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ABEYANCE

April
Question:  (Question moved from September-clarification added) Is a monthly visit required for participants placed in abeyance?

Answer:  A monthly contact and report status by either the Case Manager or DDS Specialist is required while participant is in abeyance.  If the provider does not make the contact, then DDS must make a monthly contact. In some cases of abeyance, case management service prior authorization remains active and is reimbursable to the provider.  In all such cases where case management is reimbursable, the case management entity MUST perform this function.  
ADAPTIVE EQUIPMENT
June

Question:  Will waiver pay for a monitoring system that includes camera and microphone for a 20 year old participant’s bedroom that has frequent seizures?  

Answer:  Any use of cameras would need coordinated with DDS Licensure staff, to protect the rights and privacy of our persons receiving waiver services. Camera would have to be used as a last option with doctor providing history, need and identification that no other alert system will work.  Also, parents would need to be legal guardians or there would be an issue of constitutional right of privacy.  There are other alternatives such as computer linked systems that are used to monitor medical conditions rather than a camera system that would need to be looked at.  

Question:  (Question moved from August 2007 and corrected) Can waiver pay for a lift for a van that the participant, who is his own guardian, does not own?  The van belongs to the participant’s mother who is his staff and provides transportation.

Answer:  Waiver will pay for a vehicle to be adapted that is owned by the individual, a family member with whom the individual lives or has consistent and on-going contact, or a non-relative who provides primary long-term support to the individual and is not a paid provider of such services.  Payment may not be made to adapt the vehicles that are owned or leased by paid providers of waiver services.  Since the mother is the paid staff for the individual, waiver funding could not be used to pay for the van lift.     

ADAPTIVE EQUIPMENT (continued)

Question:   (Question moved from July 2007 and corrected) Will waiver pay for repair of a staff person or parent’s seat in their vehicle that was torn up due to transporting waiver participant who is very large?  

Answer:  No, waiver will not pay for repair to the vehicle seat.  However, if the vehicle seat needs adapted/modified due to the size of the waiver participant, waiver funding could be used to modify the seat to accommodate the size of the waiver participant for a vehicle that is owned by the individual, a family member with whom the individual lives or has consistent and on-going contact, or a non-relative who provides primary long-term support to the individual and is not a paid provider of such services.  Payment may not be made to adapt the vehicles that are owned or leased by paid providers of waiver services.  If the person is very large, this would also be a health issue and would need addressed in the maps outcomes through physicians care and possibly a weight reduction program.

May

Question:  Will waiver pay for Wii system for physical rehabilitation?  

Answer:  Yes, this system may be covered as a waiver service (adaptive equipment) with proper justification.  In addition to a physician’s prescription, the request would need to meet provider regulation 219.000 which identifies the need for professional consultation (Physical or Occupational Therapy).  Consultation includes identification/justification of how the equipment would enable the individual to maintain, or improve, their functional capacity to perform daily life tasks that would not be possible otherwise.  System means as prescribed and not add-on games, controllers, televisions, etc.  System also means habilitation and not educational functionalities.    The waiver must be the payer of last resort and the system could only be used by the individual and no others.  In no event could the system be sold or otherwise be used for personal gain.  It would not be replaced if damaged or destroyed through negligence.  
April

Question:  Will Waiver pay for fixing a van lift in a leased van?  

Answer:  No, Waiver will not pay for fixing a van lift in a leased van.  The company that leases the vehicle would be responsible for repairing the lift in their own vehicle.  If the company leasing the van will not repair the lift and the lift was a part of the lease, then the participant may want to seek help from Consumer Protection at the Attorney General’s office.  Waiver could be used to repair the lift if the participant owned the van.  

Question:  Will Waiver pay for a motor in a van with a lift owned by the participant?

Answer:  Waiver will not pay for a motor for a van.  Only option for replacement of motor in a van would be community funds or special needs funds. 

ADAPTIVE EQUIPMENT (continued)

February

Question:  Waiver paid for a generator that was stolen off the participant’s porch.  The family filed a police report but the generator has not been recovered.  Will waiver pay for another generator to replace the one that was stolen?

Answer:  One more purchase will be allowed with the following caveats:  1)  that the home owners insurance will not cover the stolen generator,  2) if the stolen generator is recovered, then it must be turned in to the provider to be used by another waiver participant who has the same need,  3)  there must be a written and duly recorded agreement with the responsible party that in the event:  a)  any adaptive equipment purchased by ACS Waiver already in possession of the individual/responsible party or b) that will in the future be purchased and in the possession of the individual/responsible party is not reasonably maintained or is misused, lost, stolen or otherwise neglected will not be replaced by waiver funding, and 4) a copy of the police report attesting to the report of theft must be submitted.  

Question:  (More detail added to question from July-September 2005 Waiver Update) Can waiver funds be used to repair an air conditioner in a vehicle used by a waiver participant?

Answer:  The repair of the air conditioner could be covered if the doctor has said that the air conditioning is necessary for health and safety.  However, please remember that general auto repair is not covered just like general house maintenance is not covered by waiver.  It may be a safety problem if the brakes are going out just like it is a safety problem if the roof is falling in but those matters are simply not covered by waiver. 
October

Question:  (Answer corrected October 2007 originally in FY 2007 Archive October-December 2006) When requesting adaptive equipment for individuals under the age of 21 must an EPSDT be used first?

Answer:  Yes, if the person is under the age of 21, then services should first try to be accessed through EPSDT.  State Plans must always be used first and documentation of denial is required for waiver services.  Please note that EPSDT is at set intervals and may not always be able to be accessed at time of service needs.  A regular Medicaid State Plan denial will suffice in cases where items needed were not on EPSDT screening and it is not time for another EPSDT screening.  It is the Case Manager’s responsibility to assure advance planning for known needs and it must be shown that EPSDT access was timely with need.  If the physician will not authorize or deny the request due to timeliness and the need is essential to health and safety, it can be considered that EPSDT is exhausted and the request can be approved under Waiver.  When this happens, a report is to be made to the DDS Licensing Unit and the Executive Director of the Case Management Entity.
Question:  When insurance is covering part of the cost of adaptive equipment, can waiver prior approve the cost of the equipment so it can be ordered and/or delivered before waiver knows the amount of money that the insurance company will pay?

Answer:  Yes, waiver funds can be requested to pay balance of what insurance and Medicaid will not pay for. If all the required documentation has been submitted, you can approve the adaptive equipment for waiver funding and hold issuance of dollar amount and pa until you know what the insurance or other sources will pay.

ADAPTIVE EQUIPMENT (continued)

September

Question:  Can Medicaid waiver funding purchase a heater for an above ground pool that is used for physical therapy, a surround walkway for the pool, and to construct a building to go around the pool?

Answer:  Waiver funding covers adaptive equipment/environmental modifications solely for the use of the waiver participant.  For waiver funding to be considered 1) the physician and therapist must provide reports and  specifically identify why water versus traditional mode of therapy is necessary; 2) must provide proof that water therapy is not available within the community; 3) why is surround needed versus just a ramp for access; 4) what is the size of the pool, is it standard for type of therapy that is being  provided;  and 5) do family members use the pool. Constructing a building to enclose the pool is not allowable under waiver funding.  
Question:  Will waiver pay for a fence to be made taller to contain a service dog?
Answer:  Yes, waiver funding could be requested.
Question:  Will waiver pay an individual for an item they originally acquired through Medicaid or Medicare and now want to sell to another waiver individual? 

Answer:  No. Medicaid would then be paying twice for the same equipment. The first individual is free to donate the item if he or she no longer needs it, but not to sell it and seek reimbursement from Medicaid.
Question:   (Question corrected September 2007 moved from July) Can waiver funds be used to cover a therapeutic spa for a person who has circulatory problems?  

Answer: In order for a therapeutic spa to be considered, the physician would need to show circulatory problems as a medical diagnosis and history to include documentation of what medicines are being taken for the condition. It is also necessary to show why treatment cannot be accessed at a therapy center, etc; why a whirlpool for a tub is not acceptable and assurance that whatever equipment may be purchased is used solely by the waiver individual.  Further it should be noted that waiver will not pay for general upkeep and maintenance of such equipment. As with any waiver service, generic resources should always be accessed first.

August

Question:  Will waiver pay to have a swing set that was purchased with waiver funds that was set in concrete moved to a new residence or will waiver pay for a new swing set?

Answer:  No, if waiver did not pay to have the swing set in concrete, then waiver will not pay to have it removed that would be an expense for the parents just like any other moving expenses.  Waiver will not purchase another swing when the one already purchased can be moved.
July
Question:  Will waiver pay for a second car seat to be used in another vehicle when one has already been paid for by waiver? 

