entered and stored
in the Quality Assurance Management System.

AMDD’s Program Manager and Quality Assurance Program Manager generates monthly reports to monitor serious
occurrence report entered into the Quality Assurance Management System. The Program Manager analyzes the serious
occurrence report by incident type, member characteristics, incident response time, remediation outcomes, and timeliness.
In addition, the AMDD’s Quality Assurance Program Manager generates and reviews monthly utilization reports of all
occurrences of emergency room and urgent care visits for waiver members by claim diagnosis and procedures hilled. The
purpose of thisreport isto detect unreported serious occurrences.

AMDD holds a monthly Oversight Committee meeting to review and discuss the management of serious occurrences.
Members of the Oversight Committee include the Program Manager, Quality Assurance Program Manager, and the
Community Program Officers. During the Oversight Committee meeting the following is reviewed:

(1) Outstanding serious occurrence report;

(2) Trends and patterns,

(3) Strategies and necessary training for prevention of future serious occurrences; and

(4) Potential unreported incidents.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

The state does not permit or prohibitsthe use of restraints

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:
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The Addictive and Mental Disorders Division (AMDD) is responsible for detecting unauthorized use of restraints.
To detect any unauthorized use of restraints, the case management teams provide members with a Bill of Clients
Rights which contains a signature section that allows members to indicate that they were provided information
regarding members rights (including the prohibition on restraints), complaint procedures, and who to contact to
report critical incidents. The member’s signature is confirmation that the member has been provided thisinformation
and understands their rights regarding restraints.

In addition, AMDD’ s Quality Assurance Program Manager generates and reviews monthly utilization reports of all
occurrences of emergency room and urgent care visits for waiver members by claim diagnosis and procedures billed.
The purpose of this report is to detect unreported serious occurrences.

The use of restraints requires a serious occurrence report. Restraints are not currently captured as a separate
category/sub category of incidents, but Community Program Officers can determine this from the incident narrative.
AMDD holds a monthly Oversight Committee meeting to review and discuss the management of serious
occurrences. Members of the Oversight Committee include the Program Manager, Quality Assurance Program
Manager, and the Community Program Officers. During the Oversight Committee meeting the following is
reviewed:

(1) Outstanding serious occurrence report;

(2) Trends and patterns;

(3) Strategies and necessary training for prevention of future serious occurrences; and

(4) Potential unreported incidents.

Theuse of restraintsis permitted during the cour se of the delivery of waiver services. Complete ltems G-2-a-i
and G-2-aii.

i. Safeguards Concerning the Use of Restraints. Specify the safeguards that the state has established
concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policiesthat are referenced are available to CM S upon reguest through
the Medicaid agency or the operating agency (if applicable).

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of
restraints and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (2 of
3)

b. Use of Restrictive I nterventions. (Select one):

The state does not permit or prohibitsthe use of restrictive interventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
how this oversight is conducted and its frequency:
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The Addictive and Mental Disorders Division (AMDD) is responsible for detecting unauthorized use of restrictive
interventions. To detect any unauthorized use of restrictive intervention, the case management team provides
members with a Bill of Clients Rights which contains a signature section that allows members to indicate that they
were provided information regarding members rights (including the prohibition on restrictive interventions),
complaint procedures, and who to contact to report critical incidents. The member’s signature is confirmation that
the member has been provided this information and understands their rights regarding restrictive interventions.

In addition, AMDD’s Quality Assurance Program Manager generates and reviews monthly utilization reports of all
occurrences of emergency room and urgent care visits for waiver members by claim diagnosis and procedures billed.
The purpose of this report is to detect unreported serious occurrences.

Community Program Officers review all Serious Occurrence Reports, progress notes at annual review, and
emergency room reporting to detect if there has been a possible use of restrictive interventions and if further
investigation is warranted. Investigation includes communication with members, the case management teams,
providers, and other individuals pertinent to uncover additional information as needed. The Community Program
Officer follows up if a Serious Occurrence Report was warranted but was not entered, and Adult Protective Services
is contacted if appropriate

The use of restrictive interventions requires a serious occurrence report. Restrictive interventions are not currently
captured as a separate category/sub category of incidents, but Community Program Officers can determine this from
the incident narrative. AMDD holds a monthly Oversight Committee meeting to review and discuss the management
of serious occurrences. Members of the Oversight Committee include the Program Manager, Quality Assurance
Program Manager, and the Community Program Officers. During the Oversight Committee meeting the following is
reviewed:

(1) Outstanding serious occurrence report;

(2) Trends and patterns;

(3) Strategies and necessary training for prevention of future serious occurrences; and

(4) Potential unreported incidents.

AMDD does not have a current process in place to inform service providers about the prohibition of restrictive
interventions in the waiver program. The AMDD will put apolicy in place effective 9/1/2020 to be published and
posted to the AMDD SDMI Waiver Program website regarding the prohibition of Restrictive Interventionsin the
program. All service providers are required to follow the policies and provisions of the program. In addition, AMDD
will add thisto the member’ s Bill of Rights that CMTs are required to train member members about on an annual
basis.

Theuse of restrictiveinterventionsis permitted during the cour se of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive I nterventions. Specify the safeguards that the state hasin
effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CM S upon request through the Medicaid agency or the operating agency.

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring and
overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:
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Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive | nterventions (3 of
3)

¢. Use of Seclusion. (Select one): (This section will be blank for waivers submitted before Appendix G-2-c was added to
WMSin March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraints.)

The state does not permit or prohibitsthe use of seclusion

Specify the state agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this
oversight is conducted and its frequency:

The Addictive and Mental Disorders Division (AMDD) is responsible for detecting unauthorized use of seclusion.
To detect any unauthorized use of seclusion, the case management team provides members with aBill of Clients
Rights which contains a signature section that allows members to indicate that they were provided information
regarding members rights (including the prohibition on seclusion), complaint procedures, and who to contact to
report critical incidents. The member’s signature is confirmation that the member has been provided thisinformation
and understands their rights regarding seclusion.

In addition, AMDD’s Quality Assurance Program Manager generates and reviews monthly utilization reports of all
occurrences of emergency room and urgent care visits for waiver members by claim diagnosis and procedures billed.
The purpose of this report is to detect unreported serious occurrences.

Community Program Officers review all Serious Occurrence Reports and progress notes to detect if there has been a
possible use of seclusion and if further investigation is warranted. Further investigations may include
communication with members, the case management teams, providers, and other individual s pertinent to uncover
additional information as needed. In addition, Montana devel oped and implemented a process to review emergency
room visitsin order to assist in identifying unreported cases of abuse, neglect, and exploitation on a monthly basis.
The Community Program Officer follows up if a Serious Occurrence Report was warranted but was not entered, and
Adult Protective Servicesis contacted if appropriate.

The use of seclusion requires a serious occurrence report. Seclusion incidents are not currently captured as a separate
category/sub category of incidents, but Community Program Officers can determine this from the incident narrative.
AMDD holds a monthly Oversight Committee meeting to review and discuss the management of serious
occurrences. Members of the Oversight Committee include the Program Manager, Quality Assurance Program
Manager, and the Community Program Officers. During the Oversight Committee meeting the following is
reviewed:

(1) Outstanding serious occurrence report;

(2) Trends and patterns;

(3) Strategies and necessary training for prevention of future serious occurrences; and

(4) Potential unreported incidents.

The case management team is contractually responsible for education participating providers about the goals of the
program as well as all program policies and rules governing the program. The case management team serves as a
liaison between the providers and members, if necessary. The state will put a policy in place effective 9/1/2020 to be
published and posted to the AMDD SDMI Waiver Program website regarding the prohibition of seclusionin the
program.

The use of seclusion is permitted during the cour se of the delivery of waiver services. Complete Iltems G-2-c-i
and G-2-c-ii.

i. Safeguards Concer ning the Use of Seclusion. Specify the safeguards that the state has established
concerning the use of each type of seclusion. State laws, regulations, and policiesthat are referenced are
available to CM S upon request through the Medicaid agency or the operating agency (if applicable).
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ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of
seclusion and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed
living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix
does not need to be completed when waiver participants are served exclusively in their own personal residences or in the home of
a family member.

a. Applicability. Select one:

No. This Appendix isnot applicable (do not complete the remaining items)
Yes. This Appendix applies (complete the remaining items)

b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medi cation regimens, the methods for conducting monitoring, and the frequency of monitoring.
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The Montana Department of Public Health and Human Services, Quality Assurance Division is responsible for
second-line monitoring to ensure the appropriate management of medication. The Quality Assurance Division
oversees medication management for adult residential settings as part of licensure requirements. The Quality
Assurance Division conducts on-site licensing surveys at application for alicense, upon renewal of alicense,
annually, or at any time without prior notice when it is considered necessary. (Administrative Rules of Montana,
Assisted Living Facilities, Title 37, Chapter 106, subchapter 28; Mental Health Center, Group Homes, Title 37,
Chapter 106, subchapter 19) The Quality Assurance Division reviews the medication policies, procedures, and
practices of each assisted living facility to ensure compliance with state and federal regulations.

Per the requirementsin Administrative Rule, staff in licensed adult residential settings provide medication
management for self-administered medication. They are responsible for keeping track of medication and ensuring
the members take their medications as prescribed. All medication must be secured as required by the Department
of Labor and Industry to restrict access. Medication management includes all medications prescribed to the
member including over the counter medications. Monitoring is designed to record all medications for each
member including the name of the drug, the dosage, and the directions for administering the medication to ensure
the member is taking the medication as prescribed. The medication record must be uploaded into the membersfile
monthly.

Montana statute establishes licensing requirements for Medication Aide | and I1. Thisis managed through the
Board of Nursing who established

minimum requirements for course content, including competency evaluations, for medication administration. The
Board of Nursing approves and maintains alist of approved training entities of medication administration courses.

M edication management includes all medications prescribed to the member including over the counter
medications. Monitoring is designed to record all medications for each member including the name of the drug,
the dosage, and the directions for administering the medication to ensure the member is taking the medication as
prescribed. In addition, Montanaisin the process of researching further monitoring and training opportunities.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the state uses to ensure that

participant medications are managed appropriately, including: (a) the identification of potentially harmful practices
(e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on potentially harmful
practices; and, (c) the state agency (or agencies) that is responsible for follow-up and oversight.
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The Community Program Officers with the Addictive and Mental Disorders Division review medication
management during the initial review of the person-centered recovery plan and during subsequent evaluations.
Case management teams monitor members ensuring they receive their medication as prescribed and report any
mismanagement, harmful practices, or crimes to the appropriate authorities.

A member’s case management team and private duty nursing provider are responsible for monitoring members
who self-administer medications as part of wellness monitoring. A member’s primary care provider or mental
health provider are notified of issues/concerns. Staff in licensed assisted living facilities and group homes provide
medi cation management. They are responsible for keeping track of medication and ensuring the members take
their medication as prescribed.

Medication records are reviewed by the case management team each quarterly. Staff are required to report all
medication errors to their respective management and to the case management team. The case management team
must complete a serious occurrence report in the Quality Assurance Management System within five days of
receiving the information. The individual entering the serious occurrence report into the Quality Assurance
Management System is required to document the cause and effect of the incident, develop an action plan to
address the problem, and document steps that will be taken to prevent incidents from occurring in the future.The
case management teams meet monthly with the private duty nurse to review the medication monitoring process, if
an issue isidentified, the case management teams are required to complete a serious occurrence report in the
Quality Assurance Management System. The Community Program Offers review all medication incident reports
within five working days and bring issues before the Oversight Committee to review and ensure remediation of
identified medication monitoring problems. Quality improvement opportunities are also discussed during the
Oversight Committee meetings.

Additional methods used to ensure medications are managed appropriately are:

(1) The point-of-sale system used by pharmacy providers, which has a set of built-in edits to inform the
pharmacist of potential contraindicated effects such as drug-to-drug interaction and therapeutic duplication.

