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ADAPTIVE EQUIPMENT
April 2010

Question:  Should the installation, testing, service fee and system purchase costs for a Personal Emergency Response System be combined and listed under the S5165 U1 Adaptive Equipment line on the worksheet and budget sheet?

Answer:    No.  Although Personal Emergency Response System is a part of adaptive equipment, it is still a separate procedure code and has to be listed separately.  It is a part of adaptive equipment for provider certification but is still required to be billed and reported separately to DMS/CMS.  
March 2010

Question:  Can waiver funds be used to repair a van lift?

Answer:  Yes.  According to the DDS ACS Waiver Provider Manual section 216.000, adaptive equipment service includes an item or a piece of equipment that is used to increase, maintain or improve functional capabilities of individuals to perform daily life tasks that would not be possible otherwise.  The adaptive equipment service provides for the purchase, leasing, and as necessary, repair of adaptive, therapeutic and augmentative equipment that enables individuals to increase, maintain or improve their functional capacity to perform daily life tasks that would not be possible otherwise.   

Question:  Must 3 bids be obtained for van modification repair when the individual or their family lives in a remote area?  

Answer:  If repair costs are not $1,000 or above, one bid is acceptable.  If costs are $1,000 or more, then three bids need to be obtained.  If it is absolutely not possible to obtain three bids, that must be explained and documented.  

Question:  If a van is not able to be driven due to problems with the lift door, can the case manager request awarding the service to a vendor who is not the lowest bidder due to the lowest bid being a 4 hour (or more) drive?

Answer:  If the van cannot be driven and would have to be towed to the site four hours away, the case manager could include this in the justification for consideration as to why the closer bid is being requested.  
Question:  Are batteries and belts for lifts and electric wheelchairs still allowable?  
Answer:  Repairs such as broken belts would be permissible although there could be a question of neglect if general maintenance was not being conducted.  In the current environment, anticipated purchase of electric wheelchairs should examine the possibility of rechargeable batteries.  
ADAPTIVE EQUIPMENT (continued)

Question:  Is air-conditioning and heating in a vehicle allowable if it is a health and safety issue for the individual?  

Answer:  Yes, if the physician certifies that it is a matter of critical illness where extreme temperatures are life threatening.  Otherwise, it is maintenance or in the absence of either heat or air, then it is the responsibility of the individual, parent or legal guardian.  

Question:  For a vehicle modification, who is responsible to get vehicle values by review of sales listings for similar vehicles within a 200 mile radius of the beneficiary’s home along with the listings in Dallas, Kansas City, St. Louis and Memphis?  Who is responsible to determine estimated residual values if a beneficiary sells or trades a permanently modified vehicle before it reaches its reasonable useful lifetime?

Answer:  Case manager in conjunction with the adaptive equipment provider.  

August 2009

Question:  AMBUCS, a national non-profit service organization dedicated to creating mobility and independence for people with disabilities by donating AMTrykete therapeutic tricycles to individuals who are unable to ride traditional bikes, said there is a 3 to 15 month waiting list on getting tricycles.  Must participants wait or can they access waiver funding?  

Answer:  If, after 90 days, the Arkansas AMBUCS providers indicate that there are no tricycles available, obtain a letter or email from AMBUCS documenting the lack of availability.  Submit the letter with your request for the equipment with the Continued Stay Review or revision.   The website for AMBUCS is:  http://www.ambucs.org/.  The Arkansas contacts for AMBUCS are:

Chapter President Craig A. Schatz 

1110 Banz Road

Rogers, AR 72756

Business:  (479) 254-4525

cschatz@cox-internet.com
Chapter Secretary Connie Oltman

22275 Tomahawk Trail

Garfield, AR 72732

Business:  (309) 825-4566

ambucmagic@aol.com
Chapter Treasurer James L.  Tull

828 Atalanta Drive

Rogers, AR 72756

Business:  (479) 878-2440

jim.tull@craftontullsparks.com
CASE MANAGEMENT

March 2010

Question:  How is the CSR date set for a  person who is currently in a Nursing Facility and receives transitional case management?

Answer:  The CSR date would be the date Medicaid Waiver opened.  Transitional case management may be available during the last 180 consecutive days of a Medicaid eligible person’s institutional stay to allow case management activities to be performed related to transitioning the person to the community.  A PA will be issued while the person is still in long term care for six month span from begin to end dates with no units or dollars.  The person must be approved and in the waiver program for case management to be billed.  When the discharge date/waiver start date is determined and entered, an administrative correction to the PA will have to be done to change the begin/end date to the waiver start date and to add the units based on actual months services were delivered.  The waiver will allow delivery of transitional case management services prior to the waiver start date.   However, services cannot be billed until the actual waiver start date.     
Question:  What happens if a person receiving the 90 day transitional case management during withdrawal from waiver decides they want to continue their waiver services?

Answer:  The person maintains waiver eligibility during the 90 day transition period so waiver services would be continued.  

Question:  Can we request transitional case management now for an individual coming out of an institution?

Answer:  Yes.

Question:  Is the 90 day Transition Period in place now?

Answer:  (Answer revise from December question)   Yes, it was effective March 1, 2010.  
CHOICE

March 2010

Question:  Can a provider continue to do part but not all of the current services for a person who moves to a county they  do not serve and requests to retain them as their service provider?

Answer:  If you are providing services to a person and they move to a county that you do not serve, you can continue serving the person but you would not be allowed to serve any other persons from the county without officially adding the county.  If the person wants you to continue serving them in the new county, you have the option of continuing to provide all the services you are currently providing or telling the person that you will not be able to serve them due to their moving out of your county area.  You would not be able to pick and choose which services you would continue to provide to the person.  Please note that making an exception to continue to serve a person outside of your counties would be setting a precedent.  You would need to continue the practice for others who might also move.  If you did not do the same for other persons who move outside of your counties, then there might be an issue of separate treatment.  Any allegation of separate treatment would be referred to DDS Quality Assurance for investigation.    

