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DISCLAIMER:

The information contained in this training was current at the time it was written. It is
not intended to be all inclusive, grant rights, impose obligations, or function as a stand-
alone document. Although every reasonable effort has been made to assure the
accuracy of the information in this document, the ultimate responsibility for compliance
lies with the provider of services. The State of Alaska, Department of Health and Social
Services, Division of Senior and Disabilities Services employees and staff make no
representation, warranty or guarantee that this compilation of information is error-free
and/or comprehensive and will bear no responsibility or liability for the results or
consequences of the use of this curriculum.
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Welcome!

We’'re glad you’ve chosen to study the profession of Care Coordination with Seniorand Disabilities
Services. Alaska needs you and yourskillsto help seniors and individuals experiencing a disability live full lives
within our community. This guide is designed to provide you with basicinformation and procedures on
accessing Home and Community Based Waiver Services for Alaskans. Mastering the information of thisguide
alone willnot qualify you as a Care Coordinator. There are specificeducational and professional experience
qualifications required to becomea Care Coordinator. (See Unit 2 of the guide.) You mustbecome certified
with SDS, and enrolled with Alaska Medicaid; orbecome certified and work fora care coordination agency
whichisenrolled. Evenwith the basicqualifications, the best practice fora new Care Coordinatoristo spenda
lot of time with a mentor. You may consider contacting a local Care Coordinatorabout mentorship possibilities.
You may also choose to join yourlocal Care Coordination Network association.

Stay informed:

e The practicesdescribedinthistrainingare currentas of the date on this guide. The SDS training team
includes the latest known updates. Please check the SDS Website for changes.'Training materials will be
updatedtoreflect changesasthey progress.

e Jointhe SDS E-Alert System. SDS emails updates forall its’ programs to providers.?

About Critical Incident Report (CIR) Training

SDS requires Critical Incident Report Training prior to Certification and verification again at Recertification.
This guide givesanintroduction to Critical Incident Reporting. To receivethe required certificate of attendance
for Critical Incident Report Training you must either enroll inthe SDS Critical Incident Reporting Webinar or
participate in Critical Incident Report training facilitated by youremployer agency.? You may also registerforan
SDS lead Critical Incident Report training webinar through the SDS webpage under Provider Training.

If you have questions about training please email the training inbox at SDSTraining@alaska.gov or
callthetrainingunitat 907-269-3666, or 1-800-770-1672.

Kara Thrasher- Livingston  Training Specialist Il
907-269-3685

Cina Fisher  Training Specialist Il
907-269-3734

Cassandra Lynch Health Program Associate, Training
907-269-3448

Delight Mells, Training Specialist |
907-269-3672

1Alaska’s Seniors and Disabilities Services Website: http://dhss.alaska.gov/dsds/Pages/default.aspx.

2 SDS E-Alert ListServe sign up: http://list.state.ak.us/mailman/listinfo/SDS-E-News

3 SDS Critical Incident Reporting Training Video & Quiz:
https://docs.google.com/forms/d/e/1FAIpQLScfX4y1ExbOfXCPyWs1tMGrpiZVTavTjwCWcLHBDH100aReWg/viewform


http://dhss.alaska.gov/dsds/Pages/default.aspx
http://list.state.ak.us/mailman/listinfo/SDS-E-News
http://list.state.ak.us/mailman/listinfo/SDS-E-News
https://docs.google.com/forms/d/e/1FAIpQLScfX4y1ExbOfXCPyWs1tMGrpiZVTavTjwCWcLHBDH1O0aReWg/viewform
mailto:SDSTraining@alaska.gov
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Why should | find a mentor?
A beginning Care Coordinator should try to find a mentor-ana currently certified Care Coordinator who can
share hisor herknowledge and experience. Training can bring you technical information and updates, but you
will gain more through onthe job experience. A “trainee” whois not certified and enrolled cannot create and
authorize documents; they cannot conduct visits with clients alone or sign any documentation until the trainee
is certified by SDS. However, as a trainee you can become familiar with the daily work of a Care Coordinator
through the process of shadowing. This willallow foryouto practice interacting with people, learn the
processesand work with sample documents.

You may wishto connect with a local Care Coordinator Association to find a mentor. The Alaska Care
Coordination Network is agood place to start.? They have contacts in various regions of the State. Some Care
Coordinator Agencies pair experienced Care Coordinators with new ones inatraining plan.

When youfind a mentor, here are some basic mentorship questions you may consider asking:

1) What expectations does my mentorhave?

2) Whatare my expectations for the outcome of the mentoring experience?

3) Will there be a learning plan, and what are the basic attributes of this? (for
example, how often will we meet ?)

4) How will I know | am making progress?

UNIT 1- Long Terms Support Services
Terms and Definitions

Senior and Disabilities Services Webpage
Mission & Service Principles
What is a Waiver?

Six Assurances to CMS

4 Alaska Care Coordination Network: http://www.alaskaccn.com/index.html



http://www.alaskaccn.com/index.html
http://www.alaskaccn.com/index.html
http://www.alaskaccn.com/index.html
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Common Acronyms, Terms and Definitions:

A&G Administrativeand General

AAC Alaska Administrative Code

ABPCA Agency Based Personal Care Agency

ACoA Alaska Commission on Aging

ADL Activities of Daily Living: walking, eating, dressing, bathing, toiletingand transferring

ADRC Aging and Disability Resource Center

ADRD Alzheimer’s Diseaseand Related Disorders

ADS Adult Day Services: programs providing adults with varioussocial and some health-oriented services
inasupervised outpatient group setting

AFDC Aid to Families with Dependent Children

Alaska 211 Dial 211 for general information and resources for publicly funded assistance by the United Way

ALH Assisted Living Homg: Hglps adults- who are.frail and./or co.gn.iFiverimpaintet.:l maintain
independence and dignity by providingassistance with activities of daily living

ALl Alaskans Living Independently: a Waiver authorized in Alaska, for adults 22 & over with significant
needs for dailylivingsupports. (formerly Older Alaskans OAand Adults with Physical Disability APD)

ALL Assisted Living Licensing (DHCS)

ANP Advanced Nurse Practitioner

APDD Adults with Physical & Developmental Disabilities:a Waiver authorized in Alaska for people 21 and
over who experience significantPhysical and developmental limitations

APS Adult Protective Services (SDS)

AS Alaska Statute

Care Coordination
Services

Assists clients ingainingaccessto natural supports, community services and Medicaid waiver
services.Carecoordinators areresponsibleforinitiatingand overseeingthe planningprocess, as
well as the ongoing monitoringand annual review of a recipient’s eligibility and Support Plan.

CAT Consumer Assessment Tool
cc Care Coordinator
CEC Community FirstChoice: anoption (NOT a Waiver) for people who meet level of carefor a facility:
NFLOC, ICFIID, or IMD
Children with Complex Medical Conditions:a Waiver authorizedin Alaska, for childrenand young
CCMC . L . . . L
adults under the age of 22 years, who require a level of careordinarily providedin a nursingfacility.
CDPCA Consumer Directed Personal Care Agency

Certification

The process of becoming approved to provide services thatare reimbursable by Medicaid.
Certificationis obtained by application to DHSS or SDS, depending on the clients served.

Conduent Alaska’s Fiscal agent for Medicaid

DHCS Division of Health Care Services — State office which administers Alaska Medicaid

EMT Emergency Medical Technician

Enroliment Providers certified by SDS apply for enrollment through Conduent to bill for services provided to

Medicaid clients.

Enterprise system

Fiscal interfacefor provider billing

EPSDT

Early and Periodic Screening Diagnostic Treatment (“regular” Medicaid forindividualsuptoage 21.)

General Relief: a programthat provides temporary funding for housingaccommodations outside of

GR C .
aninstitutional environment.
Harmony Data System is a secureelectronicfilingsystemthat providers submitrequired
Harmony documentation to SDS on behalf of their clients. This is a new system and providers arebeing
systematicallyonboardedin 2019.
HCB Home and Community Based
HCBS Home and Community Based Services

HCBS Settings

All Medicaid-funded services mustbe providedin settings that exhibithome and community based
characteristicsand do notisolaterecipients. All providers mustensure that all settings owned,
rented, leased, and/or contracted must be in compliance.

January 1,2019
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Home and Community Based Waivers:a choiceto receive home and community based carerather

HCBW than careina nursingfacility or institution. Established through 1915(c) Social Security Actand
regulated in Alaska under 7AAC 130.200-7AAC 130.319.

I&R Information and Referral
Instrumental Activities of Daily Living:laundry, housework, food preparation, managingfinances,

IADL obtainingappointments, using the telephone, and engaging inrecreational, leisure, or social
activities.

IAT Intensive Active Treatment

ICAP Inventory for Clientand Agency Planning

ICF Intermediate Care Facility

ICF/IID Intermediate Care Facility for Individuals with Intellectual Disabilities

IDD Intellectual/Developmental Disability

IEP Individualized Education Program

IMD Institution for Mental Disease(level of care)
Individual Supports Waiver: A Waiver for people experiencing IDD that allows for choicein the use

ISw of specific services upto $17,500 a year, including equivalent geographic differential. Canstay on
the DD registry.

LoC Level of Care

LTC Long Term Care

LTCO Long Term Care Ombudsman

MHTA Mental Health Trust Authority

MIRP Material Improvement Review Process

MMIS Medicaid Management Information System

MOA Memorandum of Agreement

NFLOC NursingFacility Level of Care

NOCM Nursing Oversightand Care Management

ocs Office of Children's Services

oT Occupational Therapy

PA Physician's Assistant
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Senior and Disability Services Webpage®
& Other Web Resources

A critical skill fora Care Coordinatoristo research solutions and be up to date on the latest developmentsin
Home and Community Based Waiverand Personal Care Services. Take the time to explore all sections of our
website to gaininformation on services, processes, and resources

Also considervisiting:

Alaska’s Governor’s Council on Disability & Special Education®
Centerfor Medicaid and Medicare (CMS)’

Division of Public Assistance (DPA)®

Medicaid Enrollment Information for Individuals®

ADRC: Person Centered Intake Interview

All people interested in learning about services and seeing what may

be available are encouraged to contact the ADRC to find out more. AR
J t

) . ) . . _ Aging & Disability Resource Center:
Alaska's ADRCs connect seniors, peoplewith disabilities, and caregivers with

long-term services and supports of theirchoice. The ADRC network serves Alaskans statewide, regardless of
age orincome level, through regional sites. 1-877-6AK-ADRC (1- 877-625-2372)

All potential ALI, CCMC, and APDD Waiver Recipients MUST contact the ADRC for a
Person Centered Intake Interview, prior to submitting an application. The person will receive
a person centered intake interview and become aware if service options.

5 SDS Website: http://dhss.alaska.gov/dsds/Pages/default.aspx

6 GCDSE Website: http://dhss.alaska.gov/gcdse /Pages/default.aspx

7 CMS Website: https://www.cms.gov/

8 DPA Website: http://dhss.alaska.gov/dpa/Pages/default.aspx

9 Medicaid Enrollment Website: http://dhss.alaska.gov/HealthyAlaska/Pages/enrollment.aspx
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SDS MISSION

Seniorand Disabilities Services promotes health, well-being and safety for
individuals with disabilities, seniors and vulnerable adults by facilitating access to
quality services and supports thatfosterindependence, personal choice and
dignity.

Think of the Service
Principlesas Core
Values by whichwe do
servicesinthe State of
Alaska.

All providers (aCare
Coordinatorisalso
referredtoas a
“provider” of Medicaid
service) canrefertothe
Service Principles as
overarchingguiding
principles.

VISION:
Choice, safety, independence and dignity in home and community-based living

SERVICE PRINCIPLES:
Seniorand Disabilities Services is person-centered and incorporates this value into
the following service principles:

» We and our partners are responsible and accountable for the efficientand
effective management of services.

» We and our partners fosteran environment of fairness, equality, integrity
and honesty.

» Individuals have aright to choice and self- determination and are treated
with respect, dignity andcompassion.

» Individuals have knowledge of and access to community services.

» Individuals are safe and served in the least restrictive manner.

> Quality services promoteindependence and
incorporate each individual’s cultureand value
system.

» Quality services are designed and delivered to build
communities where all members are included,
respected andvalued.

» Quality services are delivered through collaboration
and community partnerships.

» Quality services are provided by competent, trained
caregivers who are chosen byindividuals and their
families.

What is a “Waiver” and why do we have them in Alaska?

Two of the most important pieces of legislation that affect the lives of those we serve:
e The Americans with Disabilities Act (ADA) which givescivil rightsand protections to individuals with
disabilities.
e Congressdescribedtheisolation and segregation of individuals with disabilities as a serious
and pervasive form of discrimination.

e The Olmstead Act, issuedinJuly 1999, requires states to administer services, programs, and activities “in
the mostintegrated setting appropriate to the needs of qualified individuals with disabilities.”

This Act was created afterthe United States Supreme Court case Olmstead v. L.C. The court determined that
unjustified segregation of persons with disabilities constitutes discrimination.

States must develop asystem of community care options for people with long term Medicaid, aslong as:
e such servicesare appropriate;
o the affected personsdonotoppose community-based treatment
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e community-based services can be reasonably accommodated

The case was decided based on evidence that:

1. Unnecessaryinstitutionalization continues the stereotypethat people facing disabilities are incapable or
unworthy of participatingin community life.

2. Confinementinaninstitution severely diminishes the everyday life activities of individuals: family relations,
social contacts, work options, economicindependence, educational advancement, and cultural enrichment.

Learn more about the CMS Community Living Initiative:
http://www.cms.hhs.gov/CommunityServices/10 CommunityLivinglInitiative.asp#TopOfPage

Learn more about The Olmstead Decision:
http://www.accessiblesociety.org/topics/ada/olmsteadoverview.htm

Each state must develop asystem of support for people who meet financial eligibilityfor Medicaid, and have met
the level of necessity for care such as that customarily provided in a skilled nursing facility or Intermediate Care
Facility for Individuals with Intellectual Disabilities, who wish to receive support in their own home and/or

community.
All services in the home and community which are reimbursed by Alaska Medicaid are
The Home and part of Alaska’s Long Term Services and Supports (LTSS) State Plan. This includes all
Community Based waivers and personal care services.

Waiver = a choice to
receive home and
community based care
rather than carein a

nursing facility or an
institution

Centers for Medicare and Medicaid Services (CMS) http://www.cms.gov/ overseesall
states’ participationinthe Home and Community Based Waiver, and partially
reimburses the state for servicesimplemented in that state.

Federal Authority: Section 1915c of the Social Security Act permits a state to “waive”
certain Medicaid requirementsin orderto provide an array of home and community
based services that promote community living for Medicaid beneficiaries and thereby,
avoid institutionalization.

Long term services and supports or Home & Community Based services complement those offered through
otherfunding sourcesincluding familiesand community supports. Family and community supports are
accessed before and along with Waiverservices.

Providers and recipients are at the center of DHSS, State of Alaska

Each state designs its” Medicaid Long Term Services and Supports program to fit the needs of the people who
access the waiver for supports. Because of this, all states, including Alaska, need to provide several basic
Assurances to CMS. Assurances are the outcomes of the Medicaid and State plan programs. SDS reports these
results to CMS. Assurances form the regulation context for the work care coordinators do.

People can also choose NOT to have any Home or Community Based
Long Term Services and Supports at all!
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Senior and Disabilities Services offers 5 waivers:

ALl: Alaskans Living Independently
People 21 and over who experience physical disability or functional needs associated with aging.

Nursing Facility Level of Care
APDD: Adults with Physical and Developmental Disabilities

People 21 and over who experience both physical and developmental disabilities.
Nursing Facility Level of Care
CCMC: Children with Complex Medical Conditions
Children and youngadults birth to age 22 (last day of 21°t year).
Nursing Facility Level of Care
IDD: Intellectual and Developmental Disabilities
People of all ages who experience developmental orintellectual disabilities.
Intermediate Care Facility for Individuals with Intellectual or Developmental Disabilities- Level of Care
ISW: Individual Supports Waiver
People of all ages who experience developmental orintellectual disabilities.
Intermediate Care Facility for Individuals with Intellectual or Developmental Disabilities- Level of Care

MEDICAID covers

Medical Services

i Senior & Disabilities Services
et NF or ICF/IID- LOC
Durable
Medical Equipment Community First Choice Option *Training to help manage direct care staff
Personal Care Services 'Care Coordination *Personal Care Services
Home Health *Self-care skillstraining APDD Waiver (age 21+) *Supervision & cueing
Nursing Home IDD Waiver (any age)
ISW Waiver (any age) CCMC Waiver (birth to last ALl Waiver (age 21+)
limit up to day of 21* y_ear? e Care Coordination
$17,500.00* /year e Care Coordination e AdultDay Services
e Care Coordination °In H(?me Su‘p‘por.ts o el Sl ppeie:
5 1 S SUERERE e Family Habl|.ltf’:ltlon Living
e Supported Living * Supported Living e Transportation
e Transportation * Group Homg . * Escort
S Summanics e AdultIntensiveActive e ChoreServices
Employment Treatment ' e Respite
« Day Habilitation e Transportation . SpecializeFl Private
SIReite e Escort Duty Nursing
e Intensive Active * Support¢.e<.j Employment * Meals
Treatment/Adults > (BB Hab|l|t.at|on ° Envir.o.nm.ental
*geographic e Chore Services Modifications
differentialequivalent  ° iEsfe * Specialized Medical
o Meals Equipment

e Environmental Mods
e Specialized Medical Equipment
e Specialized Private Duty
Nursing
o Nursing Oversight & Care Mgt
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UNIT 2- Becoming a Care Coordinator
Certification for an Individual or Agency
Training
Certification Application
Reimbursement for services

Home and Community Based Services Certified by Senior and Disabilities Services. Each service
in the table below requires a specific Service Declaration and policies & procedures that
ensure a provider will meet the Conditions of Participation. Certain services focus on
supporting a specific waiver type.

Which services are available to which Waiver type/Community First Choice?
Home and Community Based Service APDD  |ALI CCMC [IDD |PCS ISW* [CFC*

only*
Nursing Oversight and Care Management _:

Initial Application and Annual Support Plan for
APDD, ALI, CCMC, IDD, ISW, and CFC

Care Coordination/Targeted Case Mgnt (TCM)
CFC Targeted case managementfor CFConly plan

EFRA*

Care Coordination -Monthly ongoing - ]
TEFRA Coordination

Chore |
Adult Day

Residential Supported Living

Day Habilitation

Res Hab Family Home Habilitation

Res Hab Supported Living Habilitation

Res Hab Group Home Habilitation

Res Hab In-home Support Habilitation
Supported Employment

Intensive Active Treatment

Respite Care

Family-directed Respite Care
Transportation

Congregate Meals

Home-delivered Meals

Environmental Modification

PCS (Personal Care Services)

Supervision and Cueing

Skills training for self-care

Training to manage own direct service staff
Personal Emergency Response system (CFConly)

m 1

* PCS onlyis not waiver and does not require care coordination.
* TEFRA Care Coordinators are certified through SDS although TEFRA is NOT Waiver care coordination and the duties are different.

* Specialized Private Duty Nursing is a Waiver service._7 AAC 110.520. Private-duty nursing agency enrollment requirements
*Specialized Medical equipment providers are certified through 7 AAC 105.200. Eligible Medicaid providers (3)( C)
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Individual Care Coordinator and Agency Certification

All Home and Community Based Waiverservices are Medicaid services, all Medicaid services are authorized
because they are medically necessary. To request reimbursement these services, providers must notonly
certify with SDS, they must also enroll as a State of Alaska Medicaid provider. Thisis done through the fiscal
agentfor the State of Alaska, Department of Health & Social Services - Conduent, Inc. The CCagency will need
to attend trainingand enroll as am Alaskan Medicaid provider. See Alaska Medicaid Health Enterprise website
for enrollmentinformation: http://medicaidalaska.com/

Regulations (Waiver Regs, COPs): http://dhss.alaska.gov/dsds/Pages/regulations/default.aspx
SDS Certification Application packet: http://dhss.alaska.gov/dsds/Pages/provider/default.aspx
Conduent (Enrollment): http://www.medicaidalaska.com/providers/Enrollment.shtml

National Provider Identifier (NPI): https://nppes.cms.hhs.gov/NPPES/StaticForward.do ?forward=static.npistart

Care
Coordination

Agency

Certification Requirements, Standards, and Process

Each agency that provides Care Coordination MUST have a Certified Care Coordinator Administrator. (See
Cert-04 Notice of Appointment of Program Administrator)©

The Agency may also have additional Care Coordinators who work for the agency. They mustalso meetthe
individual Care Coordinator standards detailed in the Conditions of Participation (COP-02).'! For certification, a
potential anindividual or Care Coordinatoragency must submit sufficient evidence that they have experience with
the population type of each waiverthey wish toserve.

Some agencies have only one Care Coordinator who is both the administrative CC and the working CC.—Some

agencieshave many CCs and one administrator. Either is fine as longas they are certified and
providing only Care Coordination services.

10 Cert-04 Notice of Appointment or Change of Program Administrator: http://dhss.alaska.gov/dsds/Documents/SDSforms/Cert-
04%20Notice %200f%20Appointment%20Program%20Administrator.pdf
11 Care Coordination Conditions of Participation (COP-02): http://dhss.alaska.gov/dsds/Documents/SDSforms/CC TCM COP.pdf

15


http://medicaidalaska.com/
http://dhss.alaska.gov/dsds/Documents/SDSforms/Cert-04%20Notice%20of%20Appointment%20Program%20Administrator.pdf
http://dhss.alaska.gov/dsds/Documents/SDSforms/CC_TCM_COP.pdf
http://dhss.alaska.gov/dsds/Documents/SDSforms/CC_TCM_COP.pdf
http://dhss.alaska.gov/dsds/Pages/regulations/default.aspx
http://dhss.alaska.gov/dsds/Pages/provider/default.aspx
http://www.medicaidalaska.com/providers/Enrollment.shtml
https://nppes.cms.hhs.gov/NPPES/StaticForward.do?forward=static.npistart

SDS Care Coordination Guide January 1,2019

Qualifications and Experience:

All Care Coordinators are qualified through education and experience:

[

O

(atleast one of these ways)

BA, BS, AAiin social work, psych, rehabilitation, nursing or otherclosely related Human Services field AND 1
year of Full Time working experience with human services recipients

2 years course creditinthe above AND 1 year of Full Time working experience with human services recipients
3 years Full Time working experience with human services recipients

Certified as Rural Community Health Aide or practitioner AND 1 year Full Time working experience with human
servicesrecipients

In addition to meeting education and experience requirements, care coordinators must possess,
or develop before providing program services, the knowledge base and skills necessary to carry
out the care coordination process.
The care coordination knowledge base must include:
e the medical, behavioral, habilitative, and rehabilitative conditions and

requirements of the population to be served by the care coordinator;

e the laws and policies related to Senior and Disabilities Services programs;

e the terminology commonly used in human services fields or settings;

e the elements of the care coordination process; and the resources available to meet the
needs of recipients.

The care coordination skill set must include:
e the ability to develop and evaluate a Support Plan to meet the needs of the

population to be served;
e the ability to organize, evaluate, and present information orally and in writing; and
e the ability to work with professional and support staff.
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What qualifies a Care Coordinator Administrator?

In additionto the required education and experience
of a care coordinator
- be21+
- have one or moreyears' experience inaposition
with responsibility for planning, development,
and management or operation of programs
involving service delivery, fiscal management,
needs assessment, program evaluation, orsimilar
tasks

January 1,2019

You should always refer to the Waiver
Regulations 7 AAC 130.200 — 7 AAC 130.319,
Provider Conditions of Participation, andCare
Coordination Services Conditions of
Participation. Care Coordinators and providers
must comply with the regulations, and the
COPs to give you guidelines in helping you to
completing your certification application.

17
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Care Coordination Training
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Trainingisa requirementforinitial and renewing certification. You need to complete Basic Conceptsof Care
Coordination before taking Care CoordinationcourseswithSDS Training to start yourtraining as a first-time
applicantfor certificationoras a returning Care Coordinationafter ending your certification.. You must
successfully complete, before applying for certification with SDS.

Please note: If you are currently certified with SDS as a care coordinator, you may choose to take Basic Concepts of
Care Coordination. However, completing this class alone willnot qualifyyou to apply for recertification.

Basic Concepts of Care Coordination:

Topicsinclude but are not limitedto: the care coordinator’s role, ethics, how to serve people with disabilities,
advocacy, and the skillsof interactionwith the peopleyou serve and families. Class sizeis limitedto 20. Thereisa
$35 fee forthisclass. This class is offeredin a classroom and/or by webinar. Contactthe Alaska Training
Cooperative at http://aktc.org/ forinformation and the schedule for Basic Concepts of Care Coordination.

Care Coordination Training Webinar Courses

A currently uncertified Care Coordinator (applicant) willneed to complete one of the CCCore Course Options. You
can take aslittleas one month to completethem,and up to one yearto completeall the units. You can register for
the unitsin any orderyou choose although it srecommendedto taketheminorder. All Care Coordinator applicants
must request and pass an exam prior to attending SDS Harmony training courses.

Choose one of the following two Beginning CC course options:
Critical Incident Reporting Training-On-Demand
CCCORE-AKTC Basic Concepts of Care Coordination, presented by The Alaska Training Cooperative
CCCORE-01-TOD Training On Demand - Whatare Long Term Services and Supports?
CCCORE-02-TOD Training On Demand —How do | Become a Care Coordinator?
CCCORE-03 livefacilitated webinar —Care Coordinator Res ponsibilities
CCCORE-04 live facilitated webinar —Eligibility for Waivers
CCCORE-05 live facilitated webinar - Outcome Based Services and Settings
CCCORE-06 livefacilitated webinar —Habilitation Services and Settings
CCCORE-07 live facilitated webinar —Designing a Plan of Support
CCCORE-EXAM (score 80+) Given with webinarseries
= Earn Beginning Care Coordination certificate of training completion

(Send thiswith the SDS Certification Application)

O 0O NOO U, WN -

CC CORE Course Option 2

Critical Incident Reporting Training-On-Demand

CCCORE-AKTC Basic Concepts of Care Coordination, presented by The Alaska Training Cooperative
CCCORE-01-TOD Training On Demand - Whatare Long Term Services and Supports?
CCCORE-02-TOD Training On Demand —How do | Become a Care Coordinator?

CCCORE-SELF Self - Paced Curriculum Equivalent for CORE-03 through CORE-07

CCCORE-EXAM (score 80+) Email SDSTraining@alaska.gov to request exam after completing steps 1
ough5.

= Earn Beginning Care Coordination certificate of training completion
(Send this with the SDS Certification Application)

Further care coordinatortrainingisavailable forrecertification and continuing education hours requirements.
Please checkthe Care Coordination Conditions of Participation forregulatory requirements fortraining:
http://dhss.alaska.gov/dsds/Documents/SDSforms/CC_TCM_COP.pdf
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Updating your Care Coordination training:
Yourtraining must be updated before your renewal certification application can be approved. The CC must track
trainingand renewal application dates to assure updated Care Coordination trainingis completed priorto
applying forrenewal certification. Pleasevisit the SDS Training Registration page for current course
registration.!?

SDS Training attempts to offera qualifying training course options monthly. Any CCrenewal training that’s been
completedinthe previous 12 months will be acceptable. There are multiple opportunities to achieve the
renewal training requirements. They change regularly to enhance and focus your Professional Development as
a Care Coordinator.

The renewing care coordinator can always choose Beginning CC CORE Course Option 2 (self-paced training)
without a mentor. ThenrequestaRenewing CCexam from SDS Training.

About Care Coordination Continuing Education Hours (CEH):
Per Care Coordination Services Conditions of Participation (COPS-02(B)(3)), care coordinators must
submit proof of attendance and successful completion of 16 annual hours of continuing education to
apply forrenewal of certification.!3

SDS Training offers 16 optional continuing education hours (CEH), in specifictopicareas. SDS training provider
meetings, information sharing webinars,and self-paced training orexams are not available as CEH.

Documents needed to certify an additional CC are:

Cert-02 Care Coordinator Certification Application
o Applicant’sresume
¢ Documentation showingapplicant's educational qualifications
e C(Certificate of completion of SDS care coordination training within the prior 12 months
e Disclosure of Business and Familial Relationships form (Cert-20)
*** be sure to complete aCert- 46 to keep on file with each Support Plan completed by this Care Coordinator

125DS Training Registration Page: http://dhss.alaska.gov/dsds/Pages/ops/senior-disabilities-servicetraining.aspx
13 Care Coordinator Conditions of Participation (COP-02): http://dhss.alaska.gov/dsds/Documents/regspackage/CareCoordinatorCOPs.pdf
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Initial Agency Certification Application

Guidance onthe CC Certification Application Forms is available on the SDS
certification webpage.!* From the Main SDS Page look in the right side
navagation for ‘Provider Certifcation information’.

*Instructions for Provider Certification*

e HCBS Waiver Certification FAQ's
e HCBS Waiver Certification Application Guidance

First Time application for a Care Coordination Agency Certification packet
AGENCY OF ONE —-A Care Coordination agency with one coordinator must
have a care coordinatoradministrator. The sole care coordinator must meet the qualifications (required education
and experience perconditions of participation) of the care coordinator administrator.

Go to the Certification section onthe Approved SDS Forms page for current forms to apply for certification.®

January 1,2019

Providers

Search for a provider

Care Coordination Agencies
Search for Public Motices
Provider Certification
Information

SDS Policy Memo: Prohibition of
Recipient Solicitation

Of Interest

What to turn in with
application packet:

Purpose of form or document
development

Develop, write, abide by and keep on
file with agency:

Cert-01 Provider Certification

Apply tobecome certifiedasa

Application provider.
Cert-02 CC Certification Shows your qualifications to be a
Application certified CC.

Cert-03 Worker Assurances

For Single Owner Agencies Tells
SDS that you understand and
agree to proceduresregarding
having no employees

Cert- 04 Notice of Appointment
of Program Administrator

State who the SDS point of
Contact is.

Cert-06 Service Declaration—
Care Coordination

Declare which populations you are
qualified forand will serve.

Written Policies

Critical Incident Reporting
Quality Improvement
Termination of Provider Services
Person-Centered Practice
Financial Accountability
Independence and Inclusion

Cert-37 ProviderPolicy
Assurances

Complaint Management Policy &
Procedures

Confidentiality Policy & Procedures
Notice of Privacy Practices
Conflicts of Interest Policy &
Procedures

Emergency Response Policy &
Procedures

Evaluation of Employees Policy &
Procedures

Cert-46 Conflict of Interest
Attestation

No relations with other HCBS
providers

You should email a completed certification application to the SDS Provider Certification andCompliance unit.

dsdscertification@alaska.gov

14 provider Certification Information: http://dhss.alaska.gov/dsds/Pages/provider/default.aspx
15 Approved SDS Forms: http://dhss.alaska.gov/dsds/Pages/info/approvedforms.aspx#cert
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Business Resources for Care Coordination Agency Applicants
Note:SDS does not provide guidance on your agency’s business responsibilities.

If you needinformation about how toset up a business, how to write a policy, how to write an employee manual or
otherbusiness related practices, you can contact the Alaska Small Business Association. .

Individual CCs are certified separately from the agency! The agency care coordinatoradministrator assists new care
coordinators who are joining the agency to submitthe packet for an individual care coordinator within the agency.

Certification tips:
You should email acompleted certification packetto Provider Certification and Compliance
dsdscertification @alaska.gov

< You may mail or hand deliverthe completed certification application to the address onthe
application.
X Please give SDS at least 6 weeks to review a certificationapplication.

e Ifmore informationis needed, the application will be pended for 10 business days
and e-mail guidance will be sent.
X Certification date will not be backdated!!!