(2) Prior authorization requirements established by the Drug Utilization Review Board for the Department, which
are based upon clinical criteria.

If thereis afinding concerning potentially harmful practices by the Community Program Officer during the initial
review of the Person Centered Recovery Plan or subsequent evaluations, the CPO immediately reports the
information to the case management team to review the plan and communicate the concerns to the provider and
establish what corrective measures will be put into place. The case management team ensures the processis
corrected and employs training for the provider as needed. The case management teams also have monthly
meeting with providers where Medication Management issues are discussed and providers are made aware of
potential harmful practices. If the potentially harmful Medication Management practice is discovered through a
Serious Occurrence Report (SOR), the Community Program Officers bring the incident to the bi-weekly Critical
Incident Committee Mesting for further discussion and to ensure an appropriate corrective action plan was put in
place.

SORS are entered into the Quality Assurance Management System (QAMS), if the incident meets critical incident
criteria, the Critical Incident Review Committee completes an internal investigation for all critical incidents
entered into QAMS bi-weekly. The Critical Incident Review Committee investigatesif policies were followed
and whether notifications were made within appropriate timeframes.

Internal investigation of critical incidents includes determining if the incident is aresult of afailure to follow
federal regulation, Montana statute, the Administrative Rules of Montana, and/or the provider agencies' policy, if
there was adequate staff present to ensure health and safety, and was the staff adequately trained in the
components of the person’s person-centered recover plan to ensure health and safety. Results of the internal
investigation may be shared with the case management team, providers, or proper authorities.

Potentially harmful practices that are discovered during reviews or SOR’s are tracked to establish if there are
overall common root causes. Training needs and education opportunities as aresult of findings are outlined at the
Monthly Oversight Committee Meeting.

Appendix G: Participant Safeguards
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Appendix G-3: Medication Management and Administration (2 of 2)

¢. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

Not applicable. (do not complete the remaining items)

Waiver providersareresponsible for the administration of medicationsto waiver participants who
cannot self-administer and/or have responsibility to over see participant self-administration of
medications. (complete the remaining items)

ii. State Policy. Summarize the state policies that apply to the administration of medications by waiver providers or
waiver provider responsibilities when participants self-administer medications, including (if applicable) policies
concerning medication administration by non-medical waiver provider personnel. State laws, regulations, and
policies referenced in the specification are available to CM S upon request through the Medicaid agency or the
operating agency (if applicable).

Licensed Practical Nurses and Registered Nurses administer medication as outlined in the Nurse Practice Act of
Montana (Administrative Rules of Montana, Title 24, Chapter 159; Title 37, Chapter 8, Montana Code
Annotated). Administration of medication by non-nurse staff is regulated by the Department of Labor and
Industry, Board of Nursing (Administrative Rules of Montana, Title 24, Chapter 159, subchapter 9). An employee
of an assisted living facility who, under the general supervision of a Montana licensed nurse, administers PRN
and routine medication to residents of the assisted living facility are required to become licensed Medication Aide
I. Accurate medication records are required for each resident of a Health Care Facility, including over-the-counter
medication, for those residents whose self-administration requires monitoring and/or assistance by the facility
staff.

iii. Medication Error Reporting. Select one of the following:

Providersthat are responsible for medication administration arerequired to both record and report
medication errorsto a state agency (or agencies).
Complete the following three items:

(a) Specify state agency (or agencies) to which errors are reported:

Department of Public Health and Human Services, Licensure Bureau, requires staff to complete a report
form for all accidents/incidents that cause injury to aresident and keep it in the residents file. In addition,
records must be kept that include:

(1) Name of medication, reason for use, dosage, route and date and time given;

(2) Name of the prescribing practitioner and their tel ephone number;

(3) Any adverse reaction, unexpected effects of medication or medication error, which must aso be reported
to the resident's practitioner;

(4) Allergies and sensitivities, if any;

(5) Resident specific parameters and instructions for PRN medications;

(6) Documentation of treatments with resident specific parameters;

(7) Documentation of doses missed or refused by resident and why;

(8) Initials of the individual monitoring and/or assisting with self-administration of medication; and

(9) Review date and name of reviewer.

In addition, staff are required to report all medication errors to their respective management and to the case
management team. The case management team must compl ete a serious occurrence report in the Quality
Assurance Management System within five days of receiving the information. The individual entering the
serious occurrence report into the Quality Assurance Management System is required to document the cause
and effect of the incident, develop an action plan to address the problem, and document steps that will be
taken to prevent incidents from occurring in the future.
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(b) Specify the types of medication errorsthat providers are required to record:

(1) Missing medication;
(2) Doses that were refused or missed by the member with supporting documentation; and
(3) Any adverse reaction, unexpected effects, or medication errors.

(c) Specify the types of medication errors that providers must report to the state:

(1) Missing medication;
(2) Doses that were refused or missed by the member with supporting documentation; and
(3) Any adverse reaction, unexpected effects, or medication errors.

Providersresponsible for medication administration are required to record medication errors but make
information about medication errorsavailable only when requested by the state.

Specify the types of medication errors that providers are required to record:

iv. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the performance

of waiver providersin the administration of medications to waiver participants and how monitoring is performed
and its frequency.
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The Montana Department of Public Health and Human Services, Quality Assurance Division is responsible for
the oversight to ensure the appropriate administration of medication. The Quality Assurance Division oversees
medication administration for adult residential settings as part of licensure requirements. The Quality Assurance
Division conducts on-site licensing surveys at application for alicense, upon renewal of alicense, annualy, or at
any time without prior notice when it is considered necessary.

The Community Program Officers with the Addictive and Mental Disorders Division review medication
management during the initial review of the person-centered recovery plan and during subsequent evaluations.
Case management teams monitor members ensuring they receive their medication as prescribed and report any
mismanagement, harmful practices, or crimes to the appropriate authorities.

The Board of Nursing sets and enforces the standards of conduct for Licensed Practice Nurses and Registered
Nurses. The Board’s compliance, investigative, and legal staff process and investigate complaints of
unprofessional conduct filed against licensees and license applicants. The also process and investigate unlicensed
persons practicing a profession that requires alicense.

All licensed service providers are required to follow the laws as set forth for the category of service they provide.
If the Addictive and Mental Disorder Division is made aware of issues that are present, areport is made to the
appropriate licensing Board. A finding that results in a negative action against the provider’s license may result in
the provider’s Montana Medicaid Provider Identification Number to be suspended or terminated and may no
longer bill Montana Medicaid and SDMI Waiver Program Services. The Department receives areport of all
termed providers due to negative actions against their license.

Licensed agencies and facilities are required to employ individuals who hold an active license for the category of
service they provide. Licensed agencies and facilities are required to report a Serious Occurrence Report if there
was a critical incident that occurred at the licensed agency or facility, at which time a corrective action planis
developed, and reviewed and approved by the Community Program Officer.

Problems may be identified by the Community Program Officer during Quality Assurance Reviews, by the case
management team during monthly contact with the member, or at quarterly reviews. If the problem is discovered
during Quality Assurance Review, the Community Program Officer issues a Quality Assurance Point whichis
reviewed by the case management team manager and reviewed with the case management team, at which time
they develop aremediation action for the error. The remediation action is returned to the Program Manager to
determineif it is satisfactory of if additional investigation or corrective action should be implemented.

Data regarding medication errors and medication monitoring is acquired and identified through the Quality
Assurance Review Process from Casewave, Serious Occurrence Reporting from Quality Assurance Management
System, and Emergency Room reporting gathered from paid claims datafrom MMIS.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Health and Welfare
The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare. (For waiver actions submitted before June 1, 2014, this assurance read "The State, on an ongoing basis,
identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploitation.")
i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeksto
prevent instancesof abuse, neglect, exploitation and unexplained death. (Performance measuresin this
sub-assurance include all Appendix G performance measures for waiver actions submitted before June 1,
2014.)
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For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:

Number of reports of abuse, neglect, exploitation, and unexplained death that were
investigated within the stipulated time frames. Numerator: Number of reports of

abuse, neglect, exploitation, and unexplained death that wereinvestigated within the

stipulated time frames. Denominator: Total number of reports of abuse, neglect,

exploitation, and unexplained death.

Data Sour ce (Select one):

Critical eventsand incident reports

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:

Continuously and
Ongoing

Other
Specify:

Other
Specify:

07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure;
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Number of membersand/or family/guardian receive information on how to identify

and report instances of A/N/E and Unexplained Death. Numerator: Total members
and/or family/guardian who receive information/education on how to identify and
report instances of A/N/E and Unexplained Death. Denominator: Total number of

waiver membersin therepresentative sample.

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

(check each that applies):

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%

Review
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Sub-State Entity Quarterly Representative

Sample
Confidence
Interval =

95%
Confidence
Level with a+/-
5% margin of
error

Specify:

Other Annually Stratified

Describe Group:

Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually

Continuously and Ongoing

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

Performance M easure:
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Number and per cent of critical incidentswhereroot cause wasidentified. Numerator:

Number of critical incidents wher e root cause was identified. Denominator: Total

number of critical incidents

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

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

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:

Continuously and
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:

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

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other

Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance Measure;

Number of incidentsthat qualified as a serious occurrence werereported.
Numerator: Number of incidentsthat werereported as a serious occurrence.
Denominator: Total number of incidentsthat qualified as a serious occurrence.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other’ is selected, specify:

Responsible Party for Freguency 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 Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
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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 analysis (check each | analysis(check each that applies):
that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other

Specify:

Annually

Continuously and Ongoing

Other
Specify:
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b. Sub-assurance: The state demonstrates that an incident management system isin place that effectively

resolves those incidents and prevents further similar incidents to the extent possible.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formul ated, where appropriate.

Per formance M easur e

Number and per cent of serious occurrencereportsreported within 24 hours of
receiving theinformation or witnessing the occurrence. Numerator: Total number of
serious occurrence reportsreceived within 24 hour s of receiving the information or
witnessing the occurrence. Denominator: Total number of serious occurrencereports.

Data Sour ce (Select one):
Critical eventsand incident reports
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 Lessthan 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
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure;

Number and per cent of critical incident trends where systemic intervention was
implemented. Numerator: Number of critical incident trends where systemic
interventions was implemented. Denominator: Total number of critical incident

trends.

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

(check each that applies):

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

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
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Specify:

Other Annually Stratified
Describe Group:

Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure:

Number and percent in reduction of critical incidentswith shared root cause.

Numerator: Number in reduction of critical incidentswith a shared root cause as a

result of systemic intervention. Denominator: Number and percent of critical

incidentswith a shared root cause.

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

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

Sampling Approach
(check each that applies):

State M edicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 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 analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Specify:
Continuously and Ongoing
Other
Specify:
Performance Measure:

Number of substantiated A/N/E and unexplained death incidentswhere
required/recommended follow-up was completed. Numerator: Number of
substantiated A/N/E and unexplained death incidents wher e requir ed/recommended

follow-up was completed. Denominator: Total number of substantiated A/N/E and

unexplained death incidents wher e follow up wasrequired.

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

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

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 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 Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other

Specify:

Annually

Continuously and Ongoing

Other
Specify:

Performance M easure:

Number of substantiated abuse, neglect, exploitation, and unexplained death
incidentsthat werereferred to the appropriate investigative entities for follow-up.
Numerator: Number of substantiated A/N/E and unexplained death incidentsthat
werereferred to the appropriate investigative entities for follow-up. Denominator:
Total number of all incidents of substantiated A/N/E and unexplained death.

Data Sour ce (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):
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(check each that applies):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 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 analysis (check each

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

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

Continuously and Ongoing

Other
Specify:

. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions
(including restraints and seclusion) are followed.

Performance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

Number and percent of waiver providerstrained to identify, address, and seek to
prevent the unauthorized use of restrictive interventions/seclusion/r estraints.
Numerator: Total number of waiver providerstrained to identify, address, and seek
to prevent the unauthorized use of restrictive interventions/seclusion/r estraints.
Denominator: Total number of waiver providers.

