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ABEYANCE:

April – June 2005   How long can a waiver case stay in abeyance?  Cases can be held in abeyance in three (3) month increments (with status report every 3 months) for up to 12 months when a person is in a licensed/certified treatment program for purposes of behavior, physical or health treatment or stabilization.  This is an option as long as the following conditions are met: The need for absence must be for the purposes of treatment in a licensed/certified program for the purposes of behavior, physical or health treatment or stabilization.  (2)The request must be in writing with supporting evidence included.  (3)The request must be prior approved to include applicable DDS professionals’ advisement.  Example:  Cause is behavior…must be reviewed and recommended by DDS Psychological Team member. (4) A minimum of 1 contact monthly is required. (5) Approval will be in 3-month increments with any/each request for continuance to be submitted in writing and supported by evidence of treatment status/progress.  Request for continuance must be in advance and timely to permit review and approval prior to abeyance expiration.  NOTE:  This procedure does not stop closure of the Medicaid case relative to Medicaid Income eligibility… it simply holds a slot in abeyance for the person’s return.  Medicaid Income Eligibility will be closed on the 60th day.  If the person does not return to services within 60 days, Medicaid Income Eligibility will have to be re-determined once the person is released from treatment and ready to return to Waiver services.  The Medicaid Income Eligibility Unit is under the authority of the DDS Assistant Director of Financial Services, Deborah Tenner.

October – December 2005   Where are requests for abeyance sent?  All requests for abeyance are sent to Jeff Gonyea, Program Director Adult/Waiver Services; fax 501-682-8687.
ADAPTIVE EQUIPMENT:

July – September 2005    Can Waiver funds be used to repair a transmission and air conditioner on a lift van?   Waiver cannot be used to repair a transmission.  The repair to the air conditioner could be covered if the doctor has said that the air conditioning is necessary for health and safety.

July – September 2005    Is a Certificate of Medical Necessity still required to justify the need for a power wheelchair or scooter under Medicare?   The Centers for Medicare & Medicaid Services (CMS) has recently clarified the Medicare requirements for prescribing, supplying and receiving payment for these vehicles.  As a result, CMS is eliminating the requirement that a Certificate of Medical Necessity signed by the prescribing physician or treating practitioner accompany claims for these mobility assistance vehicles.  The interim final rule describes the clinical documentation from a patient’s medical records that must be submitted along with a written prescription to the supplier before delivery.  The interim final rule is set to go into effect October 25, 2005.   If you would like more information concerning this issue, CMS has a website at www.cms.hhs.gov/coverage/wheelchairs.asp .  

Update January – March   
The CMS website for this issue has now changed to http://www.cms.hhs.gov/MLNProducts/downloads/webWCFS_4-20-06.pdf
July – September 2005    Is there a list of things that can be purchased under adaptive equipment?    There is nothing under waiver that specifically lists everything that can be covered.

ADAPTIVE EQUIPMENT (Continued):

October - December 2005     Can a trampoline be paid for through the waiver?    A trampoline may be allowed if there is documentation that the trampoline is a medical necessity.  Trampoline may only be used by the individual in need.  Such purchases cannot be for family use.
October - December 2005     Can a swimming pool be paid for through waiver?    Swimming pools in the community (Boys Club, YMCA, etc.) need to be accessed.  Amendment will make it clear that swimming pools cannot be purchased and further that any swimming pools that may have been approved in the past must only be for the use of the individual and not for family recreation use.

October – December 2005    Can an exercise ball be paid for through waiver?     Yes, as long as medical necessity is documented and solely for use of the Waiver individual.

October – December 2005    Can a weighted vest be paid for through waiver?   Yes, as long as medical necessity is documented.

October – December 2005    Would a rocking chair be considered adaptive equipment?   Yes, as long a medical necessity is documented, chair is solely for use of the Waiver individual and there is no other alternative for obtaining desired therapeutic results.
October – December 2005    Will DDS pay for a used vehicle with a lift?    If individual purchases a vehicle, DDS could pay for the lift/ modifications.  If it is used vehicle with modifications already installed, there needs to be at least one estimate of fair market value of used lift from bona fide adaptive equipment provider so waiver is only paying for modifications and not the vehicle.

January – March 2006    Can Waiver funds be used to buy a van with a lift?    No.  CMMS has advised and it is now in preprint for waiver applications that purchase of any type of vehicle is excluded.  DDS does allow for purchase of adaptive equipment which would include a lift.  DDS will not purchase a vehicle under ACS Waiver but will allow for purchase/ installation of a lift.

April – June 2006
How can you get a Medicaid denial for adaptive equipment so Medicaid Waiver funds can be accessed?    You need to help the person apply for the equipment under the regular Medicaid state plan services.  They would use a provider who is enrolled with Medicaid to do the services under regular state plan services. If regular Medicaid state plan will not cover the equipment, the person will get a denial letter explaining why the equipment cannot be covered under regular state plan services. At that time, you could submit a copy of the denial letter from Medicaid and request approval for waiver funding for the equipment.  Update January – March 2007  The Waiver Case Manager would send letter to Utilization Review (UR) Section requesting if specific equipment can be covered under Medicaid State Plan.   The UR staff will review and send letter telling the Case Manager if the item can or cannot be covered.    
 April – June 2006
Can the money available for Adaptive Equipment and Environmental Modifications include payment for the physician who approves the service?  No, this money cannot be used to cover the physician’s costs. 
April – June 2006
Can you access a van lift through regular adaptive equipment?    If a person needs adaptive equipment, any provider who is on The ACS Provider List for the county can do the service. If the equipment is coming through one of the existing licensed and Medicaid enrolled providers, OHCDS cannot be used.  The person would select the correct provider so that there are not additional administrative charges. OHCDS was set up to be used when there is not an enrolled provider available.
ADDING OR DELETING SERVICES OR COUNTIES:

July – September 2005    Once the amendments are approved the mix of service definitions will be different.  Providers should be given the opportunity to select the services they will provide for the counties they are already approved to serve.   They should also be given the opportunity to add/delete services within the currently approved counties during the contract year via written notification.       Providers will be given the opportunity to select new services and counties.  Providers will be allowed to add services on an ongoing basis.  There will be some restrictions on dropping services to protect consumers currently receiving the services in question.
July – September 2005       If an individual being served by a provider moves into a county the provider is not signed up to serve, can the provider continue to serve them if that is what the individual wants?      Yes, DDS will make an exception if a person moves to another county, wants to maintain their current waiver provider and the current waiver provider is willing to continue providing the needed services for the individual.  This exception does not allow the provider to expand waiver services to the entire county.  It only allows the provider to serve the individual who moved or is moving to the new county.
ADOPTION:

March 2005   Can supportive living staff adopt a consumer who they are providing Waiver services to in their home?     When a person is adopted clearly the adoptive parent(s) are legally responsible persons and cannot be paid as workers as long as the consumer is a minor.

March 2005   If there is a married couple providing service, can one of the couple adopt the consumer by themselves and their spouse still be paid as a worker?     Yes as long as the legal process is fulfilled and it is clear the parent is now recognized as a single parent in the adoption process.   This process is outside of DDS authority to decide.

April – June 2006
What happens to the subsidy that adoptive parents receive when the child moves out of the home and in with the provider?    Adoption subsidies will continue to the adoptive parents whether the child is living in their home or not. For adoptive children living in alternative family home/alternate living, the adoptive parents will continue to receive the subsidy. In this situation, the provider may be unable to draw the SSI monthly stipend (in part or whole) to assist in their monthly budget for room and board. To meet this monthly budgetary requirement, the adoptive parent must then decide how the adoption subsidy will be handled.

1)  The first option is that the adoptive parent terminates the adoption subsidy either by severing their rights to the child (e.g. failed adoption) or requests in writing that the subsidy be terminated. Either of these actions will allow the adopted child to begin receiving the full SSI monthly stipend and the provider can be the payee. The down side to this is that if or when the child returns to the adoptive parents again they would have to go back through the process to receive their subsidy.

2)  The second option is that the adoptive parents be required to send the adoption subsidy to the provider each month to be used for room and board. Depending on the amount of the subsidy, there may be an additional SSI stipend that could be paid directly to the provider as usual. Some adoption subsidies are more than the monthly stipend. I don’t know if the full subsidy would be required from the parent or just the amount that would meet the current level of the SSI stipend. While some feel that since the parent has given over the care and responsibility of the child to the agency and therefore should give the child’s entire subsidy to apply toward the budget for that care. However, some families may not be able to financially handle that. 
AUDIT PACKETS:

April – June 2005     Would there be a HIPAA violation if a provider was sent a copy of their audit data for comparison in order to clear up discrepancies?     No violation as long as information sent is only to providers the individual has chosen to provide their care.

BILLING:

April – June 2005     If the plan of care is submitted late are both the Case Management and Direct Service providers penalized (denied billing)?    Only the provider who is at fault will not be able to bill.  If DDS is at fault, both providers can bill.

July – September 2005     What is the statute of limitations on claims for unpaid reimbursements?     The claims commission applies the Arkansas statute of limitations which is 3 years from when the alleged debt arose.







October – December 2005     EDS told me a unit of service for code H2016 will be 1 year for a total of $30,000.00.  Can we bill as a daily rate?    There are new procedure codes for Supported Living services.  The new codes reflect the unbundling of Supported Living services mandated by CMS.  This means supported living, transportation, respite, waiver coordination/administration and community experiences all have their own procedure code for billing.  The billing units have changed specific to each service.  H2016 is setup as 1 unit a year. There is a Medicaid rule that does not allow you to bill more than $30,000 in a single billing.  You 
cannot bill the new codes until you have unbundled the budget for each individual. You can still bill on a daily rate.

October – December 2005    If a provider’s claim has been denied by EDS can the provider bill the individual being served?     A person should not be billed for their waiver services.
January – March 2006    My Supported Living Group rate billing was rejected.  I used H2016 52.  What is wrong?     Modifier 52 has been changed to UB.
January – March 2006    When does the provider submit billing for Waiver Coordination?     Billing for Waiver Coordination should be submitted after services are delivered (usually at the end of the month).
January – March 2006     Can a provider bill for Case Management when they are unable to reach the individual/guardian but submitted all necessary contact documentation and paperwork?   As long as contacts are documented and mailings were to correct address, Case Management can be billed.  Also, action must be taken to notify the applicable area manager of the inability to locate and the provider must then exhaust all measures available to locate the individual or guardian.  If the individual is missing, proper local and/or state law enforcement officials must be notified and reporting in accordance with the DHHS approved incident reporting policy.  Failure to comply with reporting requirements could result in licensure compliance issues.  If the guardian is missing and cannot be located, in addition to reporting that must be accomplished, action must be taken to secure authority to care for the individual in the absence of the guardian.
January – March 2006      If billing is submitted under the incorrect Supported Living code (T2024 was billed under H2016), should a correction be submitted?       Yes, although the prior authorization is issued for a group of services, the provider is required to bill the correct procedure codes based on the service actually delivered.  If billing is incorrect, you must do an adjusted billing and bill correctly.
BILLING: (Continued)
January – March 2006     Can a provider bill for waiver services after Medicaid Income Eligibility is closed?     No. Effective February 7, 2006, the Adult and Waivers Services Sections will insure that when notice of case closure is received from the Medicaid Income Eligibility Unit, any and all existing prior authorizations will be end dated to match the date of the Medicaid Income Eligibility closure.  This means that the providers can no longer bill for any services that may be delivered after the date Medicaid closes the case.  The provider may choose to continue to deliver services and if the person files an appeal of the Medicaid action and prevails during appeal, then the provider may receive reimbursement for services delivered.  If the person prevails on appeal, the Adult and Waiver Services Section will re-issue the prior authorization.  Re-issue will not be accomplished without proof of person’s favorable ruling from the Medicaid Unit or other appeal authority.  The Adult and Waiver Services Section will place the case in abeyance for 30 days or pending appeal outcome.  This will assure there is a “slot” should the person prevail.  Although this process will result in more paperwork, the action is taken to comply with Medicaid regulations and actions take by the Medicaid Income Eligibility Unit.