Once the completed certification applicationis processed and no additionalinformation is needed you will be
senta letterwith instructions and a Provider Certification form. You MUST follow those directions to complete
your enrollment with Conduent—Alaska’s Medicaid fiscal agent.

Individual technical assistance forthose applying for certification is available by appointment only. You can
contact the Certification Unit by email dsdscertification @alaska.gov or by calling SDS at 907-269-3666 or 800-

478-9996 and askingforProvider Certification and Compliance.

21


https://aksbdc.org/
mailto:dsdscertification@alaska.gov
mailto:dsdscertification@alaska.gov

SDS Care Coordination Guide January 1,2019

Background Check Program
Once your application has been received and determined complete, you will be contacted (e-mailed) and given
instructions on how to complete your background check.

All providers must participate inthe Alaska Background Check program. The Alaska Background Check Program
(BCP) provides centralized background check support for programs that provide forthe health, safety, and
welfare of persons who are served by the programs administered by the Department of Health and Social
Services (DH&SS).

The BCP conducts a state check and a national background check. All employees and volunteers regardless of
theirrole inthe agency mustbe cleared to work by the background check. Thisincludes all people who will
contact vulnerable individuals before working with recipients and/or their protected health information. Each
agency must complete abackground check for each employee. Itis not possible to bring a background check
rfrom a previous place of employment and supply themto a new place of employment.

The BCP conducts an exhaustive background check before issuing a provisional clearance to anindividual
wishingto become adirect care service provider. This background check includes records from both Alaskaand
those statesthe individual haslived in forthe past 10 years. Records searched are:

o AlaskaPublicSafety Information Network (APSIN) - APSIN serves as a central repository for Alaska
criminal justice information. Thisinformationis also known as an “Interested Persons Report;”

o Alaska Court System/Court View and Name Index- Provides civiland criminal case information and is
usedto assistin determination of disposition for casesinAPSIN;

o Juvenile Offender Management Information System (JOMIS) —JOMIS is the primary repository for
juvenile offensehistory records for the State of Alaska, Division of Juvenilelustice;

o Centralized Registry (employee misconduct registry) - Includes those persons which have been
investigated by astate investigatorforabuse, neglect and/or exploitation, found guilty of abuse,
neglect, and/orexploitation, and due process has been provided. Alaska and other states (birthand
residence)as applicable;

o Certified Nurse’s Aide (CNA) Registry —Professional registry listing those individuals certified to
performdutiesasa CNA. In some states, this registry also serves an abuse registry. Alaskaand other
states (birthandresidence) as applicable;

o National Sex Offender Registry (NSOR)- The NSOR provides centralized access to registries fromall 50
states, Guam, Puerto Rico and the District of Columbia; and

o Office of Inspector General (OIG) - adatabase which providesinformation relating to parties excluded
from participationin the Medicare, Medicaid and all Federal health care programs.

o Andany otherrecords/registries the Department deems are applicable.

Fingerprints are good for 6 years; the background check is variable depending on factors such as, if an
individualis charged with abarriercrime as defined under 7AAC10.905, etc. Note: Fingerprints are good for 6
years, not background check itself. 16

Example: A Care Coordinatoris dually affiliated, receives clearance to be affiliated with new agency, but
fingerprints expire soon thereafter; still needs to update fingerprints to maintain avalid clearance.

You must obtain and pass a background check per AS 47.05.300—-47.05.390 to complete your

certification.1?

See the Background Check Unit website for specifics:
http://dhss.alaska.gov/dhcs/Pages/cl/bgcheck/default.aspx

The information is for educational purposes and not intended to authorize a person through a background
check. Please consult the BCP website for current processes and fees.

167 AAC 10.905: http://www.akleg.gov/basis/aac.asp#7.10.905
17 AS 47.05.300: http://www.akleg.gov/basis/statutes.asp#47.05.300
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Enrollment with Conduent

In orderto bill for Medicaid services, provider agencies must certify with SDS, AND they must enroll as a State
of Alaska Medicaid provider. Thisis done by attending training with Conduent—formally known as Xerox, the
fiscal agentfor Alaska Medicaid and enrolling as a Medicaid provider. See their website fortraining dates and
times, and provider enrollmentinformation.*®

Trainingisavailable to help youfill out the enrollment application. You can access introductory training about
the enrollment process.?
You may also access the Medicaid Enrollment Learning Portal .2°.

Individual Care Coordinators are assigned an Individual Provider ID# (IP#). The Agencythey workwith is assigned
a Provider Group ID#(Agency #).
HCB Waiver Service of Care Coordination can only be provided and billed by a certified and enrolled
Care Coordinator.
\

KNote:There are 2 processes involved in becoming a care coordinator.

I*tapply for certification. Save time by submittinga COMPLETE application which
follows all requirements found in the certification application.

2" Afteryou receive your letter of certification with SDS and your enrollment form,
you must then apply forenrollment with Conduent (Alaska Medicaid). You will receive your
providerbilling ID numbers from Conduent. j

Connect to the SDS Harmony data system

Afteryourinitial SDS certification is completeand you’ve received your Medicaid billing ID# from Conduent, all Care
Coordinators must complete an Intro to Harmony review session and request SDS Harmony Access through a Privacy
and Security Agreement for Individual Provider User . Afterthe Introductory session has been completed the SDS

Harmony system administrators willopen youraccess to the system. You may access the agreementformsandlearn
more about the Harmony system within the “Of Interest” section of the SDS Website.?!

Each certified agency will have aHarmony Access Coordinator thisresponsible for:

v wnN e

Ensure agency Harmony users have a need foraccess to the data system

Verify users have current Alaska Background checks complete

Monitor compliance of agency usersto the individual user agreement

Reportchangesin name, position or affiliation to the agency forall of the individual agency users

Notify SDS of any suspected breaches of security, unauthorized access or disclosures of confidential consumer
information.

Reporting to SDS that a CC or employee with Harmony access is no longeremployed

If you have questions about gaining access to the SDS Harmony system please contact the SDS Training unitor send an
email requestto dsdsharmonyhelp @alaska.gov .

18 Conduent Website: http://medicaidalaska.com/

19 Conduent Introductory Training: http://manuals.medicaidalaska.com/docs /akmedicaidtraining.htm
20 Medicaid Enrollment Learning Portal: https://learn.medicaidalaska.com/

21SPS Website-Harmony Data System: http://dhss.alaska.gov/dsds/Pages/harmony.aspx
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Renewing Certification

Recertificationis required one year afterinitialapproval, and again every two years thereafter. Both care
coordination agencies and individual care coordinators must renew their certification. Renewal applications are
required no laterthan 60 days before the expiration date of the current certification period. Renewal
certification of the agency and the individual care coordinator may happen atdifferent times. SDS sends notice
to recertify 90 days before the certification expires.

For quick reference, use this checklist for submitting a Renewal Application:

Individual Care Coordinator Care Coordination Agency

Care Coordinator Certification Provider Certification Renewal Application (CERT-
Renewal Application (CERT-22) 01)

Updated Disclosure of Business and Provider Certification Application Worker
Familial Relationships Form (CERT-20) Assurances w/o employees (CERT-03)

Care Coordinator Renewal Training certificate Renewal Service Declaration:

withinthe previous 12 months CC Services (CERT-24)

CIR Training Certificate (renewed) State of Alaska Business License

CC Agency Certification Conflict of Interest
Attestation

Certificate of Insurance

Organization Chartor Personnel Listif applicable
Quality Improvement Report

Please visitthe SDS Training Schedules & Registration page for the most current offerings.

Reimbursement for services

Rates of reimbursement are set by the DHSS, Office of the Commissioner Office of Rate Review. You can view
currentrates of reimbursement for Home and Community Based Waiver services, including Care Coordination,
and Personal Care Assistanceon SDS’s Cost Survey Page.??

Please note: The recipient may have both a waiverand Community First Choice. When this occurs, the care
coordinatoris reimbursed only forthe WAIVER CARE COORDINATION services and codes, NOTBOTH.

e Application for Waiver or Community First Choice One Initial (all 5waivertypes)
o $92.59 —Service Code: T1023 SE

e |Initial Support Plan & Annual Renewal Support Plan for Waiveror CFC only
o $394.43 —Service Code: T2024 SE

Targeted Case Management— 7 AAC 128.010 & 7 AAC 145.290

e Case Management Monthly (Community First Choice Only)
o $121.98 -Service Code:T2022 TS

Care Coordination— 7 AAC 130.240 & 7 AAC145.520 for Waivers:
e (Care Coordination Monthly ALI, APDD, CCMC, IDD
o $246.79- Service code:T2022
e Care Coordination Monthly ISW
o $152.47 —Service code: T2022 CG

22 SPS Training Schedule and Registration page: http://dhss.alaska.gov/dsds/Pages/ops/senior-disabilities-servicetraining.aspx
23 SPS Cost Survey page: http://dhss.alaska.gov/dsds/Pages/info/costsurvey.aspx
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What happens when a Care Coordinator wants to discontinue his or her

certification and enrollment?
The Care Coordinatoris responsibleto send Senior and Disabilities Services, Certification Unit, written notice of
the intentto de-certify. Notice may be attached to an email to dsdscertification @alaska.gov . The Certification
Unit will reply to the email or other written notification with a confirmation. The individual Care Coordinator
(and his/her administrator as applicable) willthen notify Conduent, enrollment unit, about the intent to dis-
enroll. Both notifications should contain the agency’s name, the name of the Care Coordinator, the Care
Coordinator’s Administrator, a statement stating the intent to decertify and dis-enroll, and the target date of
de- certification and disenrollment.

You may use SDS Approved Form Cert-44 Change of Status - Care Coordinator or Program Administrator

What happens when a Care Coordinator wants to change CC Agencies?
The Care Coordinator must send notice to SDS with the new CC Agency Administratorsignature. Itis bestto
have this completed BEFORE leavingthe current CCagency to prevent abreakin certification. Any breaks in
certification will require new training certificates in Beg. Care Coordination and a new CC application to be
processed.

From the CC COPs:
C. Conflicts of interest.
2. The care coordinator may not

a. solicitas clientsany recipients known to be receiving services from another care coordinatoror
provideragency;
b. afterdecidingtoleave aprovideragency foremploymentatanotheragency, attempttoinfluence any

recipienttoretain himorher as care coordinatoror to initiate the process of transferringany recipient
to the hiringagency for care coordination services ortargeted case management; or

C. offer, promote, orsell products or non-program services to, orengage in any commercial transaction
with, recipients, theirfamilies, ortheirrepresentatives.

Can a Care Coordination agency be sold or transferred?
Allinformation regardingrecipientsis confidential. An individual Care Coordination or Agency certification and
enrollmentthemselves cannot be sold ortransferred. If a Care Coordination agency (business) isto be sold, the
Care Coordinators and Care Coordinatoradministrator working underthe business will need to apply and be
approved for certification and enroliment before any billing for Care Coordination can take place. All recipients
needto be given choice of Care Coordinator. Recipients will not be transferred to the new staff automatically.
Follow the Transfer of Care Coordination process, and ensure that recipients choose a new Care Coordinator
(regardless of the agency in which theirchosen Care Coordinator works.)

Best practice is to contact DSDS Certification atleast 6 months priorto starting the process of sellingan
Agency.
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Suspension or Denial of Certification Application, Decertification, and Appeal
SDS discovers noncompliance through audits, site reviews, investigations, program reviews, and monitoring.

SDS can take immediate custodyof aprovider’'s recordsif there is reason to believe they are at risk of
alteration.

A care coordinator/provider’'scertification application or renewal may be suspended, denied, or their current
certification may be revokedforany of the following reasons:

e the care coordinator/providerfailed to submitacomplete application;

e the care coordinator/provider's certification, license, or enrollment related to Medicaid or Medicare
was denied, revoked, orrescinded;

e the care coordinator/provider's name appears on any state orfederal exclusion list related to health
services;

e SDS has documentation indicates that the care coordinator/provideris unable or unwillingto meetthe
certification requirements orany other Medicaid requirementunder;

e thecare coordinator/providercreates arisk to the health, safety, or welfare of arecipient

e the care coordinator/provider does not operate honestly, responsibly,and maintain Medicaid program
integrity

The care coordinator/provider may file an appeal if they do not agree with the decisionmade by SDS about the
denial and decertification.

[ Note: \

Refertothese regulations:

7 AAC130.220 Provider Certification

7 AAC130.238 Certification of Care Coordinators

7 AAC105 —7 AAC 165 Medicaid Coverage and Payment Regulations
7AAC 105.400-490 ProviderSanctionsand Remedies
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Ethics and Boundaries

Understanding Guardianship
Responsibilities of a Care Coordinator
Case Notes for CC Services

REGULATORY ORDER OF CONSIDERATION

NousEwhRE

Federal Laws required of all People

CMS Regulation — Federal Code of Regulations (CFR)
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Federal Regulations all Providers Must Follow

Federal Medicaid regulations:
o Civil Rights Act of 196424
Section 504 of the Rehabilitations Act of 1973 (Div. of Vocational Rehab.)?*
HIPAA (Health Insurance Portability and Accountability Act of 1996)2° P.L 104-191
HIPAATItle Il Administrative Simplification and Compliance Act?? 45 C.F.R. Part 160
Age Discrimination Act of 197528
Americans with Disabilities Act of 1990%°
Olmstead Act, July 19993°

0O O O O O

CMS Regulation — Federal Code of Regulations (CFR)

BE an official website of the United States governme!

Medlca'd gov Q, Search | Archive | Site Map FAQs

Keeping America Healthy

Federal Policy Guidance  Resources for States- Medicaid v CHIP v Basic Health Program  State Overviews- About Us v

Home : Medicaid » Home & Community Based Services » Guidance > HCBES Final Regulation Euunu

Guidance Home & Community Based Services Final
HCBS Final Regulation Regulation

HCB Settings

Electronic Visit Verification The final Home and Community-Based Services (HCBS) regulations set forth new

requirements for several Medicaid authorities under which states may provide Related Links
Additional Resources home and community-based long-term services and supports. The regulations HCBS Technical Assistance for
enhance the quality of HCBS and provide additional protections to individuals that States

HCBS Health & Welfare receive services under these Medicaid authorities.
HCBS Training Series
+ Final Regulation: 1915(i} State Plan HCBS, 5-Year Period for Waivers, Provider
Payment Reassignment, Setting Requirements for Community First Choice,
and 1915(c) HCBS Waivers - CMS-2249-F/CMS-2296-F
= Informational Bulletin - Final regulations for HCBS provided under Medicaid’s 1915(c), 1915(i) and 1915(k)

authorities (PDF 99.21 KB)

= Press Release - Final regulations for HCBS provided under Medicaid’s 1915(c), 1915(i) and 1915(k) authorities @

= Fact Sheets Regarding Final Regulation CM5-2249-F/CMS-2296-F
= Dverview of Regulation (PDF 105.39 KB)

= 1915(c): Changes to HCBS Waiver Program (PDF 118.56 KB)

= 1915(i): Key Provisions for HCBS State Plan Option (PDF 108.22 KE)

® Summary of Key Provisions of the HCBS Settings Final Rule (PDF 120.41 KB}

® HCBS Final Rule Webinar Presentation Download (PDF 405.51 KB)

24 .S. Social Security Administration’s page on Civil Rights Actof 1964: https://www.ssa.gov/OP_Home/comp2 /F088-352.html

25 U.S. Department of Labor’s page on Section 504: https://www.dol.gov/oasam/regs/statutes/sec504.htm

26 U.S. Government Publishing Office on HIPAA: https://www.govinfo.gov/a pp/details/PLAW-104publ191/summary

27 U.S. Department of Healthand Human Services Office for Civil Rights —HIPAA Administrative Simplification:

https://docs.google.com/viewer?url=https %3 A%2 F%2 Fwww.hhs .gov%2 Fsites%2Fdefa ult%2Ffile s%2Focr%2 Fprivacy %2 Fhipaa %2 Fa dministrative%2Fcombine d%2 Fhip
aa-simplification-201303.pdf

28 .S Department of Health and Human Services Office for Civil Rights — Age Discrimination: https://www.hhs.gov/civil-rights/for-individuals/age-
discrimination/index.html

29 U.S. Department of Justice — Civil Rights Division- Americans with Disabilities Act page: https://www.ada.gov/

30 Americans with Disabilities Act page: https://www.ada.gov/olmstead/olmstead_about.htm
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Six Assurances to Centers for Medicare & Medicaid Federal Authority
For Home and Community Based Waivers (1915c)

Level of Care (LOC):

Waiverapplicants who may need services are provided an individual LOC evaluation. A SDS Nurse Assessor or
Qualified Intellectual Disabilities Professional will schedule an assessment with the applicant. The LOC of
enrolledrecipientsis re-evaluated atleast annually or as specified in the approved waiver.

Level of Care is determined by the assessment units at SDS.

Service Plan (SupportPlan or PLAN):

Recipients have choice between waiver services and institutional care and between/among waiver services and
providers.

Services are deliveredin accordance with the service plan, including the type, scope, amount, duration, and
frequency specified in the service plan.

The Service plan addresses all the recipients assessed needs, including health and safety risk factors, and
personal goals, either by the provision of waiverservices or through other means.

The state monitors service plan developmentinaccordance with its policies and procedures.

Service plans are updated/revised at least annually or when warranted by changes in waiverrecipient needs.
All Plans are reviewed annually by SDS and approved or denied based on this and other criteria.

Qualified Providers:

The state verifies that providers initially and continually meet required licensure and/or certification standards
and adhere to otherstandards priorto their furnishing waiver services.

The state monitors non-licensed/non-certified providers to assure adherence to waiverrequirements.
Provider Certification and Compliance at SDS ensures that HCBW providers are in compliance

Health and Welfare:

On an ongoingbasis the state identifies, addresses and seeks to preventinstances of: Abuse, Neglect, and
Exploitation (including financial exploitation) of vulnerableindividuals.

Adult Protective Services, and Office of Children’s Services, help to support the Health and Welfare
Assurance, and Alaska Statute 47.24.0103*

Administrative Authority:

The State of Alaska DHSS —SDS as the Medicaid agent retains ultimate authority and responsibility for the
operation of the waiver program by exercising oversight of the performance of waiver functions by other state
and local/regional non-State agencies and contracted entities.

Seniorand Disabilities Services (SDS) is part of the Department of Health and Social Services (DHSS), State of
Alaska.

Financial Accountability:

State financial oversight exists to assure that claims are coded and paid for in accordance with the
reimbursement methodology specified in the waiver.

Office of Rate Review (ORR) works with Medicaid Provider Rates of reimbursement.

31AS 47.24.010: http://www.akleg.gov/basis/statutes.asp#47.24.010
29


http://www.akleg.gov/basis/statutes.asp#47.24.010

SDS Care Coordination Guide January 1,2019

Alaska’s application to operate HCB Waivers

The Olmstead Act, issued inJuly 1999, allows each state to create a system of Home & Community Based services to
meetthe needs of its specificpopulation. Each state must apply to the Centers for Medicare & Medicaid (CMS) forthe
authority to ‘Waive’ the requirement for aMedicaid recipient toreceive all their Nursing or Institutional level caresin
the institution or hospital.

Anyone can review the application the State of Alaska has made on the AKHCBS Waivers page underthe “Of Interest”
section.3? Anydrafts or amended- approved applications will be available theretoo.

",\ State of Alaska myAlaska My Government Resident Business in Alaska Visiting Alaska State Employees

Alaska Department of Health and Social Services

* Senior and Disabilities Services O DHSS @ State of Alaska

Home Divisions and Agencies Services News Contact Us

Health and Social Services > Senior and Disabilities Services > AK HCBS Waivers

Approved HCBS Waivers r and Disabilities

Approved HCBS Waivers Home

. i Our Mission
> IDD approved amended waiver, AK.0260.R05.02, effective 7/18/18
Contact Us

> ALI approved amended waiver, AK.0261.R05.02, effective 7/18/18 Centralized Reporting
> APDD approved amended waiver, AK.0262.R05.02, effective 7/18/18
> CCMC approved amended waiver, AK.0263.R05.02, effective 7/18/18 Adult Protective Services (APS)
» ISW approved waiver, AK.1566.R00.00, effective 7/1/18 CAT Review Unit

Central Intake

Proposed Waiver Amendments ,
Early Intervention/Infant

> Draft ALI waiver Learning Program
» Draft APDD waiver Grant Services
> Draft CCMC waiver Intake and Assessment Unit

Intellectual & Developmental
Disabilities (IDD) Unit
Operations, Training,

> Draft IDD waiver
» Draft ISW waiver

To expedite the review process, SDS has highlighted in yellow the waiver sections containing proposed Transportation & Hearings
amendments to all five waivers in appendices D.2 and G.2 and, for the CCMC waiver only, additional Policy & Program Development
proposed amendments in appendix G.3 Provider Certification &

Compliance
Quality Assurance (QA)
Research & Analysis

32 sps Webpage—AK HCBS Waivers: http://dhss.alaska.gov/dsds/Page s/AK-HCBS-waivers.as px
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Alaska Statutes for Medicaid Participation

Becoming a Medicaid providerthrough certification and enrollment means that the agency administratorand any
agency representatives acknowledge understanding and will abide by:

Medicaid Program; Scope and Authorization of Service. (7 AAC105.100 - 7 AAC 105.130)33

Thisregulation set describes the purpose and scope of the Medicaid program, which encompasses all forms of
providers, including Care Coordination. All approved Medicaid services are best thought of as “medically
necessary”, including Care Coordination, and all other HCB Waiverservices.

All publicly funded services, such as Medicaid, must show financial accountability and program integrity. The
state/partner providerrelationship needs to produce the outcome thatis expected by peopleserved, who
have communicated their directive to legislation. Thisis why providers certify and enroll, and participatein cost
studies and audits.

Provider Enrollment, Rights, and Responsibilities. (7 AAC 105.200 - 7 AAC 105.290)34

Thisregulation set defines the enrollment process and the responsibilities of the provider. Providers should
know that they are potentially subject to sanction up to and including paying back forreimbursement for
services thatare not justified, or withholding payment untilimprovementis made underaspecified action
plan, and potential decertification and disenrollment. The series describes the appeal process for providers. As
part of continuous quality improvement, SDS and DHSS may conduct audits of provider records, practices and
sites, as necessary.

ProviderSanctions and Remedies. (7AAC105.400 - 7 AAC 105.490) 35

These regulations describe the role and responsibilities of the provider, which are acknowledged through the
certification and enrollment processes. The series describes the sanction processincluding conditions under
which a sanction may be imposed.

Alaska Statues for Home and Community-Based Waiver &
other SDS Services

SDS has established standards to ensure that services are delivered by individuals with the requisite skills and
competencies to meetthe needs of recipients and to ensure that services are performed in asafe and effective
manner. The SDS standards are specified in Alaska’s Regulation and in the Provider Conditions of Participation and
each Service’s Conditions of Participation (COPs). An excellent resource to access all of the regulatory sets and COPS is
from the SDS Regulations and Related Materials page:3®

337 AAC 105.100: http://www.akleg.gov/basis/aac.as p#7.105

347 AAC 105.200: http://www.akleg.gov/basis/aac.asp#7.105.200

357 AAC 105.400: http://www.akleg.gov/basis/aac.as p#7.105.400

36 SPS Regulations and Related Materials page: http://dhss.alaska.gov/dsds/Pages/regulations/default.aspx
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Alaska Department of Health and Social Services

¥, Senior and Disabilities Services

Divisions and Agencies Services MNews Contact Us

Health and Socizl Services > Senior and Disabilities Services > SDS Regulations and Related Materials

Current SDS Regulations and Related Materials

» Personal Care Services 7 AAC 125.010 - 125.199

» Personal Care Services and Community First Choice Personal Care Services Provider
Conditions of Participation
(effective October 1, 2018)

» Personal Care Services Service Level Computation Chart
» Community First Choice Services 7 AAC 127.010 — 127.990

» Personal Care Services and Community First Choice Personal Care Services Provider
Conditions of Participation
(effective October 1, 2018)

» Community First Choice Personal Care Services Service Level Computation Chart

» Long Term Services and Supports Targeted Case Management 7 AAC 128. 010

» Care Coordination Services and LTSS Targeted Case Management Conditions of
Participation {effective October 1, 2018)

» Home and Community-Based Waiver Services 7 AAC 130.200 - 130.319

» Waiver Conditions of Participation
(effective November 5, 2017, updated October 1, 2018)

» General Relief Regulations 7 AAC 47.300-47.900
(effective June 16, 2016)
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Ethics & Boundaries: Some Basic Best Practices

A Care Coordinatorreliesonan ethical approach to theirwork. Itis importantto consider best practices for ethical
responsibilities. People entering and receiving services are naturally vulnerable. They rely on the Care Coordinator
to help them navigate a system of services they depend on. This puts the Care Coordinatorin a position of power
and authority. The personyouserve may understand you as “the one with all the answers.” Itisimportantto put
the personand theirneedsinfront of all the work you doin planningand working with systems and providers.

Many Alaskan communities are small. This can lead to people having multiple roles in the community. In cases
whenthere are dual roles to support a person, there must be a way for your clientto understand they have a
right to informed choices. If you have a dual role with the person you are serving, it is best practice to consider
answering the following questions:

> How is the individual protected from conflict of interest?
> How will | clarify my role when serving the person as a Care Coordinator?
» How willl record the person’s choice the above plan so the person and the supportive team can refer
toitif necessary?

Conflict of interest = a Dual Relationship. Thisis when we have more than one role in our interactions with the
person. Forexample, as a Care Coordinator we should avoid offering other goods and services to ourclients
when we stand to gain financially fromthe sale or referral. It'simportant to practice conflict of interest
because person may have a difficulttime saying “no” because of ourinfluence as their Care Coordinator. Itis
also possible to encountersituationsin which the person becomes dissatisfied and may blame the Care
Coordinatorfora choice they were not happy with later. Having clear roles and boundaries protects both the
personandthe Care Coordinator.

Sometimes we face challenges that are difficult to identify in the course of ourservice to people. We bringa
spirit of helpingtothe work, but we should avoid the followingin orderto stay ethically responsible.

Are you person centered? Or are you putting our own stories & ideas for solutions first: We may wish to help
a personavoid goingthrough a perceived hardship we envision when he orshe voicestheir own solution. It
may be easy to state that we know about the best solutionto meetthe persons’ needs. However, if we apply
supportsand solutions without listening to the person we are not helping them find meaningful solutions.
Withouttheir participation, the person may not engage with solutions created for them. They may find them
intrusive- whichis counterproductiveto the purpose of supports. Waiver services should supportas much
independenceas possible, especiallywhen extensive supports are necessary.

When someone shows you who they
are, believe them the first time.
~Maya Angelou

Exploiting dependency: People rely on Care Coordinators for navigation to supports and services they depend
on. It may become difficult to move towards independence when we think of people by their needs or deficits
first. It’simportantto avoid keepingapersonina dependent position (dependent on services, oronthe Care
Coordinator) long afterthe dependency is useful to the person.
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Subtracting from people’s self-esteem, or sense of self-worth: It may be difficult to know how to communicate
with the person we are serving. Every person communicates differently. Sometimes we have abad or hectic
day that resultsin being unintentionally rude orshort with the person. Because of your position of authority,
people mayinterpretthisas beingsomehow theirfault. The people we serve come first. Using person-first
language and interacting with an attitude of warmth and genuineness helps achievethis. Each person has an
individualstory. Expecttointeract with people who come fromdifferent cultures, economiclevels, and
philosophies of life in addition to their specificcare needs. Take timelearning more about how each person
communicatesinordertobe able to put himor heratthe centerof their Support Plan. Having an attitude of
respectforallisahealthy, strength-filled way to approach the work of Care Coordination.

Not knowing our own limitations: It’s ok to not know: Care Coordination requires significant skills in working
with people and specificcommunity resources beyond whatis outlined in the certification process.. Itis your
ethical responsibleto know your limitations and to ask for help when asituation requires additional expertise.
It is ethically responsible toincrease your knowledge base through professional development. There are many
training resources available, including but not limited to the University of Alaska (human services), the SDS
trainingteam, and the Trust Training Cooperative.

(Summers,N. Fundamentals of Care Management Practice, 4E.2012. Wadsworth, a part of Cengage Learning, Inc. by
permission. www.cengage.com/permissions)

Do you know the difference between
education and experience? Education is when you
read the fine print. Experience is what you get when

youdon’t.

~Pete Seeger

The purpose of ongoing Care Coordination is notonly to comply with regulatory requirements, but it will
help with early identification of potential problems. This can help protect health and safety and avoid
subsequent more restrictive services orinterventions.

(Summers, N. Fundamentals of Care Management Practice, 4E.2012. Wadsworth, a part of Cengage Learning, Inc. by
permission. www.cengage.com/permissions)
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Understanding Guardianship

Guardianship takes away a person’srights so it is only done as a last resort. Guardianshipis assigned by the court
after determining that someone lacks the capacity to make decisions forthemselves. Legal guardians receive a
copy of the signed and sealed (with the judge’s seal) guardianship decision.

When may a person need aguardian?

o Someone with anintellectual disability, who is turning 18.
o Anelderwho cannot manage medical decisions for him or herself.
o Aperson who experiences disabling mental illness, and who has no family or other supports.
What are the degrees of guardianship?
o Fullguardianship: Responsible for personsuch as a parentfora child.
= Parents may notrealize thatthey needto petition the courtforguardianshipwhen their child
who experiences disability is18
o Partial guardianship: Makes few decisions and role as defined by the court order.
o Conservatorship: Decisions are strictly financial management.
o Supported Decision Making: Awritten agreement details the role of supportersin making specifictypes
of decisions. Allows anindividualto maintain theirrights, but also have support system for decisions.
The personwho a guardianisresponsibleforis called the “ward’. What does a guardian do?
o Decide where the wardlives.
o Ensuretheirward has care and necessary services, in least restrictive setting.
o Ensurethatthe wardistreated fairly (civil rights, human rights)
o Manage or delegate management of theirward’s money, to be spent forthe ward’s needs only.
o Give consentformedical treatment.
What are the limits of guardianship?
o Cannotplaceinaninstitution unlessthrough aformal commitment procedure by the court.
o Cannotauthorize surgical procedures re: reproduction (sterilization) or experimental procedures unless
these are determined by a medical professional to be lifesaving or to preventmore serious impairment.
o Cannotwithhold lifesaving medical procedures (independent of a Do-Not-Resuscitate order or Comfort
One plan). Award can oppose withholding of lifesaving medical procedures.
o Cannotterminate award’s parentalrights.
= Cannotwithholdtheward’srighttovote, getadriver’slicense, get married or divorced.
Order of preferences for appointment of guardianship:
o Someone nominated by the person.

Theirspouse.

An adult child or parent.

Arelative, lived withperson6 months ormore in lastyear.

Arelative orfriend with sincerelong standing interestin the person’swelfare.

Private guardian

= Publicguardian

o O O O O

= Filing a petition for guardianship with the court
= A Petitionerdoesn’thaveto be the one whowants to be guardian.
Thereisa $100.00 fee
A courtvisitorisappointed, and amedical expert.
The visitorseesthe person and createsareport, adding the medical expert’sinfo.
The Petitioner must serve notice of proceedings to: Current guardian, caregiver, spouse, family,

attorney, guardian ad litem (atemporary guardian).

O O O O

= Atthe guardianship courthearing:
o Judge will hearfromthe petitionerand the respondent.
o Thecourtvisitor'sreport willbe considered.
o Thejudge will decide and assign the guardianship.
Guardianship can take different formsand duration. The Guardian must make a yearly reportto the court. The
guardian mustrespond to periodicguardianship review. People may choose mediation instead of guardianship

35



SDS Care Coordination Guide January 1,2019

procedures. A Conservatoris assigned the responsibility for the ward’s finances. A guardianis notalways a
conservator, andvice versa. The form and duties of guardianship and conservatorship will be clearly defined in
the ward’s guardianship decision, fromthe judge.