Data Sour ce (Select one):
Training verification records
If 'Other' is selected, specify:

Reports

Responsible Party for Freguency 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 L essthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
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Specify:

Other Annually Stratified
Describe Group:

Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually
Continuously and Ongoing
Other
Specify:
Performance Measure:
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Number and per cent of serious occurrencereportswithout the mention of restrictive

interventions, use of restraints, or seclusion in theincident narrative. Numer ator:

Number of Serious Occurrence Reportswithout the mention of restrictive
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interventions, use of restraints, or seclusion in theincident narrative. Denominator :

Total number of Serious Occurrence Reports.

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

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

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

Sampling Approach
(check each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Specify: Describe Group:

Continuously and
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

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

Continuously and Ongoing

Other
Specify:

Performance M easure:

Number and per cent of providersthat have policiesin place that prohibit the use of
restrictive interventions. Numerator: Number of providers have policiesin place that
prohibit the use of restrictive inter ventions. Denominator: Providersrequired to have
apolicy in placeto show they prohibit the use of restrictive interventions.

Data Sour ce (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 Lessthan 100%
Review

Sub-State Entity Quarterly Representative

Sample
Confidence
Interval =

95%
Confidence
Level with a+/-
5% margin of

error
Other Annually Stratified
Specify: Describe Group:
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Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually

Continuously and Ongoing

Other
Specify:
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d. Sub-assurance: The state establishes overall health care standards and monitors those standards based
on the responsibility of the service provider as stated in the approved waiver.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to
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analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or_conclusions drawn, and how recommendations are formulated, where appropriate.

Perfor mance M easur e;

Number and per cent of membersthat were provided the opportunity to have annual
physical exam. Numerator: Total number of memberswho were provided the
opportunity to have annual physical exam. Denominator: Total number of members
in therepresentative sample.

Data Sour ce (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

Responsible Party for
data
collection/generation

(check each that applies):

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

Sampling Approach
(check each that applies):

State M edicaid
Agency

Weekly

100% Review

Operating Agency

Monthly

L essthan 100%
Review

Sub-State Entity

Quarterly

Representative

Sample
Confidence
Interval =

95%
Confidence
Level with a+/-
5% margin of
error

Other
Specify:

Annually

Stratified
Describe Group:

Continuously and
Ongoing

Other
Specify:

Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Specify:
Annually

Continuously and Ongoing

Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
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The Addictive and Mental Disorders Division (AMDD) usesinformation entered into the Quality Assurance
Management System as the primary method for discovery for health and welfare assurance and performance
measures. In addition, the AMDD uses the Medicaid Management Information System (MMIS), to review claims
for unreported cases of serious occurrences.

AMDD isresponsible for oversight of the serious occurrence incident management process. The AMDD’s
Community Program Officers review each Serious Occurrence Report within five business days to confirm
agreement with the action plan or to ask clarifying questions, if necessary. Once confirmed, the Serious
Occurrence Report is returned to the provider or case management team and monitored by the Community
Program Officers. The Community Program Officers are responsible for ensuring the action plan is activated,
identified issues are resolved, and compliance has occurred. Documentation of contact, ongoing monitoring
activities, and outcomes are entered and stored in the Quality Assurance Management System. If the
documentation does not clearly reflect that the incident has been resolved, the Community Program Officers
reguest follow up by the case management teams to gather information needed by the partiesinvolved.

AMDD’s Program Manager generates monthly reports to monitor Serious Occurrence Reports entered into the
Quality Assurance Management System. The Program Manager analyzes the Serious Occurrence Reports by
incident type, member characteristics, incident response time, remediation outcomes, and timeliness. In addition,
the AMDD’s Quality Assurance Program Manager generates and reviews monthly utilization reports of all
occurrences of Emergency Room and urgent care visits for waiver members by claim diagnosis and procedures
billed. The purpose of this report is to detect unreported incidents.

AMDD holds a monthly Oversight Committee meeting to review and discuss the management of serious
occurrences. Members of the Oversight Committee include the Program Manager, the Quality Assurance Program
Manager, and the Community Program Officers. During the Oversight Committee meeting the following is
reviewed:

(2) Outstanding Serious Occurrence Reports;

(2) Trends and patterns,

(3) Strategies for prevention of future serious occurrences; and

(4) Potential unreported incidents.

Members receive a brochure upon enrollment onto the waiver and during annual reviews that includes a help line.
The brochure also includes:

(2) Contact information for Adult Protective Services for the regional offices;

(2) A description of Adult Protective Services;

(3) Where to report incidents of abuse, neglect, and exploitation;

(4) Descriptions of abuse, neglect, and exploitation.

Compliance with this performance measure requires that the signature section of the service plan indicates that the
member and/or family/guardian have been provided information regarding rights, complaint procedures, and have
received information/education on how to report abuse, neglect, and exploitation and other serious occurrences.

Critical incidents are reported to AMDD via the web-based Quality Assurance Management System. Case
management teams and waiver service providers are required to report serious occurrences within specific time
frames. AMDD monitors serious occurrence reporting through the Quality Assurance Management System.

All follow up action steps taken must be documented in the members record. Documentation must include a
description of any mandatory reporting to Adult Protective Services, referral to law enforcement, notification to
ombudsman, or additional follow-up with the member. The Community Program Officers and the Program
Manager determine if adequate follow up was conducted and if all appropriate actions were taken and may require
additional follow up or investigation, if needed.

Serious occurrences involving providers surveyed by licensure must be reported in the Quality Assurance
Management System and referred to licensure to respond. A hotlineis set up for complaints about quality of care,
fraud, abuse, and misuse of personal property. Licensure evaluates the complaint and initiates an investigation if
warranted. Incidents of unexplained death are investigated by the Adult Protective Services to determine if the

07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023 Page 205 of 246

death occurred due to a substantiated abuse, neglect, or exploitation.

AMDD examines data for specific trends to include individuals that have multiple serious occurrence reports;
identifies members who have more than one serious occurrence reportsin 30 days, more than three serious
occurrence reports in six months, and more than five serious occurrence reports in 12 months. The Division
produces critical incident trend reports to be provided to all case management teams at least annually. Records of
the reports and dates provided are maintained by AMDD.

AMDD examines datain the Quality Assurance Management System to determine when serious occurrences were
preventable and whether resolutions were effective. Substantiated serious occurrences, by type, are reviewed by
the Oversight Committee to determine if these incidents have been addressed appropriately. Root causes
identified/trends reduced as aresult of systemic intervention data are tracked and analyzed by the Oversight
Committee on a quarterly basis.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Issues or problems identified during annual program evaluations will be directed to the administrator or director
of the case management teams and reported in the member’s annual report of findings. Case management teams
deficient in completing accurate and required serious occurrence reports will receive technical assistance and/or
training by the Addictive and Mental Disorders Division (AMDD) staff. Case management teams are required to
submit individual remediation action plans for all deficiencies identified within 30 days of notification. Following
receipt of the case management team’ s remediation action plan, AMDD reviews the plan and confirms the
appropriate steps have been taken to correct the deficiencies. In addition to annual data collection and analysis,
AMDD’s Community Program Officers and Program Manager remediates problems as they arise based on the
severity of the problem or by nature of the compliance issue. For issues or problems that arise at any other time
throughout the year, technical assistance may be provided to case manager, supervisor, or administrator, and a
confidential report will be documented in the waiver recipient care file when appropriate. AMDD reviews and
tracks the on-going referrals and complaints to ensure that a resolution is reached, and the member’ s health and
safety has been maintained.

AMDD provides remediation training to the case management teams annually to assist with improving
compliance with performance measures. The remediation process includes a standardized template for individual
Corrective Action Plans (CAP) to ensure all of the essential el ements, including aroot-cause analysis, are
addressed in the CAP. Time limited CAP are required for each performance measure below the 86% CMS
compliance standard. The CAP must also include a detailed account of actions to be taken, staff responsible for
implementing the actions, and time frames, and a date for completion. AMDD reviews the CAP, and either
accepts or requires additional remedial action then follows up with each individual case management team
quarterly to monitor the progress of the action items outlined in their CAP.

AMDD takes remedial action with waiver service providers and/or case management teams to address deficient
practice in reporting and management of serious occurrences. Thisincludes formal request for response, technical
assistance, investigation, imposition of corrective action, termination of case management team contracts, and
termination of waiver service providers. Case management teams deficient in completing accurate and required
follow ups receive technical assistance and/or training by AMDD staff. Case management teams are required to
submit individual remediation action plans for all deficiencies identified within 30 days of notification. Following
receipt of the case management team’ s remediation action plan, AMDD reviews the plan and confirms the
appropriate steps have been taken to correct the deficiencies.

In instances where upon review of the complaint or occurrence report, AMDD identifiesindividual provider
issues, these issues are addressed directly with the provider and member/guardian. If trends or patterns are
identified that affect multiple providers or members, AMDD will communicate a clarification or amend the
rules/polices to resolve the issues. AMDD ensures that the appropriate authority is notified of any unexplained
deaths that resulted from substantiated abuse, neglect, or exploitation.

AMDD utilizes this information to devel op statewide trainings and determine the need for individual agency
technical assistance for case management and service provider agencies. In addition, AMDD utilizes this
information to identify problematic practices with individual case management teams and/or providers and to take
additional action such as investigating, referring the agency to licensure for complaint investigation or directing
the agency to take corrective action. If AMDD identifies problematic trends in the reports, they will require a
written CAP by the case management teams and/or provider agencies to mitigate future occurrences.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

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

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other

Specify: Annually
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Responsible Party(check each that Frequency of data aggregation and
applies): analysis(check each that applies):

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-operational .
No

Yes

Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

The Department of Public Health and Human Services, as part of the MPATH Project, selected AssureCare to
implement their MedCompass solution to satisfy the requirements of our Care Management module. The
MedCompass includes a comprehensive Incident Management submission, tracking, resolution, and reporting
solution. The Department expects the Incident Management solution to be implemented and operational in 2021.

Appendix H: Quality Improvement Strategy (1 of 3)

Under §1915(c) of the Socia Security Act and 42 CFR 8441.302, the approva of an HCBS waiver requiresthat CM S determine
that the state has made satisfactory assurances concerning the protection of participant health and welfare, financial accountability
and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by CMS and afinding by CMS
that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has designed the
waiver'scritical processes, structures and operational featuresin order to meet these assurances.

= Quality Improvement isacritical operational feature that an organization employs to continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’' s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the state is expected to have, at the minimum, systemsin placeto
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care

services. CM S recognizes the value of this approach and will ask the state to identify other waiver programs and long-term care
services that are addressed in the Quality Improvement Strategy.

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be available
to CM S upon request through the Medicaid agency or the operating agency (if appropriate).

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

= The evidence based discovery activities that will be conducted for each of the six major waiver assurances; and
= Theremediation activities followed to correct individual problems identified in the implementation of each of the
assurances.

In Appendix H of the application, a state describes (1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent roles/responsibilities
of those conducting assessing and prioritizing improving system corrections and improvements; and (3) the processes the state
will follow to continuously assess the effectiveness of the OlSand revise it as necessary and appropriate.

If the state's Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state may
provide awork plan to fully develop its Quality Improvement Strategy, including the specific tasks the state plans to undertake
during the period the waiver isin effect, the major milestones associated with these tasks, and the entity (or entities) responsible
for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid state plan, specify the control numbers for the other waiver programs and/or identify the other long-term services that
are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the state must be able
to stratify information that is related to each approved waiver program. Unless the state has requested and received approval from
CMS for the consolidation of multiple waivers for the purpose of reporting, then the state must stratify information that is related
to each approved waiver program, i.e., employ arepresentative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 3)
H-1. Systems Improvement

a. System I mprovements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes)
prompted as aresult of an analysis of discovery and remediation information.
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The Addictive and Mental Disorders Division (AMDD) draws from multiple sources when determining the need
for, and methods to, accomplish system design changes. This Quality Improvement Strategy encompasses all
services provided in the Severe and Disabling Mental IlIness waiver. Waiver specific requirements and assurances
are included in the appendices.