January – March 2006     One of our provider numbers was closed by EDS due to us not providing billing for services.  How do we get our number reactivated?     Contact EDS and explain you are an ACS Waiver provider and one of your provider numbers was auto-closed by EDS and now needs reactivated.  Ask EDS what you need to submit to get your number reactivated.

April – June 2006
How do I correct billing if I made an error in billing and was paid?  You have to do an adjusted billing through EDS.
CASE MANAGEMENT:
March 2005     On the Pervasive, Extensive and Limited levels…..can we currently adhere to the recommended case management visit guidelines with quarterly visits for the Limited level?   Yes, however the guideline is a “minimum”.  This means that if at any time the person has needs due to a certain situation, the need must be met and greater than quarterly visits will have to be made.  
July – September 2005     What are the levels of Case Management?     As of this time, the levels of Case Management are as follows:  Pervasive Level – one contact (this can be letter, fax, email or phone) and one face to face visit per month;  Extensive Level – one contact OR one visit per month;  Limited – one visit per quarter.
April – June 2005    With regards to limited level of Case Management (CM) (1 visit per quarter), what would happen if a circumstance occurred in which CM had to be involved in an “off month”?  Does the provider have to request a revision for additional CM units?     No, the limited level of Case Management (CM) still needs to be requested for $107/month for all 12 months.  The 1 visit per quarter is the minimum number of visits in order to bill $107/month.  This change in CM was affected in lieu of a “rate increase”.  Based on the individual, monthly contact may still be needed.  Note:  CMMS draft procedures are now requiring at least one monthly contact when/if people are receiving no other waiver service.  In the absence of at least one contact, the individual may not retain waiver participation.  We will keep you informed as this change develops.
CASE MANAGEMENT (continued):
April – June 2005   Can an individual be different level for service delivery than for Case Management (CM)? (Example:  A child in a family home needs lots of support, raising plan cost and Level of Care (LOC) but family requests/needs only quarterly CM visits.)  No, Case Management levels are tied to Categorical levels of care in Waiver (Pervasive, Extensive and Limited, refer to pages 22-25).  However, for person in the Extensive category, a “visit” is not necessarily required. The definition is Case Management is available at a reduced level of minimally 1 visit OR contact (i.e. telephone, email, mailed.) per month.  Pervasive level must provide minimum of 1 personal visit and 1 other contact monthly.

October – December 2005 Are providers still required to make monthly visits? It is not a current requirement of the waiver. When the waiver revision is approved CMS will require monthly contact so you may want to maintain monthly contact.
January – March 2006     In Waiver handbook (section 230.213) it states for moderate and minimal supported living service, one can receive either 10 or 15 days of service per month “inclusive of case management”.  Does this mean that case management contacts can be counted toward the required 10 or 15 supported living contacts for billing purposes?     No, case management is totally separate from supported living and should not be counted toward the supported living required contacts.

CASE MANAGEMENT AND WAIVER COORDINATION:

March 2005       Will there be a reduction in reimbursement under the Limited Level III category?  Is it still $100 a month for coordination because that is built into the contract and $107 a month for Case Management no matter what Level you are providing this service?        There is no reduction in reimbursement.
April – June 2005  Will there no longer be a $50 deduction/month if the same person served as case manager and waiver coordinator?  The “$50 rule” is not being or to be applied.  It was in the Waiver Guidelines, re-written as a handbook that was placed in abeyance pending promulgation of items determined to be policy versus procedure.  There is no intent to use the $50 rule.
April – June 2005     Can one (1) provider employee serve as case manager and waiver coordinator for a consumer?  Would provider still be able to bill $100/month for waiver coordination and $107/month for case management?  Yes, however, Center for Medicare and Medicaid Services (CMMS) language reads:  “Providers of case management and direct care may be the same business entity.  However, case manager and waiver coordinator should be different persons… (Refer to page 18 of Waiver document).  CMMS reviewers did question this practice during their on-site visit.  However, DDS has not received their written report to know if any changes will be required.
April – June 2005     Since the same person can now do case management and waiver coordination, do we need to do a revision on each waiver plan in order to request full rate?      Yes, this should be done at the Continued Stay Review (CSR) for each individual or as revisions occur.

April – June 2006
 Can a Waiver coordinator provide direct services? Can a Case Manager also be a Coordinator?

A waiver coordinator cannot provide direct care to a consumer. They are being paid to be the coordinator of direct care staff.  A case manager and the waiver coordinator can be the same person.

CHANGE OF PROVIDER:

October – December 2005     When an individual chooses to change providers, what is the time frame from date of notice for the new provider to hold transition meeting?    Thirty days is general norm for transition meeting. 
October – December 2005     Is the former provider required to attend?      In most cases, the providers simply get together and the receiving provider accepts the existing schedule and plan and continues services at the existing level.  A MAPS meeting is not required for this process and can, in fact, be handled via verbal and written communication as long as the parties are in agreement.  After transition, the receiving provider can conduct a new MAPS and submit a revision if changes are indicated.

October – December 2005      How long from the transition meeting does the new provider have to get services in place?    Generally, thirty additional days from the transition meeting are given for service delivery.

CHILD VERSUS ADULT SERVICES:

April – June 2005     Is an 18 year old who is not currently enrolled in public school but has not graduated considered a child or an adult for referral to DDS Service Specialist?     If the person plans on returning to school, they should be referred to the DDS Children’s Specialist for their area.  If they are not planning on returning to school, the person should be referred to the DDS Adult Specialist for their area.

CHOICES:
January – March 2006       An individual is contemplating moving into an RCF.  Can they still receive waiver services if they move into this type of setting?         If the RCF is an aggregate setting with more than four (4) unrelated individuals with developmental disabilities, they would not qualify for waiver.  The ACS Waiver grandfathered in the group homes up to 14 beds and apartments that were in existence and licensed by DDS as of July 1, 1995 but this did not include any RCF.  If the RCF meets the requirement of four or less persons with developmental disabilities, the person could receive waiver services.

April – June 2006
If a person is currently on the Alternatives Waiver and wants to move to the ACS Waiver, will they need to apply for the ACS Waiver services? 
Yes, they will need to apply for ACS Waiver services and go through the regular ACS Waiver enrollment process by contacting the ACS Applications Unit at 501-682-8672.
April – June 2006
Is it possible for a person to move back into the ACS Waiver from the Alternatives Waiver? 
There is not a provision that allows a person to automatically move from one waiver to another.  If the person is not on ACS Waiver, not on the ACS Waiver Eligibility List (waiting list), and wants ACS Waiver services, they need to apply for ACS Waiver services by contacting the Applications Unit at 501-682-8672. 
COMMUNITY EXPERIENCE SERVICES:
October – December 2005 When would a provider use community experience? Community experience was created as an option to adult development for person who wanted occasional services for a particular topic/issue. Examples of community experience are: time management, home safety, etiquette/manners, physical exercise, literacy, job interviewing skills, interpersonal skills, sex education, self care, budgeting, diet, etc. 

October – December 2005    What is the difference between supported living and community experiences?     Supported Living is considered to be in the home whereas community experiences is considered outside the home but not necessarily in a clinic setting as is adult development.  Refer to waiver manual and the definitions for supported living and community experiences for additional clarification.

January – March 2006     A preschool child attends an educational center 5 days a week.  Can Supported Living be used to pay for this type of education/ therapy?      Waiver cannot supplant/pay for education or therapy.  It depends on what the Supported Living staff will be doing while the child is attending this center.  Although this would probably fall under community experiences, an explanation is needed for the activities at the center.  The services provided must include activities and support that will enable the individual to accomplish goals.  Activities need to be therapeutic in nature and an individual treatment plan is required.
April – June 2006
Does community experiences have to be on the individual program plan, if so what needs  addressed in the plan, are there guidelines for plans, and who develops the plan?      The promulgated Waiver states “To participate in community experience activities, an individual plan of treatment is required.” An individual treatment plan is based on the need of the individual. The plan must address how the need will be addressed, the objective or goals, and the outcomes for the individual. If it is therapeutic in nature,  then it will need to include any therapeutic needs, goals, outcomes and progress. The case manager is responsible for submitting all plans for DDS review/approval.  The waiver coordinator is responsible for providing input into plan related to direct services needed, staff, costs, etc. 
CONFERENCE:

March 2005     Parents of a child, who is a Waiver recipient, want to attend a National Conference.  I do not find any reference to Waiver paying for conference in the handbook or the ACS Medicaid Manual.  The current definition of Supplemental Support Services fails to cover this situation. 
CONSULTATION:

April – June 2006
Does a provider need DDS approval to do consultation services and must they be on the DDS Waiver Provider List as a consultation provider?  Yes, provider’s must have approval to do consultation services and must also be on the DDS Waiver Provider List. 

April – June 2006
If consultation is approved for $107.00, but you can only bill $48.00 an hour, 2 hours is only $96.00, how do you get the rest of your money?  You can bill for less than the maximum rate. Consultation is set up with one unit being one hour of service. You have to bill the correct units based on the amount of time consultation was provided.  Anything less than one hour cannot be billed. If consultation was provided for 3 hours, you would bill $107 divided by 3 hours = $36, $36 and $35. 
CONTINUED STAY REVIEW (CSR):

January – March 2006    What is the difference between a pended CSR and an extension to a CSR?       Pended means the provider has made a request (can be the entire CSR) and it is put in abeyance waiting for additional information from provider.  Extended means the provider has asked for an extension due to circumstances beyond their control, i.e. ICF/MR date due and does not have completed testing; CSR is due and has not been able to hold MAPS because individual is in hospital, etc.  Terms must be consistent.
April - June 2006
What is the correct continued stay review date to show on the level of care sheet?   It is the current CSR date that the plan is being done for.  The continued stay review date on the review sheet and the level of care sheet should be the same. A person has the same continued stay review date regardless of what page the information is on. The level of care sheet is the only place in the actual maps itself that shows the continued stay review date so it is important that it be listed and correct.

CRISIS INTERVENTION:

April – June 2005      We are having problems getting crisis intervention initially approved.  The manual states to maintain or re-establish a Behavior Management Plan (BMP), therefore there are no funds for initial BMP.  Any Suggestions?       The language in the manual and Waiver document are identical.  The initial Behavior Management Plan is available through crisis center placement, consultation or other generic sources such as private psychiatrist, psychologist, hospital, etc.

July – September 2005      Is there an age constraint on Crisis Intervention services (i.e. can it be used for a 4 year old child)?      There is no age constraint.  The definitions in the waiver simply address age and other factors relative to compatibility when placement is in a center.  The DDS Psychological Team should also be consulted.
DISASTER PREPAREDNESS:

January – March 2006    Is there any information out there regarding disaster preparedness and individuals with disabilities?     The National Council on Disability shared the following links with DDS related to disaster preparedness that persons with disabilities, their families, service providers and other interested parties may access:  www.emergencyprep.dot.gov   and  www.disabilitypreparedness.gov  . 
DOCUMENTATION OF SERVICES PROVIDED:

 April – June 2006
Are group home’s required to document daily on each objective?    No you do not have to document daily on each objective for ACS Waiver. Section 202.200 in the DDS Alternative Community Services (ACS) Waiver Program Manual outlines documentation that you are required to keep. You must document the specific waiver services that are delivered including date and actual time services were provided, name and title of person who provided the service, relationship of service to the MAPS, progress notes describing the individual’s progress or lack of progress for each day of service. If all you bill for is 15 days of service a month, you have to document services for those 15 days you bill for. 
ELIGIBILITY DATES:

October – December 2005       I know that Medicaid eligibility dates are based on date of application or approval.  If plans of care (POC) are in the DDS office 45 days ahead of expiration date, can the plans begin on the first day of the month?      CMS and DMS clarified that Medicaid Income Eligibility can be done in advance of the current renewal date.  DDS staff will be working with the DDS Medicaid Income Eligibility Unit to see if reviews can be done early during the next year to get CSR and Medicaid Income Eligibility dates due during the same month.
January – March 2006     I am confused.  I received PA’s, Case Record information, forms, etc renewing a plan of care for another year.  Then I received the Medicaid Income Eligibility forms from the county office.  Usually the county forms come before the CSR is due, not after it has been renewed.  Does this matter?       The DDS Medicaid Income Eligibility Unit mails packets out one month ahead of time.  If the review is due 3/31/06, the review packet for that month goes out on 2/01/06.  The Medicaid Income Eligibility date and the CSR date are not always the same month.   DDS realizes that this causes problems and we are continuing to work on resolving it.