A guardian cannot be a publichome care paid providerunless the guardianship documents outline this per AS
13.26.311.%

Resource for this information: Disability Law Center http://www.dIcak.org/; Governor’s Council on Disabilities &
Special Education http://dhss.alaska.gov/gcdse/Pages/projects/SDMA/default.aspx

What is a Power of Attorney?
People make a variety of decisions every day. If a person signs a Power of Attorney, they give another person
(the agent) the right to make decisions for them and the authority to carry the decisionsout.

The Alaska Statute about Power of Attorney is (AS 13.26.332-335).38 Power of Attorney (POA) can be tailored to
meetthe person’sspecificneedsThe person couldgrant the agent broad powers to do almost anything you could
do for yourself (general power of attorney) or the person could pick and choose the powers to give an agent
(specific power of attorney). People can choose to appoint an agent immediately or make the appointment
effective only if they become disabled. They can limitthe time the agent will have power to act on their behalf
or can make the appointment “durable,” which means the agent willhave powers even if theybecome disabled.
They can also state that the appointment will be revoked upon experiencing incapacity. POA for the waiver
program must state “for general health care decisions” (rather than “PCA”).

Please note, Alaskanow has aseparate law addressing health care advance directives. Issues addressed include
the designation of a health care agent, end-of-life treatment decisions (living wills), mental health care
treatmentoptions, and organ donation (see AS 13.52).3° There is a separate pamphletand formtitled the
Alaska Advance Health Care Directive that should be used forall health care relatedissues.

A Power of Attorney cannot be designated as a paid provider of public paid home care services per AS
13.26.630.%°

“public paid home care” is defined in AS 47.05.017(c) as a person who is paid by the state, or by an entity that
has contracted with the state or received a grant from state funds, to provide homemaker services, chore
services, personal care services, home health care services, or similar services in or around a client's private
residence or to provide respite care in either the client's residence or the caregiver's residence or facility.*!

TR T T B Gt R el e
AlaskalegakResource Center,

37 AS 13.26.316: http://www.akleg.gov/basis/statutes.asp#13.26.316
38 AS 13.26: http://www.akleg.gov/basis/statutes.asp#13.25

39 AS 13.52: http://www.akleg.gov/basis/statutes.asp#13.52

40 AS 26.630: http://www.akleg.gov/basis /statutes.asp#13.26.630

41 AS 47.05.017: http://www.akleg.gov/basis/statutes.asp#47.05.017
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Responsibilities of a Care Coordinator

Care Coordinators assistindividuals who are recently eligible oralready receive waiverservices. They
assistin gainingaccess to needed waiverand otherstate plan services. Theyalso help with gainingneeded
medical, social, and otherservices, regardless of the funding source forthe services to which access is gained.
Care Coordinators may also assist people to access community or other services.

You are responsible forsupporting the best possible health and safety of the peopleyou are serving
through statutory, regulatory, and policy requirements. You are responsible for carrying out the service of Care
Coordinationaccordingtoregulations found in Title 7, Health and Social Services, Part 8, Medicaid Coverage
and Payment, 7AAC 105 through 7 AAC 165, and all referenced Alaska Statutes. Conditions of Participation are
adopted by the Alaska Statuesinthe Alaska Administrative code, Title 7and are therefore law.

You will initiate and maintain your education, training and certification requirements associated with
the Care Coordination service you are providing. Certified Care Coordinators are responsible for correct
Medicaid billing and record keeping practices. You are also responsible to renew your certification and
enrollmentasa provideras required by Seniorand Disabilities Services and Division of Health Care Services.

7 AAC 130.240._Care coordination services outlines the duties of Care Coordination. Upon beingselected by an
individual, the Care Coordinator will learn more about the person’s desires and goals forservices.*? The Care
Coordinatorwill informally assess the person’s needs, and create aSupport Plan to address those most
outstanding. This plan will include agencies which can best serve the person accordingto his/her plan. The Care
Coordinatorwill visit the individual. Although the regulation states that one visitin person and one electronic
visitis the minimum, visits are often done more than once a month- depending on the person’s needs- to make
sure that he or sheissatisfied, receiving services, and to see that the person enjoys the best possible health
and safety. In cases where the individual residesin arural/remote location and Care Coordination visits may be
done quarterly on approval from SDS. The ISW and CFC are not subject to exception of the quarterly visit.

ISW must have a face to face visit to the clientas determinedin the approved support plan and at least once

per quarter. CFC must have a face to face visit plan in the approved person centered support plan. See
Conditions of Participation for Care Coordination Services and Targeted Case Management (COP-02).23

The Care Coordinator defined under7 AAC 130.240(b)(2)(A):**

“Remainsin contact with the recipientorthe recipient's representative inamannerand with a frequency
appropriate tothe needs and the communication abilities of the recipient, but ata minimum makestwo
contacts each month withthe recipient orthe recipient’s representative; one if the two contacts must be an in-
personvisitwith the recipient, unless the department waiverthe visit requirement under(d) of this section.

(d) refers to the application forapprovalto visit a client once per quarter if the client and care coordinator live
in @ remote community or location and the cost to visit the client is greater than reimbursement to the care
coordinator; providing the client has stable health and resources to allow quarterly visits.

When visiting the care coordinator will:

(i) monitorservice delivery atleast once per calendar quarter; and

(ii) developthe annual SupportPlan;the annual Support Plan may be developedduring one of the quarterly
visits; and aftereach visitwith the recipient, completes and retains, as documentation of each visit, arecipient
contact reportin accordance with the department's Care Coordination Conditions of Participation, adopted by
referencein 7AAC 160.900.

427 AAC 130.240: http://www.akleg.gov/basis/aac.asp#7.130.240
43 COP-02: http://dhss.alaska.gov/dsds/Documents/SDSforms/CC_TCM_COP.pdf
447 AAC 130.240: http://www.akleg.gov/basis/aac.asp#7.130.240
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When we think of Care Coordination we often think of the activities of visiting the person and writing the
Support Plan. Howeverthere is more that we will do for our monthly “unit” of service.

The department will pay a care coordinator, beginning with the first month that the recipient is enrolled
under 7 AAC 130.219 and has a Support Plan approved under 7 AAC 130.217, for the followingongoing care
coordination services provided in accordance with (b) of this section:

1) routine monitoringand support;

2) monitoring quality of care;

3) evaluatingthe needforspecifichome and community-based waiverservices;

4) reviewingand revisingthe SupportPlanunder7 AAC130.217;
5) coordinating multiple services and providers;

6) assistingthe recipientto applyforreassessmentunder7AAC130.213;
7) assistingthe recipientin case termination.

The Care Coordinator protects the individual’s choice, between and amongst service providers. The Care
Coordinatordiscloses to the recipient (and to the department during the certification process) any close
familial or business relationship with ahome and community based provider. Familial and business
relationships are defined in the regulation.

CCs are responsible forongoing monitoring of services and providers, including connecting with providers to
make sure services are being delivered. CCs verify regularly that there is progression or movement towards
the person’s goals.

On-going Care Coordination visits

o Be flexible: Consult with the personto determine besttimes of day and day of the week forvisits.
Considerthat you may be doingvisits outside of the 9-5 Mon. - Fri. workday as some of yourclients
and/ortheirlegal representativeswill be working during those times.

e Be presentandconnect: Agood length of time foravisitcan be considered onehour. This allows for
time to observe andinteract with yourclientin the environment (whetheritis at home or at a service
provider). You may also needtointeract with yourclients’ informal (non-waiver) supports and other
providerstounderstand the depth of the problem and make creative solutions. Thiscouldinclude
medical providers, school officials, day care personnel, orany individual that has a personal or
professionalrelationship with yourclient.

e Be an educator: Care Coordinators may needto help a personlearnabouttheirchoicesand be
supportedindecisions about their direct service staff. You may have to explain thatregulationslimit
who may be a paid provider, to protect against conflict of interest.

e Be realistic: During any given month CCs may spend differingamount of times addressing individual
client’sneeds. Therefore a CC caseload must not exceed that CC’s abilities to service the entire client
base.

e Be compliant: Twice amonth contacts with the recipients are required inregulation. If yourclient does
not communicate via phone oremail, the CC may still visit/see the recipient two times a month. You
may visit/contactthe legal representative for the required “second contact”.

Avoid planning to SOLELY meet regulatory minimums for the duties of Care Coordination. The individual’s
needs are likely to change. Each person has preferences that work for them. Your service is to ensure an
individual is supported to live the life they choose. It takes time and trust to build a professional
relationships that meaningfully achieves this objective.
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Care Coordinators gather the planning team
The personto receive supportis central in developingtheirsupport plan and choosingwhois a part of their
planningteam. They are empowered to make choices and entitled to dignity throughout the process. The
Care Coordinatorreceives feedback and practical informationabout services throughthe planningteam
meeting. Meetingsmay be conducted in person, by e-mail, telephone or videoconference.

The planning team must consist of at least:
e therecipient,
e therecipient’s representativeifapplicable,
e arepresentative of each certified provider whowill be providingservicesin the Support Plan.
e thisshould be the same person who signs the Plan

Exceptionstothe planningteamare:
o the SpecializedMedical Equipmentprovider
e the Environmental Modifications provider

e the Transportation provider
These providersdo not have to be on the planningteam however, theyare required to sign the PLAN.

Person Centered Practice detailedin 7AAC 130.218 clearly establishes the rights of waiverrecipientinthe
planning process.* The plain language summary of these rights require:
= | (therecipient)choose who helps me develop asupport plan.
= | havearight to change my goalsand needs.
= |am entitledtotimelyresponses.
= My timeisvaluable. Meetings must consider my scheduleand be located conveniently.
= My cultureisspecialand mustbe honored.
= | havearight to make informed decisions about services. Information must be sharedin plain
language.
=  Planning my careis conflictfree. Providers must collaborate with all members of my support
team and have strategiesfor solving conflicts.
= My supportteamand | must prevent unnecessary orinappropriate services.
= The places where myservices are rendered must support my community inclusion.

Report changes in recipient basic information

Use the UNI-11 Recipient Change of Status form to report changes.*® Email addresses are located on the form
for each SDS program unit. Change of Status forms are not reports of harm or critical incidents. These must be
completed as separate reports.
Thingsthat must be reported are:

o Change of recipient address/phone number,

o Legal representative/custody,

o Name changes/adoption,

o Admission/dischargefrom hospital/longterm care

In the SBS Harmony data systemthe CC only needs to make a Consumerrecord Note afterthe appropriate
demographicfields have been updated.

457 AAC 130.218: http://www.akleg.gov/basis/aac.asp#7.130.218
46 Recipient Change of Status form: http://dhss.alaska.gov/dsds/Pages/info/approvedforms.aspx
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Adult Protective Services Mandatory Reporters

To comply with AS47.24.010 of the Alaska Statutes, CCs must make a reportto Adult Protective Services or the
Office of Children's Services whenever there is cause to believe that a vulnerable person has suffered abuse,
abandonment, exploitation, neglect, or self-neglect. All reports must be made within 24 hours of discovery.

Alaskalaw requiresthat protective services notinterfere with the elderly or disabled adults who are capable of
caring forthemselves.

Alaskalaw defines vulnerable adults as adults 18 years of age or older, not justthe elderly.*” Vulnerable adults
have a physical or mental impairment or condition that prevents them from protecting themselves or from
seekinghelp from someone else.

Adult Protective Services helpsto prevent or stop harm from occurringto vulnerableadults. The following are
reportable:

ABANDONMENT is the desertion of a vulnerable adult by a caregiver.

ABUSE is the intentional or reckless non-accidental, non-therapeuticinfliction of pain, injury, mental
distress, or sexual assault.

EXPLOITATION is the unjust or improper use of another person ortheirresources forone's own benefit.
NEGLECT is the intentional failure of acaregiverto provide essential services.

SELF-NEGLECT is the act or omission by avulnerable adultthatresults, orcould result, in the deprivation
of essential services necessary to maintain minimal mental, emotional, or physical health and safety.
UNDUE INFLUENCEis when a person of trust uses theirinfluence to exploit avulnerable adult.

Adult Protective Services implements supportive services forthe person such as:
Information andReferral

Investigation of Reports

Protective Placement
Guardianship or Conservatorship Counseling

Linking Clients to Community Resources

Training and designation of local community resources

O O O O O O

Please see APSwebsite at http://dhss.alaska.gov/dsds/Pages/aps/default.aspx

To report harm of a child, call Office of Children’s Services Child Abuse Hotline:
1-800-478-4444
View the Office of Children’s Services website: http://www.hss.state.ak.us/ocs/

47 AS 47.24.900(21): http://www.akleg.gov/basis/statutes.asp#47.24.900
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Protect against Conflict of Interest

Care Coordinators disclose business and familial relationships with other HCB providers. This will be disclosed
in two ways to SDS & to the client.

First,a CC must submita Cert-20 form during the certification process with Senior and Disabilities Services.*®

Second, a CC must explain any potential conflicts to their client the applicant/recipient. Evidence of this
conversation must be documented on the Application for ALI/APDD/CCMC/CFC(UNI-04).4°.

“7 AAC 130.217 and 7 AAC 130.240 protect you from conflict of interest by putting definitions around who
can serve you as Care Coordinator. Has your Care Coordinator informed you of any employment or family
relationship to a certified provideragency (per7 AAC 130.217 (1) (A)?

Applicantpleaseinitial”

Yes No (no known relationships)

Thisis how the personindicatesthatthey were informed by the CC of familial/business relationshipsto a
certified provider, so the person understands their choices between different providers. “Yes” means your
clienthasbeeninformed of the CC familial/business relationships with HCBW providers. “No” means your
clienthasbeeninformedthatthe CChas nofamilial/business relationship with HCBW providers (ie: thereisno
familial/business relationship with HCBW providers presently.)

Use Releases of Information when working with PHI- protected health
information

Always obtain signed release of information forms when you are assembling waiverintake materials, or
renewal packets (if the ROl is expired). People always retain the right to release the use of their protected
healthinformation (PHI) and may revoke itat any time.

PHI can be understood as any identifier which would associate a person with adiagnosis, service plan, financial
status, or treatment program. Because of this, all information about the personyou serve, including his or her
name, is private health information. In working between providers and SDS, all information regarding the
personis based on medical necessity (the Waiver program) so all informationis considered PHI.

The Care Coordinator must have written release of information fromthe person forthese communications.
SDS uses a Department of Health & Social Services specified Release of Information form as part of the initial
application. The formis prefilled to authorize any medical provider or medical billing provider to give medical
documentation for program eligibility determination. The individual may choose an event based expiration or
an actual date.

For ALI/APDD/CCMC/CFCapplications:
http://dhss.alaska.gov/dsds/Documents/SDSforms/UNI-16-ROI-Form.pdf

For IDD/ISW applications & ICAP respondents:
http://dhss.alaska.gov/dsds/Documents/SDSforms/DHSS-Authorization-Release-Information. pdf

The release of information form also has arevocation section allowing the person to revoke theirconsentto
release information atany time. The Care Coordinator should assist the person to revoke consent of private
information sharingwhen it’s necessary.

Forexample, if a clientleaves one Care Coordinatorto be served by the next-the former Care
Coordinatorshould ask the clientto revoke consentto share PHI. Thenthe new Care Coordinatoris fully
responsible for sharing necessary information with providers. The former Care Coordinator canthenredirect
subsequentinquiries to the new Care Coordinator.

48 Cert-20 form - Care Coordinator Disclosure of Business and Familial Relationships:
http://dhss.alaska.gov/dsds/Pages/info/approvedforms.aspxtcert
4% Uni-04 form — Application for ALI/APDD/CCMC/CFC
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Follow (HIPAA) Health Insurance Portability and Accountability Act requirements
The Health Insurance Portability and Accountability Act (HIPAA) generally requires covered entities to receive
authorization from anindividual before using or making disclosures to others about protected health
information (PHI). Anauthorizationis requiredif ause ordisclosure of PHlis for purposes thatare unrelated to
treatment, payment, health care operations, unless disclosure is otherwiserequired or permitted by HIPAA (for
instance itisa requirement of law).

You can learn more about HIPAA through the agency enrollment process and
here: http://dhss.alaska.gov/fms/its/Pages/Hipaa.aspx

Establishing a Direct Secure Messaging account:

HIPAA also covers all electronictransactions. Agencies must ensure that
electronicbillingand transmission of documents, such as attachments to an
email, ora fax, are received only by the intended party. SDS requires all certified providers to use Direct Secure
Messaging (DSM) provided through healthEconnect Alaska. They will register youragency admin and individual
employees foran InprivahDirect email account.

All providers must registerfora DSM account with healthEConnect Alaska. Please see
https://www.healtheconnectak.org/
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Critical Incident Reports

In accordance with the Critical Incident Reportingand Management regulation 7AAC 130.224, CC’s make
Critical Incident Reportsin the Alaska Centralized Reporting System. All reports must be made within 24 hours
of discovery. CCs MUST report each incident that effects theirclient regardless of other reports that may have
been made.

Critical incidents are definedin 7 AAC130.224 as:

e amissingrecipient;

e recipientbehaviorthatresultedinharmtothe recipientorothers;

e misuse of restrictive interventions; in this subparagraph, "restrictive intervention" has the meaning
givenin7 AAC 130.229(g);

e ause of restrictive intervention that resulted in the need for evaluation by or consultation with medical
personnel; inthis subparagraph, "restrictive intervention" has the meaninggivenin 7AAC 130.229(g);

e deathof arecipient;

e anaccident, an injury, oranotherunexpected event that affected the recipient's health, safety, or
welfare tothe extent evaluation by or consultation with medical personnel was needed;

e amedicationerrorthatresultedinthe needforevaluation by or consultation with medical personnel; in
this subparagraph, "medication error" hasthe meaninggivenin 7 AAC 130.227(j);

e aneventthatinvolvedthe recipientandaresponse fromapeace officer;

Home and Community-Based Waiver Services Provider Conditions of Participation

3. Critical incident reporting training.
a. The provider must have onfile, forall staff, documentation of attendance and completion of, at least every

twoyears, training on how to reportcritical incidents to SDS.
b. The provider may
i.arrange for staff to attend SDS training; or
ii. appoint staff who have attended SDS training to train additional staff.
c. At a minimum, the following agency employees must refresh, every two years, critical incident reporting
training by attendingand completing the course offered by SDS:
i.the program administrator; and
ii. the individuals who supervise each home and community-based service the agency s certified to
offer.
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Report Medicaid Fraud

Contact Quality Assurance to report concerns about known or suspected misuse or abuse of Medicaid services.
Email hss.dsdsqa@alaska.gov or call 907- 269-3666, or toll free 800-478-9996, or fax Quality Assurance at 907-
269-3690.

The Alaska Medicaid Fraud Control Unit (MFCU) has been part of the Attorney General's Office since
January 1992. The unitis located in Anchorage and has statewide jurisdiction. It has the responsibility for
investigating and prosecuting Medicaid fraud and the abuse, neglect orfinancial exploitation of patientsin any
facility that accepts Medicaid funds.

Although the vast majority of health care providers are honest and dedicated to providing the highest
quality health care to their patients, Medicaid provider fraud costs American taxpayers hundreds of millions of
dollars annually and threatens the integrity of the Medicaid program.

Nationally, itis estimated that fraud, waste and abuse account for about 10 percent of the payments made by
Medicaid. If the national trends hold true forthe State of Alaska, this percentage equates to millions of
Medicaid dollars annually, resultingin asubstantial reductionin moneys available to provide necessary medical
servicesto needy Alaskans.

In general, fraud occurs when a provider submits |Service is reimbursable when:
a claimfor paymentto Medicaid when the provider e Providedbycertified and enrolled agency
knows, orshould know, they are notentitled tothe e Providedto Medicaid recipient
payment. While health care fraud can take many e Medicaidrecipient has meteligibility for the
forms, the most common involves billing for services service
not performed orbilling for more expensive services e Approvedinserviceplan
than those actuallyprovided. Medicaid patients may e PriorAuthorized
not suspect fraud, as they are seldom made aware of Delivered by qualified/trained service staff
the procedures ordollaramounts billed to Medicaid. e Documented properly byservice staff
An unscrupulous provider can generate a fraudulent e Billingcreated with correct code/process within1
Medicaid payment simplyby filing afalse claimwith an yrof delivery
eligible recipient's identification numberand avalid e  Service note/billing handled properly (HIPAA)
procedure code.

Message Hotline to Report Medicaid Fraud 1-907-269-6279
Examples Of Fraud Schemes In Health Care:

e Billingforservicesnotrendered

e Billingforhigherlevel of services than actually performed

e Billingformoreservicesthan actuallyperformed

e Charginghigherratesforservicesto Medicaid than others

e Codingbillings to get morereimbursement

e Providingand billingforunnecessaryservices

e Misrepresentingan unallowableservice in a Medicaid billing

e Falselydiagnosing so Medicaid will pay for more services

If you suspect Medicaid health care fraud or patient abuse, do your part to protectthe integrity of the
Medicaid program and the publicresources thatfundit!

Alaska Medicaid Fraud Control Unit Medicaid Fraud Control Unit Hotline Office of Special

Prosecutions and Appeals
310 K Street, Suite 300
Anchorage, AK 99501

email: medfraud @alaska.gov

907-269-6279
fax 907-269-6202

Crimestoppers Hotline at 1-907-561-7867


mailto:hss.dsdsqa@alaska.gov
mailto:medfraud@alaska.gov
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Case Notes of Care Coordination Service

Maintain a written record (Case Note) of all applicant/recipient, service providerand informal support
contacts. Thisrecordincludes entries forthe type of contact (phone, in-person, and e-mail), the date of contact,
the length of contact, and complete Case Notes on what occurred during the contact. This Case Note recordis
keptwithinthe individual recipient file maintained by the Care Coordinator, under 7AAC 105.230
Requirements for Provider Records, and as specified by the Alaska Division of Health Care Services (DHCS) in
the Provider Billing manual provided by Conduent (formerlyknown as Xerox) to all providers upon enrollmentin
Medicaid. The Care Coordinator provides copies of itemsin the recipient record set to the recipientand/orthe
recipient’s legal representative(s) uponrequest.

Records needto be organized sothey are easily accessed. Documents requested by state and federal agencies
must meetthe requirements of ZAAC 105.240 Request for Provider Records

The Care Coordination Case Note

Care Coordinators should followbest practices fordocumentation. These are general guidelines that
apply to the Care Coordinatorservice note orto service notes forindividual supports. Service notes can be

handwritten ordigital.

You will be documenting visits (contacts) with the person, face to face, telephonically and by email. You will also
be contacting legal representatives, family members, and other service providers (collateral contacts). Be sure
thatyou have arelease of information in order to talk with the collateral contact.

e Documentevery contact related totheclient.

e Your notesshouldfocus ontheperson.

e Yourservice notes will help you make sure thatthe supports given to the person stay current, even if
you are workingonamendingthe SupportPlan.

Your case note forvisits with the personyou are serving should contain these four elements:

1. Thefocus or purpose of yourcontact.

2. Ashort summary containing your observationsaboutthe person’s behavior,appearance
a. Whatdidthe persondo while you were visiting?
b. Was there anythingsignificantabout his or her way of communicating with you?

Emotional state? Currenthealth?
3. Anyresolution (decision madeto take action) thattook place
4. Thereasonfornextcontactor follow-up that will occurifapplicable

Additionally indicate where the face to face visittook place.

e Forexampleyou could state “homevisit” foravisitatthe person’s home.
“Site visit” would be avisitwhereyou wentto aservice agency to evaluate services givento yourclient.

It could be a visittoa communitysite which is notawaiverservice

for example in school foraschool age child

A “phone” visitis exactly that- you oryourclientorlegal representative calledand you spoke on the
phone.
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Tips for writing professional notes
Avoid being general and vague. Be specific about what you are conveying in your note. Think about what it “looks
like” — your observation- when you are documenting potentially vague or nonspecific topics. Professional notes
should avoid making assumptions about another person. Document emotional states and other potentially
subjective information by writing “as evidenced by”. For example, rather than stating “Alice was angry”, the note
could say “Alice was angry as evidenced by her frowning facial expression” or “Alice stated she was angry”.
Be specific and objective about what may be generating the person’s responses. For example, instead of writing “Fred
was angry today” it could be written that “Fred expressed his frustration today about how long it took him waiting in
line at the pharmacy.”

Use language the people you serve can understand

Care coordinators are aware of acronyms and professional terminology related to the work. However this can seem
overwhelming to those we serve. Avoid over using jargon in your notes. If you use acronyms spell them out the first
time, then use the acronym afterward.

Document howyou interacted with yourclient

Your interaction may contain valuable information for services or planning. Document your observations. Use
quotation marks when you want to quote a person word for word. Place only the person’s exact words in the
quotation marks. Likewise, if paraphrasing what a person has said, do not use quotation marks. Avoid using
quotation marks to simply highlight meaning.

Document what you found important about the contact

The Care Coordinator is able to informally assess people’s needs for support and general health concerns. When you

think the following aspects are important or significant in your contact, document them in the case note:
e Appearance

Dress

Facial expressions

Mannerisms

Responses toothers or to activities

Participation- with you or with services

Attitude or mindset of the person- regarding you or services

Any observed cognitive issues- new or ongoing

Changes in health needs or level of support

Avoid contradictions

The case note should relate to previous notes. If there are changes in health or services, this must be documented. If
the person experiences changes in level of support, whether for more supports or less, this must be documented. The
notes should be able to be reviewed as a continuum without the sense of a gap in information where something was
left out that may have impacted service level or general health and safety.

Portray strengths along with needs

Every person who experiences needs for support also bring strengths, gifts and talents to their story. Those
strengths arevalid and important to document. Your notes should reflect the person’s positive gains or maintenance,
and challenges or problems. Notes that exist solely as a collection of negatives can create an inappropriate legacy for
the person, for example if he or she was to transferto a new Care Coordinator- the written record would show only
deficits without strengths. This can affect services offered (or not offered) to the person as time goes on.

Provide evidence of agreement
The person you are serving participates in the development and delivery of the services in the Support Plan. He or
she authorizes the plan with a signature (or that of the legal representative). Service providers may also agree on the
plan via signature. You can show evidence of agreement with the plan further by documenting your interaction with
the person at the visit as an extension of the plan. You can document with collateral contacts through your
interaction at team meetings or other staffing concerning the person. The person or legal representative can sign
the visit case note.

(Summers, N. Fundamentals of Care Management Practice, 4E. 2012. Wadsworth, a part of Cengage
Learning, Inc. by permission. www.cengage.com/permissions)
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SAMPLE CARE COORDINATION VISIT NOTE TEMPLATE

Medicaid #: Date:

Location of Visit:

Time of Visit:
[ ] TelephonicVisit

January 1,2019

Current Status: Describe any changesin condition, medications, or circumstances since the last visit:

Review of Services: What services were provided and list any issues or changes

Services Provided Comments/Issues/Need for Change

PCS

CFC-PCS

Physician Visits

Hospitalizations

Additional Notes or Plans for Follow-up

Presentfor Visit

Relationship

Care Coordinator Name: (print dearly)

Care Coordinator Signature

Recipient Signature

Date

Date
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Hereis a table of attributes of a good case note, for Care Coordination notes, and fordirect service notes.

Attribute Care Coordination note Other Service
Provider note
The casenote is based on facts not opinion X X
Includes the Care Coordinator/provider’s signatureand X X
credentials
Includes the date and time of the note writing X X
Is written as soon as possibleafter the event/service occurs X X
If late entry, is noted as a lateentry X X
Is typed/digital orif handwritten is blueor black pen X X
If handwritten errors arecrossed out with one lineand X X
corrections written next to the error
Free of whiteout or blackout/coloringin to cover errors X X
The note addresses a personal and/or habilitative goal. X X
The Habilitativeservicehas measurablegoalsand X
objectives.
The Habilitativeservice note references the goal,and the X
objectives applied duringthe service.
The Non Habilitativeservice note references the outcome. X X
Has the person’s name onit. X X
An identifier such as Date of birth, CCAN, Medicaid Number X X
Documents one serviceata time. X
Each note occupies one individual pageor digital X X
document/section.
States type of service X X
Includes date of service X X
Service startand end times X X
How many hours ifapplicable X X
For a 15 minute unitof service: document each event or X
task
Provides a narrativeatleastonce per event X
For a Daily unit:documents each event/task X
Narrativeis provided at leastonce per provider shift(or CC X
visit)
Justifies the duration of the service X
States where the service(or CC visit) was done X X
Describes what the provider did to helpthe person reach X
the
goal/outcome
Describes the person’s response X X
Describes any progress made X X
Documents unusual occurrences X X
States ifthe persondeclines the service (including the CC X X
contact)
Indicates any changein performance or needs for support X X
Does not includestand by time or other time that is not the X X
approved service
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Records Retention schedule for the Alaska Medicaid Long Term Services and
Supports

Whetherthe person you serve is terminating services or not, you will need to keep all records of the case for
seven years from the last date of service, which is the records retention schedule for HCB Waiver providers.

From 7 AAC 105.230:

(e) Aprovidershall retain arecipient's records describedin (b) - (d) of thissectionfor which services have been
billedtothe departmentforatleastsevenyearsfromthe date the service is provided. The duty of the provider
setout inthissubsectionappliestoa providerevenifthe provider's businessis sold ortransferred, orisno
longeroperating. If aprovider ceases business, the provider shall notify the department how the department
can access Medicaid recipientrecordsin the future.

Thisregulation applies evenif you move from Alaska ortransferyourbusinessto another certified and enrolled
administrator. Retained records mustbe kept per HIPAA standards, which is a business requirement of the
certified and enrolled agency. They must also be kept accessible for review upon request.

You may transferrecords of living clients to another Care Coordinator, following the Care Coordination transfer

policy and form. The Agency mustretain a copy of service records afterthe recipientisnolongerserviced. For
clientswhowere served and are now deceased you still need to retain records according to the regulation.
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UNIT 4 - Eligibility
Medicaid Eligibility
Appointment for Care Coordination Services
Release of Information
Developmental Disabilities Eligibility
IDD Waiver Eligibility
Nursing Facility LOC
CCMC Waiver
Services through Grants

Did you know?
Every state makes a Plan for administering Medicaid funds. This is called the Medicaid
State Plan. CMS approves the plan in each state and expects the state to follow it. All
state offices that help people with Medicaid need to work together to follow the State
plan. Click here to learn more about the Alaska Medicaid State Plan.
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Medicaid Eligibility
Medicaidis a program created by the federal government, but administered by the state, to provide payment for
medical services forlow-income citizens. People qualify for Medicaid by meeting federal income and asset

standards and by fittinginto a specified eligibility. Under federal rules, DHSS has authority to limit services as long
as the services provided are adequatein “amount, duration, and scope” to satisfy the person's medical needs.

Medicaid began as a program to pay for health care for people inneed who were unable to work. It covered the
aged, the blind, peoplewith disabilities, and single-parent families. Over the years, Medicaid has expanded to cover
more people. Forinstance, children and pregnant women may qualify under higherincome limits and without
asset limits. Families with unemployed parents may qualify, and families who lose regular Family Medicaid because
a parentreturnsto work may continue to be covered forupto one year.

There have also been changesinthe eligibility rules for people who need the level of care providedinan
institution, such asa nursinghome. Now, most Alaskans who need — but cannot afford — this expensive care may
qualify for Medicaid. In addition, recent changes within the Alaska Medicaid program give some peoplewho need
an institutionallevel of care the opportunity to stay at home toreceive that care.

To apply for Medicaid services please contact the Division of Public Assistance. Applications, office locations, and
usefulinformation can be found ontheirweb site.