Discovery and Remediation:

Using the Care Management System, Community Program Officers complete an annual desk review for each case
management team that administers the waiver. The Community Program Officers use a standardized tool, the
Standards Review Form, to review the case management functions including: process regarding evaluation of
need, service planning, member monitoring (contact), case reviews, complaint procedures, provision of member
choice, waiver expenditures, etc. Theinformation is also reviewed and analyzed in aggregate to track, illustrate
state trends, and use for the basis for future remediation. Following completion of the annual program reviews,
case management teams are notified of individual deficiencies. They are alowed 30 days to remediate
deficiencies identified during the review process. The remediation must include a plan of correction with specific
time frames describing the remedies for the issue and the steps the agency plans to take to reverse the trend.
AMDD monitors progress of each case management team’s corrective action plans.

AMDD also reviews all critical incident reports entered into the Quality Assurance Management System. The
Community Program Officers determine if the critical incident was substantiated, adequate follow up was
conducted, and all appropriate actions were taken. The Community Program Officers may require additional
follow up or investigation within a specified time frame. The Program Manager’ srole is to monitor the discovery
activities of the Community Program Officers, to evaluate their submitted information, and to participate in policy
decisions that address provider or system deficiencies. In addition, AMDD’s Quality Assurance Program Manager
pulls data from the Medicaid Management Information System (MMIS) for each member on amonthly basisto
review for unreported serious occurrences.

In addition to the above-mentioned electronic discovery methods, AMDD also requires the use of standardized
tracking tools. Thisincludesthe:

1) level of care assessment;

2) Severe and Disabling Mental 1lIness, Home and Community Based Services Waiver, Evaluation and Level of
Impairment form;

3) Strength Assessment; and

4) Standards Review form.

Thisallow AMDD to monitor the waiver the performance of the waiver and the associated waiver assurancesin a
more effective manner.

AMDD holds a monthly Oversight Committee meeting to review and discuss the management of the waiver.
Members of the Oversight Committee include the Program Manager, Quality Assurance Program Manager, and
the Community Program Officers. During the Oversight Committee meeting the following is reviewed:

1) Incident management;

2) Trends and patterns;

3) Identification of individual and systemic issues and strategies to mitigate; and

4) Potential training opportunities.

The Oversight Committee, along with the appropriate managerial staff, reviews and monitors the system to
determine the need for design changes. Additional partnerships are formed as needed to identify and prioritize
system design changes. These partnerships may include entities such as Adult Protective Services, the Quality
Assurance Division, Licensure Bureau, the Department of Public Health and Human Services, Senior and Long-
Term Care Division, the Montana Program for Automating and Transforming Health Care (MPATH), and others
as applicable.

Prioritization:

AMDD relies on avariety of resources to prioritize changes. In addition to using information from annual
reviews, analysis of performance measure data, and feedback from case managers, the AMDD factorsin
appropriation of funds, legislation and federal mandates, and department wide priorities. Quality improvement
activities and results are reviewed and analyzed by the Treatment Bureau Chief, Program Supervisor, Program
Manager, and the Quality Assurance Program Manager.
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Prior to implementation of a system-level improvement, the Department ensures the following are in place, as

appropriate;

1) A process to address the identified need for the system-level improvement;
2) Policy and instructions to support the newly created process,
3) Method to measure progress and monitor compliance with the system-level improvement activitiesincluding

identifying the responsible parties;
4) Communication/training plan;

5) Evaluation plan to measure the success of the system-level improvement activities post-implementation; and

6) Implementation strategy.

ii. System Improvement Activities

Responsible Party(check each that applies):

Frequency of Monitoring and Analysis(check each

that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Quality Improvement Committee Annually
Other Other
Specify: Specify:

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & ng system
design changes. If applicable, include the state's targeted standards for systems improvement.

The process used to monitor the effectiveness of system design changes will include systematic reviews of
baseline data, reviews of remediation efforts, and analysis of results of performance measure data collected after
remediation activities have been in place long enough to produce results.

Roles and Responsibilities: The Quality Assurance Program Manager and/or the Program Manager hold shared
responsibility for monitoring and assessing the effectiveness of system design changes to determineif the desired
effect has been achieved. This includes incorporation of feedback from waiver members, advocates, case
management teams, and other stakeholders.

ii. Describe the processto periodically evaluate, as appropriate, the Quality Improvement Strategy.

The Quality Assurance Program Manager and the Program Manger reviews the Quality Improvement Strategy
and its deliverables with management on a quarterly basis and will provide updates to CM S when appropriate.
Evaluation of the Quality Improvement Strategy will take into account the following elements:

(1) Compliance with federal and state regulations and protocals;

(2) Effectiveness of the strategy in improving care processes and outcomes,

(3) Effectiveness of the performance measures used for discovery;

(4) Effectiveness of the projects undertaken for remediation; and

(5) Relevance of the strategy with current practices.
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Appendix H: Quality Improvement Strategy (3 of 3)
H-2: Use of a Patient Experience of Care/Quality of Life Survey

a. Specify whether the state has deployed a patient experience of care or quality of life survey for its HCBS population
in thelast 12 months (Select one):

No
Y es (Complete item H.2b)

b. Specify the type of survey tool the state uses:

HCBS CAHPS Survey :

NCI Survey :

NCI AD Survey :

Other (Please provide a description of the survey tool used):

Case management teams send the Participant Experience Surveys to members annually and the results are complied
by the Addictive and Mental Disorders Division (AMDD) and analyzed for trends. In addition, AMDD sends The
Mental Health Satistics Improvement Program survey out to members annually.

Appendix | : Financial Accountability
[-1: Financial Integrity and Accountability

Financial I ntegrity. Describe the methods that are employed to ensure the integrity of payments that have been made for
waiver services, including: (a) reguirements concerning the independent audit of provider agencies; (b) the financial audit
program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services,
including the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsible for conducting the
financial audit program. State laws, regulations, and policies referenced in the description are available to CMSupon
request through the Medicaid agency or the operating agency (if applicable).
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Pursuant to 2 CFR Part 200 - Uniform Administrative Requirements, Cost Principles, and Audit Requirements for Federal
Awards Subpart F — Audit Requirements §200.502 (i), Medicaid payments to a sub-recipient for providing patient care
services to Medicaid eligible individuals are not considered federal awards expended under this part unless a State requires
the funds to be treated as federal awards expended because reimbursement is on a cost-reimbursement basis. Therefore, the
Addictive and Mental Disorder Division (AMDD) does not require an independent audit of waiver service providers.

Title XIX of the Social Security Act, federal regulations, and the Montana Medicaid State Plan has established record
maintenance and retention requirements for Medicaid services. A case record/medical record or file must be maintained for
each waiver member. Providers are required to complete the records within 90 days of the date the claim has been
submitted for reimbursement and retain records that document the services provided and support the claims submitted for a
period of six years and three months. Records may be maintained for a period longer than six years when necessary for the
resolution of any pending matters such as an ongoing audit or litigation. A record is not considered complete until it is
signed and dated.

AMDD provides financial oversight to assure that claims payments are consistent with the waiver reimbursement
methodology. Community Program Officers complete Quality Assurance Reviews of 100% of members each fiscal year. As
part of the Quality Assurance Review, each component of the Person-Centered Recovery Plan and the member’ s cost sheet
are reviewed to confirm that appropriate services have been approved and provided. If they identify a deficiency, the
Community Program Officer issues a Quality Assurance Performance (QAP) sheet for the identified deficiency. This QAP
sheet informs the case management team of the deficiency and requires the case management team to provide a Corrective
Action Plan (CAP)and provides them an opportunity to mitigate any deficiencies. The Community Program Officer must
sign off on all CAP and the Program Manager reviews all CAP to ensure they are being completed within the required time
frame as determined by agreement with the Community Program Officers. If the case management team fails to complete
the CAP within the required time frame, the Program Manager contacts the appropriate case management team's
supervisor to address the issue. If the CAP is still not completed, the Program Manager refers the case to the appropriate
supervisor with AMDD. The supervisor initiates the next level of corrective actions which may include the following:

(1) Discuss alternative solutions with the case management supervisor;

(2) Providetraining, if appropriate;

(3) Withhold payment for failure to perform; and/or

(4) Terminate the contract, if appropriate.

In addition to this annual review, AMDD’s Quality Assurance Program Manager generates detailed paid claims reportson
a monthly basis to assess financial accountability for active members and to ensure no payments were made for members
discharged from the waiver. Member’ s paid claims are compared to approved services in the members cost sheet.

Case management teams have ingtituted an internal control system that requires all completed paperwork to be checked for
accuracy and compliance. Case management teams are required to conduct quarterly internal audits of on a percentage of
their records to make sure member files are compliant with policies and performance standards, includes necessary
documentation to support the member’ s identified needs, and aligns with the approved cost sheets. Information gathered
through the case management team audits are utilized to evaluate changes in protocols and practice or devel opment of
additional skill or resource areas. Completed internal audit forms are kept on file at the case management team office and
are available upon request.

The fiscal intermediary, contracted by the Department of Public Health and Human Services, maintains documentation of
provider qualifications to furnish specific waiver services submitted during the provider enrollment process and updated
according to applicable licensure and survey requirements. This documentation includes copies of the Medicaid Provider
Participation Agreement, copies of the Medicaid certification, verification of applicable Sate licenses, and any other
documentation necessary to demonstrate compliance with the established provider qualification standards. All providers
are screened monthly against the exclusion lists. Providers are compared against the List of Excluded Individuals and
Entities, the System for Award Management, the Medicare Exclusion Database, and the state Medicaid Termination file.
Comparing providers against these lists allows the Department to determine if a provider has been excluded by the Office
of the Inspector General, terminated by Medicare, or terminated from another state’s Medicaid or Children’s Health
Insurance Program.

Claims are submitted to the Department's fiscal intermediary for reimbursement. Claims data is maintained through the
Medicaid Management Information System (MMIS). The MMISis designed to meet federal certification requirements for
claims processing and submitted claims are adjudicated against MMIS edits prior to payment.

Duties of providersinclude a requirement of documentation of care, in/out times, and confirmation that care was provided

per state rules and regulations. Additionally, there must be completion of appropriate service notes regarding service
07/12/2023



Application for 1915(c) HCBS Waiver: Draft MT.013.03.05 - Nov 11, 2023 Page 213 of 246

provision for each visit. Documentation shall contain services provided, date and timein and out, and a confirmation that
carewas provided as required in Administrative Rules of Montana 37.85.414. In order for personal care providersto
render services the provider agency must ensure that individuals are appropriately trained and qualified.

The Surveillance and Utilization Review (SURS) Unit of Quality Assurance Division within the Department of Public
Health and Human Servicesis responsible for conducting the periodic independent audit of the waiver program under the
provisions of the Sngle Audit Act and provides post-payment reviews of claims. The SURS monitors provider compliance
with state and federal regulations and Department policies. Internal reviewers conduct post-payment reviews of provider
claims submissions to ensure accuracy of provider billing and compliance with regulations and Department billing policies.
Auditing under the Surveillance Utilization Review Unit, including the number and frequency of providers reviewed,
percentage of claims reviewed, and the time period of the claims reviewed—varies with the review project conducted.
Review projects range in size and focus (i.e. whether on provider type or service type) and can either be a claims data-only
review, or include records submitted by providers. Montana's Medicaid over payment audits are regulated by Title 53,
Chapter 6, Part 14, Montana Code Annotated. Montana uses a systematic statistical sampling for the audits. Thisincludes
setting parameters for determining a universe to review (i.e. timeframe/service). Montana then selects a systematic sample
(i.e. every 10th claim line) from 100% of the universe.

If fraud is suspected, the provider isreferred to the Medicaid Fraud Control Unit at the Department of Justice state agency
for further investigation. If fraud isidentified the provider can be sanctioned and discontinued as a Medicaid provider.