Answer:  No, waiver will not pay for an extra car seat just for convenience.  The car seat needs to be moved to the vehicle that is being used to transport the child.  
ADAPTIVE EQUIPMENT (continued)

Question: Can waiver cover the cost of frames for eye glasses that Medicaid will not cover because none of the frames that are approved by Medicaid will fit the participant’s face?  
Answer: If all other resources have been exhausted, including Medicaid, then waiver funds can be used for the glass frames.  

BILLING
May

Question:  (Question moved from August 2006 and corrected)  Who do providers need to contact for a PA adjustment?

Answer:  Providers need to contact the EDS Provider Assistance Center or their designated EDS Provider Representative for PA adjustments. 
March

Question:  (Question moved from July – September 2005-clarified and corrected March 2008) Can a legally responsible person be paid as supportive living staff?

Answer:  As per the ACS Waiver (page 58) Supportive Living Services definition, payment will not be made to the parent (or step-parent)/legal guardian of a person less than 18 years old.  Payment will not be made to a spouse.  Page 39 of the Waiver prohibits payment to legal representative of adults.  The employment of eligible relatives requires prior approval by DDS.
December

Question:  When do we start billing Supported living array services in units of days?

Answer:  Effective December 1, 2007 you must bill in day units for the supported living array of services, except for transportation which is miles.  You do not have to revise current plans but will have to bill 1 unit per day for each day of service.  If you provide consecutive days of service, you can span bill such as December 1-15 for 15 days of service.  As CSR’s or revisions are submitted, you will need to base all supported living array services on days except for transportation which will be miles.
November

Question:  With billing for supported living going back to a daily rate, does this mean that the cap for plans will be $160 per day or $58,400 for the year?  

Answer:  The daily cap will remain $160 per day for the Limited General and Extensive levels of support.  It is $356.32 for Pervasive level of care.  All yearly caps remain in effect although it must be recognized that the yearly caps are based on maximum daily cap x 365 days a year.  This means that truly the daily cap is the controlling maximum. 
BILLING (continued)
October

Question:  (Question and answer updated) Do we bill the daily rate at the bottom of the new supported living array worksheet?

Answer:  No.  You bill for services based on the individual procedure codes on the supported living array worksheet.  The only change is that direct care supervisor and indirect costs have been added to supportive living.    Respite, community experiences, and transportation will be billed using the total on those lines and the procedure code for those services.  Line B is only used to make sure that the total supported living array of services is below the maximum allowed of $356.32 and is not used for billing.  

Question:  Can you bill Specialized Medical Supplies for items that cost over $300.00 per month?  

Answer:  No.  The maximum that can be approved per month for Specialized Medical Supplies is $300.00.  A plan should not be approved that exceeds $300.00 per month.  If a person needs specialized medical supplies that exceed $300.00 per month you would need to access generic funding for anything over $300.00 per month.  Generic funding might be contract funds through provider, state plan services (which must be accessed first), special needs, etc. 

Question:  Do we add the daily rate for respite and supported living (direct care supervisor and up to 20% indirect costs) together when we have persons who receive only respite care or do we bill separately for the two services?  

Answer:  Respite, Community Experience and Transportation will continue to be billed separately from Supported Living.  

September

Question:  (Question and answer updated) How is supported living or community experience for less than 1 hour billed?

Answer:  The billing system is set up so you bill for the daily rate of services for supported living, community experience and respite.
August

Question:  Is DDS developing a billing program for providers?
Answer:  No.  DDS is working on automated system for MAPS process and data collection that would tie into EDS billing system for generation of PA’s and pulling back utilization data.  
COMMUNITY EXPERIENCE SERVICES
February

Question:  Can a college prep course that teaches independent living skills and job training be covered under the waiver?

Answer:  Yes, it would meet the criteria for community experiences services in the waiver.  Please note that community experience is a component of the service supported living array and will count towards the maximum daily rate.
July
Question: Is every trip outside the home considered Community Experience?  Please clarify the difference between Supportive Living and Community Experience. 

Answer: We know that this is a gray area and that it is difficult to separate the two services.  Our intent is to request an amendment to the waiver to merge the two services.  However, until an amendment is requested and approved, Community Experience is when training linked to outcomes on the plan is being worked on outside of the home.  Every trip outside of the home is not necessarily considered as Community Experience.  When you are providing training in integrated setting such as teaching banking at a bank, then you should list service as Community Experience and bill it as Community Experience.  Supportive living is basically training that is occurring at the residential site.
CONTINUED STAY REVIEW (CSR)
May

Question:  (Question moved from January – March 2007 and corrected) Who is responsible for the Positive Behavior Plan?

Answer:  The Case Manager is responsible for assuring submission of the positive behavior program.  The Direct Care Supervisor is responsible for assuring the positive behavior programming is present and in use, when needed.  For non pervasive level of care, a QMRP develops the positive behavior program and would submit it to the case manager.  For pervasive level of care, a licensed professional develops the positive behavior program and the case manager would be responsible for obtaining and submitting the plan. 

Question:  Who is responsible for getting the Physician’s Prescription Page completed?

Answer:  The case manager is responsible for obtaining and seeing that the physician’s signature page is complete.

February

Question:  Is the MAPS Narrative form required?  Can providers redo the form?
Answer:  Yes, the MAPS Narrative form is required.  Providers can add additional information as needed to the form but they cannot modify form to take out elements that are in the form.  If there are areas that do not apply providers can mark them as not applicable.  

CONTINUED STAY REVIEW (CSR) (continued)

November

Question:  (Question and answer updated) Can providers start using the new MAPS forms prior to December 1?

Answer:  Any MAPS meetings conducted on 11/1/08 forward must be submitted on the new MAPS forms.  Any MAPS meetings conducted prior to 10/31/08 can be submitted on the old or new forms whichever providers prefer.  
October

Question:  On the medication management form, do the side effects need to be listed?

Answer:  No, as per the ACS Waiver, Direct Care Supervisor definition, IV 9 b staff is knowledgeable of any potential side effects of the medications being used by the person.  As long as the medication management plan shows that staff have been made aware of potential side effects, which is all DDS needs.  DDS does not need a list of potential side effects. 
Question:  When providers are required to submit plans 45 days prior to expiration and the provider is still billing on the current plan, how can they provide accurate information on page 3 of the new ACS Waiver MAPS and Continued Stay Review (CSR) Narrative form under justification for the new plan regarding any increase/decrease on current plan and requested plan?
Answer:  If provider is requesting an increase/decrease in days, they would show a) days of service billed,  b) days of service of pending billing including scheduled days to complete the plan of care year, then c) explanation of any unused days (days in plan less  a and b above) or explanation of any requested increase/decrease in days.  An increase/decrease in total funding would need to show a) total dollars billed, b) total dollars pending including projection through end of plan of care year,  and c) explanation of any balance (total dollars approved in plan less a and b above) or explanation of any increase/decrease in total dollars.  
September

Question: How long does it take DDS to review a plan?
Answer: DDS does not have set time frames for working plans of care other than if the plan has to go to review committee. If the plan requires committee review, it will be reviewed the week that it is complete (meaning no additional information is needed from the provider to complete the review). If time lines are critical, Case Managers should feel free to contact the Specialist or Program Manager to facilitate timely review. If this does not produce the desired result then they are to contact the Program Director or the DDS Assistant Director. Actions that are in progress to address plan of care approvals are: 

· Collection of information for how long it is taking to review plans to see if there are systemic problems that need to be addressed. 

· Development of an operations manual that will address how plans of care are to be processed. 

Development of an automated, web based plan of care process that will reduce paper requirements, speed up submission and approval times, and streamline the prior authorization activities into one action by the same person.
CONTINUED STAY REVIEW (CSR) (continued)

August
Question:  (Answer has been updated) Who do I contact for copies of approved Continued Stay Reviews (CSR’s) and PA’s if I haven’t received them in a reasonable amount of time?
Answer:  DDS is requesting that effective May 1, 2008, all inquiries regarding prior authorizations be directed to the approving Specialist (s) or the respective area Manager. The Specialist/Manager will maintain the responsibility of researching prior authorizations and taking any required actions to include contacting the prior authorization unit on behalf of the providers and Waiver participants to resolve all issues. 

Question:  Must the case manager and waiver coordinator both attend the MAPS meeting?

Answer:  Technically, there is no language in the waiver that requires that both the case manager and waiver coordinator attend.  The language requires input and in order to have input into the plan both would need to attend.  If either does not attend and input is delayed or the case in any way is negatively impacted, the matter will be referred to licensure as a service concern and the reimbursement for either service will be denied until whatever is negatively impacting the case is corrected.
July
Question: Due to billing corrections still being made, could DDS suspend MMIS utilization reviews until next year’s CSR approval?  