Useful Links:

¢ Local offices for getting help with Medicaid

HEligibility Requirements: Current Medical Assistance Income Standards

Denali KidCare - Health insurance for low-income pregnantwomen and children/teens
Help and Resources Beyond Medicaid

Medicaid State Plan

People must have or in some cases be eligible for Medicaid in order to apply for Waiver programs.
The applicant needs to turnin complete financial/incomeinformation and medical documentation. In most cases
DPA will do phone interviews with the applicant ratherthan asking them to come to the office.

If an adult or child has a disability, which meansthey have longterm care needs, orthe personisa frail elder,
he/she can apply forlongterm care Medicaid through DPA. If a parent has a child with a disability they can
apply forthat child. The DPA intake team will “do the math” about the person’s finances. For this reason do not
assume that someone will orwill not qualify for Medicaid.

How do care coordinators help with regular Medicaid?

A care coordinatorcan help the personlocate the correct DPA
Applicationand help themfill out the application for Medicaid. For DPAweb | DPA online resources
HCB Waiver Services the person will need tofill out the “MED4” or dpaweb.hss.state.ak.us
Application for Adults and Children with Long Term Care Needs.
The complete application mustinclude asigned Appointment of
Care Coordinationformand a DPA- Release of Protected Health Information form (GEN-150) signed by the
individual. If you wantto communicate with DPA about your clients Medicaid eligibility.

Applicants could meeteligibility criteriafora Regular Medicaid Category per DPA such as Adult Public
Assistance, or Working Disabled, etc. OR, by the Special Income 300% category.
++ Thismeansthe person’s total income could be 300 % higherthan standard Medicaid eligibility criteria- if
they meet Level of Care forthe waiver. They must meet LOC before Medicaid is authorized.
++ Please notthe 300% eligibility category DOES NOT apply to applicants for Community First Choice only. The
person can be eligibleonly forthe Waivers through the 300% category.
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Afterthe personturnsintheirapplication for Long Term Care Medicaid (form MED 4) DPA assigns the persona
functional team and then they will do aninterview. DPA determines all the form(s) of Medicaid the person will
qualifyfor. If the person qualifies for Medicaid, theywillreceive aletterand a Medicaid Denali Care card.
< DPAmustissuea “screeningcoupon” (WD 19) for
individuals who are applying for LTC Medicaid and are likely b \
to meet LOC forthe waiverin orderfor the SDS Level of Care AN '
applicationto be accepted.
%+ The “screeningcoupon” allows the CCto assist the person
to make theirfirstapplication forthe ALl or APDD waiver.
o The coupon mustbe for the same month as the
assessment. If the coupon expires, the CCmust ask
DPAfor a new coupon or screening letter.

ID# nos ELIG CODE

COVERAGE EFFECTIVE DATES RESOURCE CODE

I

|

1

| This card is nol a guarantee of coverage or eligibility.

| Providers must verify efigibility before providing services.

L State of Alaska, Department of Health and Social Services

In some Alaskan communities thereis no “DPA office”. There is often a “fee agent” which is simply an
individualoragency that DPA authorizes to accept Medicaid applications in that community. There isno “fee”
to applyfor Medicaid. The term “fee agent” in this case means that DPA pays that authorized agency afeeto
take applications frompeoplein that community.

Medicaid Ethics & Boundaries

As a care coordinator, you may be working with elders who are facing long term care or families with disabled
family members. People will see you as an authority on how to get basic things they need.

You may hearthe following common questions and many others:

How do| get benefits?

Should | give away all my money, property?

When should | sell everythingin orderto qualify?

How should I fill out the form?

My family memberneedsajob, howdol getthem paid to help me?

Isittrue | will lose my benefitsifl have ajob?

* ®.
LS X4

X3

%

%

*

®.
L4

J
X4

L)

When it comesto decisions about one’s assets, and health care choices- you needto give information so the
person can make theirowninformed choice.

You will nothave all the answers. You will learn how to refer people with these questions to places where they
can get the answer. Agencies, authorities, and care coordinators facilitate or give benefits and/or services. They
do notadvise clients on whatto do with theirmoney, resources or health care decisions. They do not tell the
clientwhatservices or programs the client needs. They do give resources so the client may make aninformed
choice. They do give information about eligibility and/or service choices after they person has applied or gotten
an assessment.

You do not have to know every resource. You must be able to give basicinformation to find answers so people
can choose. Connectwith other care coordinators and reach out to agencies (including government agencies)

that will be able to give the person more information.

TIP: You can always refer people with questions you cannot answer to the ADRC- Aging and Disability Resource
Center.
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Applicant already on Medicaid?

A person may already have Medicaid and ask you to be their care coordinator. For current Medicaid recipients
the Care coordinator needs to contact the DPA.LTC office through DSM once they begin pursuing the HCB
Waiver. The e-mail mustinclude an Appointment of Care Coordination form and a DPA- Release of Protected
Health Information form (GEN-150) signed by the individual. AMed 4 is not needed foran ongoing Medicaid
recipient. Med 4’s are only required for new applicants. Pleaserequest that DPA issue ascreening coupon for

the individual to apply for Waiver consideration.

+* An ACC& DPA-ROI will be needed to share any information and notices with the care coordinator.

+ DPAmustissue a“screening coupon” (DE 25 or WD 19) forindividuals who are applying for LTC Medicaid
and are likely to meet LOCforthe waiver.

You must verify current Medicaid and the Eligibility code.
e Thisinformationislocated onthe persons Denali Care card. Having a card does not guarantee that
Medicaidis active.
e Contact ProviderInquiry/Provider Services at Conduent to confirm client eligibility/payment status:
(907) 644-6800 (option 1) or toll free (800) 770-5650 (option1, 1)

Medicaid Re-Application
Your client will geta Medicaid application each yearand you can help the person reapply for Medicaid. Aslong

as there isan Appointment of Care Coordinatorand a DPA-ROI (form GEN-150) on file at DPA you should also
get notice of Medicaid renewal foreach person onyour caseload. You SHOULD remind the person or theirlegal
representative toreapply. Itisimportantto track because if your client’s Medicaid expires, their services will

not be reimbursed.
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TEFRA/ Katie Beckett Waiver

Children who experience disability, and TEFRA/ Katie
Beckett Waiver

Who was Katie Beckett?

She changed health care policy for children. Katie Beckett
was an individual who experienced disabilities and was
medically fragile. She lived in lowaand diedin 2012 at the
age of 34. In 1981, President Reagan heard abouta little
girlwho spent most of herlife in the hospital because she
needed to breathe on a ventilator most of the day. At the
time, Medicaid would only pay for the expensive
treatments she needed if she stayedin the hospital.

President Reagan authorized the Katie Beckett waiverin 1982 underthe Tax Equity and Fiscal Responsibility Act
(TEFRA). The Katie Beckett Medicaid Program permits the state to “ignore” family income for certain disabled
children. It provides Medicaid benefits to certain children 18 years of age or less who qualify as disabled
individuals under §1614 of the Social Security Actand wholive athome, ratherthan inan institution. These
children must meet specificcriteriato be covered. Qualification is not based on medical diagnosis; itis based
on the institutional level of care the child requires. Title 42 Code of Federal Regulations outlines the criteria
usedto determine eligibility.

If you work with the IDD or CCMC waivers you may have some clients who have TEFRA Medicaid. Some families
with a disabled child may state they “do not qualify” for Medicaid because they make too much money. They
can still apply for Medicaid for their child with disability regardless of family income because of TEFRA.

Some Care Coordinators also offer TEFRA Coordination to assist families who have children with disabilities to
apply to the Division of Public Assistance and find out if they can access Medicaid for their child through TEFRA.

SDS is contracted from DPA to do an assessment for children who experience Intellectual Developmental
Disabilities- but thisis not Waiver access. Qualis Health is contracted from DPA to do an assessment for
children who experience Complex Medical Conditions- but thisis not Waiveraccess. TEFRA isonly a form of
Medicaid for children with long term care needs. Waiver eligibility must stillbe applied forand granted based
on the child’scurrentlevel of need.

Whols Eligible?

For Medicaid eligibilityto be established underthe TEFRA/Katie Beckett Program, it must be determined the

child:

o Is18 yearsoldoryounger, AND

o Meetsfederal criteriafordisability, AND

o Isfinanciallyineligible for SSI benefits, AND

o Requiresalevelofcare providedin ahospital, skilled-nursing facilityorintermediate-care facility (including

an intermediate-care facility for people with intellectual disabilities-ICF/11D); AND

Can appropriately be cared forat home, AND

o Has an estimated cost of care outside of the institution that will not exceed the estimated cost of treating
him/herwithin the institution

O

SDS determines Level of Care eligibility for TEFRA using the ICAP assessment or NFLOC (for children). (Please
see ICAP (Inventory for Clientand Agency Planning) section for more information about the ICAP assessment.
Children who have TEFRA can potentially access medically necessary services that are not covered by the
parent’s medical insurance, such as speech, physical and occupational therapy. TEFRA does not coverservices
foundin the Home and Community Based waiver.
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Cost of Care (Cost of Care Co- Pay)

Division of Public Assistance (DPA) determines eligibility for Medicaid. DPA reviews each recipient’s eligibility
annually and anytime there are changes toincome or benefits. Occasionallybenefitincome may change and he
or she may be required to pay a cost of care co-pay.

What is Cost of Care?
Certain Medicaid recipients who receive Long Term Care Medicaid Services (Waivers) are required to pay a
portion of theirincome to their Cost of Care.

o Cost of Care is a Medicaid Co-Pay to the Waiver provider
o Medicaid providers mustreport cost of care paymenttheyreceived ontheir Medicaid billing

Cost of Care Notices
DPA determinesthe Cost of Care co-pay and sends a letterto

» therecipient, Care Coordinators can

* his/herlegalrepresentative as applicable, contact DPA with

* the CareCoordinator specific questions

* the Assisted Living Home business office (if applicable). aboutthe Cost of Care

Co-Pay.

This is why it is important to connect with DPA and make sure they have *Must have an Appt.
the correct names, addresses and releases of information (ROI) on file for of CC & a Release of
each of these supports. Information document

on file with DPA
Cost of care notification letters go out the month before the changeisin
effect (thirty days). Letters are notsent each month! Anotherletterwillgo
out the month before the change isno longerin effect. Cost of Care must be assumed as due until another
letterisreceivedindicatingits ending.

Billing and Cost of Care Co-Pay
» For Assisted Living Homes and Waiver Providers (such as Care Coordinators) the Medicaid remittance
mustindicate they received a Cost of Care co-paymentand the amount-they enterthe Cost of Care
amountreceivedon Line 29 of their billing to Medicaid.
» Ifnot usingan Assisted Living Home, the individual can pay to the Waiver provider of his/her choice-
the Care Coordinatorcan helpthe person decide. Generally the provider who delivers the most
expensive servicesis agood choice.

Reductions to Cost of Care

Care Coordinators can help theirclient understand and report circumstances which may cause a reductionin
the amount of the Cost of Care co-pay. DPA determines the reduction. Anew notice issenttothe person
wheneverachange is made, or at the annual review. DPA determines the amount of Cost of Care co-pay after
allowingall possibledeductions.
Commonreasonsinclude:

o thepersonal needs allowance, (isrecordedincorrectly)
uncovered medical expenses (the personis payingfor prescriptions or supplies out of pocket),
insurance premiums thatthe personis paying,
unanticipated orincrease inincome,
spousal and dependent allowances (are miscalculated)
change in benefitdeductions,
changesinincome whichare reportedthrough the annualreview.

O O O O 0 O
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Developmental Disabilities Eligibility

Determining Level of Care

The Level of Care for an Intermediate Care Facility for Individuals with Intellectual Disability (ICF/IID) is
associated with the IDD Waiverand TEFRA determination. The person will need acombination and sequence of
special, interdisciplinary, or genericassistance, supports or otherservices thatare of lifelong or extended
duration and are individually planned and coordinated. These services are intended to help the person gain or
maintain physical, sensory-motor, cognitive, affective, communicative and social skills. The person needs
significant coordinated supports to help him or her with mobility/motor skills, self-care/personal living,
communication, learning, self-direction, social skills, life skills, community living and economic self-sufficiency
and/orvocational skills. Thislevelof care isthe same which the person would need to meet to receive service
inan institution.

People of any age who experience Intellectual and/or Developmental Disability first need to apply for eligibility

for services with SDS, by completing a Developmental Disability Determination Application. This form asks what

kind of help the person needs now andin the future, and asks forinformation about the functional abilities of

the applicantinthe life skill areas listed the State definition.

e SDS must know aboutthe person and what substantial functional limitations the personexperiences before
servicesare accessed(including the waiver).

Completion of thisformis often done by a Short Term Assistance and Referral counselor.

This activity is not part of Waiver-reimbursed Care Coordinator activities.

Short Term Assistance and Referral (STAR)
People and theirfamilies/supportive team can connect with a Short Term Assistance and Referral (STAR) Case
Manager at a service agency for helpinfillingout the form. A Care Coordinator can help the individual, legal
representative and/orsupportiveteam by referringthemto aSTAR Case Manager at
http://dhss.alaska.gov/dsds/Documents/grantservices/PDFs/STAR Roster.pdf.

The STAR Case Manager can request an expedited review (within 24 hours) of the Eligibility Determination and
Request for Services formin cases of crisis involving health and safety.

DEFINITION OF ELIGIBLE DIAGNOSES FOR DD SERVICES-
A diagnosis of Intellectual Developmental Disability for the purpose of applying for or receiving services
through the Senior & Disabilities Services is very specific.
The person must have documentation of adiagnosis of asevere chronicdisability as defined by statute
AS47.80.900(6).
(6) "person with a developmental disability" means a person whois experiencingasevere, chronic
disability that
A. isattributable toa mental or physical impairment or combination of mental and physical
impairments;
ismanifested before the person attains age 22;
islikely to continue indefinitely;
D. resultsinsubstantial functionallimitations in three or more of the following areas of major life activity:
e self-care
e receptive and expressive language
e |earning, mobility
e self-direction

O w
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e capacity forindependent living
e economicself-sufficiency; and
E. reflectsthe person's needforacombinationandsequence of special, interdisciplinary, or generic
care, treatment, orotherservices thatare of lifelong orextended duration and are individually
planned and coordinated;

Completing an Eligibility Determination & Request for Services
The form islocated on the SDS Webpage underthe Approved Forms section
http://dhss.alaska.gov/dsds/Documents/SDSforms/IDD-01-eligibility-application.pdf

Appropriate documentation of disability and/ordiagnosisincludes:
v" Documentation fromaphysician,
v' Speech/Language Therapist;
v InfantLearning Program (ILP) reports
o (suchasthose generated by PIC—Programs for Infants and Children),
Individual Education Plan(IEP)
Evaluation Summary and Eligibility Review (ESER) reports,
medical evaluations (that pertain to developmental and/or functional skills),

testresults from Intelligence Quotient (1Q) tests,
psychologist or other professional documentationmust support each area of functional limitation

addressed by the Eligibility Determination Form.

ANENENENEN

Children underthe age of 16 must show Functional Limitations at least three of the first five functional life
areas (self-care, receptiveand expressive language, learning, mobility, self-direction) to be determined eligible
for DD services. Afterage 16, eligibility will considertheir “capacityforindependent living and economic self-
sufficiency”. People of any age must experience substantial limitationsin atleast 3 of these 7 life areasin order
to be determined eligible for DDservices.

After submitting the completed Eligibility Determination Application, and diagnostic materials, SDS will evaluate
for eligibility for DD services. If eligible, the person will then receive an approval letter of eligibility for IDD/DD
services from SDS with instructions on how to apply to be on the Alaska DD Registry.

Developmental Disability Registry

The DD Registry ranks applicants from the highest score (indicating greatest need forservices) to lowest score
(indicatinglesserneed) on the basis of the information provided on the Developmental Disabilities Registration
and Review form.

Aftertheindividual has been determined to experience a developmental disability, the next stepisto complete
the fillable Developmental Disabilities Registration and Review (DDRR) form. Please review the DDRR
Standardized Criteria for more information about how to complete the DDRR. This can be done with a STAR
representative orthe individual ortheirlegal representative can submitthe formon theirown.

Once the individual has submitted his/her DDRR form, it will be scored and placed on the Developmental
Disabilities Registry (also known as the “Wait List”). The DDRR score is calculated according to the responses
provided. Highest scores are drawn from the Registry as funds become available. Individuals drawn fromthe
Registry will be notified with a certified letter (the “Notice to Proceed” letter) sent to the most current mailing
address SDS has on file.
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IDD/ISW Waiver Eligibility: diagnosis

There are 5 specificdiagnoses that could bring a person into the IDD/ISW Waivers. If the person does not
have one of these 5, he or she may not be eligible forthe Waiver.

Cerebral Palsy Seizure Disorder Autism

Diagnosis by a licensed psychologist, child psychiatrist, or developmental pediatrician as specifiedin 7AAC
140.600 (c) (3), (4), (5).

Intellectual Disability, Developmental Disability:

For an applicant/recipient three years of age and older:
_Diagnosis by a licensed physician of a condition specifiedin 7AAC 140.600 (c) (2), basedonan
evaluation demonstrating cognitive impairmentindicated by adelay of at least 25%, or two standard
deviations below the mean, in comparison to peer norms.

For an applicant/recipient youngerthan three years of age, and for an applicant/recipient overthree years of
age whenanIQ has not be ascertained due to severity of the impairment orinability to test because of age:
Diagnosis by a licensed physician of acondition specified in 7AAC 140.600 (c) (2), basedonan
evaluation demonstrating cognitive impairmentindicated by delaysin atleast three developmental
areas or theirequivalents (i.e., self-care, communication, learning, mobility, and self-direction) as
follows:
o Inatleasttwo of the areas, a delay of 25%, or two standard deviations belowthe mean, in
comparisonto peernormes,
o andinatleastonearea, a delay of 50% in comparisonto peernorms.

Other Related Conditions:

Diagnosis by a licensed physician of a condition specifiedin *7AAC 140.600 (c) (2), based on an evaluation
demonstrating cognitive impairmentindicated by adelay of at least 25%, or two standard deviations belowthe
mean, incomparison to peernorms in at leastthree developmental areas ortheirequivalents

*7 AAC 140.600 (c)(2), a conditionthatis

a. oneotherthanmentalillness, psychiatricimpairment, oraserious emotional or behavioral disturbance;
and

b. foundto becloselyrelatedtointellectual ordevelopmental disability because that condition resultsin
impairment of general intellectual functioning and adaptive behavior similarto that of individuals with
intellectual ordevelopmental disabilities; the condition must be diagnosed by alicensed physician and
require treatmentorservices similarto those required forindividuals withintellectual or
developmental disabilities;

For a diagnosis of Pervasive Developmental Disorder Not Otherwise Specified (Including Atypical Autism), SDS
requirestwo evaluations, with consistent diagnosticconclusions, that were completed on separate occasions
by twoindividuals who are licensed psychologists, child psychiatrists, or developmental pediatricians.
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ICAP Assessment and ICF/IID Level of Care

AfterSDSreceives acomplete Level of Care Application, we schedule an ICAP interviewwith each of the
identified respondents. Some children may already have a current ICAP assessmentonfile, because they were
receiving TEFRA Medicaid.

The SDS Assessment tool for determining ICF/IID Level of Care is the ICAP- Inventory for Client and Agency
Planning

eThe purpose isto identify adaptive and maladaptive behaviors, developmental strengths, the level of need for
services, and other physical, health related orsocial concerns.

eAn ICAP assessmentisdone once ayear for children age 2 yrs 11 monthsto their 7" birthday.

eAn ICAPisdone every 3@yearfor applicants over?7

eCompleted by aSDS QIDP (Qualified Intellectual Disability Professional)

e The actual assessmentisaninterview process with 3respondents who know the applicant well

e The Care Coordinator helps by identifying respondents to SDS using the form IDD-03 ICAP Assessment

information and Consent

o Whoisa goodICAPrespondent?

o Anadultwhoknowsthe personwell. One of the respondents can be aparent or any adultlivingin
the home, the othersmay be teachers, friends, staff, other family members, etc

o The SDS ICAP Assessor will use the information on the formto travel to the respondents, make appointments
withthem, andinterviewthem.
o The Care Coordinatorshould be ready to do more to help thenjustturnin theform-

o You can helpthe family andindividual know what to expect

o You can helpthe family andindividual identify alternate respondents forthe ICAP if the first choice
people are notable to doiit.

o You can helpthe personidentify good ICAP respondents. The SDS Assessor will visit each person
and ask himor hera series of questions. Thisis the ICAP interview. The questions are about how
the individual functions in daily life, in different domains, such as physical abilities, social skills, and
executivefunctioning.

Afterinterviewsare completed with allthree respondents,SDS sends a letter (by DSMto the CC) of eligibility (or
ineligibility) for the DD Waiver services. If the person was found eligible for Waiver Services, the CC will create
the INITIAL PLAN and submit it to SDS within 60 days. (Initials ONLY)

Did you know?
You can visit http://icaptool.com to learn more about the
ICAP. The Inventory for Client and Agency Planning (ICAP) is

one of the most widely used adaptive behaviorassessments in
the United States.
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Applying for the IDD/ISW Waiver

When an individualis drawn from the DD Registry (DDRR), a “Notice to Proceed” letteris sent. The individual is
directedtoselectacare coordinatorand notify the department of their choice by completing an Appointment
of Care Coordination form and Release of Information and submitting them to Seniorand Disabilities Services
(SDS). It’s possible they will ask you to submit the documents forthem, that’s OK. These documents must be
submitted within 30days of receipt of the “Notice to Proceed" letter.

Upon notice to SDS of care coordinatorselection, an ICAP Packet requestis generated. Once the request has
beensent, the care coordinator has 30 days to submit the complete ICAP packet. The application packet
contents will depend on the age of the applicant

Age of applicant | Birth to 36 months | 36 monthsto Age 8 and over
7years & 11 mon.
Assessment IDD-10 IDD- 03 ICAP IDD- 03 ICAP IDD-10
method or Interim ICF /IDD Assessment Info & AssessmentInfo | Interim ICF/IDD
document Level of Care Consent & Consent Level of Care
Assessment Care Coordinator SDS QIDP Assessor SDS QIDP Care Coordinator
Completed by: Assessor
How often? At application & At application & Every 3" 2 renewal years
LOC renewal LOC renewal renewal year between ICAP
Evaluation A standardized age- Diagnostic evaluation completed within the previous 36
Documents appropriate norm- monthsforinitial determination. Then only when requested
referenced
i - by SDS or doctors.
diagnostic ) . .y .
. *Submit new documentation when it’s available.
evaluation
completed within
the last 12 months

Use the CHECK LIST OF FORMS AND DOCUMENTS FOR COMPLETE ICAP/INTERIM PACKET LOCATED ON THE
SDS APPROVED FORMS PAGE IN THE IDD FORMS SECTION

Uni - 05 Appointment For Care Coordination Services
DHSS 06-5870 Release of Information
Uni - 07 Recipient Rights and Responsibilities
IDD - 13 Qualifying Diagnosis Certification

Medical documentation (see chart above)
IDD-03 ICAP Assessment Information and Consent Form

-DHSS 06-5870 Release of Information for every respondent
Legal Representative Documents

All of the following forms are located on the SDS Approved Forms Webpage
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To apply for the IDD/ISW Waiver, the individual must submit (through their appointed
Care Coordinator) the following:

Uni-05 Appointment for Care Coordination Services
http://dhss.alaska.gov/dsds/Documents/SDSforms/UNI-05AppointmentOfCare Coordinator.pdf
The Appt. for Care Coordination (ACC) is the primary form forthe recipientto declare theirchosen Care
Coordinator. It must be accompanied by a Dept. of Health & Social Services, Senior & Disabilities Services
Release of Information form. Both forms must be signed by the recipient orthe legal guardian (must be the
same personsigning both forms.)

The form begins with this statement “l am a certified care coordinator authorized by the State of Alaska to assistyou
to obtainservices funded by the Medicaid Home and Community Based Waiver Services program. If you are determined
eligibleand continueto meet eligibility requirements, you will qualify for services through the (Choose the Waiver Type)
Waiver Program.”

» You must choose the Waiver type from the drop down menu

Itisexpectedthe CCwill review the information with the recipientline by line to verify orexplain every item.
This will help your new clientto understand whatthey should expect from you.

Appointment and Transfer of Care Coordination

When a current waiver recipient decides to change Care Coordinators (transfer) this same formis used but
know includes the previous CCs information too. When anew ACCis signed it needs to be sent (by DSM) to the
previous CCwiththe new ROl and a requestforthe last 12 months case notes. The previous CChas 5 business
daysto provide a copy of the case notestothe new CC.

A new ACCneedstobe sent (by DSM) to any current service providers so they are notified and know how to
contact the new CC.

Release of Information
DHSS 06-5870 Release of Information

Everyinitial IDD or ISW application will require this ROI, signed by the applicant (ortheir Legal Representative).
This ROl can u be givento any Medical Professional who has provided treatment orservices tothe individual in
orderto authorize the CCand SDS to receive the applicant’s medical information.

Please completethe following

Name: ClientName

Record #: Medicaid ID

Date of Birth: Client DOB

Person/ Organization Releasing Info: CC Name/CCAgency Name

Person/ Organization Receiving Info: AK DHSS- Senior & Disabilities Services

Description of Information To Be Released: Clinical, medical or functional records orinformation.
The purpose...: To determine program eligibility

Authorization expires on the following date or Eitherisacceptable, event based may be described as
event: “When program eligibility ends.”

Signature If a legal decision maker, theninclude authorization

There are instructions on the back of the form on how to complete it.
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Uni-07 Recipient Rights & Responsibilities
http://dhss.alaska.gov/dsds/Documents/SDSforms/Uni-07RecipientRightsResponsibilities.pdf
Review thisinformation with your clientto inform them of their Rights in the waiver process and who’s
responsible for what. All four sections need to be acknowledged.

e | havetheright...
| have beeninformed that...

e |lamresponsiblefor...
o Ifreceiving CDPCAservices, |lamalsoresponsible for:

o CDPCA=consumerdirected PCA

o Place N/Ahereif notreceiving CDPCA
e Intentional Program Violations or Program Abuse statement of understanding
e MUST be ssigned by the recipientorlegal guardian

IDD-13 QDC- Qualifying Diagnosis Certification form
http://dhss.alaska.gov/dsds/Documents/SDSforms/IDD-13QDCcertification.pdf
The person’s diagnosticcriteriaare verified by their medical provider, and conveyed to SDS, using the QDC
form. A current Qualifying Diagnosis Certification (QDC) formis required with the initial application packet for
the IDD waiver, if the applicant/recipientis over 3 years of age. It isalsorequired forannual renewal
applications. The individual’s medical provider will fill out the formincluding the age of onset.

This form verifies diagnosticeligibility for the HCB Waiver, and supplies the Assurance thatthe personis
provided a Level of Care evaluation on an annual basis (whetherthis comesfrom an ICAP assessmentora
DemographicFormforInterim ICF/IID Level of Care). You will see that the form requires the medical provider
to use an ICD-10 code to indicate diagnosis category. Thisis arequirement of CMS (Centers for Medicare and
Medicaid Services) national Medical Coding Requirement.

You can learn about how to match an ICD-10 code to its diagnosis here:
http://patients.about.com/od/medicalcodes/a/findicdcode.htm

Care Coordinators do not fill out the Qualifying Diagnosis Certification (QDC) form- the medical provider does this.

ICD-10 codes- “ICD” stands for International Classification of Diseases. ICD 10 codes are the 10th generation of
a worldwide coding system that wasinventedin the 1800’s to help track diseases and causes of death
worldwide. New sets of codes are made as medical research advances. Centers for Medicare and Medicaid
Services (CMS) requires that states use ICD-10codes as of October 1, 2015 in Medicaid Waiver program
documents due to the use of electronichealth claims processing (billing) and electronic health records.

IDD-03 ICAP Assessment Information and Consent Form:
http://dhss.alaska.gov/dsds/Documents/SDSforms/IDD-03ICAP-Assessment%20Info-Consent.pdf
The ICAPis intendedto provide an objective assessment of skillsin the areas of development, learning, and
self- sufficiency as compared to peers of the same age. The ICAP involvesaninterview process, with threeadult
people (respondents)who know the applicant/recipient well.

The Care Coordinatorfacilitates the ICAP Assessment by helping to identify 3respondents, and providing
alternate respondents. Onlyone of the respondents can be a parentor any adultlivinginthe home, the others
may be teachers, friends, staff, other family members, etc. The respondents must know the applicant’s
functional abilities and daily need for care.
» Everypotential Respondent must have a ROl completed to authorized them to discuss the client with
the SDS Qualified Intellectual Developmental Disabilities Professional
» Use thisform: DHSS 06-5870 Release of Information for all identified respondents including
alternates
Referto Guidelines forthe ICAP Process on the approved forms page of the SDS website to assist families
understanding of the process.
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Required medical diagnostic documentation:
e Medical documents and evaluations are required by the divisionin orderto support the qualifying diagnosis.
e All evaluations must be dated within 36 months of the date of submission of the ICAP packet.
An applicantyoungerthan three years of age must submit:

A diagnosis of asyndrome or chromosomal abnormality likely to resultinintellectual /developmental
disability; and an evaluation demonstrating cognitive impairmentindicated by a delay of at least 25%,
or two standard deviations below the mean, in comparison to peernorms, ora written statement of
clinical judgment of significantly belowaverage intellectual functioning by alicensed psychologist,
psychological associate, or developmental pediatrician, completed within the previous 12 months.

An applicant three years of age and older must submit:
A completed Qualifying Diagnosis form indicating a condition specifiedin 7AAC 140.600 (c) (1), and
signed by a:
o licensed psychologist,
o psychological associate,
o developmental pediatrician

AND

An evaluation based on the specific qualifying diagnosis as follows:

o Whenthe qualifying diagnosis is Intellectual Disability or Other Intellectual Disability a
comprehensive diagnosticevaluationis required. This evaluation mustinclude |Q/Cognitive testing,
and adaptive testingand must be completed by alicensed psychologist, neuropsychologist, or
psychological associate.

o When Autism is the qualifying diagnosis, acomprehensive diagnosticevaluationis required. This
evaluation mustinclude 1Q/Cognitive testing, and adaptive testing and must be completed bya
clinical level psychologist, neuropsychologist, or developmental pediatrician.

o Whenthe qualifying diagnosis is Seizure Disorder or Cerebral Palsy, documents to identify
substantial functional limitationsin three or more areas of major life activity. This can done
through ESER’s, OT/SL/Physical therapy reports, assessments by their Primary Care Providers, etc.

e Allsupportive documentation mustidentify asubstantial functional limitationinthree or more of the following
areas of majorlife activity:
1) Self-Care
2) Receptive or Expressivelanguage
3) Learning
4) Mobility
5) Self-Direction
6) EconomicSelf-Sufficiency
7) Capacity for Independent Living

Send completed applications for annual IDD LOC determinations, including all
supporting documents to: SDS.IDDANnchorageAK (DSM address)

Once Care Coordinators are authorized to use the SDS Harmony Data System, you will submit
all of these documents by attaching them to a Note in the Client’s record.
Note Type: Consumer Application DD Sub-Type: Initial Application Waiver- Submitted

(Specific Note Types must be used in order to route the Application properly)
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Interim year Assessment (the years between the ICAP cycles)
For applicants youngerthan 3 years of age, or on an interimyear, the QIDP will conduct adevelopmental
review and determine Level of Care from the documents provided. The Care coordinator completes the Interim
formand submitsitto SDS with the supportive documentation.

IDD-10 Interim ICF /IID Level of Care Information Form:
http://dhss.alaska.gov/dsds/Documents/SDSforms/IDD-10InterimICF-11DD%20Info.pdf

The purpose of the Interim formis to reconfirm diagnosis and level of need for support, eitheras a very young
child, orinthe years betweenthe ICAP assessments. Itis likely that people who have a diagnosis of
developmental and intellectual disability willnot experience sudden change in their condition which would
greatly affecttheirneeds for support throughouttheirlives. For this reason the Care Coordinator can collect
information on the Interim Form.