Appendix | : Financial Accountability
Quality Improvement: Financial Accountability

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read " Sate
financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement methodol ogy
specified in the approved waiver.")
i. Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with the
reimbursement methodol ogy specified in the approved waiver and only for services rendered.
(Performance measures in this sub-assurance include all Appendix | performance measures for waiver
actions submitted before June 1, 2014.)

Performance Measures

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:

Number and percent of waiver claimsin a representative sample paid according to the
reimbursement methodology in the waiver N: Number of waiver claimsin the sample
paid according to the reimbursement methodology in the waiver D: Total number of paid
waiver claimsin the representative sample.

Data Source (Select one):
Record reviews, off-site
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Responsible Party for
data collection/generation
(check each that applies):

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

Sampling Approach(check
each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
95%
Confidence
Level witha +/-
5% margin of
error
Other Annually Stratified
Soecify: Describe Group:

Continuoudly and
Ongoing

Other
Foecify:

Other
Soecify:

Data Aggregation and Analysis:

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

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

Continuously and Ongoing

Other
Soecify:

Performance Measure:

Number and percent of memberswith paid waiver claimswithin a representative sample
with adequate documentation that services were rendered. Numerator: Number of
members with paid claimsin the sample with adequate documentation of services
rendered Denominator: Total number of memberswith paid claimsin the representative

sample.

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

If 'Other’ is selected, specify:

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

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

Sampling Approach(check
each that applies):

State Medicaid
Agency

Weekly

100% Review

Operating Agency

Monthly

Lessthan 100%
Review

Sub-State Entity

Quarterly

Representative

Sample
Confidence
Interval =

95%
Confidence
Level witha +/-
5% margin of
error

Other
Soecify:

Annually

Stratified
Describe Group:

Continuously and

Other
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Ongoing

Soecify:

Other
Soecify:

Data Aggregation and Analysis:

Responsible Party for data aggregation

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

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other
Foecify:
Annually
QIO
Continuously and Ongoing
Other
Specify:
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b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
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Providers are paid in accordance with the rate methodol ogy specified in the approved

waiver application. Numerator isthe number of paid claims based on the rate
methodology in the approved waiver. Denominator isthe number of paid claims.

Data Source (Select one):

Financial records (including expenditures)

If 'Other' is selected, specify:

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

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

Sampling Approach(check
each that applies):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Lessthan 100%
Review
Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
Other Annually Stratified
Foecify: Describe Group:

Continuously and
Ongoing

Other
Foecify:

Other
Soecify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

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

State Medicaid Agency

Weekly

Operating Agency

Monthly
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):
Sub-State Entity Quarterly
Other
Foecify:
Annually
Continuously and Ongoing
Other
Specify:

ii. If applicable, in the textbox bel ow provide any necessary additional information on the strategies employed by the
Sate to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The information gathered for the annual reporting of the performance measures serves as the primary method of
discovery.

The state ensures that claims are coded correctly through the following mechanisms:

(1) Rates are loaded with procedure code and modifier combinations, thus any use of incorrect coding resultsin a
denied claim; and

(2) System edits exist to ensure that only specific provider types are able to bill for waiver services,

Duties of providersinclude a requirement of documentation of care, in/out times, and confirmation that care was
provided per state rules and regulations. Additionally, there must be completion of appropriate service notes
regarding service provision each visit. Documentation shall contain services provided, date and time in and out,
and a confirmation that care was provided. Such confirmation shall be according to agency policy.

All waiver servicesincluded in the member’s service plan must be prior authorized by case managers.
Addictive and Mental Disorders Division conducts quarterly audits of member records to ensure waiver services
are aligned with and address the member’ s identified needs,and cost sheets match services provided and paid.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the Sates method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Addictive and Mental Disorders Division (AMDD) isresponsible for addressing individual problems asthey are
discovered. Methods for correcting problems that are discovered includes working with the Community Program
Officer, case management team, and directly with the provider to correct the issue, provider training, and
referralsto other state agencies for audit.

If a discrepancy is discovered during the Quality Assurance Review or at any other point in time, the case
management teamwill be notified. The Quality Assurance Program Manager meets with the Community Program
Officer until the issueis resolved. Outcomes and trends are documented and discussed at the monthly Oversight
Mesting.

AMDD provides ongoing training to waiver providers who are identified as having issues with accuracy of proper
billing. AMDD meets with the provider until resolution has occurred. In addition, the state’ s fiscal agent holds
two provider trainings each year. The trainings give the provider an opportunity to learn proper billing practices
and to discuss any hilling issues.

Areas of concern areidentified at any point in time, the provider may be referred to the Audit and Compliance
Bureau to conduct an independent audit of the provider, or the Surveillance Utilization Review Section to
complete a medical record and billing audit.

If fraud is suspected, the provider isreferred to the Medicaid Fraud Control Unit for further investigation. If
fraud isidentified the provider can be sanctioned and discontinued as a Medicaid provider.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other

peafy: Annually

Fiscal Intermediary Contractor

Continuously and Ongoing

Other
Soecify:

c. Timelines
When the Sate does not have all elements of the Quality |mprovement Strategy in place, provide timelinesto design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.

No

Yes
Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.
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Appendix |: Financial Accountability
|-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider payment
rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any opportunity for
public comment in the process. If different methods are employed for various types of services, the description may group
services for which the same method is employed. Sate laws, regulations, and policies referenced in the description are
available upon request to CMSthrough the Medicaid agency or the operating agency (if applicable).

The Department contracted with Guidehouse to conduct a comprehensive provider rate study of services delivered to
these four populations to address legislative requirements issued in 2021 through HB 632 Section 20 Subsection 2B.
Guidehouse' s work also includes a detailed cost reporting plan to support future rate updates for these services, as
required by HB 155 Section 1. Guidehouse performed rate reviews of the three HRD programs to examine the rate
adequacy of support services for these populations within the broader Medicaid service array.

The approach used to establish the Department’s benchmark ratesis an “ independent rate build-up” methodology
commonly applied by states for setting rates for similar populations. It is an approach recognized as compliant with
specific Centers for Medicare and Medicaid (CMS) regulations and guidelines and congruent with Medicaid rate setting
principles more generally. In alignment with this independent rate build-up approach, the study identified appropriate
cost assumptions for each value component used in the rate models, allowing rates to be built from the bottom up and
calculated according to the relevant unit of service for each service included in the rate study. This modular approach
requires a comprehensive analysis of the types of costs incurred by delivering a service and then representing these costs
through a reasonable standard cost assumption, which serve as “ building blocks” added together to form a cost-based
rate for the service as a whole. The objectives of the study were to determine benchmark rates based on resources
required to promote access to quality services going forward. As such, cost assumptionsin the report frequently rely on
recent costs reported by providers aswell as national and regional standards that reflect wider labor markets and costs
typical of broader industries to respond to changing wage expectations. We also conducted a rate comparison analysis of
Montana’s rates relative to seven peer states for cognate services. The analysis revealed Montana’ s rates fall in within
the range of rates offered in other states.

At the inauguration of the rate study, Guidehouse worked with the Department to initiate stakeholder engagement efforts
involving the formation of three Rate Workgroups and a Steering Committee. Guidehouse communicated the scope of the
engagement and operating norms at the start of the rate study process and clarified the Rate Workgroups and Steering
Committee would work to accurately capture the cost of service delivery and to determine the common principles and
parameters that would apply to the updated rate setting methodol ogy.

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from
providers to the state's claims payment system or whether billings are routed through other intermediary entities. If
billings flow through other intermediary entities, specify the entities:

Waiver service providers bill Montana Medicaid through the Montana Medicaid Information System (MMIS). Payments
are issued directly to the providers; no funds are retained by the Department or by the Sate. All servicesare prior
authorized and all claims are paid through the MMIS.

The MMIShas editsin place to ensure all services are allowable and reimbursed at the appropriate rate. Providers must
enroll as an waiver provider in MMIS. Each provider has a charge file of the services (procedure codes) that they are
approved to provide. These files are updated annually with the appropriate fiscal year reimbursement rate. AMDD staff
provides the information to the fiscal intermediary for updating. MMI'S contains edits to ensures the member is eligible
for serviceshbilled. If all isappropriate, the claimis paid. If thereisan error anywherein this process, the claimis
denied.

Appendix |: Financial Accountability
|-2: Rates, Billing and Claims (2 of 3)
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c. Certifying Public Expenditures (select one):

No. state or local government agencies do not certify expenditures for waiver services.
Yes. state or local government agencies directly expend funds for part or all of the cost of waiver services
and certify their state government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

Certified Public Expenditures (CPE) of State Public Agencies.

Soecify: (a) the state government agency or agencies that certify public expenditures for waiver services; (b)
how it is assured that the CPE is based on the total computable costs for waiver services; and, (c) how the state
verifies that the certified public expenditures are eligible for Federal financial participation in accordance with
42 CFR 8433.51(b).(Indicate source of revenue for CPEsin Item1-4-a.)

Certified Public Expenditures (CPE) of Local Government Agencies.

Soecify: (a) the local government agencies that incur certified public expenditures for waiver services; (b) how it
isassured that the CPE is based on total computable costs for waiver services; and, (c) how the state verifies
that the certified public expenditures are eligible for Federal financial participation in accordance with 42 CFR
8433.51(b). (Indicate source of revenue for CPEsin Item1-4-b.)

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal financial
participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the individual
was eligible for Medicaid waiver payment on the date of service; (b) when the service was included in the participant's
approved service plan; and, (c) the services were provided:
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Montana will implement a EVV solution on 09/18/2023. The EVV solution will be integrated into the MMIS systemasan
integral part of assuring pre-payment validations occur. The system meets the three essential tests of pre-payment
validation. There are a series of validations for payments.

First, thisintegration will establish eligibility by determining if an open waiver span exists. Thisinformation is received
fromthe MMISé€ligibility system. If the span does not exist, the claimwill not be created.

Second, services approved in the plan of carerequire a prior authorization to be entered and active in the MMIS system.
A prior authorization for the service must exist for the appropriate days of services or the service is deemed outside the
scope of the plan of care. The claimwill not be created.

Third, Montana’'s EVV systemis a cellular check in /check out system. The direct care worker must complete the
processes, including indicating tasks that are completed and sign off by the member or an approved member
representative. When a check in or a log-out is not present in the system, the claimwill not advance for payment. When
cellular coverageis not available, the offline data is held until such time the visit can be uploaded.

The SDMI waiver has the following services covered under EVV:
Behavioral Intervention Assistant (BIA)

Respite Care

Personal Assistance Attendant

Personal Assistance Attendant- Self-Directed

Private Duty Nursing, RN

Private Duty Nursing, LPN

Billing validation is accomplished primarily by the Department of Public Health and Human Service's Medicaid
Management Information System (MMIS). MMISis designed to meet federal certification requirements for claims
processing and submitted claims are adjudicated against MMIS edits prior to payment. MMIS has a member €eligibility
systemthat verifies eligibility for Medicaid and the waiver. Electronic eligibility files are uploaded into the MMISdaily
to ensure updated verification of eligibility. Claims submitted for members who are not eligible on the date of service are
denied.

All waiver servicesincluded in the member’s service plan must be prior authorized by case managers. Case managers
monitor service provision to ensure that services are being provided according to the service plan. Should a discrepancy
between a provider’s claim and what the member’ s reports occur, or should the member report that the provider is not
providing services according to the service plan, the case manager reports the information to the Addictive and Mental
Disorders Division for investigation.

The Quality Assurance Reviews also verifies that payments for services were made in accordance with the Person-
Centered Recovery Plan and that no SDMI waiver services were paid for a member who was discharged from the waiver.

Case management teams check in with each member on a monthly basis to determine services are being provided
appropriately, as well a meets monthly with providers to discuss the delivery of services.

Recoupments for over payments are achieved one of two ways. If it is discovered that a provider was paid for a service or
servicesin error, AMDD may contact the provider in writing to indicate that a payment was made in error and an
overpayment is due, or AMDD can forward the information to the Surveillance Utilization & Review Section (SURS) to
request reimbursement fromthe provider.