Answer: No, DDS agreed to do full utilization reviews based on payments on MMIS.   However, if there is underutilization, you can provide documentation and we will work with you to correct any discrepancies.  
Question: Since prescriptions are for one year, is there a problem if the doctor does not sign the physician signature page one year from the previous signature date?  We do not look at the physician’s page as being expired as the plan is still current. 
Answer: No, the physician is signing and approving the plan for the plan year that is on the MAPS.  The effective dates of the plan are not from the date the physician signed and for 12 months after.  It is for date of MAPS plan that the physician authorized.  

Question: In previous updates there was a question regarding providers having problems getting physicians to sign and release the physicians page, which was causing plan of care approval and billing problems.  The answer was that DDS was drafting a memo for providers explaining requirement that can be given to physicians. Has this memo been drafted yet, and if so how can we get a copy?
Answer: A memo was not developed to go to physicians, as problems had been resolved so memo was no longer needed.  This can be looked at again if there are now new problems in dealing with physicians related to MAPS requirements.   
DISASTERS (NATURAL)

April

Question:  Can the Waiver pay for insurance deductibles for home/property/personal property and/ automobiles when loss is due to natural disaster?
Answer:  As with all waiver services, generic services to include in this case FEMA, must be exhausted.  Once generic resources are exhausted then the applicable service to request is Supplemental Support Services.  Along with the request and proof of generic resource exhaustion, proof of insurance and proof of acceptance of claim with claim number must be submitted as support documentation.  
DRUG SCREENING

April

Question:  (Updated) Can the Waiver pay for employment drug testing?

Answer:  Yes.  Drug testing is critical to the assurance of health and safety and can be included as part of the indirect costs up to the 20% maximum allowable.  Once the maximum is reached, then requests specific to individual cases may be submitted for allowance under the Waiver service, Supplemental Supports.  When requesting reimbursement under this service, the request must be employee specific to the Waiver case and cannot apply generally to applicants for employment.  To access this service the applicant must be hired to work with a specific waiver individual contingent upon passing a drug screening.  If the employee fails the screening then the employee must be released and the hiring process re-initiated.  When “shared staffing” is utilized, the applicable proportion must be requested and applied to each individual waiver case equivalent to the proportion of time spent working with each individual.  The request can be made in the initial MAPS or CSR or as a revision as needed.  Proof of costs must be submitted with the requests. 
ENVIRONMENTAL MODIFICATIONS
April

Question:  If the person completing the environmental modifications is an authorized Medicaid provider, does proof need to be submitted that the person is bonded and licensed?

Answer:  No, as an enrolled provider with Medicaid any required documentation would be on file with DMS. 

July
Question: Can a provider request an environmental modification for a consumer who is living in a foster parent’s house?  The foster parent is not the legal guardian of the individual.  

Answer:  The ACS Program Manual stipulates persons place of residence therefore request can be made for where person is residing.  Since the home is not owned by the waiver participant, the provider would need to have duly and legally executed approval from the owner of the home to make the modifications.  Also, the modifications must be solely for use by the waiver individual.
ENVIRONMENTAL MODIFICATIONS (continued)

Question: Could we do environmental modifications on rentals with legally executed approval from the owner of the home to make the modifications?

Answer: Yes, environmental modifications could be done on rentals.  However, we would not want to do environmental modifications on places that rented month to month but rather for rentals that has a lease.
EPSDT

August

Question:  Is an EPSDT required?  Is a copy of the EPSDT required to be submitted to the DDS Specialist? If a clinic files EPSDT electronically will they have a paper copy to provide us?  Is inter-periodic screens still allowed? 
Answer:  Yes, EPSDT is still required, but getting a copy of the EPSDT is not possible if the provider bills electronically.  Medicaid no longer covers interperiodic screens.  If an EPSDT screen was done within the past year, the provider doesn’t have to do another one since there is no longer a mechanism in place for them to get paid for another EPSDT screen in that time period. If they went to the doctor to be evaluated and treated for a condition, the provider would bill that as a regular office visit and give the diagnosis code for the condition being evaluated. You would then request a copy of the notes and referrals for that service. 
GENERAL QUESTIONS

November

Question:  Where do the questions come from that are part of the ACS Waiver Updates?  How are questions submitted?

Answer:  The questions come from waiver participants, participant family members, providers and other interested parties.  To ask a question, go to the “TO ASK A QUESTION, CLICK HERE” link at http://www.arkansaswaiver.com/DDS_QnA.html. 
Question:  Does QMRP have to be certified through Office of Long Term Care?

Answer:  No, the provider is responsible for reviewing qualifications and certifying their own QMRP’s and must maintain documentation of qualifications.
GUARDIANSHIP/LEGALLY RESPONSIBLE PERSON
March

Question:  (Question moved from January – March 2007 and July – September 2005-more detail added to the answer and further clarified March 2008) Who will be eligible for reimbursement as a legally responsible person?

Answer:  As per the ACS Waiver (page 58) Supportive Living Services definition, payment will not be made to the parent (or step-parent)/legal guardian of a person less than 18 years old.  Payment will not be made to a spouse.  Page 39 of the Waiver prohibits payment to legal representative of adults. The employment of eligible relatives shall require prior approval from DDS. 
September

Question:  Is written permission from the parent sufficient to enroll a waiver participant in public school?

Answer:  The parents would need to address this issue with the Department of Education. The assigned provider case manager should assist.
July
Question: It has been established that up to $1200 supplemental support monies can be used toward guardianship in the event of a crisis situation to assure health and safety (Waiver update of Jan-Mar 2007).  Is this only in the death of a guardian and there is no one to assume guardianship?  I have a grandmother that is the guardian of her grandchild and she wants to relinquish guardianship to a family member so that she can be the paid caregiver.  Can supplemental support funds be used in this situation?  

Answer:  If all other resources have been exhausted inclusive of the current guardian’s resources, then waiver funds can be used.  
LICENSURE
May

Question:  (Question moved from February and corrected) Employees must receive 12 hours of training including the required topics.  Does this include CPR and First Aid?  Is the 12 hours of training the final required number?

Answer:   No, according to the Licensure department and sections 301.4 and 301.5 in the Licensure regulations, the 12 hours does not include CPR/FA.  If you have additional questions, please feel free to contact Shelley Lee via email at shelley.lee@arkansas.gov or by phone at 501-682-4747.

October

Question: When does an incident report need to be filed?  

Answer:  This information can be found in Section 406 of the new standards that go into effect 11/01/07.  Please note the following citation from those standards:

406 Incident/Accident Reporting

A.  The organization shall report the following incidents to the DDS Qualify Assurance Unit.  This report shall contain:  date, accident/injury, time, location, persons involved, action taken, follow-up, remediation and signature of person writing the report.

The following are reportable incidents:  

1. Use of seclusion or restraint. 

2. Maltreatment or abuse as defined in statutes (See Ark. Code Ann. Section 12-12-501 – 12-12-515 (503); Ark. Code Ann. Section 5-28-101 – 5-28-109 (102)

3. Incidents involving injury:

a. Accident/injury reports shall be completed for each accident/injury that requires the attention of an EMT, Paramedic or Physician.

1. Accident is defined as an event occurring by chance or arising from unknown causes.

2. Injury is defined as an act that damages or hurts and results in outside medical attention.

3. A copy of the report must be sent to parent/guardian of all children (0-18), and to the guardian of adults regardless of severity of injury.  The report shall be redacted in accordance with the requirements of the Freedom of Information Act.  

4. Other health related conditions resulting in a visit to the Emergency Room or hospitalization.

5. Communicable disease

6. Violence or aggression

7. Sentinel events (i.e., an unexpected occurrence involving death or serious physical or psychological injury or the risk thereof)

8. Medication Errors

9. Elopement and/or wandering defined as anytime the location of a person cannot be determined within 2 hours

10. Vehicular accidents

11. Biohazardous accidents

12. Use or possession of illicit substances or use of possession of licit substances in an unlawful or inappropriate manner (i.e. possession of prescription drugs by a person to whom the drugs have not been prescribed and who has no legitimate interest in possession of prescription drugs, such as a parent or guardian)

13. Arrests or convictions

14. Suicide or attempted suicide

15. Property destruction

16. Any condition or event that prevents the deliver of DHS services for more than 2 hours

17. Hospitalization

18. Behavior Incidents (incidents involving an individual’s actions that are aggressive, disruptive and /or present a danger to the individual or to others)

19. Other areas, as required

B. The organization shall notify the parent/guardian of all children (0-18) or adults who have a     guardian any time an incident/injury report is submitted.
C. The organization shall develop and implement policy regarding follow-up of all incidents to include a time-line for action, remediation and preventative measures that do not exceed DDS established time frames as established under DHS Policy 1090.   

MEDICAID
May

Question:  When person turns 19 what options are available for continued Medicaid?