For veryyoungchildrenunderage 3, and those ages 8 and up, it serves as an informal assessment document
completedby the Care Coordinator which is added to the document set thatis reviewed by SDS to determine
continuinglevel of care forthe IDD waiver.

All of the other Annual LOC documents are still required except the ICAP Info & Consent.

Nursing Facility LOC

Nursing Facility Level of Care, is associated with the ALI, APDD, and CCMC waiver programs. The individual
with Nursing Facility Level of Care would need to reside in a Skilled Nursing Facility, if there were no other
services orpeople helpingthem. A person who chooses the Home and Community Based Waiver will not
receive “all their care” from Waiverservices. They willalso get healthcare related services from their medical
provider, many other community supports, and they will do some things forthemselves.

All authorized servicesin Medicaid are “medically necessary”- which is defined as “health-care services or
supplies needed to prevent, diagnose, ortreatan illness, injury, condition, disease, orits symptoms and that
meet accepted standards of medicine.” Thisis why all waivers require an assessment to determine the level of
care. The assessment determines how the person functions within their disability, and what kind of help they
could choose to remaininthe home and community. “Functions” means how the person takes care of
themselves doingregularthings people do every day, and how they engage with the community and those
aroundthem.

ADRC Person Centered Intake Requirement

Potential Applicants for AL, APDD, CCMCand CFC MUST have completed a Person Centered Intake with the
Agingand Disability Resource Center (ADRC) .

The ADRC specialist conducts ashortinterview to determine whatinformation and options counselingthe
individualneeds to assistin planning forimmediate and future needs and to preventinstitutionalization. The
Intake process will indicate whetheranindividual is likely to meet both functionaland financial eligibility
requirements of various Alaska State Plan programs priorto spendingtime and effort to complete an
applicationthat may be denied.

People are referred to Care Coordinatorsifitappearsthey may be eligible for Waiver Services. A Copy of the
Person Centered Intake summary is giventothe individual to share with the CC. The CC works with the
applicantto create a complete application for HCB Services including CFC-Services. A Copy of the Person
Centered Intake summary must be included with the initial LOC Application for ALI, APDD And CCMC waivers,
and Community First Choice-Only applications.
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ALI/APDD/CCMC/CFC Application
Per7 AAC130.211 Screening (Application)forthe ALI, APDD, CCMC Waiver, or CFC option can occur once every
365 days. If the applicantdoes not meet Nursing Facility Level of Care, he or she may not apply again for 365
days, unless adocumented material change in condition occurs sooner.

e Arequestforan additional screening priorto 365 days MUST be accompanied by medical and
functional documentation clearly showing a material change incondition. This documentation must
show that the individual will need to receive care ina Nursing Facility if Waiver Services are not
available.

Complete and assemblethe application packet. Priorto submitting this packetall documents should be
complete including signatures of the individual and/or legal representative.

Follow the guidance inthe ALI/APDD application checklist on the SDS Approved Forms Page in orderto submit
a COMPLETE Application.

Uni - 05 Appointment For Care Coordination Services
Uni-16 Release of Information

ADRC Person Centered Intake Summary
Uni-04 Application for ALI/APDD/CFC/CCMC
Uni- 07 Recipient Rights and Responsibilities
Uni-09 Verification of Diagnosis

For APDD only Proof of DD eligibility
Medical and Functional Documentation
Proof of Medicaid Eligibility (usually just Medicaid #)
Legal Representative documents, if applicable

The application packet will be processed by the CAT Intake unit at SDS. It’s important to have accurate and
COMPLETE information such as correct physical address and contactinformation, if an Assessment visitis to be
scheduled and completed. AAC130.207 (b)
No later than 14 business days afterthe date the application is received, SDS will send the Care Coordinator and
the applicant notice of any missing information or documentation to make the application complete. Unless the
missing information is received no later than 15 days after notice of the incomplete application, SDS will deny the
application.
Uni-05 Appointment for Care Coordination Services
http://dhss.alaska.gov/dsds/Documents/SDSforms/UNI-05AppointmentOfCare Coordinator.pdf
The Appt. for Care Coordination (ACC) is the primary form forthe recipientto declare theirchosen Care
Coordinator. It must be accompanied by a Dept. of Health & Social Services, Senior & Disabilities Services
Release of Information form. Both forms must be signed by the recipient orthe legal guardian (must be the
same personsigning bothforms.)

The form begins with this statement “l am a certified care coordinator authorized by the State of Alaska toassistyou

to obtainservices funded by the Medicaid Home and Community Based Waiver Services program. If you are determined
eligibleand continueto meet eligibility requirements, you will qualify for services through the (Choose the Waiver Type)
Waiver Program.”

» You must choose the Waiver type from the drop down menu

Itisexpectedthe CCwill review the information with the recipientline by line to verify orexplain every item.
Thiswill help yournew clientto understand what they should expect from you.

Transfer of Care Coordination

When a current waiver recipient decides to change Care Coordinators (transfer) this same formis used but
know includes the previous CCs information too. When anew ACCis signed it needs to be sent (by DSM) to the
previous CCwiththe new ROl and a request forthe last 12 months case notes. The previous CChas 5 business
daysto provide a copy of the case notesto the new CC.
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A new ACCneedstobe sent(by DSM) to any current service providers so they are notified and know how to

contact the new CC.

Release of Information
DHSS 06-5870 Release of Information

Everyinitial IDD or ISW application will require this ROI, signed by the applicant (or their Legal Representative).
This ROl can u be givento any Medical Professional who has provided treatment orservices to the individual in
orderto authorize the CCand SDS to receive the applicant’s medical information.

Please completethe following

Name: ClientName

Record #: Medicaid ID

Date of Birth: Client DOB

Person/ Organization Releasing Info: CC Name/CCAgency Name

Person/ Organization Receiving Info: AK DHSS- Senior & Disabilities Services

Description of Information To Be Released: Clinical, medical or functional records orinformation.
The purpose...: To determine program eligibility

Authorization expires onthe following date or Eitherisacceptable, event based may be described as
event: “When program eligibility ends.”

Signature If a legal decision maker, theninclude authorization

There are instructions on the back of the form on how to completeit.

The person’s completed Person Centered Intake summary — from the Aging and Disability Center
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Uni-07 Recipient Rights & Responsibilities
http://dhss.alaska.gov/dsds/Documents/SDSforms/Uni-07RecipientRightsResponsibilities.pdf
Review thisinformation with your clientto inform them of their Rights in the waiver process and who’s
responsible for what. All four sections need to be acknowledged.

* |l havetheright...

* |havebeeninformedthat...

* lamresponsiblefor...

* Ifreceiving CDPCAservices, lamalsoresponsible for:
e CDPCA=consumerdirected PCA
* Place N/Ahereif notreceiving CDPCA

* Intentional Program Violations or Program Abuse statement of understanding
*  MUST besigned by the recipient orlegal guardian

UNI 09 Verification of Diagnosis
The Verification of Diagnosis formisintended to convey information from the medical providerto SDS about
the person’s medical conditions thatform the need forlongterm care. The person’s medical conditions are
verified by their medical provider, and conveyed to SDS, using the VOD form. This form isrequired at both
initial application and renewal. This is because medical conditions can change- they may improve ordecline.
Itis the applicant’s responsibility to obtain the VOD from their medical providers.Care Coordinators canassist
with this and requesting medical and functional information for the application.
**Remember to send your ROl and ACC with anyrequests you make to the providers.

Uni-04 Waiver Application
This Applicationis completed for multiple waivertypes
e Indicate the waivertype and the CFC option on the cover page
e Mustinclude all pages/sections
Complete every line and every page; use “n/a” if the information does not apply
o Medicaid number mustbe presentonthe application
e Respondtoeachiteminthe Health Summaryindividually
o use “n/a” iftheinformation doesnotapply
o List the full name, contactinformation, reason and frequency of visits foreach doctor or health
professionallisted
o Must be aspecificreason
o Enterthe # of timestheysawthe providerinthe previousyear
e Complete everyblock under current medications including reason prescribed
o Unknownisnot accepted, ask the person or contact the prescriber
e Must be dated andsigned by Applicant
o Ifthereis a parentor legal representative, they mustsign where designated (not on recipient
line)

Applying for the APDD Waiver (Adults with Physical and Developmental Disabilities)
A person age 21 or overthat experiences a physical disability and an intellectual/developmental disability, will
need to follow the processin the previous section to apply for DD eligibility. The person must be listed on
Alaska’s DDregistry. Whenthisindividualapplies forthe Adults with Physical and Developmental Disabilities
waiver (APDD), they receive an assessment to determination of Nursing Facility Level of Care. If NFLOCis
determined both the habilitative and non-habilitative services can be offered through the Home and
Community Based Waiver.

If you are working with ayoung person on the CCMC waiver (age 18-22) and he or she intendsto apply forthe
APDD waiver(age 21 and over),you will need to make sure that the young person applies orhas applied for DD
eligibility through the DD registry. The CC can referthe personto the STAR coordinator.(See DD eligibility
section). If the person does not experience anintellectual or developmental disability, he or she may apply for
the ALl Waiver. Start the application process atleast 6 months before the last day of the recipient’s 22" year.
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Requesting an expedited assessment
The Care Coordinator completes Uni-12 Request for Expedited Consideration and submitswith the application.
Here is a list of qualifying circumstances which are evaluated foran expedited assessment. An expedited
assessment means completing an assessment and NFLOCdetermination within 10days.

diagnosisof aterminalillness, with alife expectancy less than 6months
imminentorrecentdischargefroman acute care facilitywithin 7 days

unplanned absence of a primary unpaid caregiver due toanemergency

declining health of a primary unpaid caregiver makingthem unable to provide the care
death of the primary caregiver within the previous30or fewer days priorto the date of
application

referral from Adult Protective Service or the Office of Children’s Services

Send completed applications for annual NFLOC determinations, including all supporting documents to the
correct DSM address:

ALI/APDD/CCMC/CFC Initial Applications: dsds.nfloc-initialapplication@hss.soa.directak.net
Renewal Applications: dsds.nfloc-renewalapplication@hss.soa.directak.net

Once the received application is determined complete, an SDS Assessor schedules within 30days (within 10
daysfor a valid expedited assessment) to visit the personin hisorherresidence, to determineneeds for
support. The Assessorfrom SDS will contact the person and/orlegal representative and arrange forthe
assessmentappointment. This should be atthe person’s home or Assisted Living Home.
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Determining (NFLOC) Nursing Facility Level of Care
It'simportantto understand that NFLOC consists of some skilled nursing care AND some intermediate care.
Skilled care meansthe person doingthe care has received licensed medical training usually they are anurse,
doctor, or otherlicensed specialist.
Intermediate care means some tasks require professional licensed trainingand some do not.

The HCBW offers services mostly done by UNSKILLED (unlicensed) staff. Although there are some professional
medical services offered in the Waiver, they are mostly considered the INTERMEDIATE level of NFLOC.

e People are notgiven waiverbenefits simply becausetheir medical conditions are disabling. People
with disabling conditions do not automatically qualify for waiver. Rather, peopleare given waiver
benefitsif they have functional or nursing care needs thatare so significantthat they would otherwise
be institutionalized.

e Medicaid Waiverbenefits are services offered to recipients who would otherwise be institutionalized,
and these benefits must be reviewed annually and are based on specificeligibility requirements. Not
all people with disabilities require nursing care or supervision of the type that would be offered ata
hospital or nursing care facility.

Skilled nursing services are ordered by and underthe direction of a physician that are provided directly by or
under supervision of qualified technical or professional personnel who are authorized by state law to provide that
service and who are on the premises at the time service isrendered; technical or professional personnel include a
registered nurse, alicensed practical nurse, alicensed physical therapist, alicensed physical therapy assistant, a
licensed occupational therapist, a certified occupational therapy assistant, alicensed speech-language pathologist,
aregistered speech-language pathologist assistant, and an audiologist.

e Skilled nursing services are the observation, assessment, and treatment of arecipient’s unstable condition
requiring the care of licensed nursing personnel to identify and evaluate the recipient’s need for possible
modification of treatment, the initiation of ordered medical procedures, or both, until the recipient’s
condition stabilizes.

Intermediate nursing service are ordered by and underthe direction of a physicianto an individual who does not
needskilled nursing services.

¢ Intermediatenursingservices are the observation, assessment, and treatment of arecipient with long-
termillness ordisability whose conditionis relatively stableand where the emphasis is on maintenance

rather than rehabilitation, or care for a recipient nearing recovery and discharge whose condition is
relatively stable but who continues to require professional medical or nursing supervision.

To understand more about the Nursing Facility Level of Care please review the table on the following pages for cares
your client need. The table suggests the appropriatetype of care providerto meetthat care need.
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Table of Nursing Facility Level of Care, skilled services & intermediate services.

We’ve added what Waiver service or PCA could provide, if any. This is for training- it is not an assessment tool.
IF THE PERSON NEEDS: Is it Provided Can a “Intermediate Do HCBS What Waiver Could a

ALWAYS by nurse ” NFLOC? Waiver service could do PCA do
NFLOC? Licensed delegate Can this be (unskilled this if it is this?
Medical to waiver | done by HCBS staff) approved in
only? staff or (Waiver), by provide their plan?
others? unskilled this
staff? service?

SKILLED CARE
Patient assessment Y Y N - N SPDN, NOCM N
Make nursingplan Y Y N - N SPDN, NOCM N
Delegation of allowable Y Y Y - NOCM
tasks
Make treatment plan Y Y N - N SPDN, NOCM N
Health education Y Y N - N SPDN, NOCM N
Receive/Transmit Dr Y Y N - N SPDN, NOCM N
orders
IV therapy Y Y N - N SPDN N
Sterile Y Y N - N SPDN N
wound/decubitus care
Home dialysis Y Y N - N SPDN N
Oral tracheal suctioning Y Y N - N SPDN N
Med mgmnt of unstable Y Y N - N SPDN N
condition- need
monitoring
Placeand administer Y Y N - N SPDN N
nasogastrictubes
Assess and manage new Y Y N - N SPDN/NOCM N
G tube
placement/nutrition
Injectable meds Y Y N - N SPDN N
Administer non-herbal Y Y N - N SPDN N
nutritional supplement
Any taskthat requires Y Y N - N SPDN could do N
medical licenseto do nursing
Medication Y Y Y Y with Y with SPDN Y with
administration-routine delegation by | delegation delegation
scheduled meds with Nurse by Nurse by Nurse or
predictableresults and CDPCA
training for waiver staff. At home
NOT INCLUDING
INJECTIONS
24 hr observation and Y Y N - N SPDN N
assessment
Intensiverehab svcs Y Y N - N SPDN N
ordered by physician (5
x/wk)
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24 hrdirect svcs thata Y Y N - N SPDN N
nurseis licensed to do,
or directsupervision of
anurse

Medication that Y Y N - N SPDN N
requires IV, NG,
frequent injections,
and/or clinical
judgement call

New Y Y N - N SPDN N
colostomy/ileostomy

care

02 Therapy when Y Y N - N SPDN N

careful regulation or
monitoring needed

Gastrostomy careand Y Y N - N SPDN N
feeding such as new G
tube care/assess

nutrition

Tracheostomy- when 24 Y Y N - N SPDN N
hr careneeded

Radiation/Chemo- when Y Y N - N SPDN N

closeobservation for
side effect needed

Sterile dressing Y Y N - N SPDN N: ABPCA
requiring prescription Y: CDPCA
med At home
Infected or complex Y Y N - N SPDN N

decubitus care

Uncontrolled diabetes Y Y N - N SPDN N
care
New CVA care until Y Y N - N SPDN N
stable
New hip fracturecare Y Y N - N SPDN Y, allowed
tasks, daily
careat
home
New amputation care Y Y N - N SPDN Y, allowed
tasks, daily
care at
home
Comatose care Y Y Y - N SPDN Y, Allowed
delegate- tasks, daily
able tasks carein
home
Terminal cancer care Y Y Y - N SPDN Y, Allowed
delegate- tasks, daily
able tasks careat
home
New heart attack care Y Y N - N SPDN N,
generally
not done at
home
Uncompensated Y Y N - N SPDN N,
congestive heart failure generally
care not done at
home
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New paraplegic care Y N - N SPDN Y, allowed
tasks, daily
careat
home
New quadriplegic care Y N - N SPDN Y, allowed
tasks, daily
careat
home
Frequent lab diagnostics Maybe N N N N, not for N- not
per med administration- [ (not for home/communit done at
anti-coagulants, arterial | this only) y setting- these home
blood gas, blood sugar aredonein
when unstablediabetic healthcare
care facilities
Treatments- Maybe N N N N, not for N
observation, eval and (not for home/communit
assistancefor correct this only) y setting- these
use/safety — oxygen hot aredonein
packs, whirlpool, healthcare
diathermy, etc) care facilities
Behavioral problems Maybe Y N N N, not for N
Needing tx or (not for home/communit
observation by skilled this only) y setting- these
professional-to the aredonein
level of nursinghome healthcare
care facilities
INTERMEDIATE CARE: Definition Y Y N SPDN/NOCM N
observation, . Treatmen
assessment,and Tx for More t needed
longterm illnessor tasks in daily at
disability when this home
conditionis relatively category only,
stable- maintain health can be delegate-
rather than rehab. Can done by able tasks
be for longer recovery waiver
period post surgery. settings
and staff.
Observationand assess Y N N N SPDN N
needed 24 hr by nurse
Nurse needed for Y if Nurse N N N SPDN N
restorativecare: re- needed
teach ADLs
Prevent/slow Y if Nurse Y Treatment Treatment Treatment N: ABPCA
contractures with needed needed daily needed needed daily at Y: CDPCA
positioning, devices, athome only, daily at home only, RSL, with
pillows, handrails, ROM delegate-able | home only, Res Hab, with prescriptio
exercises tasks delegate- delegation n
able tasks
Ambulation/Gait Y if Nurse Y, N Treatment Treatment N: ABPCA
training w/wo assistive needed Treatmen needed needed daily at Y: CDPCA
device t needed daily at home only, RSL, with
daily at home only, Res Hab, with prescriptio
home delegate- delegation n
only, able tasks
delegate-
able tasks
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Transferringor Y if Nurse Yes, is Y Y Transferring- all Y
supervision of needed allowedin transferrin waiver svcs transferrin
transferring Waiver g except CC, chore. g
Meals, EMOD
Services required to be Y N N N SPDN/NOCM N
done by nurse
Medication that needs Y if Nurse Y, N Y, SPDN/NOCM N
daily observation for needed Treatmen Treatment Needed daily
effect or sideeffect t needed needed only, with
daily at daily at delegation
home home only, all waiver svcs
only, delegate- | except CC, chore,
delegate- able tasks transportation,
able tasks meals, EMOD,
usually not IAT
Assistwith ADLs- bathe, | Y if Nurse Y, some Y Y SPDN/NOCM Yes
eta, toilet, dressing, needed pieces of Needed daily
transfer/ambulation- these only, with
maintenance of tasks may delegation
catheter, ostomy, require all waiver svcs
special diets, skincare delegatio except CC, chore,
of those incontinent n but Transportation
usually (except
not transfers) meals,
EMOD, usually
not IAT
Colostomy/Ileostomy Y if Nurse Y, some Y Y SPDN/NOCM Y
maintenance, daily needed pieces of Needed daily
monitoring, these only, with
intervention for elim tasks may delegation
andskin require all waiver svcs
delegatio except CC, chore,
n but transportation,
usually meals, EMOD.
not Usually not IAT
Oxygen therapy for Y if Nurse Y Y with Y, SPDN/NOCM Y,
temp orintermittent needed delegation Treatment Needed daily prescribed
needed only, with only
daily delegation
delegate- all waiver svcs
abletasks | except CC, chore,
transportation,
meals, EMOD.
Usually not IAT
Skin care- decubitus, Y if Nurse Y, some Y with YES with SPDN/NOCM Y, not
not infected or needed pieces of delegation delegation Needed daily decision
extensive these only, with making
Minor skin tears, tasks may delegation daily
abrasion, conditions require all waiver svcs observatio
that need daily delegatio except CC, chore, n
observation/interventio n but transportation, Y CDPCA
n by nurse usually meals, EMOD.
not Usually not IAT
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Diabetes care-when Y if Nurse Y Y, some Y with SPDN/NOCM N, but can
nurse needed for daily needed pieces of delegation Needed daily recordi/o
observation of dietary these only, with Cando
intake and/or med tasks may delegation med admin
administration to require all waiver svcs with
control diabetes delegatio except CC, chore, CDPCA.
n but transportation, NOT
usually meals, EMOD. INJECTIONS
not Usually not IAT
Behavioral such as Y if Nurse Y Y Y Y N
wandering, verbal needed all waiver svcs
disrupt, combative, except CC, chore,
inappropriate- when it transportation,
can be managed safely meals, EMOD.
ina nursingfacility
TRANSPORTATION for NO Y- Y, they N N N
MEDICAL PROCEDURES Healthcar could if
or APPOINTMENTS e provider nurseis
can healthcar
schedule | e provider
MEDICAID
RIDE
MEDICAL AIDE for NO Y- Y, they Maybe but None Y
Approved MEDICAL Healthcar could if not Waiver
TRAVEL e provider nurseis reimburse
can healthcar d
arrange | e provider
for
MEDICAL
AIDE
Supervision N N Y, Y, approved hab N
approved svcs and respite
hab svcs,
and respite
Protective Custody N N N N N
Routine med N N Y Y Y
management
Personal careservices N N Y- as RSL, Res Hab, Y
approved Adult Day, Day
in PLAN Hab, In Home
hab supports,
Supp Emp
Also- notsolely
for WAIVER, but
Personal Care
Services also
provides this
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Conclusions-

The HCBW offers a choice to receive services that are NFLOC in home/community. Waiver is for ongoing
predictable medically necessary home/communitycare.

Waiveris not for crisis/femergency/healthcare requiring clinical judgement, medical license to perform,
or not approved in regulation/individual SupportPlan.

NFLOC consists of SKILLED CARE and INTERMEDIATE CARE.

Not ALL NFLOC care tasks can be done by unlicensed personnel providing waiverservices.

The individual choosing the Waiverreceives TOTAL CARE in his/her community by accessinga
combination of resources: Waiver supports, community and family supports, their medical (healthcare)
provider, and hands on nursing care eitheras SPDN, NOCM in some cases, or Regular Medicaid (health
care provider).

The individual choosing Nursing Home receives TOTAL CARE in the Nursing Home and from medical
(healthcare provider).

PCS does not require Nursing Facility Level of Care. The person needs hands on help at home with ADLs
and IADLs.

CFC requires that the person meeta facility level of care — NFLOC, ICF/IID, or IMD (Institution for Mental
Disease)

RESOURCES used:
Alaska nursing regulation and statute
https://www.commerce.alaska.gov/web/Portals/5/pub/NursingStatutes.pdf

definition of longterm care inthe home and community
http://www.cdc.gov/nchs/data/nsltcp/long term care services 2013.pdf

CFR, nursingfacility level of care
http://www.gpo.gov/fdsys/pkg/CFR-2010-title42-vol2/pdf/CFR-2010-title42-vol 2-se c409-33.pdf

Alaska Administrative Code: HCBS Waiverregulations
7 AAC130 Home and Community Based Waiver Services, NFLCO and ICF/IID Level of Care

PCSRegulations
7 AAC125.010-199 Personal Care Services
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CAT (

Consumer Assessment Tool)

The CAT involves a detailedfunctional assessment and observationof the person,aninterviewwith the person,
and consideration of supporting documentation. The Assessor wants to know what the person can do for
him/herselfand whatkinds of hands on helphas been neededwithinthe last 7days. Responses and observations
are enteredin each section of the CAT which creates anumerical scoreforthe different areas of functional skill.
There is a separate CAT for children, which is used for the CCMC waiver.

The Assessoruses the Consumer Assessment Tool (CAT) to determine LOC based on the numerical values.
Every CAT isreviewed by an SDS assessment supervisor priorto LOC determination. A Care Coordinator can
attend the assessmentappointment at the request of the applicantand/orlegal representative. CC’s are not
required butare helpful when present.

In orderfor a personto be considered as having Nursing Facility LOC they must experience SIGNIFICANT
LIMITATIONS in the following areas:

AN NI N NN

BED MOBILITY (turning and repositioning while in bed)

EATING (how the person eats or otherwise takes in nutrition)
LOCOMOTION (getting around within the home- room to room)

TRANSFER (getting from one surface to another- for example- bed to chair)
TOILETING (including how the person accomplishes personal hygiene)

There may also besignificant limitationsintheareas of:

Admi

e dressing- puttingon clothing forthe day oractivity;

e cognition- how they understand the need to do something;

e behavioral health-if there are orare not behaviors that put the person or others at risk;
However, thesealonewill not qualify aperson for the waiver program.

Measuring Self Performance:

e Independent-Nohelp oroversight-or - Help/oversight provided occasionally.

e Supervision - Oversight, encouragement or cueing provided

e Supervision plus non-weight-bearing physical assistance providedoccasionally

o Limited Assistance-Person highlyinvolved in activity; received physical helpin guided maneuvering
of limbs, orother non-weight-bearing assistance

e Extensive Assistance - While person performed part of activity, Weight-bearing supportis provided
often

e Total Dependence - Full caregiver performance of activity

e Cueing-Spokeninstruction orphysical guidancewhich serves as a signal to do anactivity

ssion to a Skilled Nursing Facility

A client may choose to enter a nursing facility instead of using the HCBW. Review the Long Term Care Nursing
Facility Authorizationform. The admitting facility usually completes this when someone would like to enter their
facility. Use this link: http://dhss.alaska.gov/dsds/Pages/provider/pr-skillednursing.aspx

A HCBW Care Coordinatordoes NOTfill out this form. The facility does this, regardless of the funding source
the personis usingto pay forthe nursingfacility care. Itisa Federal requirement that ALL peopleinanursing
facility be given achoice of care to remainintheirhome or community if itis safe to do so.
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Preparing for the Assessment
o Tellyourrecipientwhatto expect—they will need to demonstrate theirabilities orinabilities
e Encourage the family to limitattendance and notinterrupt
e lettheassessorknow if youexpecttohave commentsaftertheinterviewisconcluded
e Makes notes duringthe assessmentto discuss with the assessor afterthey are done DON’TINTERUPT

e Holdyour comments duringthe assessment, unless aquestionis directed toyou

If the personisfoundtomeetNursing Facility Level of Care (NFLOC), the applicant and the Care Coordinator
will receiveanotice (letter) of Level of Care Determination and a copy of the CAT from SDS.

If SDS finds that the applicant does not meet Nursing Facility Level of Care atinitial assessment, SDS will send
the persona letterindicatingthe denial. A notice of Adverse Action & Fair Hearing Rightsisincluded.

Assessments in a Nursing Facility or Long Term Care Hospital

A personresidinginanursingfacility orlong term care hospital willhave ateam comprised of medical
professionals, adischarge plannerand usually amedical social worker helping to discharge that personfromthe
nursing facility into their choice of communityliving situation. The person most likely willneed some type of help
with activities of daily living (ADLs) and instrumental activities of daily living (IADLs). A person leavinga
nursing/hospital facility has choices.

o He orshe can choose to apply for Personal Care Services (PCS). Thisisan appropriate choice forsomeone
dischargingtotheirhome, if they need hands on help with ADLs and/or IADLs.

e Theymay needotherservicesintheirownhome, such as chore services (forexample if the personis
physically unableto cook/clean and has no other supportsto help.)

e The person may needtodischarge toan assisted livinghome.

When a personisdischarging from the nursing/hospital facility and wants to apply foreither PCS or the waiver, the
personwill need an assessment from SDS staff.

You will likely be part of the “discharge planning team” if you are helping someonetransition fromanursing
facility orhospital to theirhome oran assisted living home. Discharge planners and medical social workers at
the facility or hospital will ask you to be part of the team (aslongas the person has chosenyouto be theircare
coordinator).

If the person wantsto apply orreapply forthe ALl or APDD waiver, they will need to start with ADRC options
counseling. ADRC staff may be available to visit the person face toface or they can document needs overthe
phone. The person will need to choose you as their care coordinator by askingthemtofill out a Release of
Information and an appointment of Care Coordination form.

e The person must have a discharge planfromthe currentfacility (since they are applying for care outside of
the facility they should have one). A discharge planis written by the medical team and discharge planner at
the facility.

o Thedischarge planneedstoinclude specificinformation. If it does not, SDS will send the care coordinatora
formto be filled out by the discharge staff to request the information.

e The care coordinatorneedstoinclude the discharge plan and all other medical documentationrelated to
the person’s medical conditions which create the need forlongterm care with the application forthe
waiver.
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CAT Intake and Assessment Unit Discharge Plan Summary
SDS needs toreview thisinformation forapplicants discharging from hospitals and or nursinghomes, whichis required
priorto an assessment. Thisinformationis neededinadditiontothe complete waiverorPCS application, if the person
currently residesin afacility, and the assessment will be conducted in the facility.
Instructions: The following should be answered by the discharge planner (SW/RN) and medical documentationin
support of the responses provided is required.

1.

N o vk wnN

10.

11
12.
13.
14.

Patientinformation, Name, DOB, Medicaid #.

Anticipated discharge date and a summary of situation:

Admission and discharge diagnoses:

Discharge Disposition: (home, ALH, NF with family, friend, POA, adult children, etc)

Discharge Medications:

Skilled Nursing Needs: (wounds, tubes, etc) (Notes/Orders required)

Therapy Needs: Senior Disabilities Services (SDS) requires all Physical Therapy/Speech Therapy/Occupational
Therapy notes/visits/encounters of the client’s stay in the hospital or long term care facility. By not providing
these notes/Vvisits/encounters willonly slow & delay the process of getting the assessment done. Additional:
indicate the PT/OT/ST needs afterdischarge as well.

Dietary:

Assistive Devices:

Detailed description of the level of need for ADL’s (bed mobility, transfers, locomotion, dressing, eating,
toileting, personal hygiene and bathing):

IADL’s (cooking, cleaning, shopping, etc):

Cognition Summary: (makesown decisions? Legal Rep?) Medications. Neuropsych eval? Notes required.
Behavioral Summary: Medications

Additional Information for SDS to consider:

List all attachments

If the above isfollowed, peoplecan getan assessment while they reside in the facility.
o Ifthe personresidesinthe facility, the facility name and addressis theirresidence at the time of
application. The facility is the person’s physical address on the application.
The care coordinatorcan request an expedite forthe assessment if the conditions forrequesting an expedite are
met.
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UNIT 5 — HCB Services

Requesting Services during temporary absence
Residential Services

Waiver Transportation Services

Duplications with (PCS) Personal Care Services
Duplications with CFC Services

Environmental Modifications (E-Mods)
Specialized Medical Equipment

Nursing Oversight and Care Management
Supported Employment

Acuity Rate for Out of Home Residential Services
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Community First Choice Services

Community First Choice service (CFC) are available for Medicaid recipients who meet Nursing Facility Level of Care,
ICF/IID Level of Care, or Institution for Mental Disease—Behavioral Health (IMD) Level of Care. For IMD level of care
only, the recipient must be under21 or over 65 years of age.