January – March 2006     The question about the POC beginning on the first day of the month was not answered in prior updates.  Is this possible?       DDS is requesting in waiver revisions to synchronize dates so they fall in the same month but we will not be able to get everything due on 1st day of the month.  CMS has given us verbal approval on this and DDS will work with the Medicaid Income Eligibility Unit and Psychological staff to see if we can at least get CSR, Medicaid Income Eligibility and ICF/MR re-determination’s due in the same month pending CMS approval of waiver revision.
ENVIRONMENTAL MODIFICATIONS:

April – June 2005      Can we approve environmental modifications if waiver individual’s father is co-owner in company making the modifications?  The waiver individual lives with parents.  The mother has guardianship.      Since this is an adult and the father is not legally responsible, his company could submit a bid to do the work under an Organized Health Care Delivery System.
March 2005     In the waiver document page 44, definition for environmental accessibility adaptations says "those physical adaptation to (at) the home, required by the individual's plan of care which are necessary to ensure the health, welfare and safety of the individual or which enable the individual to function with greater independence in (at) the home…….  In the Medicaid Manual, page II-14 it has "environmental modifications are adaptations to the waiver participant's place of residence (structure) that are necessary to ensure the……  There is a conflict between waiver document that says physical adaptation to (at) the home and Medicaid Manual that says (structure). “To (at)” is federal interpretation and supersedes.  Further, DDS has in the past approved such environmental modifications when the medical professional prescribes for health issues.  When DDS submits changes for the Medicaid manual, conflict will be removed.
July – September 2005      Will waiver funding cover the expense of putting up a backyard fence for a child at their residence?        This depends on several questions:  1) Does a fence already exist in the backyard; 2) Does the individual have a tendency to wander and if so have alternative corrective actions been employed; 
3) Is Supported Living addressing issue through an objective to teach about danger; 4) will the fence deny individual access to the community?
ENVIRONMENTAL MODIFICATIONS:

October – December 2005      Do environmental   modifications have a $7500 lifetime limit?        The Alternative Community Services (ACS) Home and Community Based waiver has a limit on environmental modifications of $7500 per plan of care year (12 months).
 April – June 2006
If a home where our client lives has been damaged by fire, and the insurance company will only repair and restore the home to how it was before the fire, is there a voucher program that will allow for modifications to be done to the bathroom so the client can function better?
No. 
EXPENDITURE SAFEGUARDS:

July – September 2005      There needs to be some safeguards regarding expenditures when only an annual cap exists.        Consumers and providers should carefully track expenditures.  If all funds are consumed prior to the end of the plan year the person is functionally out of the waiver program unless there has been a revision requested and approved based on unexpected need.  However, if the total amount of the capped level is used before the end of the plan of care year then there is no revision possible and health and safety will become an issue that could cause the individual to lose their waiver program.  A new provider will not be required to accept a waiver transfer if there is insufficient funds remaining to ensure health and safety.
FIRST AID TRAINING:

April – June 2005      For a waiver staff person, can their first aid training be waived if they have a current EMT license?       Yes.  A short letter or fax requesting a waiver for the individual, along with credentials and justification for the waiver, should be sent to DDS Licensure.  When a letter of approval is issued, it should be kept in the employees training file.
FRINGE BENEFITS:

April – June 2006
Do we still have to submit justification for fringe that exceeds 25%?
Yes, if request for fringe exceeds 25%, you need to submit justification with the MAPS.
GENERAL QUESTIONS:

March 2005     What is FFP an acronym for?       Federal Financial Participation—this refers to the amount of money the federal government pays for the waiver services.
October – December 2005 Do you have some general information on Home and Community Based Waiver in Arkansas?   The ACS Home & Community Based Waiver is a comprehensive waiver serving all ages.  
October – December 2005     Is the state divided into areas or districts?       For purposes of administration of the waiver, the state is not divided into areas or districts.  It is divided relative to case load needs for assignment of state personnel.  

GENERAL QUESTIONS (Continued):

October – December 2005       Does Arkansas have case managers or support coordinators and if so, are they state employees?        The state classification utilized is Developmental Disabilities Specialist.  For purposes of services, both DDS licensed, not for profit case management and waiver coordinators entities are utilized.  These are services funded through waiver.  While case management provides general case management support to include responsibility for assuring all paperwork is completed timely and generic resources accessed, the waiver coordinator is utilized as a supervisor/coordinator of direct care staff hired to provide personal supports.  The waiver coordinator service also provides direct care staff training and compliance with other employment related standards.  
April – June 2006
How long must we keep ACS Waiver Medicaid files? 
The ACS Program Manual, Section 142.300 C states that each provider must retain all records for five years from the date of service or until all audit questions or review issues, appeal hearing, investigations or administrative or judicial litigation to which the records may relate are finally concluded, whichever period is longer.

GENERIC SERVICES:

October – December 2005      Must persons access generic services?       The waiver specifies that all generic services are to be exhausted first.

GROUP RATES:

October – December 2005      What is the difference between individual and group services?        Individual is when a person is receiving services on an individual basis.  Group is when services are provided to more than one person at the same time.
GUARDIANSHIP:

July – September 2005      What is the procedure if an individual’s guardian has died?       If the individual is not capable of being their own guardian with assistance as needed, then they will need to go through the court system to have a guardian appointed.  There are alternatives to legal guardianship that might be useful such as power of attorney or limited guardianship when an individual has not been determined incompetent.
April – June 2005      In previous waiver update (question and answer above) regarding guardianship, was word guardian used incorrectly?  There is more than one form of guardianship.        The question posed was specific to a person who had been judged to be incompetent and the guardian had died. The answer was in direct response to a situation where competency and guardianship had already been determined.  There are other avenues for consent that will meet the test of decisions based on informed choice.  Power of Attorney and limited guardianship are two other options.  For power of attorney, person needs to be competent to understand signing away authority and competent to change authority.

March 2005  Can an individual without a legally responsible person continue to be served under Waiver?       If it is clear that the individual is without a guardian, he/she cannot continue to be served in the Waiver program indefinitely unless it is documented and clear that the individual is competent to make required decisions.

GUARDIANSHIP (Continued):

March 2005      How could it be arranged for an individual on Waiver to get a legally responsible person to represent them, when their parents have died, and there is no other family member willing to fulfill this role.   Assistance may be sought through advocacy groups such as the ARC, Disability Rights, Arkansas Independent Living Council, etc. You could contact the attorney for the parent’s estate to determine if the parents left a will or a trust that stipulated care.

July – September 2005      Need clarification of issue of guardianship for respite to a Human Development Center (HDC).    A person does not have to be declared incompetent to receive any type of services at an HDC.  A person who has not been adjudicated as incompetent would simply sign a consent for placement/treatment, just as their guardian would if one had been appointed.  We cannot admit a competent person who will not sign 
a consent for placement/treatment.  Sometimes this is an issue when Mom or Dad wants a person to go to the HDC but the person does not wish to do so.
January – March 2006    If father is the guardian of an adult individual, when the father dies is the mother automatically made the guardian?  No, there must documentation from the court showing the mother has guardianship.
January – March 2006      Parents of an individual who is moderately mentally retarded have been court appointed as permanent “limited guardians” with powers limited to “entering consent on behalf of individual to non-emergency medical treatment, placement and programming”.  Does this limited guardianship fall within scope of legally responsible person and are therefore not permitted to be employed as care givers?   The limited guardians’ scope of responsibility includes treatment, placement and programming which are the essential functions of any guardian of the individual.  Consequently, to the extent that the prohibition is intended to avoid conflicts of interest, it is as applicable here as to any guardianship.  Also, regardless of any limitations, the guardians are guardians within the meaning of the ACS waiver.  Accordingly, based on the information, the guardians are legally responsible persons for purposes of the CMS prohibition.
HEALTH & SAFETY:
March 2005      Is there a policy that combats the ongoing provider stance of “cannot ensure health and safety” when they encounter a difficult behavioral consumer?         There is not a policy to combat “cannot ensure health and safety” at this time.  Policy is undergoing review for possible promulgation.  Current decisions can only be based on information in the Waiver Document or the Medicaid Manual.  The refusal to care for a person because of health and safety must be in writing and the provider must be able to provide supporting evidence to justify the refusal.  Health and safety is an assurance in the Waiver as is the right of people to choose the provider and not the provider choose the person.  The provider options for refusal are that they can identify counties, service types, and total numbers of people they are willing to serve; and that is all.  When a provider enrolls to provide services through DDS Waiver, they enroll for the whole thing and not just certain conditions.  DDS will work to develop a policy that can be promulgated and help alleviate this problem.
HOSPITALIZATION:
October – December 2005       Can waiver services be furnished to an individual who is an inpatient in a hospital for up to 10 days or is this still part of the not yet approved amendments?        The current waiver (number 23, page 13) states waivers services will not be furnished to persons while they are inpatients of a hospital, nursing facility (NF) or ICF/MR unless payment to hospital, NF or ICF/MR is being made through private pay or private insurance.  DDS has proposed change.
ICF/MR LEVEL OF CARE (AREAS OF NEED FORM):
July – September 2005     Where is the Areas of Need form referenced in either the ACS Waiver Medicaid Manual or the HCBS Waiver submitted to CMS?     The Areas of Need form is not specifically listed in either document. The Areas of Need form is used for ICF/MR level of care determinations.
October – December 2005       Which forms need to be completed for an ICF/MR renewal, pages 5 and 6 or just page 6?         A plan of care review sheet and page 6 to extend case management when ICF/MR renewal comes in.
April – June 2006
 Is there an easy way to get ICF/MR re-determinations approved for children without having a break in services?
The ICF/MR review can be dated 3 years from the date of 3 different documents for children.  1)  First, there is the school’s “Existing Data Review” form. This form is completed every 3 years at the time the school does their “reevaluation” for the need for special education. This form simply lists all the areas the school reviews (e.g., social history, educational history, individual intelligence, communication, adaptive behavior, etc.) and has a check off on whether or not the school requires new data. If an “Existing Data Review” form is received, that has “no” checked for intelligence and adaptive behavior it means the school is not doing new testing. An ICF/MR date can then be set from the date on this form.  2)  Next is the date of the actual testing report. If the school states new testing is needed in either the area for the intelligence or adaptive behavior, a new testing report must be done before a new ICF/MR date can be approved.  3)  Finally, the school completes (every 3 years at reevaluation) an “Evaluation/Programming Conference Decision Form.” This form gives the date of the testing being used by the committee, summarizes all the data reviewed, and lists the disability as identified by the school for the child to qualify for special education services. This is the last form completed in the school’s triennial reevaluation for determination of need for special education and the date of the conference can be used to determine the next ICF/MR review.  It should be noted that if the school determines that new testing is needed, and then the testing is set up and reported, then the school has another conference to review the testing and determine special education services eligibility-there may be several months difference in the dates on these documents that can be used for the next ICF/MR review date. At times the ICF/MR review date is based on the “earlier” documents, but the school is setting their 3 year time frame from the later document. This is often when the provider is saying the school will not do their review for months past the ICF/MR review date.  The Evaluation/Programming conference will always be the last in this series of events. This is what is told to the case manager to get. The problem is that the special education system has a ZILLION special education conference forms and the only ones that should be used are the triennial forms. Often the providers are sending in annual or special programming forms that are not sufficient for our purposes.  If the provider is trying to work with the school to get the necessary documents and they send written notification to the Waiver Specialist that there will be a delay-past the ICF/MR review date-then when the documents are submitted and a new ICF/MR date is set, the case management payment authorization can be approved from the time of the previously expired ICF/MR date. So the provider does not lose any case management, it is just delayed until all the paper work is completed.  Once ICF/MR is re-determined, billing will be approved retroactive as long as you notified the Waiver Specialist that you are working with the school, there has been a delay, and you are waiting on them to provide information.
INDIRECT COSTS:

July – September 2005     Will the administrative fee be based upon 1/12 of the annual care plan amount since there is an annual cap rather than daily caps?     No.  The service coordination/indirect costs will be based upon up to 20% of expenditures, not the Multi-Agency Plan of Service (MAPS) plan amount.  The administrative fee will be combined with Service Coordination amount.  The projection is currently based upon the total amount of the projected Supported Living Services array.  The question is whether or not the full amount of the projected cost can be billed when/if the projection upon which the percent was based is not fully delivered.  The current system and unbundling is not affected by any amendment change and requires adjustment in reimbursement if the service is not fully delivered.  The unbundled services currently in the Supported Living bundle will be eligible for the match.  There needs to be a fixed rate for this component, rather than a process that requires individual justification/documentation of expenses.  The fixed rate needs to relate the cost of the plan and the complexity of the needs of the individual.  Strategies to address the issue will be discussed with Roy Jeffus.
July – September 2005     It is not practical to require an audit to document the Administrative component.  A fixed administrative fee (20%) should be allowed as part of the fee for service.         DDS will pursue approval of a fixed rate/fee for service reimbursement formula.
INDIVIDUAL RIGHTS:

October – December 2005       An individual is having difficulty taking their medication as prescribed.  The individual takes a dose and then an hour takes another dose.  Can a provider purchase a small narcotics cabinet with 2 locks (one key for individual and one for staff), thereby limiting the individuals access to the medication unless staff is there to unlock the second lock? Would this infringe upon the individual’s rights since they do not have open access to their medication?            No, limiting access to medication would infringe upon the individual’s rights in they have been ruled competent to self-medicate.
INVENTORY FOR CLIENT AND AGENCY PLANNING (ICAP):

July – September 2005       Where does one purchase the ICAP?       Riverside Publishing.

July – September 2005      Does a licensed person have to purchase the ICAP or can an agency or unlicensed person purchase the ICAP?        Riverside Publishing has a Test Purchaser Qualification form.  The qualifications of a person who is seeking to make a purchase will determine whether Riverside will sell to that person.
July – September 2005       Who scores the ICAP?       The ICAP can be scored by hand or by the use of computer software.  The software is usually much easier.  Hand scoring can be confusing.  In part, the ICAP Manual reads:  "Administering and scoring the ICAP does not require an extensive background in test administration; the necessary procedures can be learned by a variety of personnel...There is a clear distinction between the ability to reliably complete the ICAP response booklet and the higher level of competence required to evaluate results, and make decisions about a client's placement or program plan...It should be recognized that the administration and scoring of a test may not require any specific academic degree; conversely, possession of a degree is not necessary evidence of qualifications to administer a particular test".

INVENTORY FOR CLIENT AND AGENCY PLANNING (ICAP) (Continued):

January – March 2006       When evaluating an individual for Pervasive Level of Care (LOC), does a psychological examiner have to administer the required tests or can a case manager or the like administer the test?         The ICAP manual does not give any specific educational criteria that must be met for a person to be able to complete the test form.  It does identify that a person can study the manual and be self taught.  However, a person must have knowledge about testing, what standard scores are and what standard scores mean.  This could cover most people that had any kind of testing course(s) in school.  DDS will NOT accept administrators just completing the form and sending it to us.  DDS must have a signed report.  The report can be computer generated but it must be signed.  Signature denotes that the person is qualified and DDS advises that the person be educated in conducting such assessments.

LEGALLY RESPONSIBLE PERSON:

July – September 2005       What will be the rate of compensation for activities provided by a legally responsible person?        Whatever the provider pays.  Constraint is only on annual capped rates.

July – September 2005      A mother of an adult client is also his overnight Supported Living worker, being paid by waiver provider.  Can mother also have power of attorney to handle the client's business pertaining to delivery of services and/or financial matters?        This particular power of attorney was deemed invalid and therefore mother can be paid as staff.  However, since the power of attorney is not valid, the mother can only be in role of advisor.  The client would have to sign all consents and mother will have to be careful to avoid conflict with the provider who is paying her salary.
MAPS (MULTI-AGENCY PLANS OF SERVICE)/PLAN OF CARE:

March 2005       There is no mention of 45 days prior to POC expiration.  Where did the 45 days come from?   The issue from the viewpoint of CMMS and DDS is one of prior approval.  Prior approval is a requirement by regulatory impact.  The 45 day time frame or former 30 day time frame is not set in concrete.  It was a guideline to help assure that prior approval would occur before the plan expired.  Remember that all plans of care exceeding $50,000 must be referred to plan of care review committee and this committee only meets once a week and has limited time to conduct business.  Further, staff designated as approval authorities must have time to review the numerous documents and there may be questions that have to be answered before prior authorization can be given.  If the plan expires and the fault is that of the provider, sanctions may be imposed whereby the provider causing the delay will not be reimbursed for services delivered from the time of the expiration to the time of prior authorization.  Usually this will only occur if the plan came in after the expiration date occurred.  It is recommended that when you know there is difficulty in developing the plan, obtaining prescription, obtaining required eligibility assessments, etc. you keep the designated DDS approval authority aware of the situation.  This can help you if technical assistance is needed.  It will definitely help the DDS approval authority to plan work loads and reviews when they are required.
April – June 2005    Can DDS review the possibility of electronic prescriptions and plan submissions?       Once DDS is caught up with all amendments, CMS review, etc., DDS will look into possibility, including cost for development and maintenance.  DDS has collaborated with the Division of Aging and Adult services in the application for a federal CMMS Transformation grant that was approved and will provide funding for developing a HIPPA compliant infrastructure for electronic processing.
MAPS (MULTI-AGENCY PLANS OF SERVICE)/PLAN OF CARE (Continued):

July – September 2005      When will process be in place to allow local review of Level IV plans?       Pending CMMS approval.
October – December 2005      Can we submit our Plans of Care through email yet?    No, the DDS network is not “secure” enough to handle such Protected Health Information (PHI) at this time.  DDS is determined to streamline this process and is research ways to find a solution (encryption, etc) to make our network systems more secure.  Until such time as that is possible we must follow these guidelines in order not to violate HIPAA standards of privacy and the handling of  PHI:  1) Continue to utilize regular mail (or hand deliver) Continued 

Stay Reviews and regular revision requests and 2) Due to current fax equipment capability for the DDS field staff, please limit fax transmissions to extension requests for Interim Plans of Care.  These requests should not
exceed two pages (a memorandum explaining the request & the cover page).  If a fax notice attached to the memorandum is used in lieu of a cover page, then the memorandum may be two pages.  The intent is to not exceed two pages.  All other requests and revisions should be hand delivered or sent by regular mail.
January – March 2006   Does an increase of less than $750 in the plan of care require justification?         Anytime there is an increase, the narrative is to identify what caused the increase.  Sometimes it may be that the schedule is the same but staff is being granted an increase.  There is a difference between identification of why versus justify which means prove the reason for the increase.  In the submission, there should be some wording as to how the additional money was spent.
January – March 2006       Does a provider have to submit a MAPS page 3 if the only service an individual receives is Supportive Living?         If the submission is for unbundling, no.  If the submission is for revision/CSR, then yes, provider must submit page 3.
January – March 2006        Do providers have to complete and submit both the MAPS physician’s page and the 703?         Yes, both forms are required for the MAPS packet/application to be considered complete.

  

MEDICAID:
April – June 2005    What is the “Pickle Amendment”?        It is a category of Medicaid called Pickle for persons who lost Supplemental Security Income (SSI) due to Cost of Living Increase in their Social Security.  Pickle Amendment was a law passed in 1976 allowing person to keep their Medicaid.

April – June 2006
How many months does a consumer have to dispose of resources? Consumers have none (9) months to dispose of resources.

April – June 2006
Can individuals with green cards apply for waiver? Is there a restriction on how long a person must live in the U.S. before being eligible for waiver?
If a person qualifies for Medicaid and meets other requirements for waiver, they can receive waiver services.
April – June 2006
How long after Medicaid eligibility is keyed does it take for the person to show up on the WAIV screen as eligible?  There is a 3-day period after keying before the system will cycle and show people eligible.
 
MEDICATION ADMINISTRATION:

March 2005      We have employees in situations that they are uncomfortable with related to medications.        Participation in the federal Medicaid Waiver program requires the assurance of health and safety.  The security of medications, accurate and timely consumption/injection, errors in charting, etc., is all critical to that assurance.  Hiring a nurse is certainly optimal.  Other possibilities include personal care, home health, and consultation. You identify such requests are always denied.  Appeal should be considered.
NURSING:
March 2005       In order to serve children in the community, there are times that staff will need to assist with medications “in loco parentis”.  This is acceptable under the NPA but waiver is denying plans with this in them.         Further review of the Nurse Practice Act reflects that “in loco parentis” still requires delegation by a nurse.   If the denial is because there is no delegation in accordance with the Nurse Practice Act, then the denial would be correct.   If nurse delegation has and is transpiring, then approval could be granted.
March 2005      In order for folks to live in the community most require assistance with medication. Are you now calling this a nursing duty?    As long as the Nurse Practice Act is followed, assistance with medication would not be a nursing duty.  Please refer to the AR State Nursing Boards website, www.arsbn.org, Position Statement 97-2 Assistance with Self-Medication for Unlicensed Persons.  It defines delegation as entrusting the performance of a selected nursing task to an individual who is qualified, competent and able to perform such tasks.  The nurse retains the accountability for the total nursing care of the individual.   It goes on to state that a licensed nurse shall not delegate to any unlicensed person the administration of medication.   However, an unlicensed person is not precluded from assisting an individual with the self-administration of oral medications.  Assistance with self medication by an unlicensed person may occur only as directed by physically impaired, cognitively able individuals with stable conditions.   An unlicensed person assisting with self administration of medication may only do the following:  1) remind an individual when to take the medication and observe to ensure that the individual follows the directions on the container 2) assist an individual in the self administration of medication by taking the medication in its container from the area where it is stored and handing the container with the medication in it to the individual.   If the individual is physically unable to open the container, the unlicensed person may open the container for the individual 3) assist, upon request by or with the consent of, a physically impaired by cognitively able individual, in removing oral medication from the container and in taking the medication.  If an individual is physically unable to place a dose of oral medicine in the individual’s mouth without spilling or dropping it, an unlicensed person may place the dose in another container and place the container to the mouth of the individual.
March 2005       Tube feedings can be delegated to unlicensed staff under the NPA, can this be considered nutritional or nursing?        Please refer to AR State Nursing Board position statement on The School Nurse Roles and Responsibilities Practice Guidelines and Position Statement 03-1 Application of School Nurse Guidelines in Patient Care Settings Other Than Schools.  Regulations do allow a Registered Nurse to delegate gastrostomy feeding and monitoring of gastrostomy feeding to a Healthcare Paraprofessional.   The waiver cannot pay for nursing services but can pay for a registered nurse to provide consultation services to be used for training, retraining and supervision of staff as relates to delegation.  
NURSING(Continued):

April – June 2005       When an individual has a G-tube and nursing consultation is accessed, how is the amount of nursing consultation hours needed determined?       The units of Nursing Consultation should be determined by the Nursing Professional who will be delivering the service. The Nurse Practice Act offers no guidance other than the amount of training, supervision, retraining, etc., is at the discretion of the nurse who is putting their license on the line through delegation.  The consultant who will deliver the service is the expert to determine units needed.  In cases of disagreement between the consultant and DDS approval authority, an appeal could be filed with third party review.