Answer:  A person would have the following two options once they turn 19.  They could apply for SSI disability which if approved would make them eligible for Medicaid or they could apply for the Aid to Disabled Medically Needy (ADMN) through their county DHS office.  They would have to meet certain disability criteria and be approved through Medical Review Team.  
February

Question:  Is a person on Medicaid required to pay the deductible/cost share on their private insurance before accessing Medicaid services?

Answer:   No, a Medicaid beneficiary is not required to pay the deductible and /or coinsurance that is associated with their private insurance.  

Question:  Will Medicaid cover cost shares for persons receiving Medicaid?  

Answer:  Medicaid beneficiaries are responsible for any applicable cost-sharing amounts such as enrollment fees, premiums, deductibles, coinsurance, or co-payments imposed by the Medicaid Program.  The beneficiary is not responsible for insurance cost share amounts if the claim is for a Medicaid-covered service by a Medicaid enrolled provider who accepted the beneficiary as a Medicaid patient.  Medicaid pays the difference between the amount paid by private insurance and the Medicaid maximum allowed amount.  Medicaid will not make any payment if the amount received from the third party insurance is equal to or greater than the Medicaid allowable rate. 

Question:  Can a Medicaid provider who is accepting Medicaid reimbursement on some persons decline to accept Medicaid as payment on a person who has both private insurance and Medicaid?

Answer:  Yes, a provider of services can decline to accept Medicaid as long as the provider indicates to the beneficiary at the beginning of treatment that they are not going to accept Medicaid.
Question:  Will Medicaid cover services denied by the insurance company because of the deductible?

Answer:  Yes, Medicaid will pay up to the Medicaid allowable if the private insurance has the charges applied to the beneficiary’s deductible/coinsurance.
MEDICAID (continued)

October
Question:  What is the process when a persons requests to transition from an ICF program to Waiver?

Answer:   When a person requests to move from an ICF program to waiver, they are offered choice of ICF/Waiver services and then choice of providers.  DDS issues an Initial Plan of Care (IPOC) to show that the person has chosen to move from the ICF to Waiver services.  A copy of the IPOC is sent to chosen provider(s) and applicable Waiver Manager/Specialist.  The provider conducts MAPS, obtains MAPS approval and coordinates discharge date prior to the person leaving the facility. The waiver provider(s) cannot be paid while the ICF is receiving reimbursement for services.  A PA start date and the ICF discharge date must match or the ICF and/or waiver provider(s) will lose billing/reimbursement.  The ICF discharge date must also be coordinated with the Medicaid Income Eligibility Unit so that the “switch” is turned off on ICF/MR and on for Waiver on the same day.  For that one day each provider can bill for their portion of the day’s care.

Question:  Does the Medicaid Review Team supersede DDS psychological team relative to eligibility based on qualifying disability?
Answer:  Yes, Medicaid Review Team (MRT) supersedes DDS psychological team relative to eligibility based on qualifying disability. A MRT determination is based on medical necessity, so person could be ICF eligible and not approved under MRT.  The person has to meet two types of disability qualifications.  
August

Question:  Can an ICF/MR resident in another state automatically transfer to waiver in AR?
Answer:  No, there is not an interstate transfer agreement for waiver.
Question:  In completing financial forms for adolescents at the State Hospital under the authority of DYS or DCFS by court order, are the adolescents considered a one-person family?

Answer:  Yes, according to Medicaid Policy #6520 each child will be evaluated as a one person household unit against the appropriate criteria.  
July

Question:   Was it approved to change the Medicaid date to the CSR date?
Answer:   Not at this time.  However, the Medicaid date and CSR date will be matched for all new cases. 
ORGANIZED HEALTH CARE DELIVERY SYSTEM (OHCDS)
April
Question:  (Question moved from February-clarification added) Can providers be reimbursed for fringe for direct care staff contracted with through OHCDS or any other contract source?

Answer:  No, if the provider is sub-contracting through OHCDS or otherwise engaging contract employees then waiver or any other funding source will not reimburse fringe for the contracted with employees.  If the provider is reimbursing fringe then there would be an employer/employee relationship and there would not be a valid contract either through OCHDS or FLSA.  Providers are required to submit written subcontracts for all OHCDS services.  The subcontract must include explanation of supervision and assurance of health and safety as FLSA relative to contracted-with employees cannot be supervised or again there is an employee/employer relationship.  
July

Question: Do we need to complete the ACS Medicaid Waiver Organized Health Care Agreement that we recently received?  

Answer: The Organized Health Care Agreement only needs completed if you are subcontracting for the waiver service instead of using your own employee.  
Question: Could a provider sub-contract a waiver service, such as supported living or respite, to an individual who is not incorporated? 
Answer: OHCDS was set up so when a waiver provider is not available, services could be subcontracted with another entity.  There is nothing requiring that it be an incorporated entity. If the person is not an employee of your agency, then OHCDS could be used to hire the person to do service.  You would need to make sure that the person does not meet Wage and Hour guidelines to be considered as employee/employer relationship.  
POSITIVE BEHAVIOR PROGRAM PLAN
November

Question:  Can a QMRP be reimbursed under Consultation for developing and monitoring of a positive behavior program plan for persons who are not pervasive level of care?
Answering:  The ACS Waiver Manual Section 224.000 A identifies that consultation activities must be provided by professionals who are licensed as 1) Psychologist, 2) Psychological examiners, 3) Mastered social workers,  4) Professional counselors as consultants in the areas of behavior. If the QMRP is a psychologist, psychological examiner, mastered social worker or professional counselor they could be approved under Consultation for development and monitoring of the positive behavior program plan for person who are not pervasive level of care.  

POSITIVE BEHAVIOR PROGRAM PLAN (continued)

September
Question:  Is a functional behavior analysis required when a person is not taking psychotropic medications for their behaviors?

Answer:  As per the Provider Manual Regulation 230.211.F.d: 

If the reason for pervasive service level is in whole or in part due to behavior issues, a copy of the most recent psychological information on behavioral intervention efforts to include: 

1) A functional/behavior analysis of inappropriate behavior including possible antecedents.

2) Description of inappropriate behaviors and consequences.

3) Information related to increases or decreases in inappropriate behavior including time involved and     frequency

4) Positive programming changes to include a description of the behaviors attempting to be established to replace the inappropriate behavioral expression.
When a person is on psychotropic medications for behaviors a positive behavior plan is required.  If a person is getting pervasive level of service based on behaviors, whether on medication or not, a positive behavior plan is required.

REFERENCE GUIDES
August

Update:  The Department of Homeland Security's Federal Emergency Management Agency (FEMA) has released a new reference guide outlining access requirements and standards for people with disabilities during periods of disaster. The  Reference Guide for Accommodating Individuals with Disabilities in the Provision of Disaster Mass Care, Housing and Human Services is the first of a series of disability-related guidelines to be produced by FEMA for disaster preparedness and response planners and service providers at all levels. The Reference Guide provides brief summaries of applicable federal laws and equal access requirements affecting government and non-governmental entities, private sector and religious organizations. A full copy of the Guide may be accessed at www.fema.gov/oer/reference. 
Update:  Department of Homeland Security Releases New Preparedness Resources For Seniors, People With Disabilities And Pet Owners. The Department of Homeland Security worked with AARP, National Organization on Disability and The Humane Society of the United States to develop new emergency preparedness resources. The videos, available online at www.ready.gov, remind individuals to get an emergency supply kit, make a family emergency plan and be informed about the different types of emergencies while considering the unique needs of these individuals, their families and caregivers. The videos recommend seniors include any necessary prescription medications in their emergency supply kits. It encourages Americans with disabilities or special needs to create a personal support network that they can rely on during an emergency. Pet owners are advised to learn which emergency shelters in their area and/or along their evacuation route will allow pets.

SERVICE LEVEL
February
Question:  Can pervasive level of care be requested for a participant under the age of 18 who lives in the home with his mother?

Answer:  Yes, anytime a person has needs that meet the pervasive level of care, regardless of age, you can submit the required documentation as shown in the ACS Program Manual section 230.211 to request pervasive level of care.  

December

Question:  (Answer updated) Are waiver recipients still categorized according to the annual rate of their plan?  For example, if an individuals plan is $8,000.00 per year but the daily rate calculates to $158.00 per day because he does not request many days per year, is the level of care limited or extensive?

Answer:  Plans are categorized by daily rates.  The “Department of Human Resources Division of Developmental Disabilities Services ACS Waiver MAPS Level of Care Sheet” (Page 5 of the MAPS forms) Level of Care Indicator/Description portion uses daily dollar amounts for reporting purposes.  In the example submitted above, the proper category would be “Limited” based on the “$8,000.00 per year” annualized amount since it is less than $35,040 (the maximum annual amount for limited).   As to the Limited, Extensive (or Pervasive) question, it follows that this case would be deemed Limited not only due to the categorization noted above regarding annual plan costs but also since it appears the definition of Limited services in the Medicaid Manual Section 230.213 is met, i.e. supports are consistent, are individually time limited and intermittent (not daily) in nature.  However, if services on one or more days exceed $160.00 per day, the pervasive level of care must be requested and approved for the waiver individual.   .  If the person does not meet the requirements for pervasive level of care, then you cannot exceed the $160.00 per day for supported living array services.