The available servicesin CFCare:

e Care Coordination (Targeted Case Management): Application, Annual Plan and ongoing Monthly case
management. (fora CFC-onlyclient)

e Personal Care Services— PCS, when deliveredina CFC planis called “CFC-PCS”.

o Hands onhelp with Activities of Daily living
o Hands onhelpwith Instrumental Activities of Daily Living

e Supervisionand Cueing: Additional PCSservice timeinwhichthe PCAisin proximity tothe recipientand only
supervisesand cuesthe recipientto performan ADL or IADL. (Not hands on help time.)

e  Skills Building: Help given by trained PCA workerto guide the recipient be more independent with an ADL/IADL
that the person chooses. (Not hands on helptime.) PCSagency representatives are attending required SDS
trainingto be able to train theirstaff to doit.

e Personal Emergency Response system (PERS): Communication system installed by PERS providerforthe person
to be able to summon help athome.

e Optional Training Resources to Manage Their Own Staff: Available asadownload from the SDS website

Applyingfor CFC on behalf of someone who may meet IMD (Institution
for Mental Disease) Level of Care

Care Coordinators apply for CFCservices onthe person’s behalfusing the UNI-04 Application. Seniorand Disabilities
Services Assessment unit will schedule an assessment atthe applicant’s residence. An assessmentis done using the
Consumer Assessment Tool (CAT) AND SDS will referthe applicantto Qualis for an assessmentto determine IMD level
of care. If the personisfoundto meetIMD level of care, the CFC-PCS services can start.

The applicant must:
e Be betweenageb6and 21
e Oroverage 65
e Have active Medicaid
e Havea PClintake formcompleted withthe ADRC
e Have a diagnosisfrom a psychiatrist or mental health professional
o Show some of the indicators of IMD level of care

Regulation: 7 AAC 127.025 Eligibility and enroliment for Community First Choice services; level of care determination

The applicant, if approved for CFCthrough IMD level of care, will have a “CFC only” plan. (Nota waiver ora combination
of waiverand CFC, because IMD Level of Care does not apply to waivers.)
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Waiver Service Definitions, Regulations, and Basic Exclusions

These definitions are offered for training purposes, to help increase understanding of the service, the use and
intent of the service, best practices and basicexclusions. Always consult regulation for the regulatory definition of
eachservice, thenreview the Conditions of Participation for the specificservice. All services requestedina
SupportPlan are subjectto approval of Senior and Disabilities Services.

Habilitative and Non-Habilitative- Definitions:
Non-Habilitative Services: Outcomes based service. Service plans states personal goal. Notaccompanied by
measurable goals and objectives.
Habilitative Services: Forthe purpose of acquiring, building, maintaining or developing askill of self help,
socialization, oradaptation. Accompanied by measurable goals and objectives.

Management

Waivers and CFC.
Annual person centered
support plan for all Waiver

Long Term Services
and Supports
Targeted Case

reimbursed Home &
Community Based services or
PCS

Non- Habilitative Definition Regulation Service-related Unit size
Habilitative Exclusion(s) Max. Allowed
Care Coordination CareCoordinators 7 AAC 130.240 CC cannot provide any other -Monthly
assistindividuals who are | Care coordination reimbursed Home &
eligible to receive waiver services Community Based services or
services or who already do, in PCS Please note for CFC and
gaining access to needed Waiver Combo recipients,
waiver and other state plan the care coordinator
services, as well as needed provides care coordination
medical, social, and other and targeted case
services, regardless of the management at the
funding source for the “Waiver” level.
services to which access is
gained. Ongoing Monthly
service for the Waivers, to
include provider and recipient
visits, service monitoring and
documentation, and
amendments.
Targeted Case Initial Applications for All 7 AAC 128.010 CC cannot provide any other linitial application

1 Annual Plan

For CFC- only —without a

activities provided in a
protective setting outside the

Adult day services

Service time

and CFC. Management waiver —includes the
For CFC only clients —who do monthly unitas itis written
not also have a waiver - all in the approved plan of
activities of care coordination care.
are targeted case
management.
Adult Day Services Meaningful daily 7 AAC 130.250 No PCA during Adult Day 15t unit=1-4 hours,

then 15 min units up to 6

hrs after.

home. Total 10 hours per day max
reimbursed.
Residential 24 hour supportina 7 AAC 130.255 PCA, Chore, Respite, or Daily unit
Supported Living [licensed assisted living home Residential home delivered meals. Waiver
(Licensed ALH) (residential setting). supported-living | does not pay room and board.
services (rent)
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Transportation |Arideto community services 7 AAC 130.290. Not medical transportation or| One way trip segments.
andresources Transportation Transport to medical Intermittent stops are NOT]
services appointments. additional trips.
Vehicle must be Driver of vehicle is not the
owned/leased by “escort”. See escort. Not for errands when
transportation provider participantisnotin vehicle
Not approved for recipients of |Allowance for distance >20
Habilitation homes (Group mi.
Home or Family Hab.)
Escort An individual who 7 AAC 130.290. Escortis not employee of During trip segments if
accompanies and Transportation transportation co. necessary to help with
assists therecipientduring services mobility needs.
transportation to ensure *Reimbursement is paid to|
health and safety. the Transport provider for
the 2" person
Home Delivered Meal delivered to a 7 AAC 130.295. Not available during 24 hour One meal

Meal

recipient at their home.

Meals services

out of home residential
services: RSL, group home,
family hab.

Not to exceed 2 meals per
day.

Congregate Meal

Meal provided in a
setting with a gathering of
people such as an adult day

7 AAC 130.295.
Meals services

Must have a socialization
component

One meal

Not to exceed 2 meals per

center which is also a meals day
provider.
Chore Regular cleaning of the 7 AAC 130.245. Not available with PCA IADLs. 15 min. Unit

residenceinareas used by the]
person.
Shopping and light meal prep.
Heavy household chores.

Chore services

Can’t replace what unpaid
caregiver (Spouse or Parent)
can do to assist, or whatis

done by landlord/property

10 hr week limit/5 hr for
APDD, CCMC or IDD unless
documented respiratory

Snow removal for safe access management. issues
and egress to residence.
Chopping wood and hauling If more than one person with
water, disposing of human Chorein same residence,
waste. requests are reviewed for
duplication.
May limit Chore hrs
authorized.
Paid provider of chore cannot
livein the same residence as
the recipient.
Hourly respite  |Another caregiver to givethe| 7 AAC 130.280. Available for family 15 minutes
primary unpaid caregiver a Respite care habilitation.
break. services Family habilitation may not

Respite hours, generally less
than 12 hours in one day.
Hourly respite can bein the
community or in the respite
provider’s home, or the
client’s home.

provide paid care for another
individual at the same time as
respite.
Not to allow an unpaid
provider to work.

520 hours per
PLAN year

Chore, Transportation,
Meal services continue
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Out of home daily |24 hour respitein a licensed

Not available with Residential
supported living or group

Daily: 1 day

respite assisted living home.
home. 14 full days per year
(12+ hours)
Not availablewith RSL or group Daily: 1 day

In-Home daily
respite

24 hour respite in the
person’s own home

home.
Available for family
habilitation.
Family habilitation may not
provide paid care for another
individual at the same time as
respite.
Not to allow an unpaid
provider to work.

14 full days per year
(12+ hours)

Family Directed
Respite

Family refers staff to certified

Family selected caregiver to
give the primary unpaid
caregiver a break.

agency who is the employer
of record.
Family directs staff.

7 AAC 130.280.
Respite care services

Not available for family
habilitation.
Unpaid caregivers may not
provide family directed respite|
to other recipients of family
directed respite.

Not out-of-home respite.

Hourly: 15
minutes Daily: 1 day

Specialized
Private
Duty Nursing

Nursing service provided by a

licensed nurse. Can be time
limited or ongoing to meet a
specific medical need. Must
be specific care for an
individual. Requires direct
hands-on skilled nursingand is
prescribed by attending
physician.

7 AAC 130.285.
Specialized private-
duty nursing services|other regular Medicaid health

If IDD, must be 21 yrs +.
Cannot replace home health or]

services.

Reimbursed by regular
Medicaid service for those
under 21.
Regular Medicaid will not
cover SPDN after age 21.
If CCMC recipient needs SPDN
through the waiver after 215t
birthday, plan to apply for ALl
or APDD BEFORE age 21!

15 minutes

Nursing Oversight
and Care
Management

Evaluation and monitoring of
a person’s care needs and
training needs by a registered
nurse. Creating and
implementing the required
nursing oversight plan.

7 AAC 130.235.
Nursing oversight

Available to CCMC and IDD-
must meet health
requirements of CCMC.

Local and Non-local categories

15 minutes

Environmental
Modifications

Physical adaptations

to a person’s home per the
Support Plan. Done by an
enrolled builder/contractor.
Rental homes with

7 AAC 130.300.
Environmental
modification servicess home. Available for family

Not availablein assisted living
homes providing RSLand group

habilitation homes unless
owned by an HCBS Certified

Agency.

permission.

$18,500 total every 36
months
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Specialized Medical
Equipment
IISMEII

Medically necessary
equipment to help a person
control, interact with or
perceive their daily
environment, and/or provide
assistance with activities of
daily living.

7 AAC 130.305.
Specialized
medical equipment
and supplies

Allowable Items are found on
the SME list

Cannot duplicate durable
medical equipment or other
items availablethrough regular
Medicaid. Need must be
documented in writing by a
professional per regulation.

As approved, from SME
schedule
Limited repairs to pre-
existing items.
Some shipping costs are
included.

CFC- Personal
Emergency
Response System -

Is an “SME” as above

Offered exclusively through
the Community First Choice
option
NOT a waiver service
after Oct 1 2018
Call button for person to
summon help when needed
(local emergency services)

7 AAC 127.010 -
7 AAC 127.990

Not allowed with out of home
residential
Not approved when person has|
other supports and does not
live independently

Oneannual install

CFC-Skill Building

Definition
Training to build skill of self
care to be more independent.

7 AAC 127.010 -
7 AAC 127.990

Is not habilitation
Cannot duplicate or be
duplicated by habilitation
Time limited — 3 continuous
months per lifetime
Outcome/result oriented
Skills to accomplish ADLs,
IADLs, or health related tasks,
such as taking medicine more
independently.

Person chooses what of these
to build skill

15 minutes

CFC Supervision &
Cueing

Definition
Help for a recipient who is
partially accomplishing ADLs
and IADLs. Reminders,
demonstration, set-up,
redirection and cueing from a
support worker who remains
in physical proximity to the
recipient during the service.

7 AAC 127.010 -
7 AAC 127.990

Not habilitation. Cannot
duplicate or be duplicated by
habilitation. Does not teach
skills. Not offered or available
during other activities such as
community engagement, socia
activities, or during any
activities except ADLs and
IADLs.

15 min

CFC Training for
Managing Staff

Definition

Optional training materials for|

recipient to review and use at
own discretion. Helpful for

those who are or would like to

direct their own staff.

7 AAC 127.010 -
7 AAC 127.990

Offer the person Your PCA and
You book and review. Optional
for the person.

PCS Provider may also share
this info.

CFC Personal Care
Services

Hands on help at home with
activities of daily living and
instrumental activities of daily|
living

7 AAC 127.010 -
7 AAC 127.990

Not received with out of home
residential services. Cannot be
duplicated by help that others
give such as family and friends
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Day Habilitation

Meaningful activities for
community skill
exploration, skill building or]
maintenance. Commonly
associated but not limited
to social skill building.
Provided in a non-
residential community
setting.***

Day habilitation
services

***May be
providedina
residential setting
upon approval of

Service Definition Regulation Service-related Unit size
Habilitative Exclusion(s) Mayx. Allowed
7 AAC 130.260. Age 3 and up only. 15 minutes

Limitations depending on
combinations of service, for
example hours of supported
employment, day hab, and
group home on the same
day. The services the person
receives must not duplicate
or replace each other on a

624 hours per
Plan year

Availablein 2 forms:
GROUP - 2 or more
served as a group.

implementing goals and
objectives related to

activities of daily living.
Must be provided 1:1

SDS- for daily schedule of services. INDIVIDUAL: 1:1
Includes transportation |rural/remote areas support.
time to and from activity iff without other Transportation not billed
noted in the plan. types of separately & will not be
community approved.
Mustinclude measurable | gathering spaces | Transportation choice must
goals, objectives and be documented in the Plan.
interventions for service
duration.
Supported Supporting a person who | 7 AAC 130.265. 18 yrs and older. 15 minutes
Living lives in his/her own home Residential 1:1 service
(18 & over) with goals and objectives habilitation Requested Chore, home Limited to 18 hrs per
related to activities of daily services delivered meals, PCAand [ day, fromall providers
living. transportation must not combined.
Must be provided 1:1 duplicate.
In Home Supports |Supporting a person under| 7 AAC 130.265. Individuals under 18 yrs 15 minutes
(under 18) the age of 18 who lives in Residential 1:1 service
his/her own home with an habilitation PCA, Chore, Transportation,| Limited to 18 hrs per
unpaid caregiver; services Meals or services provided | day, from all providers

by another resident of the
home are not allowed.

combined, subject to
approval of SDS.

Group Home
(licensed ALH)

24 hour year round
residential servicein a
licensed assisted living

home. Accompanied with
goals and objectives for

social & community
interaction opportunities.

residentialservice. Includeg

7 AAC 130.265.
Residential
habilitation

services

PCA not allowed.
Transportation, chore,
respite, home delivered

meals.

Services provided by
another group home
resident not reimbursed.
PERS not allowed. Other
SME may be allowed.

1 day
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an SDS Certified
Agency)

Family Habilitation
(licensed ALH that
has oversight from

a licensed home with a

a member of person’s
immediate family. Family
setting has been
determined to be most
therapeutic for the person.
Available to children and
adults. Accompanied with
goals and objectives

Regarding numbers of
individuals served in family
habilitation homes, the
home must be

appropriately licensed and
able to provide high quality
care and ensure health and
safety of all who need care
in the home regardless of
being a waiver recipient or
not.

24 hour residential carein

paid primary caregiver not

7 AAC 130.265.
Residential
habilitation

services

Chore, PCA, home delivered
Meals, transportation not
allowed on family hab.
home days.

Services done by another
resident of the family hab
home are not reimbursable.

EMOD areallowed in a
family habilitation home.

PCA upon approval allowed
for child with OCS
placement.

Family hab. home must be
an enrolled certified family
hab. provider.

The CC must report to SDS
when the recipient moves or
primary provider changes.

1 day unit.
Possible to request

family hab days needed-

does not have to be

requested as a full year

of care.

Family hab. homeis
limited to serving:
3 children with CCMC,

adults with physical &

developmental
disabilities, or

individuals with ID/DD

(unless there are

additional siblings and

residential placement

together is determined

to be the best option.)
To serve more than
three, provider must
receive SDS Director
approval.

Acuity Rate

24 hour, 1:1 full time
supportfor a resident dug
to health & safety
concerns. For group homg
or residential supported
living home only.

7 AAC 130.267

Pleasesee regulation for
requirements

1 day

Intensive Active
Treatment

Professional provision
or supervision of a time-
limited intervention or
service that addresses a
personal, social, behavioral
mental or substance abuse

disorder.
Treatment or therapy plan
created by a licensed
professional: AS 08.

Professional develops and
implements intervention
plan.

7 AAC 130.275.
Intensive active
treatment services

Not for routine or ongoing
behavioral challenges or
solely for training staff.

Local and non-local
categories.

For adults with IDD or APDD
Waiver- |AT upon approval.

15 minutes

PRE-EMPLOYMENT]

Building skills toward
employment, for

7 AAC 130.270.
Supported-
employment

services

ONE 3 month time period

total during the whole

time the individual has
the waiver.

15 minutes
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Supported
Employment

Long term support to
a person at a worksite

by providing
assistance on the job
in order to maintain
employment.
Accompanied with
measurable goalsand
objectives forthe
service.

Employment must be
in a setting that also
employs people who
do not experience
disability.

Can support a person
to be self-employed.

7 AAC 130.270.

Supported-
employment
services

Not to supplant or
replace services
available through
Division of Vocational
Rehabilitation.
Evaluatedfor age
appropriateness.
Cannotreplace services
done by educational
service (school).

If used by someone
age 18- 22 accompany
request with reasons
why education is not
providing this service.
Isnot a workplace
accommodation
routinely provided to
employees by the
employer, or routine
supervision of an
employee.

15 minutes

These services may
be provided as a
group: 2 recipients
or more are served
asagroup. Oras
1:1 Supported
Employment.

Requesting Safeguard Funding for the ISW Waiver

Accordingto 7 AAC 130.206(h),
Duringany three-yearperiod, arecipient of individualized supports waiver services may request, by anamendmentto
the recipient's support plan, up to an additional $5,000 for services and supports to address needs related to

(1) a time-limited change in the recipient's health, behavior, or functional capacity; or

(2) the unavailability of the recipient's primary unpaid caregiver forareason statedin 7 AAC 130.209(a)(3) - (5).
(3) an unplanned absence of aprimary unpaid caregiver due to a medical or family emergency or
hospitalization;

(4) the declining health of a primary unpaid caregiver that makes the caregiver unable to continue to

provide care for the applicant;
(5) the death of a primary unpaid caregiver 30 or fewer days before the date of the application;

ISW Safeguard funding requests are available only up to a total of 5,000.00 everythree years, startingthe date of the
approvedsupportplan.

ONLY Request this finding only within arenewal ISW plan orthrough an amendment. (Safeguard fundingis not available
as part of an initial support plan.) Request only additional services that are available in the ISW.
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Services through Grants

The Division of Senior and Disabilities Services provides grants to nonprofit, municipality or tribal organizational
partners across Alaska. These partners use the funds to provide vital community based supportive services to
families and individuals experiencing Alzheimer's disease and related Disorders (ADRD), family caregivers of
seniors aged 60 and over, grandparents raising grandchildren aged 55 or over, seniors aged 60 and over,
and/orfrail or disable seniors who need assistancein the home. These grants are awarded to agencies every
three or fouryears through a competitive process.

These services are available to individuals who are waiting or do not qualify for Home and Community Based
services underthe Medicaid Waiver program, or who only require minimal supports that can be provided by the
grant services. Funding for these programs comes from the U.S. Administration on Aging, the Alaska Mental
Health Trust Authority, and state general funds.

Senior Grants for Home & Community Based Services
Home and Community Based Senior Grants assist agencies to provide services to physically frail individuals 60
years of age and over, individuals of any age with Alzheimer's Disease or Related Disorders (ADRD) and caregivers
to assist these Alaskans to maintain as much independence as possible and improve their quality athome orina
community-based setting. HCB Senior Grantsinclude the following programs:

Adult Day Services:

Day care services ata centerfor adults withimpairments, primarily, Alzheimer's Disease or Related Disorders,
providedinaprotective group setting thatis facility-based. Therapeuticand social activities are designed to
meetand promote the client's level of functioning through individual plans of care. Adult Day services provide
support, respite and education for families and other caregivers, provide opportunities for social interaction
and serve as an integral part of the aging network. Adult Day Provider List

Senior In-Home Services:

Services that provide aflexible menu of in-home services designed to meetthe individual's and family's needs.
Servicesinclude care coordination, chore, respite, extended respite and supplemental services. SIH Provider
List

National Family Caregiver Support Program Services:

Services provided to the caregiver of anyone 60 and over or grandparents who are 55 and overraising
grandchildren. Services includeinformation and assistance accessing services, respite, caregiversupport
groups, caregivertraining and supplementalservices. NFCSP Provider List

ADRD Education and Support:

A statewide grant program providing outreach, information and referral, education, consultation and support
providedtoindividuals with ADRD (Alzheimer's disease and related disorders), their family caregivers,
professionalsin the field and the general publicabout ADRD. A goal of the programis to raise awareness of
ADRD and the issues faced by families and communities.www.alzalaska.org

ADRD Mini-Grants:

Grants available on astatewide bases to Alaskans diagnosed with ADRD [Alzheimer's disease and related
disorders:including Parkinson's Dementia, Multi-infarct Dementia (stroke related), Pick's Disease, Lewy Body
Dementia, Huntington's Disease or Creutzfeldt-Jakob Disease.] The maximum benefit perindividual peryearis
$2,500 and pays for supplies orservices thatare not covered by other sources. Information and applications
are available at www.alzalaska.org or by calling 561-3313 or 1-800-478-1080.

e Eligibilityand Accessto Services

e Program SpecificLinks for Consumers or Providers
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Other Resources For Individuals with Developmental Disabilities
Centers for IndependentLiving:
Centersforindependent Living provide 5 core servicesto anyone of any age with any disability.
1. Informationand Referral,
2. IndependentLiving Skills training,
3. Advocacy,
4. PeerSupport,
5. Transition Services
https://www.alaskasilc.org/Inde pendent%20Living

Traumatic or Acquired Brain Injury (TABI)

The TABI program provides Case Managementand Mini-grants to individuals who have experienced a Traumatic
Brain Injury. The AlaskaBrain Injury Network manages and distributes TABI min-grant funds.
http://dhss.alaska.gov/dsds/Pages/tabi/default.aspx

DD Mini-Grants

The Alaska Mental Health Trust authority funds mini-grants to beneficiary groups of up to $2500. Beneficiary
groupsinclude: Behavioral Health Mini grants, ADRD Mini grants, and DD Mini grants
https://alaskamentalhealthtrust.org/alaska-mental-health-trust-authority/grants/mini-grants/

Self-Employment Grants

Grant funds are available for qualifying people with disability and their families. Monies may be used for
costs associated with starting a new business, expanding a current business or acquiring an existing

business. Qualified individuals can request anywhere from $500 - $10,000 ($10,000 lifetimelimit).

Allowable costsinclude butare notlimited to: business license, insurance, permits, inventory, raw materials to
make a product, equipment, supplies, rent or lease forspace to offera service or product, utilities, furnishings,
marketing activities, transportation costs not related to vehicle purchases, accounting services and
training/support services.

http://dhss.alaska.gov/gcdse/Pages/microenterprise.aspx
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Nursing Home transitional services

For people experiencing Intellectual/Developmental Disability who are living in a Nursing Home:

OBRA Servicesare Individual Assistance Plans specifically for the specialized services provided to individuals
who live in nursingfacilities and who experience a developmental disability. The Omnibus Reconciliation Act of
1987 required states to eliminate inappropriate nursing home placementfor persons with Developmental
Disabilities. Forthose recipients who choose to remain in Nursing Homes, the specificservices requested are
the developmentand implementation of habilitation plans, case management and individualized services.

For people who wish to transition from livingin a Nursing Home to living inthe community:
The funds from the Nursing Facility Transition Program can be used to help an individual with a disability
transition from a nursingfacility back into the community.

Who Qualifies?
e Age 65 or older
e Age 21-65 with physical disability
e Wants to be transitioned to communitycare
e Services/supportsavailableandin placeforclientto livein community
e Have, oranticipated to have, Medicaid Waiver eligibility within 6 months.

This grant can provide one-timefundsfor:
= Home orenvironmental modifications;
= Travel/room/boardto bring caregiversin from arural community to receive training;
= Trial trips tohome oran assisted livinghome;
= Paymentforanappropriate workerfor skill levelneeded;
= Security deposits;
®= One-timeinitialcleaning ofhome;
= Basicfurnishings necessarytosetupalivablehome;
= Transportationtothe newhome.

= Otherneededitemsorservicesmay be approved by Program Coordinators.
An eligible personis one who qualifies both medically and financially forthe Medicaid Home and Community
Based Services Waiver (HCBS) program. The grantis used only for one-time costs associated with the transition;
thereafter, the Medicaid program will pay forall services when the HCBS waiveris approved.
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HCBS Settings Compliance

The Centersfor Medicare and Medicaid (CMS) issued a
new (March 2014) regulation (42 CFR

§441.301(c)(6)) that requires thatall Medicaid-funded
services be provided in settings that exhibithome and
community-based characteristics and do not isolate
recipients.

Thisincludes opportunities to

engage incommunity life,
control personal resources,

ooooo

community based services.

Services that must be Settings Compliant

have full access to benefits of community living,
receive servicesinthe community tothe same degree as people who do not receive home and

January 1,2019

Alaska HCBS Settings

Home & Community-Based Services

7% Tl,'ansition_Plan and Provider Requirements

seek employment, work in competitive and integrated settings,

Any of these HCB Medicaid Services delivered in settings that are owned, rented, leased, and/or contracted by the

provider:
- Supported Employment
- Residential Habilitation: Group Home Habilitation
- Residential Habilitation: Family Home Habilitation
- Residential Habilitation: Supported Living
- Congregate Meal Service
- Adult Day Services
- Day Habilitation
- Residential Supported Living

Visitthe SDS Home & Community Based Settings webpage to understand more about how CMS settings rules guide the

servicesyou can offerto yourclients.

Freedom and protection to
have a lock on your bedroom
door.

Freedom to have visitors of
your choice at any time.

Freedom and support to access
food at any time of the day.

e g

Freedom to choose your
compatible roommate.

Freedom to a flexible curfew.
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What does this mean to a Care Coordinator?
You are not a settings based service provider however...
= You arrange for appropriate waiver services for the person you serve soa CC has some responsibility to
present the settings compliant choices to the person.
= The CC must also demonstrate or show in the Support Plan what providers where reviewed and
selected.
= For each modification a CC must include in the Support Plan a description of the modification and why
it's necessary. Including:
= The specific individual assessed need
= Positive interventions & supports used prior to any modification
= Less intrusive methods of meeting the need that were tried and did not work
= Condition that lead to the specific assessed need
= How data will be recorded & reviewed to measure ongoing effectiveness of modification
= How often will it be reviewed to determine to continue or end the modification
= |Informed consent of the recipient
= Statement of Assurance — “No Harm to the Recipient will result from the modification”
Accordingto settingsrules, residentsin an out of home service (group home, family habilitation home, residential
supported livingin the assisted livinghome must have alegally enforceablerental agreement. Rental agreements
require a 30 day notice of tenantsintentto move. Currently residents do not have to give notice. How is that goingto
change with the new settings requirements?

The 2014 Final Rule brings under scrutiny the presence of eviction protections and the prevention of
unreasonable tenant responsibilities (i.e. residents are required to clean the agency’s facilities, etc.). Notall
settings need to align to a standard landlord/tenant lease. The rule is not that the setting must use a standard
tenancy lease used by all Alaska landlords but rather that the occupancy of the dwelling by the recipient
affords the same protections from eviction that would be found for anyone under AK landlord/tenant law and
affords the same responsibilities. Specifically the Final Rule ensures that a setting provides a specific physical
place (ex: unit) that can be owned, rented, or occupied under a legally enforceable agreement by the
individual receiving services, and the individual has, the same responsibilities and protections from eviction
that tenants have under the landlord/tenant law. RL provides guidance in their licensing documents regarding
the protections for eviction so, if your home reflects these protections already in place on the
service/residential contract/agreement, you meet the final rule regarding the aspects under scrutiny.
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Requesting Services during temporary absence

Per 7 AAC 130.231 it may be necessary to request Waiver servicesforarecipientwhoistemporarily absent
fromtheirhome community but are within Alaska or the UnitedStates.

Waiverservices duringtemporary absences are limited to the following: day habilitation, hourlyrespite,
supported living, and in-home supports, as approved in the Support Plan or Amended plan.
Adult Day is available in all certified locations in Alaska. There are no certified locations out of the state.

The temporary absence can be understood as an absence that has medical necessity asdocumented by a
licensed physician, is an educational opportunity not available in Alaska, a vacation, or an absence necessary to
preventinstitutionalization. As in all waiver services, services while traveling must be necessary to maintain the
recipient’s currentlevelof functioningand prevent placing the person atrisk of institutionalization. The
providers must continue to oversee the provision of the services whilethe personistemporarily absentfrom
the state of Alaska.

An absenceisdefined as atleast 24 hours but not longerthan 30 days. All services during temporary absences
needtobe requested and approved Follow the process found inthe policy:

http://dhss.alaska.gov/dsds/Documents/policies/HCCBwaiver-
services-temp-absences.pdf ( \

The Care Coordinatorconvenesateamincludingthe individual and
theinvolved providers, to create a written planforhow the
individuals’ needs will be met during the temporary absence. All
requests must state the reason forthe request with supporting )
documentation. Thisrequestis submitted to SDS no laterthan 30
days prior to travel, inthe Support Plan orinan Amended Plan. SDS may approve up to 30 days of service, after
receivingarequest which follows the policy. Any extension past 30 days must be specifically requested
approved by SDS.

Please note there are no 24 hour services reimbursed while the clientis absent from theircommunity. For
example, itis not possibleto bill 24 hr (daily) respite, group home, family habilitation, orresidential supported
living whilethe clientis on vacation or camping.
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Out of Home Residential Services
Whenworkingto assist peoplewho are looking for residential services (meaning outside theirown home)there
can be many challenges. You may be workinginacommunity that does not have many resources for licensed
and certified assisted living homes. It may be difficult to quickly find agood fit for yourclient. You mayfinda
home that is a good match butthere may be other unanticipated barriers to the home being able to serve your
client. You can find out more aboutthese potential situations by visiting, asking questions and following up
with the home and yourclient.

Here are some tips from experienced Care Coordinators:
1. Callhomesandagenciestoinquire about openings and what may be agood match.

2. Askyourclientwhathe orshe envisionsforahome. Visitafew homes if possible. If the personhasa
guardian-the guardianisresponsible for “placing” the personinthe home assist the guardian to
know what choices are available. Work with the guardian and waiver recipient together- if possible
arrange forthe guardianto see the home.

3. Whenyoufind apossible home, ensure thatthe homeislicensedto serve yourclient. Forexample,
foran adult with physical disability, oran elder, the home would need to have acurrentvalid
license toserve people from these populations.

4. Meetwiththe administratortotalkaboutthe home and whatit offers.
a. Askaboutthe chargesfor roomandboard.
b. Asktoseetheresident’srightsdocument, ask about staffing patterns and how individual
goalsare addressedinthe home.
Are there training plansfor staffinthe home?
Isthere a nurse whointeracts with theresidents?
Askto see a sample residential agreement.
Whatisthe emergency evacuation procedure forthe home?
How doesthe home implement any necessarysafety plans for people?

@ D oo

5. Thinkaboutthe needsof yourclientand what you learn aboutthe home’s capacity toserve.

6. Visitthe home withyourclientandsee if youcan meetsome of the staff and perhaps others who
live inthe home. Always respect confidentiality and get a release of information form. Talkwith
your clientagain about his or her choice forhomes after doing your research.

Make sure you know about residential exclusions forexamplethe number of people(adults orchildren) who
can be servedinafamily habilitation home.

e Become familiarwith Assisted Living Regulations

e Become familiar with Nursing regulations as they pertain to care tasks that can and cannot be delegated
to staff inthe Assisted Living Home. http://commerce.alaska.gov/occ/pub/NursingStatutes. pdf

Delegation by anurse means that the medically necessary task (remember that the people we serve through
Waivers have been determined to meet nursing facility orintermediate care facility level of care) isdone by an
unlicensed staff who has beentrained by anurse in care methods specificto that person. Only some tasks can
be delegated and do notrequire specialized training, such as assistance with activities of daily living (ADLs).
ADLs are things thatthe person does, or needs help with most days, the tasks carry minimal risk to the person
and can be done by a person who does not have nursing skills training.
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Waiver Transportation Services

7 AAC 130.290. Transportation services
Transportation services may be provided to recipients when natural supports are notavailable to provide
transportation, and the services are necessary to enable recipients to travel tolocations where waiver or grant
servicesare provided, orto other community services and resources. These services are to be used for
community integration purposes ratherthan for medical services transportation available under
7 AAC120.405 —120.490.

Additionally transportation escorts are not paid employees of the transportation company but rather someone
chosen by the recipientand familiar with their needs. Yourclient may not need escort. Butif they do, you will
needtojustify the requestinthe Support Plan by describingthe client’s need of Escortto help meet the client’s
mobility needs.

The transportation provider may use vehicles the agency owns orleases to provide transportation. SDS will
approve a transportation providerto use employee orvolunteervehicles only in situations where there are no
otheroptionsto provide the waivertransportation service.

Waiver transportation is NOT requested for rides to/from medical appointments or procedures.

It is for accessing the community.