CHOICE (continued)

Question:  How do we handle choice for services?

Answer:  DDS Specialist handles choice for case management and supportive living providers.  The case manager handles choice for all other services.  The provider report generated by DDS Quality Assurance should be used to identify all qualified waiver providers for a service/county.  

CONSULTATION
June 2010

Question:  In the waiver renewal, the maximum rate for consultation is $136.40 per unit.  If all the provider needs is 4 units at $48.00 per unit, can the provider request only the amount needed for the PA?

Answer:  Yes.  However, if the PA is issued in units you will automatically see the PA at fixed maximum amount, but you cannot bill at the fixed rate unless that is the actual cost of the service.  If you are only going to pay consultant $48.00 then that is what you must bill.  There will be underutilization and you must explain in the plan that it is based on hiring consultant at a lower rate.  The other option in this case would be to request that the PA be issued in dollars instead of units since you know that you will be paying less than the fixed rate.  This would allow you to provide more units of service up to the maximum dollar amount allowed.  The problem with doing this would be that if there is an automatic rate adjustment made on consultation, MMIS would not be able to automatically adjust the approved amount for consultation based on the fixed rate.  
March 2010

Question:   What are the requirements for QMRP?

Answer:  The annual level of care is certified on physician’s page of the person centered service plan by a physician.   The physician qualifies as QMRP for this purpose.  For consultation, QMRP criteria is as specified in DDS Quality Assurance Licensing and Certification Standards.    

Question:  What is the scope of behavioral interventions?    

Answer:   The scope of the certified behavior support specialist is to develop, implement and monitor behavior plans.  Certification is by Partners, UAMS.  

Question:  If I am already certified as a Positive Behavioral Supports Specialist, do I have to be certified by Partners to provide consultation?

Answer:  The provider qualifications in the waiver under Consultation require that a Positive Behavior Support Specialist be certified by the Centers for Excellence that operates under the University of Arkansas Medical Sciences. 
CONSULTATION (continued)

Question:  Can the “Certified Behavior Support Specialist” provide implementation and monitoring across the child’s environments?  We know that this can happen from home with Waiver staff, but what about at school (we are in private)?  Is there a limit on the number of hours for the certified behavior support specialist?  

    

Answer:  Waiver cannot supplant the responsibilities of the Department of Education.  Thus, waiver would not pay for a consultant to actually do work for the school.    If a specific service is listed in the IEP such as development of a behavior plan for a person, then waiver would not be able to provide that particular service.    However, waiver does allow for a consultant to provide information and technical assistance with other service providers, direct service staff or family members in carrying out the person’s service plan specific to the consultant’s specialty.    Based on this, a consultant could coordinate and obtain input from other service providers and provide technical assistance related to the service plan for the person.  Consultation is not limited to a certain number of hours but rather to a total dollar amount per year of $1,320.    
August 2009

Question:  Can a Licensed Mastered Social Worker (LMSW) write a behavior plan and bill under consultation?    

Answer:  A Licensed Mastered Social Worker (LMSW) is identified as a qualified individual for providing consultation in Section 221.A.3. of the provider regulations. The activities of “screening, assessing and developing positive behavior support plans,” is noted in Section 221.000.B.11. A Licensed Mastered Social Worker (LMSW) can develop and implement a behavior plan for a person with extensive or limited level of care. A Licensed Mastered Social Worker (LMSW) cannot write a behavior plan for a person with pervasive level of care, it takes a psychologist, psychological examiner or psychiatrist to meet the requirements promulgated in the Medicaid Manual.   Please note that if the Licensed Mastered Social Worker (LMSW) is the Case Manager, Direct Care Supervisor or is direct care staff of the individual for supportive living, they should not write a plan as part of the activities they perform to bill for the Case Management, Direct Care Supervision or the supportive living.  

DOCUMENTATION

March 2010

Question:  Is the daily activity log the same thing as the data sheets direct care workers complete when providing services?

Answer:  The daily activity log may be the same if the data sheets document when objectives listed in the plan are worked on.  

ENVIRONMENTAL MODIFICATION

March 2010

Question:  If it is proven /demonstrated that tile is less expensive than linoleum/generic material for an environmental modification, can it be approved?

Answer:  It could be requested.

GENERAL QUESTIONS
April 2010

Question:  Can the return shipping fee and restocking fees for the cost to return an item back to the company be allowed under waiver?

Answer:  No, whoever made the mistake and ordered the incorrect item has to pay for it, -- provider, individual or legal representative.  

January 2010

Question:  Will Medicaid waiver pay for out of state medical bills?

Answer:  No, Medicaid waiver would not pay for medical bills in or out of state.  Medical bills are covered by Medicaid state plan services.  Division of Medical Services has a process for requesting/obtaining Medicaid coverage for out of state medical bills. 

GUARDIANSHIP/LEGALLY RESPONSIBLE PERSON
May 2010

Question:  If a participant’s guardian dies, does the guardianship revert back to the individual?

Answer:  No, the court has to be notified of the death and re-petitioned.  
March 2010

Question:  Is a person who has power of attorney over medical affairs for individual age 18 or older able to be hired as a respite caregiver if they meet all the other qualifications?

Answer:  No, for person over age 18 the legal representative (guardian/power of attorney) cannot be paid.  If the power of attorney gives decision making authority related to waiver services (medical care), the power of attorney would be acting as legal representative and could not be paid. 

Question:  Can a person with power of attorney overrule the choices made by the individual?

Answer:  No, unlike a guardianship, a power of attorney does not override the individual’s express wishes, but operates with concurring authority.  The person who granted the power of attorney can also revoke it.    It must be assumed that if the person is cognizant to sign away their rights then they are cognizant to regain them.  