New internal procedure: The DDS Specialist must attend the MAPS meeting and do a home visit prior to approving or denying any request for Pervasive Level of Care.  Providers are requested to hold MAPS meetings for pervasive level of care requests in the home to allow for the home visit and attendance of MAPS meeting by DDS Specialist.  Also, providers are requested to give adequate advance notice of MAPS meetings to DDS staff.    
SUPPLEMENTAL SUPPORTS

April

Question:  Is a Medicaid denial required when accessing Supplemental Supports for guardianship, camps or gym membership?

Answer:  No, fees for guardianship, camps or gym memberships are not services that Medicaid covers.  Therefore, a Medicaid denial is not necessary.  However, Supplemental Supports can only be accessed as last resort.  Lack of other available resources must be proven. This means that requests for such fees must note other funding sources that were exhausted.  Other funding sources could include the individual themselves, guardians/parents, availability of camp scholarships, churches, and other community groups. 

SUPPLEMENTAL SUPPORTS (continued)

February

Question:  Will waiver pay for nutritional classes under supplemental supports?

Answer:  If nutritional classes are required and cannot be accessed and covered in some other way, then they could be covered under supplemental support.  Waiver approval would be as last resort and require proof of need.  

Question:  Will waiver pay the registration for a participant to attend the AWA conference?  Will waiver pay for the hotel expense for the participant to attend the AWA conference?

Answer:  Yes to both questions, if the services were approved in the plan.  Registration and hotel expense would fall under supplemental support.  

January

Question:  Can TV’s and DVD players be paid for as transition expenses?

Answer:  No, transition funds can only be used once and must be for reasonable costs for necessary expenses for an individual to establish their basic living arrangement in the community such as deposits, furniture, dishes, etc.  (CMS letter dated May 9, 2002)  

Question:  Can driving lessons for a participant be paid for under Supplemental Supports?
Answer: Yes, if there is justification along with goals (outcomes) and objectives, and the driving lessons are therapeutic to help the participant reach individual goals.  The goals and objectives must be realistic and the participant would have to initially possess characteristics that identify that he/she has the potential to drive without undue risk to health and safety of self and others.  Characteristics such as: ability to read, makes good decisions, is reliable, has simple/compound reflexes, acuity, etc.  In addition, the approval authorities will need to know in advance what arrangements are made for insurance/liability in the event of an accident, etc.  If there are physical or visual perceptual deficits it will have to be training with a certified rehab driver instructor.  

Question:  Can Supplemental Support funding be used for the yearly cost of a monthly bus pass for a participant?  The participant’s plan also includes a request for $1680.00 for transportation.  

Answer:  The ACS Medicaid Manual section 222.000 states supplemental support service helps improve or enable the continuance of community living, allows the opportunity to participate in integrated leisure, recreational, social and educational activities and makes a positive difference in the life of the waiver participant.  Section D states that supplemental support can be used for fees for activities that complement and reinforce community living or specific habilitation needs.  The activities must be therapeutic in nature and support needs as identified through the MAPS.  The service can only be accessed as a last resort.  Lack of other available resources must be proven.  Supplemental support cannot be used for transportation as that is a separate service under Waiver.  However, if the bus pass is used for training rather than transportation or for independent transportation, supplemental support could be used for the bus pass fee.  The MAPS would have to clearly distinguish between what the bus pass is used for in relation to the plan and what transportation is used for so it is very clear that it is not a duplication/supplanting of regular transportation services.  

SUPPORTED EMPLOYMENT
May

Question:   Is it a violation of their contract for a provider to refuse a referral for supported employment from ARS?

Answer:  No, ARS and DDS agree that it is not a violation of contract to refuse referral if the provider cannot provide long term support for the person.  Many of the DDS providers do not have a funding source for long term support other than through waiver.  Thus, the provider is unable to provide the long term support unless the person is on waiver.  

Question:  Is a person eligible for supported employment, if the person will never be able to do some of the job tasks independently?

Answer:  No, ARS and DDS agree that if a person will never be able to perform the job duties by themselves that it would not qualify as supported employment.  This does not mean that the person could not work, just that it would not qualify as supported employment.  

Question:  What is competitive integrated employment?

Answer:  Competitive integrated employment means 1) the person is receiving paid employment that provides the person a regular opportunity to work at minimum wage or higher; 2) the person is working in an integrated setting with frequent social interaction among people without disabilities other than care givers, no more than 8 people with disabilities work together, and where co workers without disabilities are present in the work setting or immediate vicinity.

Question:  Is there a minimum number of hours a waiver individual must work to be eligible for supported employment?

Answer:    ARS and DDS agree that a person should work 15 hours minimum per week.  If there is a person who cannot work 15 hours a week due to medical or other conditions, then justification could be submitted to ARS Supervisor for consideration for approval below 15 hours a week.  This does not mean that a person could not work less than 15 hours, just that it would not qualify as supported employment.  

Question:  Will waiver provide personal care for the entire time a person is on the job as the job coach fades out?

Answer:  Waiver does not pay for personal care.  Personal care is a regular Medicaid state plan service and is accessed using regular state plan services.  

SUPPORTED EMPLOYMENT (continued)

Question:  Does long term support for duration of employment via transition from ARS services to DDS services mean that all clients who have waiver will receive waiver monies for the duration of the job?  What about participants that just need someone to check in on them occasionally or as needed?

Answer; Supported employment is a program that picks up services for persons with severe disabilities who require on going support in order to maintain their job.  If a person does not require long term support in order to maintain their job, they would not qualify for supported employment.  The DDS standards states that the provider shall monitor satisfaction and compliance with the plan of care monthly.  At a minimum, this will consist of a face to face meeting with the individual twice monthly and once a month with the employer.  When on site monitoring is not required to assess stability (as determined by the job coach), the provider may use alternative methods of gathering information for the twice monthly assessment.  This may include telephone calls with supervisors or off site meetings with the individual as well as visits to the work site. 

Question:  (Updated) What does grandfather in persons currently in DDS supported employment mean?

Answer:  Grandfather in means anyone approved for supported employment services through DDS prior to February 2008 can continue to receive services. 
Question:  Is a person still in public school eligible for supported employment?

Answer:  No, ARS cannot pay for services prior to 90 days before graduation.  Generic services, including public school, must be accessed before using waiver funds.  It would be public school responsibility while person is in public school and until ARS could serve them.  
October

Question:  Does waiver supported employment require contacts twice a month with employee and one time a month with employer as long as person is receiving supported employment?
Answer:  Yes, the ACS Provider Manual section 218.00 states that supported employment provided as long term support must be monitored, at a minimum, to consist of two meetings with the individual participating in supported employment and one employer contact per month.  If on site monitoring is not necessary to assess stability; alternative methods of gathering information for the twice monthly assessment may be permitted.  This may take a variety of forms, including telephone calls with supervisors and off site meetings with the individual as well as visits to the work site.  The DDS Waiver Certification Standards 1704.1 and 1705.2 read basically the same with addition of face to face visits in the language.  There is not a time limit for the long term support.  For a person to be in supported employment, they must require ongoing support.  

September

Question:  Does participants in supported employment have to be paid at least minimum wage?

Answer:  Yes, supported employment is regular employment of a person and thus should be at least at minimum wage.  The exemption to minimum wage are for work activity programs that have a wage and hour certificate allowing them to  pay less than minimum wage.  Work activity programs do not qualify as supported employment.  
SUPPORTED EMPLOYMENT (continued)

August

Question:  Can DDS issue approval for supported employment when the CSR is done even though first part is paid by Rehabilitation Services so that it does not require an amendment to add the service?

Answer:  Yes, if supported employment is listed on MAPS and signed off by the doctor, DDS will allow supported employment to be placed in plans for participants while they are under Rehabilitation funding.  DDS will issue a prior authorization for supported employment with zero dollars approved until the participant is closed by Rehabilitation funding.  At the time of closure, providers would need to notify DDS of the closure date so DDS can add the approved dollar amount to the PA.  

Question:  Do job coaches have to fade?  Can participants work out of their homes?  Does the worksite have to be integrated?
Answer:  No, DDS is responsible for continuation of long term support after Rehabilitation Services closes and that long term support can continue at level person closes at with Rehabilitation Services. If Rehabilitation Services approves participant for supported employment then the setting and job is acceptable.  

SUPPORTED LIVING
May

Question:  Will waiver pay for dance classes and costume fee for participant?