The following guidance is offered to assist care coordinatorsinclude and support these trip unitsinarecipient
Support Plan. Transportation consists of one way trips into the community. Trip segments may be requested,
which meanstravel toa location where the recipient disembarks foran approved purpose. Incidental stops are
intervals of 15 min or less during which the recipient may or may notleave the vehicle and the vehicle operator
waitsfor the recipientorrunsan errand for the recipient while the recipient waits in the vehicle.
Transportationisnotany ride in which the recipientis not presentin the vehicle (forexamplerunningerrands
withoutthe clientpresent).

1. Listthe service withinthe SupportPlan under Section IV-A “Summary of Non Habilitative Services“as a
separate service

2. Include awritten descriptionthatincludes the purpose forthe trips requested, including the reasonthe
recipient’sneeds cannot be metin any otherway.

a. Noothercaregivers
b. Why can’t they accessthe publicbus system?

3. Thisservice cannotbe usedtosupplantservices available throughalternate resources and cannot be
billed separately as part of Day Habilitation.

4. Thisservice categoryisbasedona flatrate reimbursementfora single one-way trip not greaterthan
20 miles and therefore cannot be multipliedas an ongoingfactor of distance, (example: Cannotbill 2
trip- units if the distance traveled is 40 miles.)

5. Addthe numberof requested one way trip segments to create a total of trips requested forthe plan
year per transportation provider.

If a person needs transportation to medical appointments, they need “non-emergency medical
transportation”, or NEMT. The transportation can be paid by Medicaid if the request for the ride is
made by the referring or receiving medical provider. The person’s Alaska Medicaid coverage must
include (medical) transportation. The appointment must be for a covered service. The appointment
must be medically necessary. The person must not have access to public transportation. The person
must have no other mode of transportation available to him/her. The Care Coordinator does NOT
make this request. The medical provider does this.
http://manuals.medicaidalaska.com/docs/dnld/Update Submit TransAuth AKO4.pdf
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Duplications with Personal Care Services (PCS) or CFC-PCS Services

To receive Medicaid PCS, the person must need assistance (hands-on help) with Activities of Daily Living (ADLs)
or Instrumental Activities of Daily Living (IADLs), to remain athome. Reviewthe Alaska Regulations for delivery

of Personal Care Services to Medicaid recipientsZ AAC 125.010 .

A personwho needs ‘hands on help athome’ will need to contacta PCS agency in their community toinquire
aboutservices. The PCS Agency will help them apply. They must provide a Verification of Diagnosis, from
his/her medical providerand additional supporting documentation of physical limitations. The individual will
receive an Assessment from Seniorand Disabilities Services to determine the number of authorized PCS hours.

Sometimesthe person already has a Care Coordinator (if he/she has a HCB Waiver), the Care Coordinator may
assisttheirclienttoinquire to PCSagencies aboutservices. The person needs to choose which PCS company
will deliver services, if found eligiblefor PCS. A current assessment—on file willbe used to determine
Authorized PCS hours.

The Care Coordinator must be aware of regulatory limits undernon- duplication of services.
o The waiverservice of Chore, canincludecleaninginthe home, shopping and food preparations.
e Personal Care Services - Instrumental Activities of DailyLiving(IADLs) - also include possible tasks of
cleaninginthe home, shoppingand food preparations.

The individual or his/her legal representative must choose which Service they want to do the tasks.
Which one will best serve the person’s needs?

About Chore and a Spouse:

Choreisgenerally notavailableif the person hasaspouse. Aspouse is expected to provide this service. If the
spouse is away from the home for work, submit a care calendarto indicate the times when the spouseisnotin
the home, during which Chore may be requested.

If more thanone personlivinginahousehold has Chore:

The number of waiver Chore hours allowed will be based on the recipient category, how much Chore is
necessary foreach recipient orforall recipientsin the household, and whetherthere is any duplication of
Chore tasksin each person’s plan or request.

Aboutrequesting PCSforchildren:

When PCS isrequested forachild who also receives waiver services, the care supports performed by aPCS
worker, or a waiverservice provider cannot replace those ordinarily provided by the child’s primary caregiver.
The plan must be carefully written to portray what supports will be given, by whom and when. Itis helpful to
use the 24 hourcare calendarto map outan actual day of care when supports are complex.

The Care Coordinator will request services that clearly do not duplicate each otherand will meet needs as seen
inthe assessment, with reliance on othersupports the individual has as resources. Neither PCS northe Waiver
can replace unpaid supports or supports through othersources. Likewise these services cannot duplicate
existing supports the person utilizes or relies on.
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Environmental Modifications (E-Mods)
7 AAC130.300 Environmental Modifications

Environmental modification services resultin physical adaptations to a recipient’sliving space that meet the
recipient’s needs foraccessibility, protect health safety and welfare, and furtherthe individual’sindependence
incommunity living. Like all HCB Waiver services, E-Mods are done by certified and enrolled providers- building
contractors who are certified and enrolled to provide this Medicaid service.

StartingJuly 1, 2013, recipients may request E-Mods reimbursed up to $18,500 in a continuous 36 month
period. Requestan E-Mod only fora home thatis considered the primary residence of the recipient. This
service isavailable whenthe recipientislivinginajoint custody situation and spends time at 2 homes. E-Mods
are available with family habilitation.

An E-Mod does not:
v" include new constructionorrenovation,

increase the square footage of theresidence,
include general utilityadaptations,
modifications, orimprovements to the existing residence,

v

v

v

v" coverwork orimprovementto outbuildings, yards, driveways, or fences,

v"improve the exterior of the residence not directly relatedto the needforaccess,

v' oradditional work thatis not part of the requested SDS sponsored project scope regardless of howfunded,
v

include feature or material upgrades that exceed what would be considered routine construction grade
materials,

<

include the installation of privately purchased equipment or materials

<

duplicate existing modifications regardless of funding

v" includeinstallation or repair of prohibited items such as elevators, hot tubs, saunas, or hydrotherapy
devices

E-Mod is not available to licensed assisted living homes under AS 47.33 or AS47.35.

Please note that EMOD process policies are shared among three regulatory components:
7 AAC 130.300, EMOD COP and Care Coordination COP (section-V)

How to begin an E-Mod Request:

You must First Research ways a person may receive the E-Mod that are not waiverservices. Forexample, a
volunteergroup may build orrepaira ramp, or a buildingcompany may provide the modification as part of a
community service. Document attemptsto provide the E-Mod through sources that are not part of the waiver. If
needs are not met by thisinquiry, request an E-Mod through the waiver. Include documentation of these
inquireswiththe E-mod request.

The proposed project should meetarecipient’s current and chronicneeds opposed to only temporary needs or
a disability notyetrealized.

Make a calculation to ensure the personis eligible for the proposed E-Mod project that does not exceed $18,500
ina continuous 36-month period. Begin with July 1, 2013. The total cost of the E-Mod (s) available to the person
may not exceed atotal of $18,500 in each subsequent continuous 36-month period thatthe person remainson
the waiver.
The total foran E-Mod may exceed 518,500 within 36 months ONLY if the requestis fora repair or
replacement of a pre-existing environmental modification, and the excess does not exceed $500.00 per
yearof the remaining 36 month period. Also, if the additional costis due solely to shipping/freightto a
rural community as defined in 7 AAC 130.300. Environmental modification services
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Take digital pictures of the areas of the home that require access modifications. You mustalsoinclude photos
of similarareasinyourrequestto SDS to show that accessibilityis not possiblein any otherarea of the home.

Prepare a Project Cost Estimate using the forms available on the SDS All project
Approved Forms Page. The certified EMod contractor needs toreturnthe estimates must
project estimate using the SDS sponsored estimate documents. The be collected and
contractor should complete all forms fully, including a full list of proposed held private (do
materials, labor, permits, and special fees where applicable fillingin N/A not communicate
where appropriate. project estimates
among multiple E-
Email the project estimate requestto ALLcertified EMOD providers to mod providers).

request cost estimates forthe EMod. Please note that excluding any
currently enrolled EMod provider for any reason will result in a denial of service.

You can search currently certified EMOD providers through the Alaska Access Point-Provider Search Tool
https://akaccesspoint.com/SitePages/Home.aspx

In youremail, include the following:

1. Your (care coordinator’s) name and contactinformation;

2. Thelocation of the proposed project, and a statementindicating providers may arrange with the care
coordinatorforon-site viewing of the areato be modified;

3. Attach the Request for Cost Estimate form or forms from
http://dhss.alaska.gov/dsds/Pages/info/approvedforms.aspx appropriate to the type of physical
adaptationincludedinthe environmental modification project;

o Photographs of the area to be modified with sufficient detail for providerreview

4. Written notice of atime limit of atleast 14 days for submission of estimates, unless adifferent timeframe

was already approved by Seniorand DisabilitiesServices.

Collectall responses and documents you receive by the end of the 14 day period. Attachthemtoa Support

Plan or Amended Plan. SDS will reviewthem. If the service is approved the project willgenerallybe awarded to
the providerwith the lowest estimate.

Use this checklist to guide your EMOD request. (Also available on the SDS approved forms page)

*$SD$ EMOD Review Chechlist*
This Checklist is provided as a Guide to Assist Recipients/Guardians, Care Coordinators, &
Contractors with E-Mod Planning (Revision 07.01.15)

1. Yes No Was a digital photograph provided as part of the E-Mod project request? (An SDS E-alert
dated 12.1.09 noticed that a picture of the area to be modified is now required to help ensurethe scope of work
proposed is appropriate and consistent with regulatory guidelines & best practices.)

2. Yes No Does the proposed E-Mod meet a recipient’s current and chronic needs opposed to only
temporary needs or a disability not yet realized? (Example #1: Recipient's mobility is reduced only short

term as part of normal recovery time for knee surgery. Example #2: Recipient uses a cane for assistance but is
expected to “someday”be completely wheelchair bound)

3. Yes NoIs the E-Mod requested for a home that is considered the primary residence of the recipient?

(Example: Requesting a ramp or bathroom modification for a vacation home or friend’s home based on the
recipient visiting there occasionally would not be authorized.)
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4. Yes No s the proposed E-Mod project included as part of new construction to the recipient’s
residence or any other renovation planned or in progress?

5. Yes No Does the proposed E-Mod project increase the square footage of the residence? (Example: A
bathroom is made larger to facilitate access by extension into a garage, carport, or outside space not
considered current living area.)

6. Yes No Does the proposed E-Mod project contain what could be considered general utility adaptations,
modifications, or improvements to the existing residence? (Example: general utility adaptations include routine
maintenance or improvements, including flooring and floor coverings; bathroom furnishings, carpeting, roof
repair, central air conditioning, heating system or sewer system replacement, appliances, cabinets, and
Shelves.)

7. Yes No Does the proposed E-Mod project include any work or improvement to outbuildings, yards,
driveways, or fences?

8. Yes No Does the proposed E-Mod project include any improvements to the exterior of the residence
not directly related to the need for access?

9. Yes No Does the proposed E-Mod project include any additional work that is not part of the SDS
sponsored project scope regardless of how funded? (Example: A recipient wants the contractor to tile
his/her bathroom walls and floor as part of a roll-in shower installation. The tile work would be considered
private work requested/contracted by the recipient and therefore cannot be combined with the SDS E-Mod
project.)

10. Yes No Does the proposed E-Mod project include any feature or material upgrades that exceed
what would be considered routine construction grade materials? (Example: The entrance door to a
residence is widened to permit wheelchair access and thereby must be replaced. A standard exterior grade
door would be appropriate whereas a custom ordered cherry wood door with a decorative stained glass
window would not.)

11. Yes No Does the proposed E-Mod project include installation of privately purchased equipment or
materials?

12. Yes No Could the proposed E-Mod project be considered a duplication regardless of funding?
(Example #1: A bathroom was modified in the recipient’s residence to meet all mobility needs by a grant and a
second bathroom is now being requested for modification under the waiver E-Mod program. Example #2: The
recipient has a ramp to their front door and wants another ramp to extend from the back or side door.)

13. Yes No Does the proposed E-Mod project include installation or repair of prohibited items such as
elevators, hot tubs, saunas, or hydrotherapy devices?

14. Yes No s the proposed E-Mod project intended for a waiver recipient whose residence is licensed
as an assisted living home?

15. Yes No Does the proposed E-Mod project contain only estimate documents that are SDS
sponsored? (private contractor bid or estimate forms in addition to, or used instead of the appropriate SDS
sponsored project estimate forms are not authorized. (Only SDS approved project forms are accepted for
waiver funded E-mod projects.) Examples of all SDS project estimate forms can be found online:
http://dhss.alaska.gov/dsds/Pages/info/approvedforms.aspx

16. Yes No Is Provider with the lowest estimate (that is being awarded the project) completed fully?

(Example: All project estimate forms should be completed entirely or stated as N/A where appropriate. This
includes a full list of proposed materials, labor, permits, and special fees where applicable).
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17. Yes No Are all submitted E-Mod project estimates similar in the scope of work to be accomplished?
(All E-Mod projects should be estimated independently wherever the specific SDS project form exists.
Example: Do not combine a ramp installation project on the same estimate form for a stair-lift).

18. Yes No Was a calculation made to ensure recipient is eligible for the proposed E-Mod project that
does not exceed $18,500 in any 3-year period starting July 1, 2013? (Keep in mind that the rolling 3-year
period is the same for all waiver recipients regardless of waiver start date).

19. Yes NoIs the Property Owners Consent complete without any missing or required information?
(Note: This form cannot be signed by anyone other than the registered property owner. Exception: a valid
Power of Attorney or other court document that establishes another individual to make decisions for the
property owner can be acceptable but may need legal review for that determination. The completed form
should be signed with the contractor's name or business included that represents the lowest submitted
estimate.)

ChecklistKey: If any items on this checklistare answered with ared highlighted response for Yes or No, the proposed
E- Mod project will notlikely meet regulatory/policy guidelines. If you need further assistance regarding an unusual
circumstance, contact the appropriate case-responsible waiver unit or Health Program Manager

Helpful Hints for EMODS:

Care Coordinators and EMOD provider information needed to review EMOD Cost Estimates

Use onlythe current Approved SDS Forms for Environmental Modification requests
http://dhss.alaska.gov/dsds/Pages/info/approvedforms.aspx
Care Coordinators are required:

e toinsure EMOD providers give you all information/lists

e toexplaintothe EMOD providerthe scope of the project, include exactly what the client needs

o allEMOD providers should be bidding on the same EMOD walk-in shower scope of work should not
differbetween contractors

e tosend cost estimate requesttoall active EMOD providers

e toreviewthe EMOD cost estimates forcompletion beforeforwarding forreview

e toexplaintoclientsand EMOD providers that maintenance and repairs of structure/home is not covered

e tosendback to contractors cost estimatesfor correctionsifincomplete or missingitemized list, associated costs,

descriptions, sketches orimages (if applicable)

The form itself states: “COST ESTIMATE SUMMARY: Please attach anitemized list containingabreakdown for each of
the following cost estimate categories.”
e Demolition Cost
e Materialsand Equipment (i.e. folding grab bar, L-shape grab bar, standard grab bar; provide size (example non-
covereditems-showercurtains withoutitemized listitis unknown if this was included within the estimate or
not; alsowhy the cost chargedis important)
e Llabor (i.e. Demo/remove existing tub, shower, toilet, sink and vanity, etc.; install ADA walk-in shower, toilet,
sinketc.)

o Example:specificgrab bars whenlookingatfinished photos you see grab bars; however, reviewer
doesn’tknow if there should be an “L-shaped” baror all straight, how many etc.
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e SpecifyFees
o ReminderFeesand permits: “Regarding building permits the EMOD Cost Estimate Summary must
indicate either the cost, “N/A”, “None” or “50.00”. If permit is required the request forthe final payment
must include a copy of the approved inspection report to include ongoing and final pictures.”
e List Permits Required
Example of ltemized Materials List; in descriptioninclude Model i.e. Prism P300, etc.

II. Consiraclion Cosi Breakdowvwm Average
Bulding I'comit Feca 107
Togmct Fee 2 B0
Water and Sewer Inspeciion ras5k
Excavatin, Foundation, and Backil 217034
Steel £1.012
Framing and Tnmscs 24004
Sheathing Iz 142
Windows 36148
Exfersor Dhoiws 2150
Interor Dwoors and Handware EZEBES
S 1052
Roof Shingles 125256
Siding 38739
Camters and Downapous. SETO
Plumbing F 10 S
Electrical Wiring 38034
Lighting Fixhmes FZ195
HVAC $5 T6
Insulation 3300
Dirywnall $8,125
Painting 5,005
Cabinets amd Conmiberiops F10. 505
Appknces 2619
Tilea amd Carpet FRIG6S
Trim Material 13736
Landscaping amnd Sodding 35451
Wonnl Ieck or Pater 1. 9ME
Asphall Driveway Tz T
Photographs:

Photos should NOTbe justa close up of the toilet, shower, front porch etc.

Photos should NOT be just the front door but all entriestoinclude garage entry

Photos should show: from the bedroom to the bathroomto include ceiling (if applicable), bathroom floors, tub area,
showerarea, toiletarea, a full photo of the entire bathroom, awide enough angle of the entries to show how the entry
isaccessed, obstaclesif anyto ramp placement, etc.

Examples of photos, images, and sketches toinclude but, notlimited to, the following:

SDS requires photos of ALL bathrooms in the home.

eed doorway
photo out and in
b3 include ceiling

ed photo of toile

Photo 2
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Arrat,

-additiona Ehoto to
show the entire bath.

phato from door
entry inta'th —.

“bathroom. + J{

Require photos o

[.‘Ilmwever does not

Nice phote ‘lfﬁ-ﬁ?éki

" show how itis Are there other entrances?

accessed. Thisview \ 4 Good photo of garage entry.
plus additional photos | *Also, need photo with door
P { B openshowing entryway.

IF so show back entry and
how it is accessed.

-
e T
E

Great photo of how the entrances are accessed. 3
e Both entries? If yes, take an additional picture facing the side
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landing. Needto include Photo needs to show
upper landingand ; the bottom stair and
landing then continue
up the stairs, to
SR dn include upperlanding.
landing.

Simple sketch of bathroom, ramp or other EMOD

HANDRAIL 34°- 36"

ABOVE RAMP T

OPEN HANDRAIL ROTH " — ) TR
SIDES WHEN UNDER - o N T
(T IGH RARP = | E 7
S— -..'f

ENCLOSED HANDRAIL | it
WHEN RAMPOVER 35 HIGH g
POGTIRS SYRELOW 4 MAX OPENDG ,/ r E I
: BETWEEN BALLSTERS - 5
FTOEBOADWIEN
RAMPIS 3 WIDE
S i
]
N s !
454 Foshs R |
Fen . : f‘,_qp.e —
= 2%l % ! | Front s =
i | }
5 N eu) i = B
Conrinuous i ; ; §E AR
Bread loa b b o 2 ot 9 1 s D bl
& = I - "’
.‘ B L

EXISTING
DELK
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Product images: T— ¢

Refer to the Care Coordinators COPS: V. Environmental modification projects, A. Environmental modification
evaluation, B. Request for cost estimates, C. Selection of the project provider.

Specialized Medical Equipment

Specialized Medical Equipmentis aspecificlist of equipment, vehicle modifications, and repairs to certain
Environmental Modifications. Theseare medically necessary items and equipment to help the person control,
interact with, or perceive theirdaily environment, and/or provide assistance with activities of daily living.

Include written supportive documentation from the medical provider licensed to practice in the State of
Alaska: physician, including an osteopath, a physician assistant, an advanced nurse practitioner, an
occupational therapist, or a physical therapist- stating that the specificitemrequestedis appropriate for the
recipient, consistent with the Support Plan, and necessary to avoid placing the recipient at risk of
institutionalization.

Specialized Medical Equipmentis subject to approval and listed on the current SME Fee Schedule
http://dhss.alaska.gov/dsds/Documents/pdfs/SMESchedule1-1-2014.pdf

Verify the itemyou are requestingisincluded on the authorized list. It's expected that when SME items are
approved and delivered to the recipient their needs for hands on supports will be reduced.
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Nursing Oversight and Care Management
This section describes the basicactivities of the nurse who provides Nursing Oversight and Care Management
(NOCM). It does not constitute formal training foranurse who will provide this service. Such trainingis
available to Developmental Disability Nurses who are certified and enrolled to provide NOCM, usually working
inan agency.
*Please contact the training staff if you are a nurse who needs to complete formal NOCMtraining.

Who may provide NOCM?

The nurse who provides NOCMis licensed in the State of Alaskaunder AS.08, and has certified

with SDS to provide NOCM, and enrolled with Alaska Medicaid (Conduent (formerly known as Xerox))as a
provider. This nurse may also be a certified and enrolled Care Coordinator for the AKHome and Community
Based (HCB) Waiver. The nurse who provides NOCM is also a Developmental Disabilities (DD) nurse, who has
experience inserving special populations whoexperience developmental disabilities. You may learnmore about
the field of DD nursing here:https://www.ddna.org/

What is NOCM?

Nursing oversightand care managementisrequired forthe CCMCwaiver. Itisalso available to
individuals who have needs fornursing care to the level of CCMC, and who have the IDD waiver. A nurse
overseesthe implementation of the servicesinthe Support Plan. The nurse provides a plan for nursing services
whichincludes visiting the individual, making recommendations, providing nursing services, and training for
agency staff and family members who will care forthe child. Some techniques of care the child needs may be
delegated-undernursing regulations AS.08.

The nurse is a mandatory reporterand will also fill out Critical Incident reports as necessary. The nurse
works as a team memberwith the Care Coordinatorto communicate on behalf of the observed needs and
situation surrounding the individual.

Why are NOCM services necessary?

The waiverisa choice to receive servicesinone’s home and community ratherthan a nursing facility.
The CCMC waiverserves children who are medically fragile. It helps children stay as healthy as possible while
livingathome. Historically there was little awareness that long term nursing services would be requiredina
home setting. Nursing servicesin ahome setting were usually shortterm and intermittent. Longterm nursing
services usually happenedinanursinghome. Longterm nursing formerly (priorto the HCB Waiver) has
required admission to anursing facility. However the individuals who are served by the CCMCwaiverandin
some cases the IDD waiver may experience medically complex conditions which requirelongterm nursing
services.

How are NOCM services funded?

NOCM services do not supplant those provided through private insurance, regular Medicaid, or
other sources. NOCM is funded through the HCB Waiver. It is a separate service requested in the Support
Plan and has its’ own regulation: 7ZAAC 130.235. Nursingoversight and care management services

What are NOCM Roles and Responsibilities?
DD Nursingisarelatively new field. The DDNA has established standards and ethics to guide professionals
workinginthisfield. Nurses who provide NOCM must:
o Complywith Nursing statues and regulations
Comply with all regulations related to Medicaid and the Home and Community Based Waiver
Be an employee of aHCBW enrolled agency
Complete annualreviews of cases and provide these to SDS
Follow guidelines for providing services and follow reimbursement requirements
Visitthe individual theyare serving atleast once every 90days or more often depending on the health
needs of the individualand/or training needs of those whosupport theindividual.

0O O O O O

NOCM referrals, intakes and screenings:
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Screenindividuals who are likely to need NOCM as referred, and submit screeningsto SDS.

Submitrequired verification of diagnosis document to the individual’s physician.

Track, follow up and submit screenings/re-screenings (toSDS) for new and current applicants.

Prepare the NOCMplanforthe Support Plan- the Care Coordinator convenesthe planningteamandthe

nurseisa requiredteammember

Provide documentation if areferredindividualis notscreened for the CCMC waiver

o Referapplicants who do not meetthe requirements for CCMCto the STAR Program or othersources
(applicants may re-apply atanytime)

o The SDS program will send the written notification (anda postcard) to approved CCMC applicants, which
indicates SDS approval to proceed with CCMC waiver planning.

o Applicantsortheirparents/guardian must send the postcard back to SDS indicating their choice of Care
Coordinator, agency andNOCMNurse.

o SDSwillthen contactthe applicant or parent/guardian, Care Coordinatorand the DD Nurse to schedule

the SDS Nurse Assessment.

O O O O

O

Assessment- NFLOC

The Care Coordinator convenes a comprehensive planning team.

The nurse providing NOCMwill complete and assessment of the individual’s nursing needs and developa nursing
plan, identify training needs for those caring for the individual, provide the necessary training, and create a
training checklist.

Additional information may be requested from the nurse- such as:

e a24 hourcare logtobe completed by the primary caregiver;

e physician’srecordsfromthe pastyear;

e recordsforER visits orovernight hospitalizations;

e recordsfromaphysical therapist, speech therapist, or occupational therapist as applicable;

e anutritional assessment;

e currenteducation plansfromschool;

e anyotherdocumentsthat help establish nursing facility level of care.

The nurse providing NOCM will provide the nursing plan to the Care Coordinator forinclusion in the Support
Plan.

Planningand Training
All trainingand delegation by the nurse is expected to fall within the scope of practice as outlined by the Board
of Nursing https://www.commerce.alaska.gov/web/portals/5/pub/NursingStatutes.pdf

Nurses providing NOCMand parents/guardians are responsible for training of care providersin the home
setting. Specifictraining needs are based onthe nursing needsidentified in the nursing facility level of care,
documentsinthe training checklist, and described inthe NOCM nursing plan. The nurse providing NOCMsigns
the training checklist to verifythat the individual caregiver has learnedthe correct technique and can provide
this care to the individual.

Training checklists and manuals created by the nurse are specificto the individualand are meant as working
documents which are readily available to caregivers and anyone else who may train those caring forthe
individual (for example those who may provide CPR/1* aid training to the caregiving staff, but who are not the
NOCM nurse). Training and checklists are updated when there are new techniques or medications, etcneeded.

Nurses providing NOCMgive the recipient, and/or parent/guardian a Home Safety Screening Tool.

The Nurse facilitates any needed assessments for equipment and follows up with the family and vendor. When
making evaluations of orrecommendations for equipment to be used inthe home, the nurse ensures that
these are completed by avendorwhichisa providerfor Medicaid.
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Transition of NOCM services to anothernurse

Planned ratherthan crisis driven, transitions are situations thatinvolve moving from one home to another,
moving from one part of the state to another, changing schools orchanging provideragencies and similar
situations. Transitions can affect the health and safety of the individual. It's agood ideato minimize multiple
transitions happeningatonce. The nurse will help with planning how health and safety willbe protected before
duringand afterthe transition, and continue to provide the oversight and training which will be necessary to
accomplish this. Individuals and families may choose different providers, includingthe NOCMnurse.

If a transitioninvolvesthe NOCMnurse, the originating nurse will obtain arelease of information from the
individual or parent/guardian. The original and new NOCM nurse will meet to exchange all NOCMinformation
relatedtothe individual’s case. All parties need to agree to an official date of the transfer of NOCMservices.
The date of the transition and activities accomplished before, during and after the transition must be
documented by the original NOCMnurse. The Care Coordinator submits transfer of NOCMinformation to SDS.

Supported Employment
Supported Employment hasalongand interesting history. Itis still one of the mostimportant services whichis
still changing today. Arranging forand participatingin Supported Employmentis challenging, across the nation.
Alaska is now an Employment First State! Read more about this here:
http://dhss.alaska.gov/gcdse/Documents/committees/legislative /2014 priorities/HB211-FullPacket.pdf

Here are some questions to consider when helping a person who desires supported employment:
What are the individual’s?

o Long-range employmentand lifegoals?

Interestsandtalents?

Learningstyles?

Positive personalitytraits?

Achievements?

Social skills?

Work experiences (paid,volunteer, athome, atschool,in the

community) and where might he/shelike towork?

Specificchallenges and strategies for dealing withthem?

Needs foraccommodations and support?

o Optionsofinterest(college, trade school, military, employment, living arrangements, healthcare,
recreation, etc.)?

O OO OO0 O

O

@)

These questions need to be explored when planning so the person may avoid the following:
e sitat home with nothingtodo
e Dbestuckina "deadend"job
e wait...and wait...andwait forservicesfromadult communityservice agencies
e spendhisorherdaysat ajobtrainingworkshop earningfarlessthan minimum wage and have little
assistance infindinga'real"job
(resource: parent brochure, Transition to Adult Life)

The Care Coordinatorshould referthe person to Division of Vocational Rehabilitation. There are many useful
resources through DVR, such as a case manager, job coach, situational assessmentforajob, and benefits
analysis. http://labor.alaska.gov/dvr/

Job coaches through DVR are not longterm care. It is possible to start with DVR services and move to SE

through the HCB Waiver. SE exists forthe eligible person who needslongterm job coaching and skill buildingin

orderto maintain employment, above and beyond what employers do to accommodate employees onthe job.

Eventhough people with disabilities can and dowork in real jobs, the unemployment rate remains about 70%.

The Alaska Works Initiative has worked to help increase employment rates for people with disabilities.
www.alaskaworksinitiative.org
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Some of the barriersto employmentfaced by people with disabilities, as determined by an Alaska Works
Initiative survey are;
-Fear of loss of health benefits -Disability itself
-Limited work opportunities -Negative attitudes of employers and co-workers
-Fearof loss of benefits and the ability to supplant loss of benefits withincome
-Ona policylevel, lack of work-first option orrequirement

Become more familiar withissues and resources surrounding Supported Employment. Remember, this service is
to help the person get a job or create a career/business for him or herself in the community. Supported
Employment requires much teamwork with the direct support staff. People can undergo job development, and
skill exploration through job development but this should notbecome an end untoitself. The goal of supported
employment as a service is to get a job!

Acuity Rate for Out of Home Residential Services
Acuity rate refersto needs for care that rise to the level of 24 hour hands on care across environments.
Meaningthat there is staff provided to the person by the assisted living home to directly assist only this
person, and not towork with othersinthe home or otherenvironments. An Acuity Rate is a higherrate of
reimbursement forthe provider. Acuity Rate is subject to review and approval of SDS

For example:

the person needs hands oncare to keep him or her safe athome, at anydayprogram that he or she attends, during
meals, overnight awake staffdoinghands on care, and while in the restroom either at home or in the community.
The Acuity planis intended to be alimited duration- so there will be aplanforlongertermappropriate
supports.

The current regulation for developing Acuity Rate Requestsis:

7 AAC 130.267Acuity payments for qualified recipients.

If requesting an Acuity Rate the Care Coordinator can expectto provide significant documentation of what has
beendone todate to keep the personsafe. This documentation mustinclude what kind of physical needs or
behavioral needs are thoughttoindicate the person needs 24 hour hands on care. The CC must describe the
interventions orsupports applied and indicate which was successful or not successful. Alsoinclude how the
acuity rate reimbursement will be used to meetthe person’s needs. The CC needs to demonstrate how the
additional service is consistent with services the personis already receiving.

If the rate is requested due to medical needs, there must be a description of how medicationis currently
administered or managed. Include the most recent medical or psychological evaluations, and any other health
and safetyrelated records thatimpactthe request.

All requests forthe acuity rate will be reviewed using the following statutes and regulations:
o 7AAC145.520(m) -requirementfordedicated staffone-to-oneona24 hourbasis
o 7AAC130.230(c) which requires contemporaneous documentation ofarecipient's needs
o 7AAC130.230(f) and 7 AAC130.230(g) whichrequire the requested services preventinstitutionalization
and are not otherwise provided under 7AAC 105 - 7 AAC 160
7 AAC130.255 related to residential supportedliving services
7 AAC130.265 relatedtoresidential habilitative services
Licensing statutesin AS47.32and any regulations implementing them
Assisted Living Homesstatutesin AS47.33and any regulations implementing them

O O O O
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Unit 6 - Writing a Person Directed Plan for Supports

Person Centered Approach

Writing Narrative in the Support Plan
Developing Goals & Objectives for Habilitative
Services

Writing in Plain Language

Support Plan Questionnaire

People get the support they need from many resources...