April – June 2005     With regards to Waiver staff assisting with self medications, the Nurse Practice Act states that assistance by an unlicensed person occur only as directed by physically impaired, cognitively able individual. What percent of Waiver recipients are cognitively able?            Unknown.  This data is not collected.  DDS will consider capturing this data.

April – June 2005        Where would a child fit in this definition?       Depends on the age and competency of the “child”.  “Child” could be a teenager who may be competent.
April – June 2005       What is definition of cognitively able?       DDS defers to psychological evaluations/assessments for determination of cognitively able.  If there is a question, consultation should be sought.
April – June 2005       How does provider and waiver pay nursing rate but tell family and staff they cannot do nursing (on midnight shift, how can provider be accountable)?        “Nursing is not a service under Waiver.  DDS is proposing to add nursing to Waiver when submitting amendments, but is unknown when Center for Medicare and Medicaid Services (CMMS) will act on request.  It is expected to be at least 90 days after submission. A provider has the “ability” to pay nursing rate because there is no maximum hourly rate for any supportive living staff.  However, this does not mean provider should pay nursing rates.
April – June 2005       Why pay for nursing but tell nursing staff that waiver does not pay for nursing and to clock out if they do nursing activities?         If nursing staff is hired, the service is Supportive Living and technically Supportive Living activities are all the staff is permitted to engage in.  While it would not, in DDS opinion, be a violation of the Nurse Practice Act for a licensed nurse to perform duties, the provider must have a Certificate of Need from the Health Department.  Even with all conditions met, nursing care is not a waiver service and if a provider knowingly pays staff to perform nursing activities, the Division of Medical Services (DMS) and/or the Centers for Medicare and Medicaid Services (CMMS) can require restitution of federal financial participation/general revenue if they become aware of the activity.  DDS cannot sanction nursing activities when nursing care is not an approved service.  
April – June 2005      What about nursing care denied because of an individual’s turning 21?  Example:  Individual is on non-intrusive ventilator.       It is strongly recommended that an appeal be filed, as there have been other cases where intermittent intervention has been ruled to be criteria for continued nursing care for an “adult”. 
July – September 2005      Language should be included in the waiver to accommodate the self directed medical services process.  This would involve changing the definition of nurse consultation services or nursing services to include the supervision of self directed services.  The definition of services under Supervised living should include self directed medical services by qualified direct care staff.   The current language will accommodate these functions.

NURSING(Continued):

July – September 2005      If an individual is enrolled in Developmental Day Treatment Clinic Services (DDTCS), can they receive nurse consultation (indirectly) at the same time?          If consultation is being billed/provided as indirect service such as training staff relative to delegation of certain nursing activities, it 
would not be duplicate billing.  Be sure to document circumstances so is clear direct services not provided during same time period.

July – September 2005       There is an individual child that has feeding/ medication tube. What activities can be delegated by Registered Nurse to individual staff?        According to Nurse Practice Act related to delegation of nursing tasks to unlicensed individuals, tube feeding can be done by an unlicensed individual; however, an unlicensed individual cannot administer medications by gastrostomy tube.

October – December 2005       A provider is requesting a Nurse to train an individual’s Day Program staff in the caring of their feeding tube as well as procedure for feeding the individual.  Can this be approved under waiver or is it the Day Program’s responsibility?         DDS added Nurse to Consultation so waiver could be used to train and monitor staff when a nurse is delegating.  The Nurse Practices Act requires training and monitoring by the Nurse when delegating with the degree of monitoring up to the Nurse.
ORGANIZED HEALTH CARE DELIVERY SYSTEM (OHCDS):

January – March 2006       Can a DDS qualified and Medicaid Enrolled provider use their status as OHCDS to subcontract with a camp in Missouri to provide Supplemental Supports to an autistic child?       Although there is a general preference for in-state providers, if there are no comparable services in state there is no legal reason not to approve the plan unless the child is an emotionally disturbed foster child, in which case DDS must follow the law for out-of-state treatment.
April – June 2006
Does the 20% administrative fee for OHCDS not apply for specialized medical supplies?
Up to a 20% administration fee is allowed on anything done under OHCDS.
OVERTIME:

October – December 2005      Are there exceptions to the rule?       No.
October – December 2005       What if another provider has said they can pay overtime and we lose a case to that provider? Are we obligated to report that?         Yes.  Note that a provider can pay overtime, they just cannot get reimbursed under ACS Waiver for the overtime.
PARENT/PROVIDER TRAINER:

July – September 2005   What will the qualifications be for a parent/provider trainer?  The parent/provider trainer will be authorized to provide the activities that are identified on page 62 of the Waiver plan (Consultation) in items 2,3,4,5 and 7.  The provider agency will be responsible for maintaining the necessary information to document staff qualifications.  This position requires a minimum of a Bachelors Degree in a human services or related field.  A minimum of four years experience in providing related services to individuals with Developmental Disability is required.  Related experience in other human services fields may be substituted for all or part of the experience requirements.  Staff that meets the licensure/certification criteria necessary for other consultation functions may also provide these activities.  Selected staff or contract individuals may not provide training in other categories unless they possess the specific qualifications required to perform the other consultation activities. 
PARENTS AS SUPPORT STAFF OF ADULTS:

April – June 2005       There is a disturbing trend emerging where parents of adults are expected to contribute routinely to their care.  Obviously, once the individual is 18, the parent has no continued requirements and should they have assisted in the past, they can decline to do so at any time.  Example:  The parent of an adult, who is his own guardian, is being required to send bi-weekly reports on her health to justify why she cannot care for her son and his need for continued care, despite the fact that DDS has already agreed he needs 24 hour support.  A parent having to justify anything once the individual is an adult is bad policy.  Is there a reason why a parent has to justify why they can’t care for their adult children, to whom they have no legal obligation?          Parents who are no longer “legally responsible”, and parents of adults are not, do not have to justify anything relative to assistance they may or may not provide the individual.  DDS has no such “policy” and any such reviews should be immediately reported to the Assistant Director in charge of the Waiver.
PAYEE:

March 2005      Can the direct care person for a consumer also be the payee on the same consumer’s check?         The individual served has an option of who they desire, and how they wish their finances to be handled.  The individual served can designate the person of their choice to assist in financial matters.

PHYSICIAN SIGNATURE PAGE:

July – September 2005       What is the procedure if an individual’s regular physician is unavailable (illness, surgery, emergency, etc.) and a signature is required on the MAPS form?       Generally when a physician has an emergency, there is another physician to whom patients are referred.  This physician should be able to review the individual’s record and sign off on the MAPS plan.  Specific to this question, the alternate physician did complete the necessary paperwork.  Otherwise, the individual could have chosen another physician and an extension would have been necessary.
April – June 2005     Is it necessary for a physician to sign the 703 in the initial referral/application process?         Yes.  DDS is exploring other options.
PHYSICIAN SIGNATURE PAGE (Continued):

April – June 2006
Do you need a new physician page for a revision request to increase supportive living hours?
No, if you’re not adding a new service, a new physician level of care certification is not required. If you are adding a new service, then a new physician level of care certification form would be required.
POSITIVE BEHAVIOR PROGRAM PLAN:

October – December 2005      Is a behavior management plan required when psychotropics are used?      A behavior management plan is required if psychotropics are used to address unacceptable behaviors that are on-going in nature.  The Waiver terminology used specifies “restrictive measures and positive programming”.  Positive programming means that a system of rewards is used to encourage or improve the living situation/conditions of the individual.  The need for behavior management plans are to be addressed through consultation with psychiatric or psychological experts.  Psychotropics can be used for conditions such as seizures instead of for behavior management and would not require a behavior management plan.  In the case of psychotropics being used for other uses, use would need documented on the physician page, medication management plan and/or in the MAPS narrative so it is clear that the psychotropic is not being used for behavior.   

PRESCRIPTION DRUGS:

April – June 2005       How can I find out information about Medicare paying for prescription drugs?      The “Important Information from Medicare about Paying for Prescription Drugs” notice is designed to make people who are automatically eligible for extra help paying for prescription drugs aware that Medicare prescription drug coverage is coming and to let them know that they will get this help without needing to apply for it.  There are three (3) versions of this notice:  one for people with Medicare and Medicaid, one for people in a Medicare Savings Program (MSP) and one for beneficiaries who get Supplemental Security Income (SSI).  Spanish versions coming soon! You can access these notices directly at http://www.cms.hhs.gov/medicarereform/lir.asp on the CMS website. 
April – June 2006
Can co-pay on prescription drugs be paid under the waiver?  Co-pay    on prescription drugs can be covered under supplemental support. The definition for supplemental support services does include emergency medical costs to include prescription drug co-pay. However, actual payment for prescription drugs cannot be covered at this time.
PRIMARY CARE PHYSICIAN:

March 2005       If a child is on Waiver, is he automatically PCP exempt?  If yes, where in the policy can I find it?       The site is in the Medicaid Manual for Primary Care Physicians Program,  Section I, 176.00, Services Not Requiring a Primary Care Physician Referral, E, DDS Alternative Community Services (ACS) Waiver Services.
April – June 2005      What is requirement with regards to services/items accessed via “regular” Medicaid?        Although Alternative Community Services (ACS) Waiver Services are Primary Care Physician (PCP) exempt, services/items accessed via “regular” Medicaid, i.e. wheelchairs, therapies, specialized medical supplies, etc. still need a PCP referral.

PROVIDER CONTACT PERSON:

October – December 2005   Can DDS add multiple email addresses for a provider?        The information sent out from DDS will be sent to one email address designated by the Director.  It will be the Director’s/designee’s responsibility to disseminate to appropriate staff. 
PSYCHOLOGICAL/ADAPTIVE BEHAVIOR TESTING:

January – March 2006     Can consultation be used for updating psychological or adaptive behavior testing?     Current waiver language allows for consultation to be used for updated testing but not for initial testing.  
January – March 2006      Can Supplemental Supports be used to pay for assessment testing?      Supplemental Supports is not the appropriate service.  Consultation does provide for update assessments and is the service to be used.
PSYCHOTROPIC DRUGS:

March 2005      How can I get a list of psychotropic drugs?       The following website has a complete listing and detailed information about each drug.  http://www.mentalhealth.com/p30.html .

RESPITE CARE:

January – March 2006         Can ACS Waiver providers be paid for services they perform with a person in an ICF/MR?       CMS has approved that an ACS Waiver provider can be paid for services through the Waiver for activities they perform with a person who is in an ICF/MR for RESPITE as long as the ICF/MR is receiving no reimbursement for the respite care.

April – June 2006
Can waiver services be billed while a waiver participant is in a temporary placement in a Human Development Center (state-run ICF/MR)?
Respite services can be provided by an ICF/MR for a maximum of 30 days as long as the institution is enrolled as a provider of respite services in the waiver. 
SALARIES:
March 2005      Where in the Medicaid manual does it address what providers can charge for over nights?     It is not in the Waiver. Each provider is responsible independently for compliance with Department of Labor, Wage and Hour Laws. Compliance is between the provider and the Department of Labor.  It is basically whatever the labor market pool will tolerate. This is no different from the fact that there is no set rate for hourly wage supportive living services- again there must be compliance with Department of Labor relative to minimum wage but other than that DDS only deals with a capitated daily rate.  There were situations where the provider was requesting reimbursement based on an hourly wage rate when exclusion relative to sleep time was questioned and the provider had to justify why the worker was being paid on an hourly basis instead of flat rate for overnights.
SALARIES (Continued):
April – June 2006
How are waiver staff salaries computed?  
Providers must compensate employees the full amount of what the provider bills in either pay or fringe. Fringe cannot exceed 32% of salary (anything over 25% requires justification). Holidays and annual/sick leave can be included as fringe.
SELF ADVOCACY:

July – September 2005        What will be the requirements/qualifications for a person/entity to provide self advocacy services?         Incorporate as a private non-profit to provide advocacy services.