The process includes:

1) Identifying the specific claims paid in error

2) Communicating the error to the provider and requesting clarification or additional documentation if appropriate, and
3) Requesting the provider either adjust the error claim or remit a check for the amount of the recoupment. This regquest
is made in writing and outlines appropriate ARMSthat allow for recoupment, and the provider’s due process rights.

B. Inappropriate payments are removed from FFP via our Fiscal Bureau if within the designated timeframe allowed by
federal regulation via the use of CMS Form 64.

e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims
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(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and
providers of waiver services for a minimum period of 3 yearsasrequired in 45 CFR §92.42.

Appendix | : Financial Accountability
|-3: Payment (1 of 7)

a. Method of payments -- MMI S (select one):

Payments for all waiver services are made through an approved Medicaid Management | nformation System
(MMI9).

Payments for some, but not all, waiver services are made through an approved MMI S.
Foecify: (a) the waiver servicesthat are not paid through an approved MMIS; (b) the process for making such
payments and the entity that processes payments; (¢) and how an audit trail is maintained for all state and federal

funds expended outside the MMI'S; and, (d) the basis for the draw of federal funds and claiming of these expenditures
on the CMS-64:

Payments for waiver services are not made through an approved MMIS.

Foecify: (a) the process by which payments are made and the entity that processes payments; (b) how and through
which system(s) the payments are processed; () how an audit trail is maintained for all state and federal funds
expended outside the MMIS, and, (d) the basis for the draw of federal funds and claiming of these expenditures on
the CMS-64:

Payments for waiver services are made by a managed care entity or entities. The managed care entity ispaid a
monthly capitated payment per eligible enrollee through an approved MMI S.

Describe how payments are made to the managed care entity or entities:

Appendix |: Financial Accountability
|-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, payments for waiver services are made utilizing one or more of the following arrangements (select at least one):

The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities.

The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid program.
The Medicaid agency pays providers of some or all waiver servicesthrough the use of a limited fiscal agent.
Soecify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions

that the limited fiscal agent performsin paying waiver claims, and the methods by which the Medicaid agency
over sees the operations of the limited fiscal agent:
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Providers are paid by a managed care entity or entitiesfor servicesthat are included in the state's contract with the
entity.

Soecify how providers are paid for the services (if any) not included in the state's contract with managed care
entities.

Appendix |: Financial Accountability
[-3: Payment (3 of 7)

¢. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments for services be consistent with
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to states for
expenditures for services under an approved state plan/waiver. Specify whether supplemental or enhanced payments are
made. Select one;

No. The state does not make supplemental or enhanced payments for waiver services.

Yes. The state makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for which
these payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-
Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the
supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the state to CMS.
Upon request, the state will furnish CMSwith detailed information about the total amount of supplemental or
enhanced payments to each provider type in the waiver.

Appendix |: Financial Accountability
[-3: Payment (4 of 7)

d. Payments to state or Local Government Providers. Specify whether state or local government providers receive payment
for the provision of waiver services.

No. State or local government providers do not receive payment for waiver services. Do not complete Item |I-3-e.
Yes. State or local government providers receive payment for waiver services. Complete Iltem I-3-e.

Foecify the types of state or local government providers that receive payment for waiver services and the services that
the state or local government providers furnish:

(1) Nursing facilities that receive county tax dollars may provide Respite Services to members who are on the

waiver.
(2) Local city-county health departments that receive city or county tax dollars may provide direct nursing services

to waiver members.
(3) Community Mental Health Centers that receive county tax dollars may provide professional mental health

services to members on the waiver.
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Appendix |: Financial Accountability
[-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Foecify whether any state or local government provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how the
state recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report. Select
one:

The amount paid to state or local government providersisthe same as the amount paid to private providers
of the same service.

The amount paid to state or local government providers differs from the amount paid to private providers of
the same service. No public provider receives paymentsthat in the aggregate exceed its reasonabl e costs of
providing waiver services.

The amount paid to state or local government providers differs from the amount paid to private providers of
the same service. When a state or local government provider receives payments (including regular and any
supplemental payments) that in the aggregate exceed the cost of waiver services, the state recoups the excess
and returnsthe federal share of the excessto CMS on the quarterly expenditure report.

Describe the recoupment process:

Appendix | : Financial Accountability
[-3: Payment (6 of 7)

f. Provider Retention of Payments. Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver. Select one:

Providersreceive and retain 100 percent of the amount claimed to CM S for waiver services.
Providers are paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Foecify whether the monthly capitated payment to managed care entitiesis reduced or returned in part to the state.

Appendix | : Financial Accountability
[-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Payments to a Governmental Agency. Select one:

No. The state does not provide that providers may voluntarily reassign their right to direct payments
to a governmental agency.

Yes. Providers may voluntarily reassign their right to direct payments to a governmental agency as
provided in 42 CFR 8447.10(e).
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Foecify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System. Sdlect one:

No. The state does not employ Organized Health Care Déelivery System (OHCDS) arrangements
under the provisions of 42 CFR §447.10.

Yes. Thewaiver provides for the use of Organized Health Care Delivery System arrangements under
the provisions of 42 CFR 8§447.10.

Soecify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS; (b) the procedures for direct provider enrollment when a provider does not
voluntarily agree to contract with a designated OHCDS, (c) the method(s) for assuring that participants have
free choice of qualified providers when an OHCDS arrangement is employed, including the selection of
providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that furnish services
under contract with an OHCDS meet applicable provider qualifications under the waiver; () how it is
assured that OHCDS contracts with providers meet applicable requirements; and, (f) how financial
accountability is assured when an OHCDS arrangement is used:

iii. Contracts with MCOs, PIHPs or PAHPs.

The state does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services.

The state contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s)
(PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of 81915(a)(1) of the Act for the
delivery of waiver and other services. Participants may voluntarily elect to receive waiver and other services

through such MCOs or prepaid health plans. Contracts with these health plansare on file at the state
Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1); (b) the

geographic areas served by these plans; (c) the waiver and other services furnished by these plans; and, (d)
how payments are made to the health plans.

Thiswaiver isa part of a concurrent §1915(b)/§1915(c) waiver. Participants are required to obtain waiver
and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory

health plan (PAHP). The §1915(b) waiver specifies the types of health plansthat are used and how
payments to these plans are made.

Thiswaiver isa part of a concurrent ?1115/?1915(c) waiver. Participants are required to obtain waiver and
other servicesthrough a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory health

plan (PAHP). The ?1115 waiver specifies the types of health plansthat are used and how payments to these
plans are made.

If the state uses more than one of the above contract authorities for the delivery of waiver services, please
select this option.

In the textbox below, indicate the contract authorities. In addition, if the state contracts with MCOs, PIHPs,
or PAHPs under the provisions of 8§1915(a)(1) of the Act to furnish waiver services: Participants may
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voluntarily elect to receive waiver and other services through such MCOs or prepaid health plans. Contracts
with these health plans are on file at the state Medicaid agency. Describe: (a) the MCOs and/or health plans
that furnish services under the provisions of §1915(a)(1); (b) the geographic areas served by these plans; (c)
the waiver and other services furnished by these plans; and, (d) how payments are made to the health plans.

Appendix | : Financial Accountability
I-4: Non-Federal Matching Funds (1 of 3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the state source or sources of the
non-federal share of computable waiver costs. Select at least one:

Appropriation of State Tax Revenues to the State Medicaid agency

Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.

If the source of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the state
entity or agency receiving appropriated funds and (b) the mechanismthat is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by state agencies as CPEs, asindicated in Item |-2-
C

Other State Level Source(s) of Funds.

Soecify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the mechanism
that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer
(IGT), including any matching arrangement, and/or, indicate if funds are directly expended by state agencies as
CPEs, asindicated in Item |-2-c:

Appendix |: Financial Accountability
[-4: Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the source or
sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

Applicable
Check each that applies:

Appropriation of Local Government Revenues.

Fecify: (a) the local government entity or entities that have the authority to levy taxes or other revenues; (b) the
source(s) of revenue; and, (¢) the mechanismthat is used to transfer the funds to the Medicaid Agency or Fiscal
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement (indicate any
intervening entities in the transfer process), and/or, indicate if funds are directly expended by local government
agencies as CPEs, as specified in Item [-2-c:
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Other Local Government Level Source(s) of Funds.

Soecify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the state Medicaid agency or fiscal agent, such as an
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are directly
expended by local government agencies as CPEs, as specified in [tem |-2-c:

Appendix |: Financial Accountability
[-4: Non-Federal Matching Funds (3 of 3)

c¢. Information Concerning Certain Sources of Funds. Indicate whether any of the fundslisted in Items 1-4-a or 1-4-b that
make up the non-federal share of computable waiver costs come from the following sources: (a) health care-related taxes
or fees; (b) provider-related donations; and/or, (c) federal funds. Select one:

None of the specified sources of funds contribute to 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, describe the source of the funds in detail :

Appendix | : Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

No services under thiswaiver are furnished in residential settings other than the private residence of the
individual.

As specified in Appendix C, the state furnishes waiver servicesin residential settings other than the personal home
of theindividual.
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the
methodol ogy that the state uses to exclude Medicaid payment for room and board in residential settings:

The Department of Public Health and Human Services sets reimbursement for room and board in residential settings
equitable to the amount utilized when determining Medicaid eligibility. Upon admission, providers are notified that the
waiver can not cover the cost of room and board for the member. For Assisted Living, a cost calculation sheet is utilized

by the case managers to determine reimbursement for services which has a line item for room and board, identified as
the responsibility of the member.
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Appendix |: Financial Accountability
[-6: Payment for Rent and Food Expenses of an Unrelated Live-1n Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-1n Personal Caregiver. Select one:

No. The state does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver who
residesin the same household asthe participant.

Yes. Per 42 CFR 8441.310(a)(2)(ii), the state will claim FFP for the additional costs of rent and food that can
be reasonably attributed to an unrelated live-in personal caregiver who residesin the same household asthe
waiver participant. The state describes its coverage of live-in caregiver in Appendix C-3 and the costs
attributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D
(cost of waiver services) in Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when
the participant livesin the caregiver'shome or in a residence that is owned or leased by the provider of

Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food attributable to
the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method
used to reimburse these costs:

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

a. Co-Payment Requirements. Specify whether the state imposes a co-payment or similar charge upon waiver participants
for waiver services. These charges are calculated per service and have the effect of reducing the total computable claim
for federal financial participation. Select one:

No. The state does not impose a co-payment or similar charge upon participants for waiver services.
Yes. The state imposes a co-payment or similar charge upon participants for one or more waiver services.

i. Co-Pay Arrangement.

Foecify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete Items |-7-a-ii
through I-7-a-iv):

Nominal deductible
Coinsurance
Co-Payment

Other charge

Soecify:

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of 5)
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a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix I : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix |-7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)

b. Other State Requirement for Cost Sharing. Specify whether the state imposes a premium, enrollment fee or similar cost
sharing on waiver participants. Select one:

No. The state does not impose a premium, enrollment fee, or similar cost-sharing arrangement on waiver
participants.

Yes. The state imposes a premium, enrollment fee or similar cost-sharing arrangement.
Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment
fee); (b) the amount of charge and how the amount of the charge isrelated to total gross family income; (c) the

groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1: Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Complete the fieldsin Cols. 3, 5 and 6 in the following table for each waiver year. Thefieldsin Cols.
4, 7 and 8 are auto-calculated based on entriesin Cols 3, 5, and 6. The fieldsin Col. 2 are auto-cal culated using the Factor
D data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D
tablesin J-2-d have been completed.