December 2009

Question:  Who can sign for services as the “Responsible Party”?

Answer:  While people are pursuing guardianship rights, they may sign for services as the “Responsible Party”.  This only applies and can be used while a person is pursuing guardianship of the person. 
 GUARDIANSHIP/LEGALLY RESPONSIBLE PERSON (continued)

November 2009

Question:  An ICF resident exhibiting aggressive behaviors toward other residences is in the process of being moved to her sister’s home with waiver.  The participant is non-verbal and does not have a guardian and her sister does not wish to become guardian.  The DDS Specialist says the transition to waiver cannot happen until a guardian can be located.  Can the provider be limited guardian if there is no other alternative?

Answer:  There must be at least a limited guardianship or she must be adjudicated as competent to make her own decisions.  If the provider becomes limited guardian there could be a conflict of interest.  The person who would be named as the limited guardian could not work in the waiver program in a capacity that might influence waiver decisions that affect the client; i.e., the case manager, case manager supervisor, direct care worker, direct care worker supervisor, etc.  Also, refer to “Responsible Party” above that may be used in this case.  
MEDICAID

August 2009

Question:  Will Medicaid cover permanent implants for an adult?

Answer:  No, implants are not covered by Medicaid for adults or children.  

Question:  Is there a specific EPSDT denial form?

Answer:  No.  If the physician performing the EPSDT screening is prescribing services that are not part of state plan services, they must use form DMS – 693 which is forwarded to State Medicaid’s Utilization Review Section.   A letter approving/denying the request goes to the requesting physician and the Medicaid recipient. 
MEDICATION MANAGEMENT PLAN

May 2010

Question:  Who is responsible for completing and signing the medication management form to be submitted with the Person Centered Service Plan?

Answer:  If the physician page lists medications, then the direct care supervisor is responsible for ensuring that a medication management plan is submitted as part of the Person Centered Service Plan.  The medication management plan must meet the requirements as listed in the direct care supervision service definition in the waiver.  The direct care supervisor submits the plan to the case manager with the case manager being responsible for submission to DDS

ORGANIZED HEALTH CARE DELIVERY SYSTEM (OHCDS)

March 2010

Question:  Can we subcontract via OHCDS with a parent to purchase their own specialized medical supplies at Wal-Mart? 

Answer:  No, OHCDS allows you to subcontract with the entity where items are being purchased.  OHCDS does not allow payments to parents to purchase items they need.  

Question:  Can we use OHCDS to subcontract with a camp to provide Supportive Living?

Answer:  Yes, if the camp staff meet the supportive living provider qualifications, you could subcontract with them to deliver supportive living services. 

PERSON CENTERED PLANNING
June 2010

Question:  Does a schedule have to be submitted with the Person Centered Service Plan?

Answer:  No, a schedule is not required with the Person Centered Service Plan.  However, DDS reserves the right to request a schedule, or other documentation, if additional information is needed to complete a Plan of Care review. 
March 2010
Question:  How early must plans be submitted to the DDS Specialist?   

Answer:  Plans are to be submitted to DDS 45 days in advance as per the document sent to providers 11/14/2008 from the Timelines Committee.  

Question:  If the person does not request the supportive living provider to attend the plan meeting, how would the case manager do the outcomes sheet and budget?

Answer:  Even though the waiver person/legal representative may not want others to attend the plan meeting, the case manager and direct care supervisor will have to coordinate and work together on development of the plan.  It will not be possible to finalize services/costs without coordination and working together.  

Question:  Can a physician use an addendum or extra pages to list a large number of medications on the Physician’s Prescription?  If so, must addendum be identified as part of the physician’s prescription and signed by the physician?

Answer:  Yes, the physician can attach extra pages if necessary.  The physician page should note that attachment(s) are included. 

Question:  Do we have to do more than have a sign-off sheet that family consulted with a pharmacist regarding medication?

Answer:  The sign off sheet showing the pharmacist consulted with the guardian regarding medications received is sufficient to show that the guardian has been trained on medication and side effects.
PERSON CENTERED PLANNING (continued)

Question:  Section 5.S.d. of the new narrative asks if a drug and alcohol screening has been completed for direct care staff.  Is an alcohol screening required prior to employment?

Answer:  Only if it is required by the provider’s policies.  DDS ACS Certification standards do not require an alcohol screen.  If direct care staff did not have an alcohol screening, note on the narrative why it was not provided i.e. not required based on the provider’s  policy.   

Question:  What does it mean in the narrative Section 4.L.k. “Training for health and safety of caregiver”?

Answer:  Has the provider trained the staff person so they can deal with things that would affect the staff person’s health and safety such as how to appropriately deal with aggressive behavior by a waiver individual.

Question:  Must the guardian participate in the plan meeting or can the case manager and individual complete the plan and send to the guardian via mail for their review and signature?  Can guardians participate by a phone conference in the plan meeting?

Answer:  A guardian would need to be involved and participate in the plan meetings.  This can be done via phone conference call if the guardian is unable to attend for a valid reason, such as living out of state.  

Question:  If the waiver individual does not want their legal guardian at the person centered service plan meeting, do they have to be invited?

Answer:  The legal guardian must be at or participate in the plan meeting. 

Question:  The waiver states that DDS must be at pervasive level of care planning meetings but it also states that anyone, other than the individual/legal guardian and case manager who must attend, is at the invitation of the individual/legal guardian.  Should the case manager still invite the DDS Specialist?

Answer:  At this time yes.  DDS has requested clarification from DMS regarding whether this should have been removed from the waiver and DDS participates only if invited.  

Question:  Would a new plan of care meeting be required for a revision to increase to the new rates or to combine community experience and transportation with supportive living?