Answer:  First, is there another option to dance classes that would address whatever outcomes they want to accomplish?  For instance, would occupational or physical therapy accomplish the desired outcomes?  DDS would require a physician report as to what is the nature of the medical necessity and report from PT or OT, whichever applies.  If dance classes were prescribed by the physician as medically necessary, have report from OT/PT, and is part of the plan that was approved with specific outcomes listed that could not be accomplished in another way, and classes could not be covered by generic resources, then it could be covered under supported living.  The cost of the costume would not be covered by waiver. 
Question:  An adult participant, living with parents who are the guardian, has hours in the plan only to cover the time the parents are at work.  Parent comes home from work early and tells the worker they are free to go.  Does the worker show on their time sheet the actual hours worked or since dismissed by the parent, do they show the time the plan has?  The worker explains that while leaving early at times, they also stay over some times and never show the overtime hours on their time sheet.  How should this be handled?

Answer:  Staff are to document actual hours worked.  Also, suggest you discuss with your personnel office as leaving early and working overtime may violate overtime laws.  

SUPPORTED LIVING (continued)
Question:  An adult participant who is also a 911 consumer must be monitored 24/7.  The participant would like to mow lawns.  The work only comes up occasionally, but how can we allow the participant to take the responsibility while still ensuring health and safety of others?  I don’t believe this would fall under supported employment.

Answer:  If work is sporadic/occasional it would not qualify as supported employment.  The supportive living/community experience staff could function as “teaching” or “prompting” the person how to perform skills that are included in the approved plan of care and do not qualify as supported employment.  The staff could not walk off and leave the individual or otherwise “baby sit”. The staff must be engaged in teaching/prompting the person to qualify as habilitation.  

Question:  Participant wants to do volunteer work at their church during the day.  The participant must be monitored 24/7 so the waiver worker must go with the participant.  How can this be billed?

Answer:  If the participant volunteers and is not doing actual work, supported living staff could go with them if they are teaching/prompting the participant how to perform skills as approved in their plan of care.  The staff could not walk off and leave the individual or otherwise “baby sit”.  The staff must be engaged in teaching/prompting the person to qualify as habilitation.  Services provided would have to be documented and billed as supportive living or community experience.  
Question:  Are DDS Waiver Specialist required to attend the initial MAPS meeting for all new participants regardless of the cost of the plan?

Answer:  No, DDS Waiver Specialists are not required to attend initial MAPS meetings.  Language in the approved ACS Waiver does specify that Waiver Specialists attend a random 10% of MAPS. 

Question:  Are DDS Waiver Specialist required to attend MAPS meetings if the participant is already in the pervasive category?  

Answer:  Yes, DDS Specialists are required to attend all MAPS meetings for pervasive level of care requests and attendance does count towards the 10% requirement.  Adequate notice of MAPS meetings must be provided to the Specialist.  
Question:  (Moved from April-June 2007 and corrected) Can waiver pay for a personal trainer?

Answer:  No, waiver would not pay for personal trainer.  If a participant requires assistance while at the gym beyond what the gym staff member provided, a supportive living staff person could assist them if approved in the plan of care.  
Question:  A couple of years ago DDS started offering approval of emergency revisions with appropriate justification and we were able to get those identified as emergencies turned around – with the PA, within 48 hours.  Is there no longer a process for emergency revisions?

Answer:  Please refer to Medicaid Provider manual regulation 251.000.J which states:  “Emergency approvals may be obtained via telephone, facsimile or e-mail, with retroactive reimbursement permitted as long as the notice of emergency, with request for service change, is received by DDS within 24 hours from the time the emergency situation was known.  All electronically transmitted requests for emergency services must be followed with written notification and requests must be supported with documented proof of emergency.”

SUPPORTED LIVING (continued)
April

Question:  One of our group home residents is going on a visit out of state with his mother for 30 days.  How will this affect his waiver services?

Answer:  As long as case management is able to contact via phone the participant and report accordingly we will not have to close the case and there would not be a problem.  If the visit extends beyond the 30 days then we will need to look at placing the case in abeyance.

Question:  What is the normal length of time to receive a response from DDS on documents submitted?  

Answer:  There is no set timetable for receiving a response from DDS regarding any request of service other than as soon as possible.  DDS Specialists will approve within a few days, if not on the same day, if a request is complete and meets regulations.  Unfortunately, there are occasions where requests do not meet regulation or are not complete which leads to the DDS Specialist working with the provider to get everything in place so that a request can be reviewed completely and a decision rendered.  This causes a delay.  Also, a “Timeliness Team” composed of providers and DDS professionals are working to develop reasonable timeframes for both providers and DDS.  Timelines will be posted once the project is complete. 

Question:  What is the process for changing providers?

Answer:  Contact your DDS Specialist and they will assist you to complete the process for changing providers.  

Question:  (Question moved from February-more detail added to the answer) We have a participant who was in the hospital for 8 days.  We will not bill for this time but we have provided staff for this participant.  When does the 10 day out of service rule go into effect?

Answer:  Proposed change is in the draft amendment that has not been finalized and submitted to CMS for approval. Amendments have been submitted to DMS.  At this time, you cannot bill for services while person is in the hospital unless they are private/insurance paid.  If Medicaid is billed for the hospital stay, then waiver services could not also be billed. 
March

Question:  (Question moved from October - December 2006-more detail added to the answer and further clarified March 2008) Are there any standards/information on setting up a “Waiver Host Home” (a consumer living in someone’s home with the host home as the Supportive Living direct care staff and being paid out of waiver?  

Answer:  Per the DDS Waiver on pages 58-59, payment cannot be made to parents/step-parent/legal guardian of person less than 18 years old.  Payment will not be made to a spouse.  Page 39 of the Waiver prohibits payment to legal representative of adults. The employment of eligible relatives shall require prior approval from DDS.   Payment for services exclude room and board expenses including general maintenance, upkeep or improvement to person’s own home or that of his/her family.  Wage and hour requirements for staffing the home also have to be met.  

SUPPORTED LIVING (continued)
Question:  (Question moved from January 2008-more detail added to the answer and further clarified) A participant receives supported living group every day of the year and also has individual supported living for 312 days of the year.  How would this be listed on the Supported Living Array Worksheet?
Answer:  When individuals receive both individual and group services, you can use the shared staff form to arrive at salaries and then put costs in under Supportive Living on the Supported Living Array Worksheet.  You can explain in your back up documents (shared staff forms) and narrative that the person is receiving both individual and group services. 
Question:  Is there a Medicaid regulation that requires that the payee and guardian designate some of the participant’s monthly SSI check for room and board?  We have an adult participant that has lived in alternative home for last 14 years whose guardian refuses to pay room and board for the participant. 

Answer:  You may want to check with your attorney since the matter has been on-going for 14 years.  Also, your attorney should advise you regarding Department of Labor regulations relative to paying live-in caregivers versus the individual living with the care giver.  Without payment for room and board there may be a problem relative to how you are paying the caregiver (daily rate versus minimum wage).  As a general rule, in alternate home situations the individual is responsible for payment of room and board.  CMMS prohibits the payment of room and board through Medicaid waiver.  If the guardian is exploiting the individual by keeping all or most of the individual’s SSI check, a report should be filed with Adult Protective Services.  The same would be true if a decision is made that you cannot serve the client without room and board being paid and the guardian continues to withhold payment.   

February

Question:  Can hippo therapy costs have indirect costs and direct care supervision costs?  Should the hippo therapy costs be added on the SLAW or only on the budget sheet?

Answer:  The cost of hippo therapy would have to be added in to the salaries as shown on the supported living array worksheet.  It is allowed to have indirect costs and direct care supervision just like any other part of the supported living array.  

Question:  Does it matter what your daily rate is since your PA caps the amount of dollars you can bill?
Answer:  The daily rate is figured on the new maps form and billing by day cannot exceed the approved daily rate.  It does matter if the billed rate exceeds the approved rate.  You are correct that you cannot be paid more than the approved PA but you also cannot be paid more than the approved daily rate.  Anything over $160.00 per day requires approval at the pervasive level.  Bottom line is you cannot bill more on a daily basis than what was prior approved.  

Question:  A participant’s schedule of services changed and instead of doing a revision we tried to move services around to accommodate the participant’s need but this did not work.  So we need to request a revision.  If we show all the dollars we need for the service, can the DDS Specialist not deny the revision?

Answer:  No revision of services can be guaranteed approval.  DDS staff must review all revisions to see if they are justified.  Anytime services change, you need to request a revision so that you have approval for the services that are being provided.   

SUPPORTED LIVING (continued)
Question: (Updated) Do we bill the whole plan daily rate or do we bill supported living plus coordination/overhead for the supported living daily rate and bill respite, community based, and miles separately?