Level(s) of Care: Nursing Facility
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Col. I} Col. 2 Coal. 3 Coal. 4 Cal. 5 Col. 6 Coal. 7 Coal. 8
Year |Factor D] Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4)
1 [26140.0 12682.06§ 38822.09 74446.4 1520.35{ 75966.75 37144.66
2 |26777.1 13316.16§ 40093.30 74807.5 1596.36] 76403.88 36310.58
3 [27092.1 13981.97) 41074.12 75186.7 1676.18) 76862.89 35788.77
4 |32875.2 14681.07) 47556.32 75556.2 1759.99] 77316.20 29759.88
5 [34356.9 15415.12§ 49772.04 75972.8 1847.99] 77820.82 28048.78

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 participants from Item B-3-a who
will be served each year that the waiver isin operation. When the waiver serves individuals under more than one level of
care, specify the number of unduplicated participants for each level of care:

Table: J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants by
. Total Unduplicated Number of Participants Level of Care (if applicable)
Waiver Year
(from Item B-3-a) Level of Care:
Nursing Facility
Year 1 600
Year 2 650
Year 3 750
Year 4 750
Year 5 750

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participantsin
item J-2-a.

Addictive and Mental Disorders Division (AMDD) estimated the average length of stay based on the Severe and
Disabling Mental IlIness (SDMI) waiver by reviewing historical data on the 372 reports for the past three years and
determined this was 275.8. Because the average length of stay for the past three years was |ess than the length of stay for
2018, AMDD used the higher of those data points.

Montana’' s Medicaid Management Information System (MMIS) was used to calculate data for the 372 reports.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (3 of 9)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis and
methodology for these estimates is as follows:
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For each individual service Addictive and Mental Disorders Division (AMDD) estimated the number of members
utilizing each service, the number of units per user, the average cost per unit and the total cost of the service. To
estimate these factors the Department examined historical growth rates and the fraction of the total population
that utilized each service.

Sate FY 2018 data was used as the baseline to determine utilization of services and estimated number of users
per service to determine cost. The fraction of growth rates source of data is 372 waiver reports which include
number of utilizers of each service and total of waiver members. AMDD divides services utilizersinto total waiver
enrollments to cal culate fraction of total population that uses services.

A 1.83% provider rate increase was included for Waiver Year 1 as legislatively directed in the 2019 Montana
Legidative session. A 1.5% provider rate increase was factored into Waiver Years 2, 3, 4, and 5. The percentage
of provider rate increase was determined by historical legidative provider rate increases.

FY18 paid claims data from Montana’' s Medicaid Management Information System (MMIS) was used to calculate
Factor D.

Expected utilization for the new Behavioral Intervention Assistant was based on historical paid claims data for
FY18 fromthe MMISfor the discontinued Specially Trained Attendant service, and additional members due to an
increase in waiver slots from 357 to 600 in WYL1.

ii. Factor D' Derivation. The estimates of Factor D' for each waiver year areincluded in Item J-1. The basis of these

estimates is as follows:

To calculate the Medicaid State Plan service costs associated with Severe and Disabling Mental 111ness waiver
members, Addictive and Mental Disorder Division analyzed historical D’ values. FY 2018 was used as the
baseline and a 5% annual increase was factored in for waiver years 1, 2, 3, 4, and 5. 5% reflects projected
increases in population and rates. The factor G projection is based on and split between two separ ate types of
historical paid claims data and demographics. Traditional nursing home costs for members with a mental
diagnosis was used for half of the comparative members, this half received a 5% increase. The negotiated
contracted rate for Montana Mental Health Nursing Care Center was used for the second half of the projection,
this rate does not assume an annual increase. FY18 paid claims data from Montana’ s Medicaid Management
Information System (MMIS) was used to calculate Factor D’.

Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of these
estimatesis as follows:

To calculate nursing facility costs, Addictive and Mental Disorder Division examined utilization and average per
user mental health nursing facility costs (Montana Mental Health Nursing Care Center), and traditional nursing
facility costs. FY 2018 was used as the baseline and a 5% annual increase was factored in for waiver years 1, 2,
3, 4, and 5. The increase was only applied to traditional nursing facility cost as mental health nursing care cost is
a negotiated rate.

iv. Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Item J-1. The basis of these

estimates is as follows:

When determining the Medicaid State Plan costs for nursing facility clients, FY 2018 was used as the baseline
and a 5% annual increase was factored in for waiver years 1, 2, 3, 4, and 5.

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (4 of 9)

Component management for waiver services. If the service(s) below includes two or more discrete services that are reimbursed
separately, or isa bundled service, each component of the service must be listed. Select “ manage components” to add these

components.
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Waiver Services
Adult Day Health

Case Management

Residential Habilitation
Respite
Supported Employment

Behavioral I ntervention Assistant

Community Transition

Consultative Clinical and Therapeutic Services

Environmental Accessibility Adaptations
Health and Wellness

Homemaker Chore
Life Coach
Meals

Non-Medical Transportation

Pain and Symptom Management

Personal Assistance Service

Personal Emergency Response System

Private Duty Nursing
Specialized Medical Equipment and Supplies

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a), 1932(a),
Section 1937). Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically calculate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 1

Waiver Servicel Ce}pl— Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Adult Day Health
Total: 36865.12
Adult Day
Health 5 min Il gl 2039.00](| 2.2|| 3006512
Case Management 2118024.00
Total:
Case
Management, |day I I GOq | 2760(1 I 1279| 2118024.00
Daily
Residential
Habilitation Total: 9380866.96
GRAND TOTAL: 15684018.11
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 15684018.11
Total Estimated Unduplicated Participants: 600
Factor D (Divide total by number of participants): 26140.03
Servicesincluded in capitation:
Services not included in capitation: 26140.03
Average Length of Stay on the Waiver: 279
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Waiver Service/
Component

Capi-
tation

Unit #Users

Avg. Units Per User

Avg. Cost/ Unit

Component

Cost Total Cost

Residential
Habilitation

Iday

Il 173

262.00)

80.2 4| 3636958.24

Specialized
Residential
Habilitation

|day

Il 108]

242.00

219, 77| 5743908.72

Respite Total:

21217.52

Respite Care,
Per Diem

|day

20.00)

175. 97| 17597.00

Respite

|15 min

267.00

4. 52| 3620.52

Supported
Employment
Total:

74983.75

Supported
Employment

|15 minute I I

223.00

13.45 74983.75

Behavioral
Intervention
Assistant Total:

165079.20

Behavioral
Intervention
Assistant

|15 min

286.00

7. 80| 165079.20

Community
Transition Total:

20551.30

Community
Transition

|service

1.00)

2055. 13| 20551.30

Consultative
Clinical and
Therapeutic
Services Total:

173622.00

Consultative
Clinical and
Therapeutic
Services

|service

38.00}

380.75 173622.00

Environmental
Accessibility
Adaptations Total:

99111.32

Environmental
Accessibility
Adaptations

Iservioe

2.00

2252.53| 91132

Health and
Wellness Total:

61597.60

Health and
Wellness

Iservice

10.00

83. 24| 61597.60

Homemaker
Chore Total:

57802.50

Homemaker
Chore

Iper job

5.00

256. 90| 57802.50

Life Coach Total:

895453.92

Life Coach

895453.92

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

15684018.11

15684018.11

600

26140.03

26140.03

279
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Waiver Service/
Component

Capi-

. Unit #Users
tation

Avg. Units Per User

Component

Cost Total Cost

Avg. Cost/ Unit

f15min | I 178|

408.00)

12.33

Meals Total:

259024.92

Meals

[rea Il 187]

238.00

5. 82| 259024.92

Non-Medical
Transportation
Total:

140904.82

Non-Medical
Transportation,
per mile

fmile | | 35(1

869.00)

0 34| 103411.00

Non-Medical
Transportation

|trip | | 27|

109.00]

12.7 4| 37493.82

Pain and
Symptom
Management
Total:

160295.20

Pain and

Symptom
Management

|service | | 52I

20.00

154.13 160295.20

Personal
Assistance Service
Total:

1458028.88

Personal
Assistance
Services

|15 min I I 45l|

644.00

5.02 1458028.88

Personal
Emergency
Response System
Total:

26658.40

Personal
Emergency
Response
System

Imonthly I I 47|

8.00

70.90 26658.40

Private Duty
Nursing Total:

259979.20

PASNurse
Supervision

|15 min I I 198I

102.00

0. 20| 185803.20

RN Supervision

|15 min I I 128I

50.00}

11. 59| 74176.00

Specialized
Medical
Equipment and
Supplies Total:

273951.50

Specialized
Medical
Equipment

[t Il 198

3.00

326.75|| 19408950

Specialized
Medical Supply

[ Il 144

100.00]

5. 47| 79862.00

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

15684018.11

15684018.11
600
26140.03

26140.03

279

Appendix J:

Cost Neutrality Demonstration

Page 235 of 246
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J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

Page 236 of 246

ii. Concurrent 81915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/ | Capi- Unit #Users Avg. Units Per User Avg. Cost/ Unit | COMPONeNt il Cost
Component tation Cost
Adult Day Health 42023.79
Total:
Adult Day
Health [5min [ 9 2039.00)ff 2.29| 4202370
Case Management 2398612.00
Total:
Case
Mgnagement, |day I I 65q 2760(1 I 1298' 2328612.00
Daily
Residential
Habilitation Total: 10827905.18
Residential
Habilitation day | I 188| 262.0(1 | 81. 45| 4011901.20
Foecialized
Residenia = Il 117] 242.00|| 223,07)| 51600696
Habilitation
Respite Total: 22763.12
Respite Care,
Per Diem [ay Il E 20.00)f 178.61)| 1786100
Respite [i5 minue Il 4 267.00|| 459 40212
Supported
Employment 82186.65
Total:
Supported
Employment [15 minute | | 27| 223.0q | 13.65|| 82186.65
Behavioral
Intervention 181209.60
Assistant Total:
Behavioral
Inte_rvenn on I15 in I | 8q 2860(1 | 792' 181209.60
Assistant
Community
Transition Total: 22945.6
Community
Transition fservice | I 11| 1_0q I 2085.96| 22945.56
Consultative 190911.24
GRAND TOTAL: 17405140.27
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 17405140.27
Total Estimated Unduplicated Participants: 650
Factor D (Divide total by number of participants): 26777.14
Servicesincluded in capitation:
Services not included in capitation: 26777.14
Average Length of Stay on the Waiver: 27q
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Waiver Service/
Component

Capi-
tation

Unit #Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Clinical and
Therapeutic
Services Total:

Consultative
Clinical and
Therapeutic
Services

Iservice

38.00}

386.46

190911.24

Environmental
Accessibility
Adaptations Total:

109743.36

Environmental
Accessibility
Adaptations

|servi ce

2.00

2286.32]

109743.36

Health and
Wellness Total:

67584.00

Health and
Wellness

|servi ce

10.00)

84.48|

67584.00

Homemaker
Chore Total:

63883.75

Homemaker
Chore

|per job

5.00}

260.75)

63883.75

Life Coach Total:

985874.88

Life Coach

|15 min

193

408.00)

12.52|

985874.88

Meals Total:

284129.16

Meals

202]

238.00

5.91|

284129.16

Non-Medical
Transportation
Total:

152851.07

Non-Medical
Transportation,
per mile

fmile

379

869.00

0.34

111979.34

Non-Medical
Transportation

Itrip

109.00

12.93

40871.73

Pain and
Symptom
Management
Total:

175212.80

Pain and

Symptom
Management

Iservice

20.00)

156.44

175212.80

Personal
Assistance Service
Total:

1750585.20

Personal
Assistance
Services

|15 min

539

644.00

5.10

1750585.20

Personal
Emergency
Response System

29363.76

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

17405140.27

17405140.27

650

26777.14

26777.14

279
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Waiver Servicef Ca_pl- Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Total:
Personal
Emergency
Response [ronty Il salf| 8.00| 71.97) 26876
System
Private Duty
Nursing Total: 285750.90
PASNurse
Supervision f15 min | | 215| | 102.0(1 | 9_33' 204606.90
RN Supenvision| Il1min Il 139 50.00{|| 11.7¢] 8114400
Specialized
Medica 301604.25
Equipment and
Supplies Total:
Specialized
Medical fem Il 215 3.00| 331.65|| 2391425
Equipment
Specialized
Medical Supply fitem | | 158| | 100.0q | 5.55| 87690.00
GRAND TOTAL: 17405140.27
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 17405140.27
Total Estimated Unduplicated Participants: 650
Factor D (Divide total by number of participants): 26777.14
Services included in capitation:
Services not included in capitation: 26777.14
Average Length of Stay on the Waiver: 27q