Answer:  If all you are doing is keeping same approved units, increasing to the new transportation rate or combining community experience and transportation with supportive living, you will not need to have a plan meeting unless the increase affects the person’s service levels, such as increase in miles or change from extensive to pervasive.  

November 2009

Question:  Who must participate in planning meetings and is teleconference participation acceptable?

Answer:  Effective with promulgation of the waiver renewal, the only person required at the planning meeting other than the consumer/legal representative will be the case manager.  All other persons must be invited by the waiver participant or legal representative.  Teleconference is acceptable.  You can either record the meeting or get the phone participant’s signature after the fact.  If recording is used, the case manager is responsible to insure the preservation of the recording.  
PRIOR AUTHORIZATION

March 2010

Question:  Can the PES system be used to request additional money needed in the supportive living pa to add transportation and community experience dollars from their old pa’s?

Answer:  No, PES can only be used for a new pa request.  It cannot be used to modify existing pa’s.  Also, a pa could not be issued in PES that overlaps with existing pa dates.

Question:  For any new pa requests, should transportation and supportive living services be added together?

Answer:  Yes, on any new pa requests 3/1/10 forward, please add transportation and community experience to supportive living.   

October 2009

Question:  If you have a PA for a service such as Supplement Supports and you only utilize part of the amount approved, can the provider request during the same plan year that the remaining amount of the PA be used for something other than it was approved for but is still under the service?

Answer:  Yes, the provider can request a revision in the same plan year to change a service, such as supplemental support.  Documentation would need to be submitted on what will be provided and billed on the existing PA with explanation of why the balance of the PA is not needed as originally requested.  A revision with justification for the additional services would need to be submitted.  If the additional services are approved, the DDS Specialist will revise the existing PA to show revised dollar amount and end date.  Then a new PA will be issued for the new services.  Without the revision, the PA that has been issued can only be used for what it was originally approved for.  

August 2009

Question:  If an electronically submitted PA is denied or pended, does the PA need resubmitted or will it stay in the system and automatically be approved?

Answer:  Once a PA is denied, it would have to be resubmitted.  If a PA is pended, it stays in the system until it is approved, modified, or denied.  

PRIORITY

March 2010

Question:  If a person is already living in a group home and is on the waiting list for waiver services, will they be given priority?

Answer:  No, priority is based on admission to a group home.  
REFERENCE GUIDES/RESOURCES
April 2010

Update:  For more information on H1N1 influenza for people with disabilities, please refer to the CDC website:  http://www.cdc.gov/h1n1flu/disabilities/5_things_people_disability.htm and http://www.cdc.gov/h1n1flu/disabilities/5_things_caregivers_people_disability.htm
March 2010

Update:  The UAMS Department of Dental Hygiene maintains a clinic which provides select dental hygiene services to the public at discount prices while providing clinical experience for students enrolled in the program.  Dental hygiene services are provided by students under the direct supervision of faculty dental hygienists and dentists.  For more information, please refer to their website at http://www.uams.edu/chrp/dentalhygiene/clinic_fee_schedule.asp .

September 2009

Update:  For information on how to prepare for seasonal and H1N1 Influenza, please refer to the Arkansas Department of Health website at http://www.healthyarkansas.com or the government website at www.flu.gov. 

July 2009

Update:  ICAN AT4ALL is Arkansas’ statewide assistive technology program.  The services offered by ICAN AT4ALL are available to all Arkansans, regardless of age, geographic area, disability, income or eligibility for any service.  Their services include:  1) Information and referral; 2) Equipment loans; 3) Equipment recycling; 4) Equipment exchange; 5) Equipment demonstrations; 6) Training on devices and issues related to accessibility and assistive technology; 7) Presentation about ICAN and the benefits of technology; 8) Exhibits of assistive technology; 9) Tours of the ICAN AT4ALL clearinghouse; 10) Information resources like their website and their newsletter; and 11) Technical assistance to employers, service providers, educators and others.  For more information call ICAN AT4ALL at 501-666-8868 or 800-828-2799 or their website is http://www.ar-ican.org. 

Update:  Arkansas Parent Training and Information Center is a statewide network for families of children with disabilities.  Their mission is to try to ensure that parents of children with disabilities are supported and empowered to become informed, effective advocates for their children.  The following are the coordinators for PTI:  1) Wanda Stovall, Central/South Arkansas, 1123 S. University, Suite 225, Little Rock, AR 72204.  Phone 501-614-7020 or 1-800-223-1330; 2) Lynn Donald, North-West Arkansas, 614 E. Emma Ave, Springdale, AR 72764.  Phone 479-927-1004 or 1-800-748-9768; and 3) Shelby Knight, North-East Arkansas, 1702 Stone Square Suite A, Jonesboro, AR 72401.  Phone 870-336-2784 or 866-691-2784.

Update:  The Silver Sneakers Fitness Program is offered by participating Medicare Health plans to pay for gym memberships.  The individual must be receiving Medicare and the gym they want to attend must accept the program.  For more information go to their website at www.silversneakers.com. 
RELATIVES

March 2010

Question:  What is the definition of relative?  Is it the same for over and under age 18?

Answer:  Relative is anyone who is related by kinship, common origin or marriage to the person receiving waiver services.  This would include cousins, aunts, uncles and other extended family of the person receiving waiver services.  The definition of relative is the same regardless of age.  The criteria by which relatives can provide services depends on the age of the person receiving waiver services.  The ACS Waiver provider manual, section 224.000 and the waiver section C-2 e defines the relatives that cannot be paid under waiver services.  For persons less than 18 years old, payment will not be made to adoptive, natural, or step parents or a legal representative or legal guardian.  For person 18 years of age or older, payment will not be made to a spouse or a legal representative.  Payment to relatives, other than parents of minor children, legal guardians, custodians of minors or adults, or the spouse of adults, must be prior approved by DDS to provide services.  As part of the implementation of the waiver, the Division of Medical Services has given DDS approval to grandfather in qualified relatives until the person’s next CSR.  For any service provider, all DDS qualification and standards must be met before the person can be approved as a paid service provider.  Qualified Relatives, other than as specified in the foregoing, can provide any service.  If providers have questions regarding a relative’s eligibility, they should notify the DDS Specialist now and request DDS approval instead of waiting until their next CSR. 
Question:  Can a relative that works in an alternative living arrangement work over 40 hours per week?