July – September 2005      What is the reimbursement rate for the advocacy service?         Same as any consultation - $48.00/hour.  The cap on all consultation will not change.
July – September 2005      Is self advocacy service for all waiver recipients or just those who select the self- directed option?       Self advocacy is for all waiver recipients.
SERVICE HOURS:

July – September 2005       There should be sufficient hours approved in the MAPS plan that the consumer is not required to shorten scheduled hours of service to reallocate them for later service needs now that an annual rather than daily cap exists.          The high level of flexibility desired by consumers will be provided in a manner that is cognizant of the parameters necessary to hire and retain staff.

SERVICE LEVEL:

March 2005       Can we go above $160 rate now for Integrated Support?       Yes, you would follow the same process and use the same criteria as for requesting wrap around Integrated Support services.  The eligibility criteria are people who will meet the definition of Pervasive Level of Care.  Persons similarly involved as persons who were previously approved for wrap around Integrated Support Services (non waiver wrap arounds).  The Waiver definition found on page 22 is the primary factor with the word “potentially” removed from the definition.  This means that the needs are “life-sustaining in nature”.  In addition, the criteria for eligibility for Integrated Support Service (general revenue wrap arounds) must be met.  I understand that the process for requesting the extended level of care is the same as for when providers made requests for general revenue Integrated Support Services.  The difference is that now all information is sent at one time with the plan or care or revision request to the single DDS Specialist assigned to the particular case.  The rule remains that any Plan of Care exceeding $50,000.00 is reviewed by DDS Plan of Care Team.
April – June 2005       Can a provider give direct care staff an increase in pay and bill over the maximum daily rate of $160 for children in DCFS custody?         DCFS children are prioritized as Pervasive level of care, which permits up to $130,056.80 a year. If the individual needs 24 hour care, situation is life threatening and meets the criteria for Integrated Support funding and qualifies according to the ICAP assessment, the individual can be approved for this level of care.

SERVICE LEVEL (Continued):

March 2005       How can we figure out what Level the case would be?  Will the level be determined by the contract amount?  Will DDS define the Level on the plan we submit or do we define it?         The contract amount certainly is a major factor.  The levels were designed where definition can be determined through use of the ICAP assessment tool that considers psychological, medical, economic and utilization factors.  If in doubt, the assessment process should be used by requesting assessment from the DDS Psychological Team.  Request is through the applicable Assistant Director. Define the level and DDS will approve/verify.
April – June 2005      There is confusion concerning pervasive category of service. Is the pervasive category in effect?           Yes.

April – June 2005     What criteria are used for pervasive category?        As long as person meets pervasive level of care definition in waiver 24/7 care, situation is life threatening, qualifies according to the ICAP assessment and the person is otherwise eligible for Integrated Support funding, the individual qualifies for pervasive care level of care.
April – June 2005      Does an individual with severe physical disabilities who requires assistance with all daily activities meet the pervasive definition?          The pervasive definition criterion is 24/7 and must be life threatening. The Inventory for Client and Agency Planning (ICAP) for assessment and approval is the assessment of choice and is promulgated in the Waiver document as approved by CMMS.  Pending formal procedure development, avenues open for submission are:  1) Submit for wrap around through an Integrated Support Services Contract and 2) Submit as though for an Integrated Support Services Contract requesting pervasive level of care be authorized.  Both of these options are through your local DDS Specialist.
July – September 2005    Currently served clients should be eligible for the Pervasive Category if they meet the criteria, even if they have not had a recent change in needs.  The criteria should involve more than just medical condition/ needs. Individuals with intensive behavioral and/ or medical and self-care needs should be included.          The criteria for the pervasive rate are the same as what is required for wrap around services for Integrated Support Services Contracts.  The person has to currently be in a life threatening situation. When the waiver amendment is approved, an Inventory for Client and Agency Planning (ICAP) assessment will be required based on a face to face review.  The ICAP assessments will be reviewed by DDS Psych staff.  Current clients may be eligible if they meet the criteria.
July – September 2005       There have been instances where an individual with Cerebral Palsy was not approved in "pervasive" category and therefore staff (which are required 24/7 for health and safety) are at the lowest pay cap. What about a Cost of Living Raise for staff?         It may be the issue of definition versus staff increases is the problem.  Some cases where "pervasive" was denied were because the request was not based on level of need but rather the desire of a provider to pay staff an increase.  In this situation the denial is appropriate.  The issue of "pervasive" is based on the definition of level of care need with level of care being the condition and needs of the individual.  Staff salaries are different issues and may take another avenue to address.  Directions have been made that all requests for "pervasive" not only be reviewed specific to the definition in the Waiver, specific to the directive from Dr. Green that specifies that "similarly situated (similar being cases that would meet the criteria for Integrated Supports Services wrap around) but also include an ICAP (a CMMS approved instrument of choice) assessment with determination by the DDS psychology team.

October – December 2005      Are the pervasive, extensive and limited levels in effect now?        Yes, the levels are currently in effect.  See pages 22-25 in the current waiver for explanation of levels.

SERVICE LEVEL (Continued):

October – December 2005       On extensive level, what kind of documentation is needed for case manager if face to face contact is no longer needed?        For all levels, documentation of services must still be maintained.  
October – December 2005       On extensive level, is case management monthly reports still needed?         Documentation for case management is kept through case notes.

October – December 2005      On extensive level, does the guardian have to sign case management monthly reports?       DDS does not require that a parent/individual sign off on case management notes.
October – December 2005       On extensive level, is the waiver coordinator required to see individuals on a quarterly basis?         There is not a minimum contact requirement for waiver coordination.  Refer to page 22 in the waiver.
October – December 2005       Is the pervasive rate only available to support individuals who have behavioral issues?  I thought people with complicated medical issues could qualify.          Medical, behavioral or other changes might justify need for pervasive level of care.  Person must meet pervasive level of 
care as defined in the waiver, i.e. 24/7 care, situation is life threatening, qualifies according to the Inventory for Client and Agency Planning (ICAP) and otherwise be eligible for integrated support funding. Pending formal procedures, you can request pervasive level of care by submitting request to DDS Specialist as though the request was for wrap around services through an Integrated Support Services contract and explain person needs approval for pervasive level of care.
October – December 2005     Do we add the $1284 case management cost into the total Supported Living cost for the year to get level?        No, Case management is not a part of the supported living array and therefore should not be added into that total.
April – June 2006
Must all persons who have 24/7 care be placed in the pervasive level?
A person only goes into pervasive level of care if the full definition is met. Pervasive level is needs that require constant supports provided across environments that are potentially life-sustaining in nature as determined by an ICAP assessment. The supports must be intrusive, long term and include a combination of any available waiver supports provided 24 hours a day, 7 days a week for 365 days a year and the total supported living array worksheet exceeds $58,400 a year.

SPECIAL NEEDS FUNDING:

January – March 2006       How does a provider access Special Needs Funding?     Special Needs funding requests go to the appropriate DDS Specialist.
SPECIALIZED MEDICAL SUPPLIES:

October – December 2005       Is a narcotic cabinet considered durable medical equipment under specialized medical supplies?        Yes, the cabinet could be covered under durable medical equipment.
SPECIALIZED MEDICAL SUPPLIES (Continued):

April – June 2006
Will waiver pay for Focus Factor which is an over the counter supplement to help concentration and stay on task?
As long as the physician prescribes the medicine, it can be covered under the waiver. Specialized Medical Needs in the Waiver includes non prescription medications ordered by the physician.

STAFF:

July – September 2005     Safeguards should exist to ensure that the consumer/ provider adjustment of hours do not result in the unnecessary use of overtime, work schedules/ flexibility that significantly hinders hiring of staff or schedules that jeopardize the use of companionship services.       This is responsibility of providers.  DDS does not or should not control.  Department of Labor controls.

January – March 2006      How are waiver staff salaries computed?     Providers must compensate employees the full amount of what the provider bills in either pay or fringe. Fringe cannot exceed 32% of salary.  Holidays and annual leave are part of fringe.  DDS will not pay for a bonus.

January – March 2006     Is it policy that a waiver individual’s direct care staff has at least a GED?     DDS does not have a requirement that ACS direct care staff have at least a GED.  Each provider’s Board of Directors set their own staff requirements on who they will hire.
January – March 2006      Does a provider have to get DDS approval before new staff can be hired?        Staff should not start without some form of approval from DDS.  If the provider knows the salary and start date for the potential staff, the provider can send it in even if the person is not starting right then.  If the provider does not know the salary, they can fax in request, when known, and if needed the response can be faxed back to the provider.  In the event that the person to be hired can come to work that day, call DDS and get verbal approval and DDS will retro from hardcopy that is to be sent within 48 hours of verbal approval.  Update January – March 2007  When the waiver update states that staff should not be hired without DDS approval, what does it mean.   It means that you should have an approved plan of care back from DDS prior to hiring staff.    
January – March 2006      Is there a directive or policy stipulating that a consumer cannot change to a provider if they have a relative who works for that provider?          There is no such policy.  However, the relative in question cannot be the Case Manager and/or Waiver Coordinator for the individual receiving services.  That would be a conflict of interest.  If that relative is the only Case Manager and/or Waiver Coordinator for a provider, then the individual receiving services would not be able to use that provider.
SUPPLEMENTAL SUPPORT SERVICE:

March 2005      While you are waiting to receive Waiver services (a slot open in regular or conversion) can you ask the state for assistance up to $1500.00 under Supplemental Support Service while you wait for a Waiver number to come up?       This service was designed to offer an option to Waiver services when people have very limited needs.  Eligibility will be for a person occupying a waiver slot and receiving waiver services, or for a person who is being processed as a new addition to the waiver due to a vacancy.  Past experience is that people on the “waiting list” when offered a slot were not willing to forego services, even if there were no needs at that time.  To do so would place them at the bottom of the waiting list to begin all over waiting again.  Many feared to let the opportunity for Waiver pass.  This service, if or when implemented, will offer an opportunity whereby the person can opt for up to $1500.00 state general revenue annually.  Since the $1500.00 will be general revenue, the individual will not occupy a waiver slot; although one will be held in abeyance.  Abeyance means that at any time the needs of the individual increase, the individual can opt to return to or begin Waiver services.  Procedures have not been developed because this option has not been implemented.  Plans are to delete this option when amending the Waiver.
October – December 2005     Is the 20% administration fee allowable when Supplemental Support Services are requested for YMCA membership activity fees?         Up to 20% administration is allowed if supplemental support is done under organized health care.  The administration must only be reimbursed for costs to procure the service.  If it is not under organized health care, then the provider gets their administration fee through the regular method (waiver coordination).

October – December 2005      Is verification of the membership fee required?       No, you do not have to verify fees.
October – December 2005      A waiver individual has been residing in a retirement home (not a nursing home or ICF/MR) and is now moving into an apartment in the community.  The provider is requesting Supplemental Supports for deposits, furniture, appliances, pots and pans, etc.  Is Supplemental Supports appropriate or should the provider request Special Needs funding from DDS?         The provider should request Special Needs funding.

January – March 2006      Can Supplemental Support Services pay for meals?         If a person is displaced due to moving, fire, not having money (beyond their control versus poor decision making), then Supplemental Supports could pay for up to 2 restaurant meals a day, but it is only under special circumstances that could not be prevented.

January – March 2006       Can Supplemental Support pay for YMCA/gym membership dues?         Yes, Supplemental Supports can be used to pay activity fees for physical exercise, weight control, etc. when therapeutic modalities are used as a behavior reinforcer.  The membership would have to complement and reinforce community living or specific habilitation needs and the support needs identified in the MAPS.