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 3

Waiver Service/
Component

Capi-

. Unit
tation

# Users

Avg. Units Per User

Component

Cost Total Cost

Avg. Cost/ Unit

Adult Day Health
Total:

52259.57

Adult Day

Health f15min

||

2039.00f

233 52259.57

Case Management

2728260.00

GRAND TOTAL:

Total: Servicesincluded 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:

20319110.49
2031911049
750

27092.15

27092.15

279
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Waiver Service/
Component

Capi-
tation

Unit #Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Total:

Case
Management,
Daily

|day

750

276.00

13.19

2728260.00

Residential
Habilitation Total:

12020484.12

Residential
Habilitation

|day

216

262.00

82.67|

4678460.64

Foecialized
Residential
Habilitation

|day

242.00

226.41|

7342023.48

Respite Total:

26731.68

Respite Care,
Per Diem

Iday

20.00)

181.29

21754.80

Respite

|15 minute I I

267.00

4.66

4976.88

Supported
Employment
Total:

98904.96

Supported
Employment

|15 minute I I

223.00

13.86

98904.96

Behavioral
Intervention
Assistant Total:

211548.48

Behavioral
Intervention
Assistant

|15 min

286.00

8.04

211548.48

Community
Transition Total:

27524.25

Community
Transition

|servi ce

1.00)

2117.25|

27524.25

Consultative
Clinical and
Therapeutic
Services Total:

223588.20

Consultative
Clinical and
Therapeutic
Services

Iservice

38.00}

392.26

223588.20

Environmental
Accessibility
Adaptations Total:

125312.94

Environmental
Accessibility
Adaptations

|service

2.00

2320.61|

125312.94

Health and
Wellness Total:

78890.00

Health and
Wellness

|service

Z

10.00

85.79

78890.00

Homemaker
Chore Total:

75428.10

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

2031911049

20319110.49

750

27092.15

27092.15

279
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Waiver Service/
Component

Capi-
tation

Unit #Users

Avg. Units Per User

Avg. Cost/ Unit

Component

Cost Total Cost

Homemaker
Chore

Iper job I | 57|

5.00}

264. 66| 75428.10

Life Coach Total:

1155496.80

Life Coach

|15 min | I

223

408.00)

12. 70| 1155496.80

Meals Total:

332724.00

Meals

233

238.00

6. Ool 332724.00

Non-Medical
Transportation
Total:

181536.27

Non-Medical
Transportation,
per mile

fmile | | 437|

869.00

0. 35| 132913.55

Non-Medical
Transportation

Itrip I I 34|

109.00

13. 12| 48622.72

Pain and
Symptom
Management
Total:

206427.00

Pain and
Symptom
Management

Iservice I I 65|

20.00)

158.79 206427.00

Personal
Assistance Service
Total:

2050959.68

Personal
Assistance
Services

15 minute | I

644.00

517 2050959.68

Personal
Emergency
Response System
Total:

34479.60

Personal
Emergency
Response
System

Imonthly I I Sq

8.00

73.05 34479.60

Private Duty
Nursing Total:

335073.12

PASNurse
Supervision

|15 min I I

248

102.00

0. 47| 239553.12

RN Supervision

|15 min I I

160]

50.00}

11.9 4| 95520.00

Specialized
Medical
Equipment and
Supplies Total:

353481.72

Specialized
Medical
Equipment

[fen Il 248

3.00

336.63 250452.72

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

2031911049

20319110.49

750

27092.15

27092.15

279
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Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

Waiver Servicef Ca_pl- Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Specialized
Medical Supply [rem [ 183 100.0d(| 56| 10302000
GRAND TOTAL: 20319110.49

2031911049
750
27092.15

27092.15

279

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 4

Waiver Servicel Ca}pl— Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Adult Day Health
Total: 65044.10
Adult Day
Health [min Il 1] 2039.00(| 2.90| S040
Case Management
Total: 2939400.00
Case
Mgnagerrent, |day I | 75q 276.0(1 | 14. 20' 2939400.00
Daily
Residential
Habilitation Total: 14592641.60
Residential
Habilitation [ Il 216 262.00|| 118.50]| 6706152.00
Soecialized
Residentia = Il 134 242.00|| 243.20)| 7886469.60
Habilitation
Respite Total: 28605.72
Respite Care,
Per Diem [ Il q 20.00)f 188.63| 226960
Respite 5 minue Il 4 267.00(| 559 5702
GRAND TOTAL: 24656440.36
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 24656440.36
Total Estimated Unduplicated Participants: 750
Factor D (Divide total by number of participants): 32875.25
Services included in capitation:
Services not included in capitation: 32875.25
Average Length of Stay on the Waiver: 27q
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Waiver Service/
Component

Capi-
tation

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Supported
Employment
Total:

101117.12

Supported
Employment

15 minute

223.00

14.17

101117.12

Behavioral
Intervention
Assistant Total:

293115.68

Behavioral
Intervention
Assistant

|15 min

286.00

11.14)

293115.68

Community
Transition Total:

27937.13

Community
Transition

Iservice

1.00)

2149.01]

27937.13

Consultative
Clinical and
Therapeutic
Services Total:

227065.20

Consultative
Clinical and
Therapeutic
Services

Iservice

38.00}

398.36

227065.20

Environmental
Accessibility
Adaptations Total:

127192.68

Environmental
Accessibility
Adaptations

Iservice

2.00

2355.42]

127192.68

Health and
Wellness Total:

80076.80

Health and
Wellness

|servioe

10.00)

87.04

80076.80

Homemaker
Chore Total:

88338.60

Homemaker
Chore

Ijob

5.00

309.96

88338.60

Life Coach Total:

1154586.96

Life Coach

|15 min

223

408.00)

12.69

1154586.96

Meals Total:

446404.70

Meals

233

238.00

8.05

446404.70

Non-Medical
Transportation
Total:

246743.95

Non-Medical
Transportation,
per mile

fmile

437]

869.00)

0.51

193674.03

GRAND TOTAL:
Total: Servicesincluded 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:

24656440.36

24656440.36

750

32875.25

32875.25

279
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Waiver Service/ | Capi-
Component tation

Component

Cost Total Cost

Unit #Users Avg. Units Per User Avg. Cost/ Unit

Non-Medical

Transportation firip | | 34| I 109.0(1
Pain and
Symptom 209521.00

Management
Total:

14.32 53069.92

Pain and

Symptom [ervice Il 64| 20.00)

Management

161.17 209521.00

Personal
Assistance Service 3177599.04
Total:

Personal
Assistance
Services

[5min Il 614 644.00(| 5.01][3177590.04

Personal
Emergency
Response System
Total:

35503.84

Personal
Erergeey oy 1l | 5ol —7| sssoes
System

Private Duty
Nursing Total:

456660.32

Z\;Nv?éfn [i5min Ml 249 102.00

12. 67| 320500.32

RN Supervision |15 N I | 16(1 | 50.0q

Specialized
Medical
Equipment and
Supplies Total:

Specialized

’I;A(;Lii:r?len t = Il 249 3.00| 3a16q|| 242002

17. 02| 136160.00

358885.92

?/I):(;:iiiilzgpply [fem Ml 183 100.00

5. 72| 104676.00

GRAND TOTAL: 24656440.36
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 24656440.36
Total Estimated Unduplicated Participants: 750
Factor D (Divide total by number of participants): 32875.25
Services included in capitation:

Services not included in capitation: 32875.25

Average Length of Stay on the Waiver: 27q

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/81915(c) Waivers, or other concurrent managed care authorities utilizing capitated payment
arrangements. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg. Units Per User,
and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the capitation box next to that
service. Select Save and Calculate to automatically cal culate and popul ate the Component Costs and Total Costs fields.
All fieldsin this table must be completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 5

07/12/2023
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Waiver Service/
Component

Capi-

. Unit
tation

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Adult Day Health
Total:

68184.16

Adult Day
Health

|15 min I I

2039.00|

3.04

68184.16

Case Management
Total:

3086370.00

Case

Management,

Iday I I 75q

276.00

14.91]

Daily

3086370.00

Residential
Habilitation Total:

15321990.72

Residential

Iday I I 216'

Habilitation

262.00

124.42,

7041176.64

Specialized

Residential
Habilitation

Iday I I

242.00

255.36)

8280814.08

Respite Total:

30025.68

Respite Care,
Per Diem [day | I

20.00)

198.06

23767.20

Respite |15 minute I I

267.00

5.86]

6258.48

Supported
Employment
Total:

106112.32

Supported

Employment 15 minute | I

223.00

14.87,

106112.32

Behavioral
Intervention
Assistant Total:

217863.36

Behavioral

Intervention

i |15 min I I
Assistant

286.00

8.29

217863.36

Community
Transition Total:

28356.12

Community
Transition fservice | I

1.00)

2181.24)

28356.12

Consultative
Clinical and
Therapeutic
Services Total:

238413.90

Consultative
Clinical and

Therapeutic fservice | I

38.00|

418.27

Services

238413.90

Environmental
Accessibility
Adaptations Total:

129100.50

Environmental

Accessibility
Adaptations

27

Iservice I I

2.00

2390.75

129100.50

GRAND TOTAL:

Total: Servicesincluded in capitation:

Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):
Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

25767688.46

25767688.46

750

34356.92

34356.92

279
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Waiver Service/
Component

Capi-
tation

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Health and
Wellness Total:

81272.80

Health and
Wellness

Iservice

10.00)

88.34

81272.80

Homemaker
Chore Total:

92753.25

Homemaker
Chore

Iper job

5.00

325.45

92753.25

Life Coach Total:

1211906.88

Life Coach

|15 min

223

408.00)

13.32]

1211906.88

Meals Total:

468586.30

Meals

233

238.00

8.45

468586.30

Non-Medical
Transportation
Total:

256970.27

Non-Medical
Transportation,
per mile

fmile

437

869.00)

0.53]

201269.09

Non-Medical
Transportation

|trip

109.00

15.03

55701.18

Pain and
Symptom
Management
Total:

212667.00

Pain and

Symptom
Management

|servi ce

20.00)

163.59

212667.00

Personal
Assistance Service
Total:

3336280.64

Personal
Assistance
Services

|15 min

644.00

8.41

3336280.64

Personal
Emergency
Response System
Total:

37278.56

Personal
Emergency
Response
System

|month|y

8.00}

78.98

37278.56

Private Duty
Nursing Total:

479396.80

PASNurse
Supervision

|15 min

248

102.00

13.30)

336436.80

RN Supervision

|15 min

160]

50.00}

17.87|

142960.00

GRAND TOTAL:

Total: Servicesincluded in capitation:
Total: Services not included in capitation:

Total Estimated Unduplicated Participants:
Factor D (Divide total by number of participants):

Servicesincluded in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

25767688.46

25767688.46

750

34356.92

34356.92

279
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Waiver Servicef Ca_pl- Unit #Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component tation Cost
Specialized
M te cal 364159.20
Equipment and
Supplies Total:
Specialized
Medical fem Il 248 3.00| 346.80| 25801920
Equipment
Specialized
Medical Supply frem Il 183 100.00}(| 5.80| 1s1000
GRAND TOTAL: 25767688.46
Total: Servicesincluded in capitation:
Total: Services not included in capitation: 25767688.46
Total Estimated Unduplicated Participants: 750
Factor D (Divide total by number of participants): 34356.92
Servicesincluded in capitation:
Services not included in capitation: 34356.92
Average Length of Stay on the Waiver: 27q
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