Answer:  No relative can work more than 40 hours under waiver funding.  If person is paid on daily rate, then look at the hours scheduled to work on objectives rather than the 24 hour period. 

Question:  How will DDS be looking at the rule that no family member may work over 40 hours a week?  If a family member is on a daily rate and they do 24/7 care will they still be able to be the 24/7 staff even though they will be working over 40 hours a week? If the family member cannot, how will we justify the need for additional money to hire the additional staff that is needed to cover the additional hours that we will need?  Can pervasive level of care be approved if the individual’s needs have not changed?

Answer:  A non-guardian relative can still be paid on a daily rate and be at the residence 24/7 as long as Department of Labor Wage and Hour guidelines are met.  You would need to check their schedule for when staff are working on objectives in the approved plan.  The 40 hours per week would be based on the actual time the person is working on objectives and maintaining documentation of services provided.  For example, the actual habilitation time (as opposed to support time) is 5 hours a day 7 days a week.  Only 35 hours per week requires direct involvement working on the skills and objectives specified in the habilitation plan.  The additional 19 hours per day of support that are not directly attributable to goals and objectives can still be provided, and are not affected in the waiver 40 hour limitation.  The staff’s work schedule does not need to change under the renewal.  If, however, the individual’s needs change and they need direct instruction or habilitation for an additional 10 hours per week to meet the skills and objectives in their plan, that would require 45 hours per week of direct involvement.  Waiver would only reimburse up to 40 hours of habilitation time for the relative.  This is same issue we have had in past with persons not being reimbursed for overtime under waiver funding but it is just worded as 40 hours a week in the section on relatives. As with all requests for pervasive level of care, the required documentation would need to be submitted to request approval for pervasive level of care.  
RELATIVES (continued)
Question:  On a staff that is currently hourly and works 8 hours a day, can we convert the individual to a daily rate that meets DOL laws without reducing the money in the current plan?  For example, services are provided 8 hours a day at $9 per hour so the daily rate would be $72.  However, with the new regulations stating that family need only be paid for the actual habilitative hours and the other hours being supportive hours, can we keep the plan the same and send a memo to the DDS Specialist on how the schedule is worked?

Answer:  How staff are paid is up to providers as long as it meets Department of Labor Wage and Hour guidelines.  The DDS Specialist will review each individual situation to see if the changes can be approved.  If a relative is currently being paid hourly and working more than 40 hours per week, you should not change them to daily to get around the requirement that waiver will not pay overtime/more than 40 hours per week. 

Question:  If a relative does not meet the criteria to be an eligible employee under the waiver after March 1, 2010, what must the provider do?

Answer:  Any services provided by a relative who does not meet the criteria in the waiver could not be reimbursed under waiver services.

Question:  Can a parent/legal guardian be reimbursed for transportation provided to an adult?

Answer:  Not if the person is guardian or has power of attorney over medical care.  
Question:  If a relative works 30 hours during the week paid hourly, then works two sixteen hour days on the weekend paid a flat rate, would that exceed the 40 hour limit per week?

Answer:  It would depend on the hours scheduled to work on objectives when working on flat rate.  If person was scheduled to work more than 10 hours on objectives when working the flat rate, it would exceed 40 hours.  Anything over 40 hours could not be reimbursed under waiver funding.  
Question:  Can a relative or the spouse of a legal guardian be paid staff for a participant?

Answer:  Relative refers to relative of waiver participant, not relative of a guardian.  Waiver states payment for waiver services will not be made to the adoptive or natural parent, step-parent or legal representative or legal guardian of a person less than 18 years old.    Payments will not be made to a spouse or a legal representative for a person 18 years of age or older.    If spouse is not legal representative or does not meet any of above criteria, they can be approved by DDS.   
      December 2009

Question:  What is meant by employment of eligible relatives shall require prior approval from DDS?  Will existing staff be grandfathered in?

Answer:  As plans are submitted, you will need to indicate if a relative is being employed.  When DDS approves the plan, they would also be approving use of relatives that are disclosed in the CSR/revision process.  When the waiver renewal is implemented, as each new CSR/revision is submitted, you would need to make sure that relatives meet the criteria in the waiver renewal and provider manual that will be promulgated.  Once DDS has approved a relative using the new criteria, it is not necessary to request a new approval for that relative at each new CSR. 

REVISIONS

March 2010
Question:  On doing the revisions for the increase for the supportive living components, will the existing pa be stopped and a new pa issued for March 1 through the end of the plan year?

Answer:  Providers will not be able to bill for community experience and transportation for services delivered after March 1, 2010.  Providers can determine if they want to revise current supportive living pa or request a new pa to be issued.  
Question:  Where are revisions to be sent?

Answer:  Revisions are to be sent to the Waiver Program Manager for the area the same as for any CSR’s.  

Question:   Does a provider have to request a revision to move to the new rates?   