April – June 2006
Can transportation for visitation between a non-custodial parent and child be covered under Supplemental Supports?
No it is not covered under Supplemental Supports.
SUPPORTED EMPLOYMENT:

March 2005        Does the documentation we use to show the consumer is not eligible for Supported Employment services under Rehabilitation Services have to be obtained annually or just resubmitted from the first time we got the documentation?        It depends on the reason for ineligibility.  If denied because Rehab had depleted their funding an individual letter per person, per funding year is necessary.  If because the person is not eligible, new letter only if the person could now meet Rehabilitation Services criteria.

October – December 2005        Can an individual who works 10 hours per week get Supported Employment under ACS Waiver?        Yes, ACS Waiver allows an individual to be in supported employment for less than 15 hours a week, which is what Rehabilitation Services requires.  You must attempt to access Rehabilitation funding first and based upon hours of work per week would be ineligible for Rehabilitation funding.   With the denial letter from Rehabilitation, ACS Waiver funding could be accessed.  The main point is that Rehabilitation funding must be the funding of first choice and if denied, ACS Waiver may be accessed.
October – December 2005  There are several individuals who are working in jobs and need rehabilitation denial letters before we can bill for supported employment.  One individual has a closure of 26 and another has a 30.  Do the individuals need to re-apply for rehabilitation funding or can we bill?       With a rehabilitation closure code of 26 (successfully closed), if a person is placed in a new job with minimal training required, then the provider would continue billing waiver for supported employment if it is on the person’s current plan.  If a person requires a lot of training to do a new job, then the provider should go back through Rehabilitation Services for approval for funding based on the new job.  With a closure code of 30 (closed without plan development), a person would need referred back to Rehabilitation Services to access waiver.
October – December 2005        What are the requirements for accessing supported employment under ACS waiver?          Please refer persons who need supported employment to Rehabilitation Services to see if they will approve/fund the person.  In order for a person to participate in Rehabilitation Services supported employment, certain criteria must be met.  In addition to meeting the eligibility criteria, the person must be able to work a minimum of 15 hours a week unless their disability prevents this.  The job must be competitive, with at least minimum wage or higher and be in an integrated setting.  Persons must be able to learn the skill well enough for the Job Coach to fade from the worksite and transition the person to extended services/vocational maintenance.  If a person does not qualify for Rehabilitation Services funding because of a lack of funds or failure to meet program criteria, Rehabilitation Services will send a denial letter which you need to attach to the MAPS request for ACS funding.  It is a CMS requirement that Rehabilitation Services funding be accessed first so you do need to make referrals to Rehabilitation Services and work through their process prior to accessing ACS Waiver funding.  Please do not ask Rehabilitation Services for a denial letter without referring the person going through the process to determine if they qualify for Rehabilitation Services funding.  If a person has successfully closed under Rehabilitation Services but later needs additional job training, please make referral back through Rehabilitation Services.

January – March 2006  If DDS approves Supported Employment for an individual for a set rate (days, hours, etc.) and, during the plan year, that individual gets a job where they need fewer services than were originally requested, is it necessary to submit a revision indicating reduction in services or can the provider just not bill the full amount for the year?  If there is minimal change in service/dollars, the provider would not need to submit a revision.  However, if there is a substantial change in service/dollars, the provider would need to request an amendment so it would not appear that the authorized services were not being provided.  Utilization is one area that is very important to CMS.  Therefore if approved services are not being provided and there is a substantial difference in amount of service/cost, it would be important to submit an amendment (revision).  DDS will be tracking and trending utilization based upon CMS requirements.
SUPPORTED LIVING:
 July – September 2005      Will there be a cap/group rate for Supported Living Services?         There will be annual cap for the Supported Living array based on individual needs.
July – September 2005      Since there will no longer be daily caps, how will Supported Living Services be billed.  The task force agreement was that if half of the services were provided the entire day of services could be billed.  Will this still remain true or only if the hours are not reallocated for another time period?  Several sample scenarios should be created to identify how reimbursement for Supported Living Services will be billed.            Since there is no longer a daily cap you must bill for the specific number of services provided rather than at the full daily rate for the provision of a portion of the service.  Supported Living is, through the unbundling process, nothing more than staff salary plus fringe.  It is not advisable that a provider seek reimbursement for more than the amount of service delivered as timesheets must still be maintained.  Amendment, if approved, will allow for up to 10 days "out of service" to be billed in any given 12 month plan of care year.
July – September 2005        If center has been letting parents choose staff (parents are also paid caregivers) and parents dislike all hired/trained staff, can center refuse to continue serving person due to health and safety?          The issue seems to be parents are self directing in the absence of self-direction option and not willing to conform to the rules relative to payment of overtime.  They should be advised that until such time as CMMS responds to the DDS inquiry requesting permission to pay overtime, they cannot be paid for time in excess of 40/hrs per week.  They have tied the providers hands if they refuse regular staffing and the need is greater than 40hrs/week per parent (assuming both are paid), since the provider cannot violate Federal Department of Labor laws.  Further, it is this type of situation that has caused problems with approving overtime.  It has the appearance of stacking the deck in order to obtain more pay.  This should be adult and the individual is his/her own guardian since parents are paid as caregivers.  This means that the decision is not the parents but that of the individual's and if the individual is the one refusing qualified staff AND parents are not willing to provide generic care (non-paid) then the matter is one of non-compliance with laws, rules, regulations. Health and safety will come into play if the services that should be provided are essential to health and safety and, in the absence of the other paid caregivers, the individual is in imminent risk.

April – June 2005        Does supported living include community experience, which is what volunteer work is?          Prevocational services are not a part of supported living services.  Community experiences were set up to provide for adult development type activities outside a clinic setting.
October – December 2005       When an adult client lives on their own and their family works with them, can family be required to fill in gaps where supported living are not able to fill?         No, it can only be stated that when/if health and safety cannot be met then the individual is at risk of losing all waiver services.  

October – December 2005       Does the waiver require a provider to hire family members to work with an individual?          No, providers set their own personnel policies.  There is nothing that specifies a provider must hire family members, it only specifies they may.

October – December 2005        If an individual’s services exceed the salary limits allowed in the plan of care does the provider have to give up their overhead costs for salary?         This is the business of the provider.  DDS does not require that a provider give services at a loss.  The waiver services are supposed to be cost reimbursable including up to 20% overhead.
SUPPORTED LIVING (Continued):
October – December 2005      Is there a DDS team a provider can call to evaluate family supports and true needs of the individual and then hold the plan accordingly?         Ask for a Plan of Care Review.
October – December 2005      An individual is in a group home and receiving regular waiver.  Does the individual have to have one on one staff to bill for all month?         Waiver is billed for services that are approved on the plan of care.  If the individual is regular waiver, the provider submits a request for whatever services are needed and, upon approval, that is what is billed.  The individual does not have to have one on one staff to bill each day.  However, if there is shared staff, it should be indicated on plan and only portion of staff salary should be submitted for each individual.
October – December 2005         Since companion activity therapy is still under Supported Living, can you have more than one provider for that service?          It would be possible for two providers to have a separate PA for supportive living services and both providers could bill as long as billing is on different days.  If billing was submitted for same days, it would set audit as duplicate billing.  Another option is for one provider to services and use Organized Health Care Delivery Service (OHCDS) for the other provider.  This way there would not be possibility of duplicate billing.  As of right now, the second option is what DDS is recommending.

October – December 2005       A waiver individual lives in a supported living apartment but did  not have consistent individualized staff for several months.  The individual was provided with medication monitoring, meal monitoring, overnight supervision, etc.  The individual now has their own staff and will soon move into their own apartment.  However, until adequate staff was hired, the individual was provided support and services by our team of staff.  How can a provider be reimbursed for those services?         If individual was on supported living arrangement plan and moved to regular waiver (as this individual did), they can remain in the group home/apartment with same staff providing services.  The rate would be based on cost of staff divided by the number of persons receiving services from the same staff.  The provider will bill based on the services that the person receives and cost for staff that provided the service.  Once the provider has hired one on one staff for the person, then the provider will bill based on the new staff cost as long as it has been submitted through plan of care process and approved by DDS.
January – March 2006      How long can an individual be without staff (regardless of attempts to staff them) before it needs to be reported to DDS by the provider?        Old guidelines no longer existing specified any 30 day gap must be reported as it is questionable if waiver services are actually needed.  While the guidelines no longer exist, the rule is consistent with CMS requirements for monthly contact.  DDS will make sure the 30 day gap in services is addressed in the amendments.
January – March 2006      Can staff perform household chores even if the individual being served is physically capable?         Please refer to the waiver page 59 section II.  Under Residential Habilitation Reinforcement Supports, a staff person may perform tasks to assist or supervise the person in such activities as meal preparation, laundry, shopping and light housekeeping which are incidental to the care and supervision of the person but cannot be performed separate from other waiver services.  General household work cannot exceed 20% of the total weekly hours worked.  DDS encourages staff to assist/supervise cleaning activities but if the person absolutely cannot/ will not clean, staff can clean as long as it is under the 20% of total hours worked.
SUPPORTED LIVING (Continued):
January – March 2006      What are the codes to bill for unbundled items?         The codes for billing are on the worksheets and/or budget forms.  Refer back to the individual worksheet to see what service was approved so you know for which service to bill.  The supported living array billing codes are as follows: 1) Supportive Living Individual H2016; 2) Supportive Living Group H2016 modifier UB; 3) Respite Care S5151; 4) Community Experiences T2020; 5) Transportation A0080; and 6) Waiver Coordination T2024.
January – March 2006
Under what service is Hippo Therapy covered?        It would be part of supported living services under companion and activities therapy.

April – June 2006
Can Waiver individuals go out of state with their workers and still bill Waiver for the services?  
Waiver individuals can go out of state for a vacation and take their caregiver if there is a service that needs to be provided to them while they are gone. Waiver cannot pay for the overnight stay or the food for the caregiver.   
SUPPORTED LIVING ARRANGEMENTS (GROUP HOMES/APARTMENTS):

March 2005        Can 1 staff person work with 2 or 3 clients during the same time frame and bill it to integrated support for all the clients (for their one-hour of documented service per day)?        It is permitted to have one staff person with 2-3 individuals.
April – June 2006
When people move out of a group home how can we get funding for someone to move into the group home so that we can keep the group homes filled?
Unless the person who moves into the group home is already on waiver funding, you would have to use generic services such as targeted case management, personal care, DDTCS, etc.
April – June 2006
Can the 14 bed group homes still serve their existing people in that setting now that they are regular Waiver?    Yes, group homes that were licensed by DDS prior to 7/1/1995 are approved to serve groups of no more than 14 unrelated adults (18 and older) with developmental disabilities in a residential setting. Apartments that were licensed by DDS prior to 7/1/1995 may serve up to 4 unrelated adults (18 and older) with developmental disabilities in each self contained apartment up to a total number of licensed units in the complex. No expansions will be approved beyond the total licensed capacity as of 7/1/1995.