Answer:  We went back to daily rates effective December 1, 2007 but services are still unbundled and have to be billed separately.  Please refer to the supported living array worksheet for the procedure codes that are to be billed for each individual service.  The only change on services was that waiver coordination was deleted and direct care supervision/indirect costs was added as a part of supported living.  When you bill supported living you do not bill for the entire supported living array daily rate, only the supported living daily rate.
Question:  Will waiver pay for the caregiver to provide services to the participant while attending the AWA conference?

Answer:  Yes, if the service is approved on the plan under the appropriate supportive living array service. 

January

Question:  Can you bill for supported living and DDTCS for same time period?
Answer:  No, as advised by DMS, it would be double billing if you bill waiver for supported living and Medicaid for DDTCS for same time period.  If a participant is attending DDTCS, it is a regular state plan service and must be accessed prior to waiver funding since waiver is payer of last resort. 

December

Question:  Does the shared staff rate apply to an employee who works with two clients at the same time, one of which lives in the home as an alternate living family and the other is paid on hourly basis? 

Answer:  No, when the same staff person is providing services to two persons and is paid a flat daily rate for one person and an hourly rate for the other person, the shared staff procedure will not be applicable.  

Question:  Can providers multiply their hours of services by the hourly rate and bill this amount on a daily basis?
Answer:     As long as the daily rate does not exceed the maximum approved for the service level the person is in, you can do more services one day and bill a higher rate and less services the next day and bill a lower rate.  Or you can bill the average daily rate each day services are delivered and then do an adjustment, if necessary, toward the end of the year if billing exceeded the actual salary based on hours of service.  Either way is acceptable to DDS/DMS. 

Question:  Can a consumer go outside the country with staff?
Answer:  Yes, waiver individuals can go out of country for 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 any of the staff expenses for the trip such as overnight stay, food, etc.  The provider would have to make sure that there is compliance with wage and hour laws relative to hours worked.  Documentation would have to be maintained of all services delivered and billed.  Also, staff cannot exceed plan of care schedule of work hours.  

SUPPORTED LIVING (continued)
Question:  What can be approved under supported living for an individual attending college and needing staff assistance?  Can staff be paid to attend all classes with the individual?

Answer:  As with all waiver services, generic services must be accessed first.  Generic services through Rehabilitation Services, Personal Care, and the college should be accessed first.  After generic services are accessed, then waiver funding can be used for the things that meet the waiver service definitions. 
November

Question:  A participant who receives Extensive level of care has missed their regularly scheduled monthly visits for October and November and does not respond to telephone messages. What are the Waiver policies on visits/communication of participants with their Direct Care provider?  

Answer:  Page 19 of AR0188.90.R2 in Part 25 section b. states:  “The State of Arkansas will not authorize or continue waiver services when the health and safety of the person, the person’s caregivers, workers or others is not assured.”  Page 19 of AR0188.90.R2 in Part 25 section c. states:  “The State of Arkansas will not authorize or continue waiver services when the person or the person’s parent/legal guardian has refused or refuses to participate in the plan of care development or to permit the implementation of the plan of care.”  Page 23 states:  “Extensive – Needs that require daily supports……Case Management is available at a reduced level of minimally one visit or contact per month.”  As such, this individual can lose their waiver since health and safety cannot be assured by the State via a contracted provider.  Secondly, the “refusal” of the parent to “participate in the implementation of the plan of care” leads to the risk of loss of waiver services.  Thirdly, the waiver is clear that Extensive Level has the minimally required contacts which is part of the plan of care under the waiver and is not being implemented as required.  Document any further contact and/or attempts to do so up to and including a certified letter.  Alert the DDS Area Manager of the issue and request them to make documented contacts.  
Question:  What service should Hearts and Hooves be placed under and should it be billed as OHCDS?
Answer:  Hearts and Hooves is companion and activities therapy which is part of supported living service.  Since it is not an unbundled service, it would be included in and billed as a part of the daily rate for supported living service.  Since supported living service is now a daily rate, you could not bill regular services and OHCDS both without it showing up as duplicate billing.  
October

Question:  Are special needs funds or waiver funds used to pay for an individual’s initial integration into the community from and ICF program?

Answer:  Provider needs to submit special needs request, if it is disapproved waiver will pay under supplemental supports or 911 funds if there is any court involvement. 
Question:  Is Self Direction still a choice in the pilot counties?
Answer:   No, Self Direction was removed from the ACS Waiver in the pervasive rate amendment.  DDS has a committee that has been working to give DDS guidance on how they would like for self direction to be set up.  DDS plan to request an amendment to the waiver to add self direction. 

SUPPORTED LIVING (continued)
Question:  Can waiver pay for the cost of providers certifying their staff to teach tai chi?

Answer:  There is no service in the waiver whereby providers can be reimbursed to have their staff trained to teach tai chi.  If a physician prescribed and therapist recommended tai chi as therapy for a specific person participating in the waiver and there are goals and outcomes to justify the request, then a specific person might have tai chi approved under the supplemental support service.  Providers are responsible for training their staff.  The costs are generally considered in the provider’s indirect cost reimbursement. 
Question:  A participant is living in the home of the Direct Care Supervisor and the Direct Care Supervisor’s wife is providing supported living services to the participant. Is this a conflict for the Direct Care Supervisor to continue to be the Direct Care Supervisor or Case Manager for this participant?
Answer:  DDS would definitely consider it a conflict for a husband to supervise his wife or for a husband to be a case manager and his wife to be the supportive living provider for the same person.   In the DDS Waiver Certification Standards, it is required that each provider have a nepotism statement.  In any case where there appears to be any possibility of conflict, DDS staff must monitor the case closely to assure services are being delivered and there is not a problem related to health and safety.    
September

Question:  (Updated) Will we be receiving separate PA’s for supportive living, community experience, respite and transportation with the billing changes effective October 1, 2007?

Answer:  Currently most providers only have one prior authorization for supportive living, community experience, respite and transportation.  When providers access the automated PA system through EDS, each service will have a separate PA number.  
Question:  Do we have to submit a revised supportive living worksheet to show the change on October 1, 2007 from waiver coordination to direct care supervision with the amount of direct care supervision added into the supported living?

Answer:  No, revised forms do not need submitted to DDS.   Providers should add direct care supervision (waiver coordination)/indirect costs to supportive living as you bill for services provided on and after October 1, 2007.  DDS recommends that providers divide current waiver coordination total by number of months to come up with amount per month that will need added to the supportive living billing.  Then divide monthly amount by days of service in the month to get amount to add to each day’s supportive living billing.  If you do not do the amount of supportive living that is in the plan, you would have to do a manual adjustment on indirect costs before the end of the year.  
Question:  Can supported living staff detach a fluid bag when it is full from the tube, empty the bag and replace the bag on the tube for a participant?

Answer:  For services provided in the home, refer to the Consumer Directed Care Act.  For services outside the home, refer to the AR Nurse Practices Act and discuss with your nurse that you use for delegation of activities.  Please note that personal care is a state plan Medicaid service that covers personal care and should be accessed prior to supportive living service.  

SUPPORTED LIVING (continued)
Question:  Will waiver pay for supported living to be provided regularly (every other weekend) in another state?

Answer:  No, waiver will not pay for supported living to be provided regularly in another state.  

Question:  Can the direct care supervisor do supportive living?
Answer:  Yes, as long as they are not the direct care supervisor for the same person.  Each supportive living person must have a direct care supervisor.
Question:  Can a person do supportive living for more than one person?
Answer:  Yes, a person can do supportive living for more than one person.  If staff is shared, a shared staff form would need to be completed to document cost for each person.  Also, it may be an issue of pro rata versus shared staff and in this case one on one hour’s specific to each case must be identified. 
Question:  (Corrected question and answer September 2007 moved from August) Is it possible to have two separate prior authorizations (PA’s) for supportive living , one for supportive living and one for companion and activities therapy?   

Answer:  Two PA’s could be issued.   However, if they are both billed on the same day, the billing the EDS audit on duplicate billing would set.  If billing is for different days, it would not show as duplicate billing. 
Question:  (Answer has been corrected September 2007 moved from August) Is shared staffing for participants residing in a group home and also receiving 1 on 1 staffing? 

Answer: Yes.  Any time you are using shared staff regardless if they are in a group home or individual home in the community, the shared staff forms and process should be used. One on one staffing is in addition to shared staffing. 

August

Question:  Can a participant share staff with another participant with a different service provider?  How would we complete the shared staff form?  

Answer:  Yes.  If the same staff person was working for two different providers and two different waiver participants at the same time, their salary and work information would have to be disclosed on the shared staff form and split between the two participants.  

July
Question: Is it possible for two different consumers to be served in an Alternative Living (Family’s home) by two different providers?  
Answer: There is not anything in the waiver or program manual that would prohibit two staff in a home working for different providers.  However, there would need to be coordination and clear identification of what staff are doing such that they are being paid for services actually delivered and there would need to be close monitoring to assure that staff is not covering for each other.  
TRANSPORTATION
February

Question:  When billing for transportation, does it matter how much we bill monthly just as long as we do not bill over the amount allocated on the budget sheet for the year?