Answer:   No, it is the providers’ option whether to request to move to the new rates.   Options include:

1) Continue using current approved plan and rates and wait until the next CSR to  calculate services using new rates
2) Request a revision to be effective 3/1/2010 including identification of all units and dollars used through 2/28/2010 and identification of all units and dollars for 3/1/2010 until the end of the individual’s plan of care year
3) Continue using current pa’s and start billing at the new rates for case management, consultation, crisis intervention, and supported employment.  Before the current prior authorization’s dollars are expended and the prior authorization expires, send in a revision (with all supporting documentation) for the additional money.  It is imperative that if this option is chosen the request for the revision must be timely to allow for processing before the prior authorization expiration.  
Question:  How are revisions to be completed?    

Answer:  If you are submitting a revision to change to standard fixed rates for case management, consultation, supported employment or crisis intervention,  submit  the budget sheet with changes including explanation of units used through 2/28/10 x current rate, remaining units 3/1/10 through end of plan times new rate, and revised total amount for each service.    If you want to modify the existing pa, submit a copy of the current pa showing the revised total amount.   If you want to request a new pa to be issued for services 3/1/10 forward, submit a copy of the current pa showing the revised total amount through 2/28/10 and ask that a new pa be issued for March 1, 2010 forward using units of service.  If there is no change in the approved dollar amounts for supportive living, community experience and the only change in transportation is to move to 42 cents a mile submit the supportive living worksheet and budget sheet with changes needed including explanation of units used through 2/28/10 times the rate, remaining units 3/1/10 through end of plan times the rate.  If you want to modify the existing pa, submit a copy of the current supportive living pa and write in the revised dollar amount.   

SERVICE LEVEL

March 2010

Question:  Can a person be pervasive level and not need personal care?

Answer:  Yes.  Generic services must be accessed for all waiver persons as needed.  If a person does not need personal care based on their ability to do personal care activities for themselves with prompting, then that should be documented clearly in the plan narrative and there would be no need for a personal care referral/denial.  DDS does not require personal care for all pervasive level persons.  

Question:  If an individual is at the pre-March 1 pervasive level, for example at $165.00/day and, due to the raise in the capitation now falls below the new $176.01 lower limit for pervasive level, is the individual no longer at pervasive level of care?  If they later meet pervasive level of care, will pervasive level have to be requested again?

Answer:  If a person’s supportive living services total is below pervasive, they would be changed to the correct service level.  If they later need supportive living services at pervasive level, they would have to submit the required documentation to request pervasive level.  

SPECIALIZED MEDICAL SUPPLIES
June 2010

Question:  Will waiver pay for food for a participant that requires a gluten-free diet?

Answer:  No. The costs for room and board are excluded by the waiver.  Costs for food would be considered board and therefore, are excluded.  However, this individual may qualify for nutritional supplements that are gluten free.  The physician would have to order each supplement with concurrence of a nutritionist.  

March 2010

Question:  Does specialized medical supplies cover dietary supplements that are not FDA approved but are prescribed by the physician?

Answer:    Yes, it could be covered as non-prescription medication as longs as it is not an alternative medicine that is not FDA approved. 
Question:  Is Ensure funded under the Medicaid state plan?

Answer:  Ensure, a nutritional formula, is among formulae coded B4150.  B4150 is covered for all ages in the Hyperalimentation program. However, the formula must be given by feeding tube and the tube feeding must be the beneficiary’s sole source of nutrition.  Prior authorization is required.  A maximum of 3000 calories/day can be authorized.  B4150 is covered for oral consumption or as a supplemental tube feeding (child can take some oral nutrition) in the Prosthetics program only for ages birth-20 years as a result of EPSDT screening/referral.  A maximum of 3000 calories/day can be covered and must be medically necessary.  WIC program must be accessed first for ages birth-4 years.  Food stamps are also to be utilized first.  Arkansas Medicaid state plan has no coverage for oral nutritional formula for ages 21 and older.  
SPECIALIZED MEDICAL SUPPLIES (continued)
Question:  Will waiver pay for wipes?

Answer:  Wipes can be covered if they meet the requirements listed in the waiver renewal and the provider manual.  The language in the waiver page 63 under specialized medical supplies states that additional items are covered as a waiver service when they are considered essential for home and community care.  A physician must order all items.  When such items are included as a Medicaid state plan service, this will be an extension of such services.  A denial of extension of benefits by utilization review will be required prior to approval for waiver funding by DDS.  Items covered include prescription drugs minus the cost of drugs covered by Medicaid Part D when extended state plan benefits have been exhausted and non-prescription medications.  Alternative medicines not Federal Drug Administration approved are excluded from coverage.  If state plan services do not cover the medicine and it meets above criteria, it could be covered by waiver.  Medicaid covers extension of benefits for supplies and products but not pharmacy services.  Medicaid does not cover wipes under state plan services.  
Question:  Is an appeal of the Medicaid denial for over the counter medicines, baby wipes, ensure for over age 18, etc.  required before the medicines will be paid for by waiver?

Answer:  No, an appeal is not required.  The language in the waiver page 63 under specialized medical supplies states that additional items are covered as a waiver service when they are considered essential for home and community care.  A physician must order all items.  When such items are included as a Medicaid state plan service, this will be an extension of such services.  A denial of extension of benefits by utilization review will be required prior to approval for waiver funding by DDS.  Items covered include prescription drugs minus the cost of drugs covered by Medicaid Part D when extended state plan benefits have been exhausted and non-prescription medications.  Alternative medicines not Federal Drug Administration approved are excluded from coverage.  A list of what is covered by Arkansas Medicaid can be accessed through the Arkansas Medicaid Website https://www.medicaid.state.ar.us/  click on Prescription Drugs in list at the left, click on Medicare Part D Excluded Allowed by Arkansas, then click on document name Medicare Part D Excluded – Allowed by Arkansas Medicaid 1927d.xls.   If state plan pharmacy services cover the prescription or over the counter (non-prescription medication) you would need to submit a copy of printout from the pharmacy showing that Medicaid denied payment.  If state plan services do not cover the medicine and it meets above criteria, it could be covered by waiver.  Medicaid covers extension of benefits for supplies and products but not pharmacy services.   
Question:  At what point is costs for prescription/non-prescription medication for life dependent situations taken away from supportive living and require DDS ACS Waiver Assistant Director approval?