April – June 2006
If a group home closes, does that in itself justify an increase in the Plans of Care?  No. If $900.00 or $400.00 is sufficient to meet needs any increase in funding would have to be justified based on the persons increased needs. If the individual moves into an independent living situation and their needs have changed because of the change in their living situation, then yes it may be justified for the plans of care to increase. However, just because the home closed is not a sufficient reason to increase a plan, you must document how the individual “needs” have increased.
THERAPY SERVICES:

April – June 2006
If a person is over age 21, can waiver pay for speech, occupational or physical therapy since Medicaid state plan services will not pay?
No the ACS Waiver cannot pay for hands on therapy.   If a person needs DDTCS services and is enrolled in DDTCS services, they can receive therapy as a part of their DDTCS program.   
TOXIC EXPOSURE:

July – September 2005       What are some suggestions regarding exposure to toxic substances?      Suggestions are as follows:  (1) access to household chemicals and pesticides be limited by providers; (2) assurances be given by providers that they are performing training and monitoring in these areas; (3) that benign forms of cleaners (soap & water instead of bleach, vinegar instead of ammonia) be used when practical; (4) fly-swatters, fly paper and non-chemical pesticides (such as citronella) be utilized when possible in place of more harmful chemical pesticides; (5) providers ensure residences are free of lead-based paints; and (6) carbon monoxide/radon detectors are installed in residences and work places.
TRAINING:

July – September 2005       A mother wants to attend an out of state (Missouri) 3 week training.  Can waiver funds be accessed to help pay for cost?       Waiver could cover under supplemental supports or consultation.  Both have $1200 maximum per year.  The mother may want to request waiver funds for $1200 and then see if she could get family support funds through one of the providers to help pay toward training.  Waiver would not pay for room and board.
July – September 2005      Does DDS provide training and certification for case managers?        If provider has staff who attended DDS waiver/case management training, the provider staff can train their own new staff.

July – September 2005    Is there training scheduled for changes in the waiver?     Training is pending response from CMS.




TRANSPORTATION:
July – September 2005       Will transportation continue to be billed monthly based on a cap?  Will the cap be increased from $140.00?         The cap will be a $1680/year with no changes at this time.  DDS request to DMS for mileage increase was denied.

July – September 2005      Will the providers be required to document mileage?        Mileage will have to be documented.
October – December 2005      Can transportation be billed as a monthly total at the end of the month as long as record keeping shows an internal daily mileage count and we do not exceed the limit of $1680 for the PA approval period?         Yes, you may bill transportation monthly.

October – December 2005     If the $1680 limit is somehow exceeded, will Medicaid catch that and deny billing?          Yes, if you exceed the annual maximum, the bill should auto deny.
October – December 2005       Can Waiver funds be used for transporting an individual for psychological testing?          Other generic funds should be accessed such as family support or regular Medicaid transportation.

TRANSPORTATION:(Continued)
January – March 2006       Can an individual whom waiver helped purchase a van with lift be reimbursed for mileage?        The waiver transportation service is reimbursement for gas, wear & tear and other expenses associated with owning a vehicle and using it for transportation activities. The following may apply:  1) If the waiver individual does not own the vehicle but pays for the gas, then she/he should receive reimbursement for the gas purchase with the remainder of the reimbursement going to the vehicle owner; 2) If the waiver staff pays for gas but the vehicle belongs to the waiver individual, then the staff receives reimbursement for the gas with the remainder going to the individual; and 3) If the vehicle belongs to the staff and staff pays for gas, all of the reimbursement is made to staff.

April – June 2006
Can you bill waiver transportation for taking a person to a doctor visit or therapy?   No, you cannot bill waiver transportation for taking a person to a doctor visit or therapy.  Transportation to medical services is covered under the regular state plan medical transportation program. Waiver transportation is non medical only.
April – June 2006
Can waiver staff provide transportation across state line for a client to visit their mother as they transition to waiver?    Yes as long as it is justified as transportation for community experience when the person visits their Mother and community experience and transportation is approved on the service plan.

April – June 2006
Does the $.28 per mile plan still apply or can a provider claim the annualized maximum amount $1680 for transportation if they are only requesting 4000 miles for the plan year?     The DDS rate schedule that is promulgated shows $.28 per mile for individual transportation. DDS has made request for increase in rate but it was denied.  Thus center still needs to base transportation on miles times $.28 to get amount. 
April – June 2006
Is there a cap on the waiver services mileage? If so, when and why did this happen?  When the supportive living service was unbundled as required by CMMS, the maximum became a fixed maximum as a firm rate had to be established for the MMIS system. There is no longer flexibility where by an extension can be granted. If needs are greater than the allowable max other funding may need to be found….maybe special needs. Otherwise, any extension will have to have documented proof of mileage needs and prior utilization will be a strong consideration. There is a cap of $1680 per plan year on non-medical transportation. 
April – June 2006
If there is a consumer who is in a wheelchair and the caregiver does not have transportation that will accommodate his wheelchair and the consumer wants to participate in some community activities and could do so using public transportation. Can waiver transportation money be used to pay for public transportation?
Yes because it is non medical transportation and being utilized to assist the individual to access community activities. Activities and resources must be identified and specified in the plan of care.
TRANSPORTATION:(Continued)
April – June 2006
If a family only has one vehicle equipped with a lift for a child and the parent uses the vehicle to travel to work, could the money allotted for transportation be used to pay the fees of a public transportation service so the child can be involved with regular summer activities that are going on in neighborhood.

If waiver has paid for the lift on the vehicle and the parent is using the vehicle to travel to work, the staff needs to see if on days there is planned outing or need for transporting the waiver person, if a spouse, relative or neighbor could take the father to work. If they cannot, they need to see if the staff can pick up the van while the parent is working. If waiver paid for lift or for the van, the father needs to make other arrangements on days the van is needed. If waiver did not pay for lift or for the van, then you still need to check and see if arrangements could be made so they have access to the van on days they need it for outings. If this is absolutely not possible and waiver did not pay for the van or for the lift, then waiver transportation can be used to access waiver and other community services, activities and resources specified in the approved maps.

VOLUNTEER WORK:

April – June 2005      A consumer is getting supported living services while volunteering at a video store.  The supported living staff person is also the owner of the business.  How best can we respond to this situation?       There are several variables that need to be determined:  (1) How many hours a day/days a week does individual “volunteer”? (2) What is the nature of the volunteer work that the individual performs? (3) What activities does the Supported Living (SL) worker (business owner) perform with the individual that constitutes supported living services? (4) How is it assured that the worker/owner does not engage in regular business activities while being paid to perform SL activities? (5) What is the chronological and mental age of  the individual? (6) Is this person competent to know the difference between volunteering versus paid employment?  The provider must answer all of these questions.  Next:  (1) Either Adult or Child protective agencies (whichever applies) should be contacted to assure that the individual is not being exploited as defined in the state abuse/neglect laws. (2) Provider must ensure compliance with Dept of Labor relative to Wage and Hour laws. (3) Concern should be forwarded to DDS Licensure for possible provider conflict issues.  Bottom line is practice has appearance of taint.  If the individual is truly benefiting from the volunteer activity and progress is demonstrated, then someone other than the owner or employee of the business should be employed as the supported living worker.  This business owner is clearly receiving double benefits from this individual…salary for supervising the volunteer activities plus the work performed by the individual.  Exploitation could apply and needs to be ruled out by the applicable protective authority.   Volunteering could be interpreted as community experiences under Supported Living. 
WAIVER COORDINATION:

July – September 2005   Are there minimum requirements for contacts on Waiver Coordination like there are in Case Management?         No, there are no minimum contact requirements on waiver coordination.
July – September 2005      Is there a $50 deduction from waiver coordination if only one provider agency is involved in service delivery?         There is no reduction in rate when same entity is used.

WAIVER COORDINATION (Continued):

March 2005       Are DDS Waiver Coordinator’s to follow the recommended visit/contact guide?       No. The guideline applies only to Case Management.  The Waiver Coordinator is in a different role that deals with direct care staff scheduling, supervision, verification of time worked etc.  Provider infrastructure primarily determines the number of visits or contacts, depending on supervisory chain of command and problem/concerns with assigned direct care staff.  
October – December 2005      Is monthly contact required for waiver coordination?          No, there is not a requirement for monthly contact but the waiver coordinator must do what is necessary to fulfill the requirements of the job function as listed in waiver.






October – December 2005    Can waiver coordination be billed (the $100 per month) whether or not services are provided?       Waiver coordination cannot be billed unless the waiver coordinator is actually doing activities related to that case, such as placing ads to hire staff, hiring direct staff, providing training, etc.

WAIVER ELIGIBILITY: 

January – March 2006        How many services are individuals required to access to maintain eligibility under waiver?        A person is required to receive at least one waiver service to maintain waiver eligibility.

WAIVER WAITING LIST/APPLICATION FOR WAIVER SERVICES:

March 2005     How soon will I get a waiver slot?   DDS cannot identify.   Patterns are now being tracked.

March 2005      Why can’t DDS authorize more waiver slots?       The Medicaid Waiver has a maximum number that can be served.  General Revenue must be available before additional slots can be obtained.
April – June 2005        Are individuals (previously on Waiver) who are being discharged from an Intermediate Care Facility for the Mentally Retarded (ICF/MR) or Nursing Home given priority for a slot in Alternative Community Services (ACS) Waiver?           Yes, if the individual chooses Alternative Community Services (ACS) Home and Community Based Waiver services and meets the eligibility requirements.  Nursing Home and Intermediate Care Facility for the Mentally Retarded (ICF/MR) transitions to community have the same level of priority.

April – June 2005        Can we tell persons their ranking on waiver waiting list?        If the person inquiring about their ranking submits request in writing with proper identification, their ranking can be disclosed. However, the person needs to understand that the number might change if, through an appeal or administrative error, an individual is added or moved within existing rankings.
July – September 2005      Is a person required to be in an Intermediate Care Facility (ICF) for at least a year to convert to waiver?      There is no known rule or regulation that requires a person to be in an ICF or NF for one year. At one time a directive existed but it was rescinded.  The only regulation which might apply is the one that specifies that the person must be admitted to the facility as a regular admission versus just receiving short term respite, crisis abatement or convalescence.  This is the same regulation that requires closing a case when/if a person is admitted to a facility.  There should be no problem with conversion from ICF to waiver as long as eligibility is established

WAIVER WAITING LIST/APPLICATION FOR WAIVER SERVICES (Continued):

July – September 2005 (Modified May 2006)     How are Medicaid Waiver slots assigned to the Division of Children and Family Services (DCFS) children and other "priority cases"?        The number of Waiver slots is determined by the State and is conditioned on (1) the amount of general revenue available to fund the state match portion of Medicaid and approval by the regulation authority, Centers for Medicaid and Medicare services (CMS).  Requests to increase the level of participation can be made at any time via state request to CMS for amendment to the Waiver.  Such requests must have prior approval by the DMS Director, Roy Jeffus.  DCFS along with others (Human Development Centers (HDCs), Nursing Facilities (NF), Act 911 program (ASH), civil commitments, Integrated Support contracts) do have priority to move into vacant Waiver slots before others who may have applied for and been determined eligible for the program.  Generally, these priority considerations are not "ranked" and are considered as they are received.  It is correct that there must be a vacant "slot" before placement can be made.  At this time, placement is made only as turnover will allow with the exception that there remain a few supported living arrangement slots available.  The supported living arrangement component of the waiver has a capped level of need that cannot exceed $400 (minimal) or $900 (moderate) a month.  Because of this critical slot situation, only conversions from ICF/MRs, NFs and ASH will receive priority.  Update January – March 2007   Note that reference to slots for supported living arrangements has been stopped as per CMS mandate.    
January – March 2006         Is it possible for a provider to get the number of persons on the waiver waiting list within certain counties?       That information is unavailable now as DDS staff does not maintain county information of individuals on the ACS Request List.
April – June 2006
Will people on the providers waiting list for residential services have to apply for ACS Waiver and go to the bottom of the waiting list?  Anyone not currently on the waiver has to request waiver through the regular DDS Waiver application process. 
April – June 2006
If a person was closed under waiver by the Medicaid Unit due to being over income,  and now have used money down to a level that they would qualify again, do they have to apply for waiver and be processed off the regular request list?
If they were actually closed and came out of the slot and did not appeal or either lost an appeal, then yes they will have to start over on the waiting list.
WORKING DISABLED:

January – March 2006      Is there a working disabled category under the waiver that allows you to retain eligibility and earn higher wages?        The original waiver does not include Working Disabled.  DDS is requesting to add Working Disabled in the waiver revision.
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