Answer:  You are approved for a set number of miles for the year.  As long as the total miles do not exceed the approved miles per year, you can use them as needed for things that are in the approved plan.  Your billing must be based on the actual miles provided during the month.  
January

Question:  ATA transportation is offering a course for DDS transportation training for the new standards.  Can I go to this training and then come back and train my staff or does everyone have to attend the training if they are providing transportation to consumers.  What will Licensure be looking for when reviewing transportation for compliance with the new standards?

Answer:  Under the ACS Waiver Standards, all staff providing transportation to consumers must receive the required training.  DDS has approved the coursework offered by ATA.  Training will be provided monthly as well as a regional training in four different areas of the state annually to allow for easier access by transportation workers.  If the provider chooses to use ATA, the transportation worker must attend the session at ATA.  Any transportation training conducted by other entities/providers must be approved by DDS prior to the training being provided (this will include a review of the coursework).  
December

Question:  While on vacation out of the country can direct care staff be paid for transportation?
Answer:  Direct care staff would have to have their car shipped over or rent a car at their own expense and buy gas in order to be reimbursed at 28 cents per mile for any travel that is covered in the plan of care.  Also, they could not be paid any more hours than the plan of care would allow on a daily basis as per approved schedule. 
TRANSPORTATION (continued)

September

Question:  In the proposed licensure certification standards transportation states that it applies to any vehicle, including a personal vehicle …used to provide transportation for individuals served.  When a family decides to use their personal vehicle as the “waiver” vehicle, will they have to provide the maintenance records, current insurance and registration information consistent with Arkansas law, complete the defensive driving course, background checks, drug screening, CPR, transfer techniques, and the other training courses, required of an employee and have a first aid kit, fire extinguisher and mileage logs.  
Answer:  The most recent draft of the standards sent to providers on 9/17/07 omitted the reference to personal vehicles and was changed to indicate “agency owned or operated vehicles.”  If a family decides to use their own vehicle, they would not have to provide maintenance records as the family is not a certified provider.  The standards apply only to agency owned or operated vehicles and transportation provided by agency staff or certified individual providers.  Next, if the vehicle is not the individual’s/family’s vehicle, then proof of insurance and current registration for the vehicle must be maintained.  Family accompanying staff, would not have to complete the training courses, etc. as the family is not a provider.  The standard applies only to agency staff or to certified individual providers.  As to whether or not the person driving has to be an employee for family to seek reimbursement, the waiver can only reimburse a “qualified” provider.  Any arrangements for non-provider employee reimbursement will have to be between the individual/legal representative and the qualified provider authorized to provide non-medical transportation either through regular qualification or through organized health care delivery system.  Finally, only agency owned or operated vehicles or vehicles owned by agency staff or certified individual providers will be required to have a first aid kit and fire extinguisher.  Mileage logs must be maintained regardless of what vehicle is being used in order to document service delivery.  
Question:  (Answer corrected September 2007 moved from August) If a waiver participant owns their own vehicle and staff uses the vehicle for transportation toward objectives, can waiver transportation be used/billed and paid to the participant?
Answer:  Yes it is okay for a participant to use their own vehicle and be reimbursed for mileage related to outcomes and services in their plan. Generic resources must always be accessed first such as if the participant has enough money to pay for their own gas. It is relevant to note that direct reimbursement from Medicaid can only be made to a DDS qualified and DMS enrolled Medicaid Waiver provider.  Any reimbursement to a participant or non-paid provider staff will have to be through the provider using OHCDS.
Question:   (Answer corrected September 2007 moved from July) Is transportation paid only for community integration listed in the plan of care?  

Answer:  Yes, transportation is to be paid only for community integration listed in the plan of care.  It must be tied to an objective and outcome.
WAIVER COORDINATION
August

Question:  Can the case manager and the direct care supervisor (previously waiver coordinator) be the same person when the new policy goes into effect on October 1?
Answer:  Based on what is in the current ACS Waiver (page 18 item 25) and ACS Program Manual (Section 223.000 item L), the case manager and waiver coordinator/direct care supervisor should be different people but are not required to be. If the same agency or staff person is providing both services, both the ACS Waiver and the ACS Program Manual require the case manager to arrange for the individual to have access to advocacy services if they do not have access to effective support of family members or concerned individuals and DDS staff will conduct oversight and evaluation of service delivery at least every six months through on-site monitoring with direct person and legal guardian contact.
July
Question:  (Updated) Should Waiver Coordination be eliminated as new CSR’s come due?
Answer:   Yes, Waiver Coordination has been removed as a service with an effective date of October 1, 2007.  Please make changes as revisions/new CSR’s are done.   The functions of the Waiver Coordinator are now shown as Direct Care Supervisor under Supportive Living.   You would add the $1,200 a year plus indirect costs to the salaries under Supportive Living and bill it as a part of Supportive Living. 
Question:   Can a provider bill for waiver coordination if there is not staff in place and they are actively seeking an employee or in the process of training an employee for work?  

Answer:   Waiver coordination has been removed as service and will become a part of supported living service as soon as changes are promulgated in the ACS Provider Program Manual.  Right now looks like change will be effective October 1, but that is not certain as promulgation process has just started.  However to answer your question, if a Waiver Coordinator (now to be called Direct Care Supervisor) is not hired, then, no, the $100.00/month for this part of the service cannot be billed unless another person has been designated to perform the duties pending hire of a new supervisor. (as of this publishing, promulgation is complete and October 1, 2007 is the effective date).
WAIVER ELIGIBILITY

April

Question:  Who do I contact regarding my son’s place on the waiting list?

Answer:  Yvette Swift, DDS Waiver Application Manager at 501-683-0571.

WAIVER ELIGIBILITY (continued) 

January
Question:  What evaluations are required for ICF re-determination for participant whose current Psychological Evaluation was completed after he was 22 years old and who can complete the evaluations?

Answer:  Per the waiver page 15-17, a current adaptive behavior assessment is required every 5 years for persons age 22 plus or age 18 plus if person has a diploma.  The eligibility determinations must be based upon a written, signed and dated report that verifies results.  The reports must be completed by a person qualified according to the test manual to administer, score and report on the test instrument used.  Generally, the Vineland is used unless the person has special needs such as pervasive level of care which requires additional items such as ICAP.    
THE FOLLOWING ANSWERS ARE RESCINDED BASED ON CHANGES, DUPLICATION AND/OR CLARIFICATIONS FROM CMS/DMS/DDS.  NOTIFICATION WILL BE SHOWN ONE TIME AND THEN THEY WILL BE REMOVED FROM FUTURE WAIVER UPDATES.
SERVICE LEVEL

July

Question:   (Duplicate) Can supported living array not exceed the $160.00 per day for extensive/limited services? 

Answer: No, if a plan exceeds $160.00 per day for supported living array, the person must meet pervasive level of care.  Pervasive level of care must be prior approved by DDS.  If the person does not meet the requirements for pervasive level of care, then you cannot exceed the $160.00 per day for supported living array services.
SUPPORTED LIVING

October

Question:  On the new Supported Living Array Worksheet which total should be carried over to the budget page and approved for the PA for Supported Living?  What does it mean when the total on “E” is crossed out on the supportive living array worksheet?

Answer:  Line E is the supported living array total that transfers to the budget page.  On the excel documents, it automatically transfers.  On the word document, the provider would pick the total on line E and use for the supportive living array on the budget page. On the excel forms the total on line E will have a line marked through it and be in red when there is an error in calculations.  This would mean that the provider needs to go back and look at form and correct entry.  For example, if the days are left blank, then it cannot calculate daily rate to see that if is under $356.32 maximum per day or if days divided into total supported living array exceeds $356.32 per day maximum.
SUPPORTED LIVING (continued) 

July

Question: (Duplicate) Based on information from the DDS standards meeting, do we need to add administrative fee to everyone’s MAPS plans as they come up to cover the costs for drug testing of staff?  Is there a cap on the amount that can be added to plans for this or how is the amount determined?

Answer: You can currently put indirect/overhead costs in any MAPS as long as the costs are based on actual costs and do not exceed 20% of the supported living array total.  Drug testing can be included as part of the actual costs used for indirect/overhead costs. 
WAIVER COORDINATION

August

Question:    Will DDS send providers a new MAPS Page 3 showing the change on waiver coordination?   

Answer:  Yes.   DMS has promulgated the changes in the ACS Program Manual for an effective date of October 1.  DDS is working on revised MAPS forms now and when completed will distribute to providers. In the meantime mark through waiver coordination and write in supportive living (direct care supervisor) for CSR’s and revisions. 
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