Answer:  When non-prescription or prescription medication is necessary to maintain or avoid health deterioration and the cost exceeds $3,690 per year. 
SUPPLEMENTAL SUPPORT
June 2010

Question:  Can Driver Ed classes be covered under Supplemental Supports?

Answer:  Supplemental supports are only available in response to crisis, emergency or life threatening situations and must be based on demonstrated need in the person’s plan as emergencies arise.  If a person has a medical need for a service that meets the new criteria of crisis, emergency or life threatening situation, documentation from a physician would need to be submitted to the DDS Specialist.  The physician would need to explain what the crisis, emergency or life threatening situation is and explain how the Driver Ed classes would alleviate the health related condition in order to be approved.  If the Driver Ed classes are not in response to crisis, emergency or life threatening situation, the classes could not be approved under supplemental support.  Driver Ed classes could be approved under supportive living residential habilitation definition of “Mobility including training, assistance or both aimed at enhancing movement within the person’s living arrangements, mastering the use of adaptive aids and equipment, accessing and using public transportation, independent travel or movement within the community.”
April 2010

Question:  How is room and board calculated for camp fees?

Answer:  DMS and DDS are in agreement that the fees of $15.00 per night and $6.00 per meal can be used as the basis for figuring room and board.  Please note that these rates are camp specific to Camp Barnabus…..Fees and meals may vary from camp to camp.
March 2010

Question:  Is a doctor diagnosis of  “obesity” sufficient to qualify as a “crisis, emergency or life threatening situation” toward waiver paying for a gym membership?  

Answer:  The physician must substantiate and note that obesity or condition has caused crisis, emergency or life threatening situation in order for something to be covered under supplemental support.  
Question:  Can supplemental support funding be used for a lawyer to pay for setting up a special needs trust?

Answer:  No, supplemental support funding could not be used for lawyer fees to set up a special needs trust as the person should have funding to pay lawyer fees if they are setting up a special needs trust.  In order for something to qualify under supplemental support, it must be in response to crisis, emergency or life threatening situation.

Question:  Can supplemental support funding be used to pay a lawyer’s fee to obtain guardianship?

Answer:  Yes, supplemental support funding could be used to pay for lawyer fees for obtaining guardianship if it created a crisis or emergency situation and no other generic resources were available. 
SUPPLEMENTAL SUPPORT (continued)
Question:   Are Camp fees (such as Camp Barnabas and Camp Aldersgate) allowable expenses under the Waiver Renewal?  

Answer:    Supplemental support is only available in response to crisis, emergency or life threatening situations and must be based on demonstrated need in the person’s plan as emergencies arise. If a person has a medical need for service that meets the new criteria of crisis, emergency or life threatening situation, documentation from a physician would need to be submitted to the DDS Specialist. The physician would need to explain what the crisis, emergency or life threatening situation is and explain how the camp would alleviate the health related condition or be for behavior reinforcement or sensory stimulation.   Activity fees are still covered but must only be as used for behavior reinforcement (such as weight control or health related conditions) or sensory stimulation.  Fees may be paid only for such time as to abate the life threatening condition.   The waiver does not cover camp fees for general purposes. 
Question:  If the Camp fee was approved on the original plan can it still be reimbursed by Waiver?

Answer:  No, any service after March 1, 2010 must meet criteria of the current waiver to be reimbursed.  If we have plans that are approved for services after March 1, 2010 for camp fees for general purposes, we will have to ask for additional information to assure it meets the new criteria and if it does not the service will have to be denied.  Services have to be delivered prior to billing.  It is not allowable to prepay and bill for this or any waiver service. 

Question:  If supplemental supports in a plan have been approved for camps in the future and the provider has pre-paid the camp to reserve a space for the individual but have not billed yet, what must the provider do regarding the prepayment already sent?

Answer:  Providers cannot bill for something that no longer qualifies for waiver funding.  If the camp meets the new criteria, submit documentation to the DDS Specialist. 
SUPPORTIVE LIVING
June 2010

Question: What is the DDS interpretation of Department of Labor rules regarding staff working over 40 hours per week?

Answer: DDS does not interpret Department of Labor regulations and it is the responsibility of the provider to meet these regulations. The waiver is clear that only up to 40 hours per week are reimbursable for an individual (hourly wage) employee and that the waiver will not reimburse for overtime. A provider may work the employee over 40 hours but the waiver will reimburse only up to 40 and the provider will have to pay any overtime allowed to be worked. Providers who are unclear as to when hourly rate of pay versus flat daily rate (companionship rate) applies under Department of Labor regulations are to ask the Department of Labor or their own personnel experts/attorney for guidance to determine policies for compliance. 
SUPPORTIVE LIVING (continued)

Question:  Can Gym Memberships be approved and paid for through Supportive Living?

Answer:  Yes.  The Community Experiences component of Supportive Living includes “activities and supports to accomplish individual goals or learning areas including recreation and specific training or leisure activities.”  The specific activities performed at the gym must be specified and tied directly to the goals, objectives and outcomes the individual is seeking to attain through the gym membership.  Fees for membership cannot be billed for in a lump sum as they will be reimbursed to the provider as part of the daily rate over the course of the plan year if the membership is covering the entire plan year.  If the membership is a revision and for example, starts in the middle of the year, there would be a daily rate up to the time when the membership started and then another daily rate for the remainder of the year.  
April 2010

Question:  Is there a limit on group size for community experiences?

Answer:  No, there is not.  

Question:  What is a billable day for supportive living?

Answer:  If you provided and documented that you delivered supportive living services that are in the approved plan during a day, then you can bill.  

Question:  Is there a 40 hours per week limit for habilitation?

Answer:  No, there is not anything in the Waiver Renewal or the DDS ACS Waiver Provider Manual that limits habilitation to 40 hours per week.  

Question:  Can supportive living staff provide services while an individual is in DDTCS?

Answer:  Supportive living staff cannot be used to supplant the responsibility of staff in DDTCS.  Waiver will not reimburse for supportive living staff to attend to persons who are participating in DDTCS unless the DDTCS is not billing for their DDTCS services.   If the DDTCS is not billing for their DDTCS services, then supportive living could be billed to waiver.
March 2010

Question:  Can camp fees be covered under supportive living?

Answer:  Camp fees could be covered under supportive living as socialization and community integration experiences.  In order to cover fees, the person centered service plan would need to include camp activities that directly relate to active treatment goals and objectives.  DDS would require an itemized statement from the camp showing a breakdown of camp fees separate from room and board cost.  Payments for supportive living services excludes the costs of a person’s room and board expenses as directed by CMS in the technical guide.  
Question:  Can we send supportive living staff with a person to camp when they need additional support/assistance beyond what the camp will provide?

Answer:  Yes, you could provide staff to go with a person to camp if necessary under supportive living. 
SUPPORTIVE LIVING (continued)

Question:  Can waiver staff provide transportation to a DDTCS for an individual if the DDTCS does not provide transportation to/from a neighboring county?

Answer:  No, waiver cannot pay for transportation to DDTCS services.  

Question:  Can waiver staff pick up an individual from a DDTCS and transport them to community to work on identified outcomes/objectives?

Answer:  Waiver could pay for transporting a person from a DDTCS program to community experiences provided under waiver.  However, this activity cannot supplant the everyday transporting of a person to/from DDTCS services by the DDTCS provider.  
Question:  Will waiver pay for participant to attend AWA?

Answer:  Conference fees for the person receiving waiver services could be covered under supportive living as socialization and community integration experiences.  In order to cover conference fees, the person centered service plan would need to include activities for the conference that directly relate to active treatment goals and objectives.  Waiver cannot pay motel or meals as payments for supportive living services excludes the costs of a person’s room and board expenses.  

Question:  If a participant has a 24/7 companion that is not a family member, do the same rules apply as to skills in that the schedule would reflect the hours that habilitation skills are worked on and the hours of support skills

Answer: Yes.  

Question:  If a person has supportive living staff for 40 hours a week and the rest of the overnights and weekends they have companion staff, is that okay?

Answer:  The 40 hours timeframe is based on the schedule and time they are working on objectives from the approved plan.  If waiver is paying for staff time all weekend, there would have to be objectives that they are working on and it could not all count as support only time.  This would be the same regardless of whether staff is a relative or not.  Waiver will not pay for overtime so you would have to make sure staff are not scheduled to work overtime or pay for the overtime from other than Waiver funding source.  It is the provider’s responsibility to comply with Department of Labor Wage and Hour Laws.

   

Question:  If we get $.42 per mile for transportation, would we have to pay $.42 per mile immediately?

Answer:  Yes.  If you bill for $.42 per mile, it would have to be based on cost and what you pay.  
JANUARY 2010

Question:  Can a parent that is a board member be paid as a waiver worker for his daughter that is over the age of 18 years?

Answer:  According to Licensure Standard 103.1 A, paid employees may not serve as Board members.  Also, please note that a parent cannot be paid staff if they are guardian or legally responsible for their child whether or not they are a board member.  

SUPPORTIVE LIVING (continued)

Question:  Are there any changes in the old waiver conversion ($900/month plans)?  How do we incorporate the raise in the supportive living amount?

Answer:   In the Waiver renewal there is nothing to allow for $400 or $900 plans.  You will need to use the pro-rated staff form and arrive at actual costs for group homes/apartments for new plans.  Any increases in supportive living amount other than the change in transportation rate would require a plan meeting and regular revision with justification.    
Question:  Is there a cap on the number of miles allowed for transportation?

Answer:  There is not a cap other than the supportive living cap.  The agreement with DMS was the transportation would be increased to 42 cents a mile.  There is not a maximum number of miles in the waiver renewal.  Transportation is included in supportive living.  

Question:  Does waiver transportation pay for transportation to camps or college?

Answer:  No.

Question:  Is it possible for a provider to choose to pay and bill 35 cents per mile for transportation?

Answer:  Yes.  Providers can submit plan at costs lower than the maximum rates.  

Question:  If an individual has only community experiences approved, will I need to get a new pa for supportive living?

Answer:  Yes, because the current pa is issued for T2020 instead of H2016 and T2020 is no longer billable for services 3/1/10 forward.  

WAIVER ELIGIBILITY

August 2009

Question:  If the legal guardian of a participant moves out of state, but the participant continues to live in Arkansas, will this have any effect on the participant’s eligibility for waiver services?

Answer:  No, the legal guardian’s residence would have no bearing on the participant’s eligibility for waiver services as long as the participant has a separate, permanent Arkansas residence.  
WAIVER WAITING LIST/APPLICATION FOR WAIVER SERVICES

March 2010

Question:  (Answer revised) What do we need to do to identify persons who specifically wants to move into a Group Home?  We have 2 individuals who are on the list and really want Group Home placement.  Is there anything we need to do to speed up the process?

Answer:  If you have someone who wants to move into a group home, you need to make sure they have applied for waiver services.  Effective March 1, 2010, priority is given to persons for admission to Supported Living Arrangements (group homes and apartments). Please note that there would have to be a vacant waiver slot available for the person. As per DMS approval, the additional 150 slots have been released and persons from the waiting list are being processed.  Thus the only vacancies will be as people leave the waiver.  

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.
None. 
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