The HCB Waiverassumes and expects that clients will receive supports for their health, safety, welfareand
wellbeing from a collection of resources, not justone way. (The clientin the nursinghome receives all
medically necessary services from the nursinghome). Thisis why the Support Plan that you write will include
all supports- medical, social, informal, and self-provided.

All authorized servicesin Medicaid are “medically necessary”- which is defined as “health-care services or
supplies needed to prevent, diagnose, ortreatan illness, injury, condition, disease, orits symptoms and that
meetaccepted standards of medicine.” Thisis why all waivers require an assessmentto determine the level of
care. The assessment determines how the person functions within their disability, and what kind of help they
could choose to remaininthe home and community. “Functions” means how the person takes care of
themselves doingregularthings people do every day, and how they engage with the community and those
aroundthem.

The HCBW offers supportsto help peoplelivesafelyin theirhome and community. The client receives other
services and supports from their medical provider, family, friends and other organizations. This creates the
total spectrum of care.

A persondirects hisorher own planand process. Home and Community Services must be person centered.
This means that the person has chosen the service and how it will be meaningful forand benefit him.

| can get help from-home, family, friends, what | do to help myself, medical provider, nurse, case manager,
care coordinator, supervisor, colleague, waiver staff, PCA worker, day care worker, volunteer, faith community,
special interestgroup, clubs, associations, etc.

e — e " P W

——
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What kinds of help do people access?

A personaccesses variousforms of support,including but not limited to family, friends, community supports, and
otherforms of healthinsurance before Medicaid. Medicaidand the HCB Waiver are generally the “payers of last
resort” forservices.

Additionally, services funded by the Medicaid Waiver cannot be duplicated by any othersource including
similar Waiverorotherservices, family, community supports or unpaid supports.

Person Centered Approach

What supports are already in place for the person?
Who helps with care now?

What goal(s) does the person have fortheirlife?
What do they expectorneedfromtheirservices?

People who need Medicaid Long Term Support Services (LTSS) to live in their chosen community should be
encourage and empowered to define the direction fortheirlives, and what happensin theirdaily life. It
requiresaconscious commitmentto listeningto whatisimportantto the person, ratherthan focusing solelyon
service systems. The Support Plan that the Care Coordinatoreventually writes needs to give an accurate
picture of all supports the personis using or wants to use, starting with supports that are not within the Waiver
system.

Because of this, supports and formal plans are customized, and paid supports will “fillin the gaps”.

Person Centered planning can be part of a formal process, butit does not exist only within aformal process.
We can be “person centered” withoutaformal process. Person centerednessis an approachinwhich the
person defineswhatisimportanttohimor her. A personwhois accessing servicesis awhole person with
resources and experiencesthatinfluence who he/sheis today. People have unlimited choices for daily life and
life direction throughout the planning process, ratherthan justfrom “the menu” of waiverservices.

Considerthe follow ideas/definitions.
Self Determinationisthe basichumanrightto define yourself and whatisimportanttoyou. Services
should support the opportunity to make choices, to share ordinary places, to go places, to have
relationships and grow them, to know people, to experience respect and have a valued social role, to
have the opportunity toshare one’s gifts, ora legacy.

Community Membership means havingreal connections toacommunity, belonging. Being partof a
community is one way that people define themselves. A person centered approach uses partnerships
and collaborative relationships with the community as a source of enduring supports.

A Person Centered Approachis notalways “easy”. It can shatter myths and assumptions about disability and
aging. It canfosterinclusive communities, and uncover whatis already there: the extraordinary gifts and
capacities of aperson. A person centered approach assumes that the personand those who are close to
him/herare the primary authoritiesin the planningprocess.

What makes a good person centered plan?
e Providersknow the person, the plan, the preferences, goals, needs and support strategies.
e Individual providers have basiccompetencies and specificskills to support the person.
e Individuals and families have access to information and assistance in managing/directing supports.
o Theplan hasindividualized strategies forsupport.
o There’san effective process for monitoring the delivery of service in a person centered way.
e People have an effective way toresolve problems or concerns about their plan.
e The persongivesfeedbackaboutthe plan.
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Each Support Plan is Individualized
Individualized planning for each person has now become the standard forall sorts of care plans, includingthe
Alaska Home and Community Based Waiver Support Plan.

No two plans should be the same!

When plans are customized to the person, we are helpingtoincrease the chances the person willbe able to
take full advantage of the servicesin the plan. We should avoid making assumptions about what peopleneed
without consultingthemfirst. Itis possible to assemblea “menu” of services that we think would be of interest
to the person. However until we truly listen to what our clientis telling us about his or herlife, history, strengths,
beliefs, and needs forsupport, we are unableto make a person centered / Person Directed plan.

Make time forlisteningand observing,then you will be betterableto
convey how formal supports can come into play. Your inquiry should go
beyond “quantity” of supports. Quality, in terms of how the supports
interact withthe personand how yourclient has participated in their
design, will make services relevantand allow the persontoreceive the
full benefit of person centered service. Todo this youwill need to
portray the details of yourclient’s preferences, strengths, abilities and
concerns.

Centers for Medicaid and Medicare Services (CMS) requires Support
Plansto be person-centered. SDSis working with stakeholder groups to
find out more about how to make person centered plansandservicesin
Alaska.

CMS issued updated CFRsin March of 2014 that includes changes to the requirements regarding person-
centered service plans for HCBS waivers under 1915(c) as follows:

The person-centered Support Plan must be developed through a person-centered planning process
The person-centered planning process is driven by theindividual-

Includes peoplechosen by the individual

Provides necessary information and supportto the individual to ensure that the individual
directsthe process to the maximum extentpossible

Is timely and occurs at times/locations of convenience to theindividual

Reflects cultural considerations/uses plainlanguage

Includes strategies for solving disagreement

Offers choicestotheindividualregarding services and supports the individual receives and
fromwhom

Provides amethodtorequestupdates

Conducted toreflectwhatisimportantto the individual to ensure delivery of servicesina
manner reflecting personal preferences and ensuring health andwelfare

Identifies the strengths, preferences, needs (clinical and support), and desired outcomes of the
individual

May include whetherand whatservices are self-directed

Includes individually identified goals and preferences related to relationships, community
participation, employment, income and savings, healthcareand wellness, education and others
Includesrisk factors and plans to minimizethem

Is signed by all individuals and providers responsible foritsimplementation and a copy of the
plan must be provided to the individual and his/her representative
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The Written Plan will reflect-

e Opportunity to engage in community life, control personal resources, and receive servicesinthe
community to the same degree of access as individuals not receiving Medicaid HCBS
Opportunities to seek employment and work in competitive integratedsettings
The individual’s strengths and preferences
Theirclinical and support needs

e Includespersonal goalsand desired outcomes
Providers of services/supports, including unpaid supports provided voluntarily in lieu of waiver or state
plan HCBS

e Settings chosenbytheindividual thatare integratedin, and supportfull access to the greater
community

e Riskfactors and measuresinplace to minimizerisk
Individualized backup plans and strategies when needed
Individualsimportantin supporting individual

e Individualsresponsibleformonitoring plan

e Plainlanguage and be understandable to the individualand support providers
Informed consent of the individualin writing
Signatures of all individuals and providers responsible for services

e Distributiontotheindividualand othersinvolvedin plan

e Purchase/control of self-directed services

e Exclusionof unnecessary orinappropriate services and supports

e Thereviewandrevision upon reassessment of functional need as required every 12 months, orwhen
the individual’s circumstances or needschange significantly, and at the request of the individual.

Personal Goals in the Support Plan

1.

2.

All SupportPlans need toinclude the recipient's personalgoal. Plans which
include the Habilitative services must have measurable goals and objectives
for those services, which is different.

A personal goal is just that- something thatis meaningful and relevant to
the person. It doesn’t need to be supported by Waiverservices but
could be. An individual’s personal goal(s)is defined by themselves, there
isnot right or wrongkind. A Care Coordinator may discover whatto
include simply by listening to the person.

Whenworking with elders, and adults who experience physical disability, many
timesyou are serving people who have accomplished alotintheirlives. They may express
that they aren’tlooking for more things to do so, when you ask them if they have goals they may say “I don’t
have goals” — however, if you listen likea detective you can find their goals. When you are developing or
updating Support Planslisten forgoals -- direct quotes from the person are encouraged.

Some examples of common goal ideas expressed to Care Coordinators are listed below, then one possible
example of an expanded statement goal statement.

Goal - “l wantto have my privacy respected” Respite services are used so that Sarah’s primary unpaid provider,
herdaughter Brittany, will have some time away from her care giving duties to relax with her husband. Respite
service caregivers will ask questions as needed to provide safeand appropriate care for Sarah and not ask
personal questionsunrelatedto her care. Sarah will volunteer personalinformationifshe is comfortable doing
so.

Goal: “l wantto die athome where | live with my family and friends” Respite services are requested so that her
primary unpaid caregiverhasrelief from the time demands of care. She has comfort one and hospice services
inplace to support her decision, to help with pain management, and to assure that her wishes notto be moved
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3.

to an institution are respected.

Goal: “l just want to stay out of a nursinghome and maintain myindependence” John wishes to receive services
in his home and live independently. He will receive meals on wheels, chore and transportation services as well
as PCAservicesto helphimremainin hishomewithreliable safe transportation to his medical appointments and
supportservices.

Goal: “l just want to have time to enjoy the life that | have made with dignity” Patty wants to live at Happy
Hearts ALH whichisinthe neighborhood she haslivedin for 20 years. The ALH location will help her maintain
contact with lifelongfriends and her church family. The ALH staff will provide assistance with IADLS and ADLS
particularly with self administration of medication,and other tasks listed on page 13 of the PLAN under
residentialservices.

Goal: “l want to live in my the home that | built with my hands” While Tom continuesto live in hishome; Meals
on Wheels willbe provided to meet hisneed fora healthy diabeticmeal each day, Choreservices will be provided
to help with tasks such as laundry, vacuuming, to maintain the his home.

Goal: “l don’twanta bunch of strangersin my home; | want my family to take care of me.” Helen’s
granddaughter Beth willbe her respite providerso that her primary caregiver, daughter Sophie will have time
off from providingcare.

Goal: “l wish that my kids would quit worrying about me “Nanawill have lifelineinstalled to allow
communication withemergency serviceswhenneeded. Transportationservices will provide safeand reliable
travel to medical and supportservices. Chore services will be requested to help her with household chores such
as vacuuming, snow shoveling, laundry, grocery shopping.

Goal: “I’'m afraid of falling” Sadie will be safe as she moves about, assistance and equipment will be provided to
hertoreduce therisk of falling. A walker has been received through Medicaid Durable Medical Equipment
funding. The ALH staff will offerassistance with moving about the home and prompt or offer the walkerif she
forgetsto bringitwhen leavingthe home.

Original wish statement from legal decision maker or concerned family memberand planningteam member: “I
want my motherto have help with taking her medicine.” Goal: Nan will regularly take her medicine as

prescribed, the ALH staff will provide prompting and assistance with self-administering her medications.

Dream and give yourself
permissionto envision aYouthat
you choose to be.

~Joy Page

Some Resources for Person Centered Planning

This training has utilized the following resources for educational purposes. You are encouraged to research
Person Centered Planning using these and many others available on the Internet.
= Cornell University ILR School Employment and Disability Institute. (2008)
http://www.ilr.cornell.edu/edi/pcp/index.html
= Capacity Works, (2008). http://www.capacityworks2.com/
= Human Services Research Institute, The MEDSTAT Group. (2006). Individual providers, a guide
to employing individual providers under recipient direction.
= National Quality Contractor, for Centers for Medicare and Medicaid Services. www.hcbs.org
= National Resource CenterforRecipient-Directed Services http://www.nrcpds.org

Explore the Governor’s Council on Disabilities and Special Education webpage:
http://dhss.alaska.gov/gcdse/Pages/default.aspx
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Developmental Disabilities Shared Vision

Alaskans share a vision of a flexible system in which each person directs their own supports, based on their
strengths and abilities, toward a meaningful life in their home, their job and their community. Our vision
includes supported families, professional staff and services available throughout the state now and into the
future.

114



SDS Care Coordination Guide January 1,2019

Writing Narrative in the Support Plan

A Support Plan is not written based solely on a diagnosis. A Support Planis written to describe a person’s
functionality within the diagnosis. This will bring strengths, functional abilitiesand needs for supportinto play.

Use person first language to accurately describe disability
Everyone wants to convey disabilityin modernterms. You will be able to clearly and respectfully convey the
conceptof disabilityand needs for supportif you follow person first concepts.
e Personfirst: ldentifythe person first, ratherthan the disability. “Jan experiencesdevelopmental
disability”. Or, “Jorge is a 50 year old man who experiences partial paralysis.”

VAN {s 7

e Avoidusingtermssuchas “afflicted with”, “suffering from”, “cripple”, “victim”, “handicapped”,
“wheelchairbound”, “confined to a wheelchair”, etc. You can write that someone “uses a wheelchair”-
whichisactuallya mobility device- by putting the person first.

e Mentalretardation- anoutmodedterm, now referred to as “intellectual disability” or “developmental
disability” See Rosa’s Law.

e Blind- be specificaboutblindness. The personmay have partial sight, partial vision, low vision, ora
visual impairment.

e Deaf:Be specific. Deaf refers to total loss of hearing, or even deaf culture orlifestyle.Partial hearing,
hard of hearingand hearingimpairment can help you be specific.

o “Mute” and related terms: Thisis an outmoded way to describe how someone may communicate
withoutwords. We can all agree thatinability to speak does not convey lack of intelligence. The
modern choice is “nonverbal” and then be specificabout how the person communicates-sign
language? Gesture/ eye gaze? Using adaptive equipmentsuch as aswitch ora speech generation
device?

e “Mentalillness”, “psychotic”, “neurotic”, “schizophrenic”: These are nowseen as pejorative labels. Avoid
usingthemto describe behaviors orinstanceswhen a mental disorderis not diagnosedby a professional.
Mental Disorder can be used, and if necessary the specific diagnosis can be written.

e Use cautionabout phrasessuch as “overcomingdisability”, or “in spite of herhandicap”. These
phrasesinaccurately describe the barriers that people with disability sometimesface. Barriersfaced by
people with disability can be seen as located in one’s environment. For example, aperson can succeed
in spite of an inaccessible environment or overcome society’s preconceptionsabout hisor her
disability.

(Summers,N. Fundamentals of Care Management Practice, 4E.2012. Wadsworth, a part of Cengage Learning, Inc. by
permission. www.cengage.com/permissions)

Be clear and precise
Avoid beinggeneral and vague. Be specificabout what you are conveyinginyour narrative.
Professional narrative should avoid making assumptions aboutanother person. Document emotional states
and other potentially subjective information by writing “as evidenced by”. Forexample, ratherthan stating
“Aliceisangry”, the narrative could say “Alice becomes angry as evidenced by herfrowning facial expression”
or “Alice stateswhenshe isangry”.

Be specificand objective about what may be generating the person’s responses. Forexample, instead of writing
“Fred gets angry often” it could be written that “Fred expresses his frustration when he must wait, for example,
when he is waiting in line for longer than 5 minutes.”

You may add your observation by leading the statement with “Care Coordinator observation”. Avoid speaking
for the personinthe plan. Indicate the person’s own concerns orviewpointin the narrative by using quotes

”

and stating, forexample: “Janice’s concern aboutthisis....... .
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Identify strengths
If a plan will address functionality within the diagnosis, and itis to portray an accurate picture of supports, you
will needtoidentify yourclient’s strengths. These are attributes that may be useful when the personis working
towards his or her goals, and in creatinga person centered plan. Here are some factors to look for:

e Supportsinthe community or within the person’s group. Is there a church or spiritual group? A cultural
group, or recreation program? Are there any otherservices the person accesses? Does this person have
acircle of friends, tiesto family and/orcommunity?

e Aretherevalues, practices, beliefsorreligious/cultural preferencesthat yourclient prefers? How does
yourclientuse these forsupportand comfort?

e Whatinterpersonal skills does your clienthave wheninteracting with family, friends, pets, community
members, and staff?

e What special abilitiesorskills doesthe personhave?

e |fthe personhad hisor herchoice asto whatthey would preferto do, what would he orshe most likely
choose?

e Ifyouclienthascontact with family, what dothey dowhenthey are together? (goto events,gooutto
eat, watch TV, otheractivities?)

e [syourclientinterestedinanyhobbies, recreation,or developing talents?

e What people,activities, pets, or communitygroups give comfort to yourclient?

e Withwhomdoesyourclientspend most of hisorhertime?

e [sthere anyone outside of the family or theirimmediate circle who has shown interest or provides
supporttothisperson?

When youidentify strengths you can create an individualized plan. You will be betterable to portray specific
supportsthat will focus onyour client, and services willbe carried outin more relevant ways. Yourresulting
SupportPlan can become a reference document for direct service staff so they may participate with the
person, and deliver person centered services.

(Summers,N. Fundamentals of Care Management Practice, 4E.2012. Wadsworth, a part of Cengage Learning, Inc. by
permission. www.cengage.com/permissions)

Identify Barriers
There are many reasons to identify barriersin yourSupport Plan narrative. Barriers can prevent direct service
staff and others who are workingto supportyourclient from fully understanding and helping this person. Even
if you feel asthough you have identified all barriers, itis possible that additional barriers will arise as services
play out foryour client. If you are aware that barriers diminish effectiveness of the plan and services, you can
addressthe issues accordingly. You can create a plan or process that will help reduce problems later. Taking
time to address barriersisthe most effective way to help your client take advantage of services.

Some common barriers:

Language/communication: The person may not be able to communicate adequately with others because of a
difference in primary language. Direct service or other staff may not be able to communicate because of a
difference inlanguage. Also, supports may not understand exactly how the person communicates. Accurately
describe how the person communicatesinyour plan.

Culture: The person may be challenged to negotiate an unfamiliar culture. Direct service or other staff may not
understand your client’s culture. People tend to understand each otherin light of our own personal cultural
standards. If culture may be a barrieryou can address thisin the Support Plan. Please note that culture canalso
be a strength!

Disability: Your plan should be written so that yourclient can participate with all the details of the plan. To stay
person-centered, keep objectives and outcomesin alignment with what the person willbe doing forthe plan
duration. Additionally direct service or other staff may over or underestimatethe person’s abilities. It may be
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difficultforothersto understand how the disability affects the person’s capabilities. Accurately describe the
person’s strengths and abilities. You may provide examples that show a piece of the person’s average day,
what he does forhimself, and what supports do to assist the person, oraccomplish forthe person on their
behalf.

Lack of resources: The person may not have the resources needed to fully participate inthe plan. An example
would be-lack of reliable transportation. Direct service staff may observe the person not arriving forwork orto
appointmentsand perceive itas a failure onthe person’s part.

(Summers,N. Fundamentals of Care Management Practice, 4E.2012. Wadsworth, a part of Cengage Learning, Inc. by
permission. www.cengage.com/permissions)

Refer to the assessment and other documents

A Support Planincludes narrative information which describes the person’s strengths, needs, and current
situation. Thisinformationis based onthe interview with the person, medical documentation, the assessment,
and any other documentation that relatesto levels of support. Examplesincludebutare notlimited to Critical
IncidentReports, records of medical procedures, behavioral health treatment plans, supported employment
case documents, orassisted living plans. Avoid cutting and pasting from assessment documents. Remember,
you are workingto show functionality within diagnosis, what supports are needed, and what supports will do
to help. You can do this by:

e Statingyourobservation of the person’s functionality in daily life-you may provide an example of how a

person completes atask oraccomplishes part of their day.
e Stating how the supports assistthe personto accomplishthis
e Providingsupporting evidencefrom theassessment

Collect ongoing supporting information when you visit
In the case of a renewal, considerthe events of lifein the last year. Although there may not be significant
changesindailylife, we must describe how the supports forthe person have created achange for himor her.
In the case of maintainingskills, or finding new skills, indicate how this was supported by services and what
kind of incremental changethe person experienced.

All sections of the Support plan must be reviewed and updated/confirmed with each renewal plan. SDS
reviewers often see plan narrativethathasn’t been reviewed in many years. ThisisNOTa person centered
approach!SDS will notaccept Plansthat have not been updated!

When requesting waiver supportsin the Plan, the Care Coordinator must consider combinations of services
requested. Considerthe schedule of the person’s day.
e Areservicesduplicative of each other?
e Areservicesreplacingwhatisdone orcould be done by othersources outside the waiver?
o |Ifservicesarerequestedincombinationsthat happen onthe same day, the Support Plan mustindicate
how services are notduplicative.
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What Are Habilitation Services?

Accordingto 7 AAC 130.319 Definitions, (6) "habilitation services" means services that (A) help arecipientto
acquire, retain, orimprove skills related to activities of daily living as described in 7AAC 125.030(b) and the self-
help, social, and adaptive skills necessary to enable the recipient to reside in anon-institutional setting; and (B)
are providedinarecipient's private residence, an assisted livinghome licensed under AS 47.32, or a fosterhome
licensed under AS47.32; In otherwords, habilitation services teach the person to develop or maintain skillsin
the settingin which the service is provided.

Habilitation services differ from rehabilitation services. Rehabilitation relates to re-gaining skills previously
acquired, which one haslost or diminished due toaninjury orillness.

Habilitation services help people to learn and maintain skills for everyday life in the home and or community, as
needed duetoanintellectual or developmental disability. These services help aperson work towards a goal that
the personidentifies. The person gets support to take steps (objectives) to meet theirgoal. The person may
have othersupportsin hisor her life that helpthemto work on the same goal.

You will work with the personyou are serving to learn what their goals are, and what steps the person could
take to get there. The agency that the person choosesto provide the habilitation service willalso help to identify
what the staff will doto help the person work on the objectives. Direct support staff efforts are called the
“interventions” inthe plan.

Habilitation services, like all waiver services, are provided in a “unit” size. Hourly habilitation services are offered
in 15 minute units. If aperson receives one hour of a habilitation service, there are 4 unitsin that hour. The
written plan (which reflects the person’s goal) should show how the habilitation service will actively supportthe
personto work on his/herobjectives, foreach 15 minute unit.

Group home and family habilitation are residential habilitation services. They are providedin alicensed assisted
livinghome. These services are providedina“24 hourunit”. Thismeansthe personresidesinthe home andthe
home staff provide assistance for the person to gain or maintain skillsin everyday living that they do at home.
The 24 hourunittakesinto account that in addition to working on skills (to include socialization) athome, the
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person will have some type of “down time” during the day such as time when they are asleep.

When working with people to discover theirgoalsand whatthey would like to achieve inlife, it’simportant to
listen. Listenforthe person’s wishes desires and needs. Listen for ways the person can be supported with help
theyalready have intheirlife. Listen for ways awaiverservice could help. Listen for strengths the person has to
be able to indicate choice, and their communication style. The waiver services can help people achieve their
goalsand dreams. Waiverservicesin and of themselves are not the goal and dream. They can help the person
getcloserto these. Forthe person, it’s notabout getting services. It’s about getting a life.

Some background on habilitation services:

Habilitation services are not for only doing the definition of the service!
For example —day hab “to get someone out into the community.”

e Exclusion is not inclusion
e Exposure is not inclusion

e Integrationis not inclusion
Full participation is inclusion
Full participation: at home, at school, at work, in my community

Inclusion

8

Exclusion Segregation Integration

0 %

Full participation usually happens in stages.

Stages = where the person is in life — child? adult? Who is around the person? Who is
their champion? What challenge does the person face to full inclusion? What could he
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or she learn to do that would help them get closer to inclusion? Independence?
Indicate their choice? What is best to start with NOW — according to the person’s
desires and strengths?

a A\ @)

MASLOW'S &

HIERARCHY Sy
OF NEEDS

SPONTANEITY,
\ J

Abraham Harold Maslow (Apri 1, 1908 - June 8, 1970)
was a psychologist who studied positive
human qualities and the lives of exempla-
ry people. In 1954, Maslow created the
Hierarchy of Human Needs and
expressed his theories in his book,
Motivation and Personality.

PROBLEM SOLVING,
LACK OF PREJUDICE,
ACCEPTANCE OF FACTS

(SELF-ACTUALIZATION )

ABRAHAM
MASLOW

Self-Actualization - A person's
motivation to reach his or
her full potential. As shown
in Maslow's Hierarchy of
Needs, a person’s basic
needs must be met
before self-actualiza-
fion can be
achieved.

FRIENDSHIP, FAMILY,
SEXUAL INTIMACY

( LOVE/BELONGING ) ©

SECURITY OF BODY, OF EMPLOY MENT, OF
RESOURCES. OF MORALITY, OF THE FAMILY,
OF HEALTH, OF PROPERTY

PHYSIOLOGICAL

www.timvandevall.com |Copyright @ 2013 Dutch Renaissance Press LLC.
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Habilitation services provide help for the person to do something, learn something
Habilitation services fit the needs of the person, not the needs of others.
Habilitation services are far more than shopping and weight loss!

Service planning can take into consideration all the help available to the person.

Habilitation service providers are certified and enrolled. And, they are providing
habilitation services because they BELIEVE in the person’s abilities, without
judgement.

Habilitation service providers are able to listen, observe, and adapt their teaching to
the person’s needs. Direct service staff are trained to listen, observe and adapt.

Habilitation service providers believe in full inclusion on behalf of those they serve. All
service efforts help the person get closer to that — without judgement.

No matter how small the steps are.
No matter how many times it takes to try.
No matter how many different strategies are tried

O
O
O
o No matter how long it takes to see progress.

Developing Goals & Objectives for Habilitation Services

Personal goal

Please note thatall support plans require a “personal goal”. Thisis the person’s goal, which theyindicate tothe
care coordinator. The personal goal may or may not be supported by waiverservices, and may or may not have
service-supported goals and objectives related toit. Itis simply something the person holds importantand has
setfor a goal forthemselves. Forexampleapersonal goal may be

“John wants to live in his own house someday.”

Habilitation Services Goals

(The following information is about habilitation goals and objectives — for which waiver services are
requested.)
For habilitation services, thereis no prescribed orset numberorlimit on goals, objectives and interventions, or
format. There is no formulafor how many objectives are necessary related to the hours of service requested.
The plan must articulate the person’s goal and objectives that will support that personto pursue theirgoal,
withinthe request for habilitation services. Habilitation service staff providing the support to work the
objectives must document theirservices accordingto whatis writteninthe service plan.

The personwill work with the care coordinatorand the teamto develop goal statements and measurable
objectives forall habilitation services requested in the Support Plan. Here are some basicguidelines to creating
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measurable goals and objectives. (The examples given are for educational/training purposes.)

@)
©)

O

Each goal and objective developed will come from the person and his or her supportive team.
Goals & objectives are person centered and relevant to the individual vs. the caregivers or paid
supports.
Goals, objectivesandinterventions should evolve based on the person’s achievement or success toward
reachingthe goals.
Portray how the person has met markers of independence orneed forchange in support.
Give an accurate description of aperson’s abilities and strengths.
How does the person make choices?
=  What doesshe do forherself?
= Avoidthe conceptual answer “nothing”.

People of all abilities can make choices and communicate them. The personyou are serving needs youto be
observant of strengths and needs for support. You need to be able to train direct service staff to provide the skill
based supports and make this expectation clear to staff.

How to organize yourthoughts abouta person’s need forand how he or she can benefit from a habilitation

service.

Describe the supports he or she needs to accomplish activitiesin an average day.

What helpisneededtoengage withthe home environment? School? Work?
Activitiesinthe community?

Describe what others doto help the personinthe different phases of theiraverage day.
Describe what others doto help the personinthe different phases of theiraverage sick day.
How will the service help the person getclosertoaleadingalife of hisorher choosing?

Assessing risks for habilitation services
When proposing or helpingto propose goals and objectives for a habilitation service, you and the team may
start with assessing basicrisks around the goal and objectives offered.

For example:
Ifthe person wantsto learnto showeror bathe more independently, what are the inherent risks to that person
specifically?

1. Considerwherethe personwill be learning, in this case the bathroom, tub/shower.

NouswWwN

Can he/she feelwatertemperature totellifitistoo hot or cold?

Can he or she physically maneuverinto or out of the tub/shower?

Does he/she have any health conditions that staff need to support or know about (seizures?)
What isthe planforsafety to address these risks?

What will staff do to help?

What will staff do to teach?
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Providing support for habilitation goals
Habilitation service provider reflection: “Once we

worked with a young man who wanted to be a
police officer. This was all he talked about when
we talked about getting a job. We all knew that
wouldn’tliterally be possible for him. We did not
tell him “no” as this was his dream. However
when we had a person centered plan for him, we
discovered that what he really wanted was a job
where he could wear a uniform. It didn’t matter
whatkind of uniform. This opened up so many
possibilities for him. He still has his job where he
wears a uniform— basic coveralls with his name

Your person may be supported to pursue steps to his
or her goal. People often need to start at the basics
and work towards the goal. Person centered services
can help the person make gainsinthe “zone” of
theirgoal.

The care coordinatorand habilitation provider must
communicate with the person and his/herlegal
representative if applicable to be specificabout
whatis important. Whatis most meaningful tothe
person? Whenyou can answerthe questions, the
care coordinator can articulate the answersin the
request forthe service inthe plan. The habilitation onthe front.”
providercan articulate intervention statements—to
describe the helping actions of staff —for the service plan and for documentation of the service.

Goals for habilitation services
A goalis the end result that the person wants to achieve with the supports of the habilitation service. The goal
for the habilitation serviceis measurable. Consult the person and his or her supportive teamto find out what
the personwould like to achieve. Goals need to be meaningfulto the person, based on assessed level of need
and relevanttothe service. The person will be making progress towards more independence or maintaininga
level of currentindependence.

Support Plans may include more than one goal. Consider the person’s functional strengths and abilities when
developing goals so thatthey are realisticand achievable through the support of the habilitation service. In this
way goals and objectivescan stay meaningful and relevant to the person’s lifeand progress or assistance to
maintain skills. Itis possible to change goals and objectives during asupport plan duration based on the
person’s progress toward achievement, or personal choice.

A goalis the person’s overall theme.
Example goal statements:

Johnwantsto live in his own apartment.

Cathy wants to learn how to cook.

Peterwantsto keep his collections orderly and neat.

Jamal wants to meetat least one friend whoisinterested in video games.
Lana wantsto work in a retail store.

Helen wants to establish and develop her microbusiness.

Joe wants to take his girlfriend outon a date.

Gina wantsto hosta barbecue party at herhouse.

What is an objective?
An objective isone stepthat needs to be taken to move towards the goal. The purpose of objectivesistoteach
instepsand to assess progress. The individual, the care coordinatorand the supportive team can break down
stepsthat are as small or large as needed. Each objective should contribute to the overall goal. There may be
more than one objective under each goal. The individual and the team will need to decide what objectives are
bestfor workingtowards the goal. Sometimes agoal can be more broad, howeverin that case there should be
specificobjectives toreally break down how that goal will be achieved.
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Direct supportstaff will be helpingthe person achieve the goal through each objective. Objectives are tailored
to the specificlearning needs and physical abilities of each person. Objectives use asentence format that
conveys the measurability of the progress towards the goal. They contain asubject and verb.

They may describe an action and an object that receives the action. They also convey frequency and duration

of the objective.
Verbsthatdescribe the actions the person will take should be OBSERVABLE. Verbs such as learn, think about,

consider, regulate are notobservable. Use specificobservableaction verbsin the objective.
Observable actionverbs:

This example objective could be related to the example goal described above, “John wants to livein his own
housesomeday” and the measurable habilitation goal “John wants to shop for groceries once a week”. State
relevant objectives, portraying measurability:

John needs to review food in the pantry twice a week.

John prepares a grocery list once a week.

John goes shopping for necessary groceries once a week.

In this example we would have metwith John and his supportiveteam to figure out what kinds of activities John
is motivated forand needs to be working onin orderto move towards his goal-to live independently. Part of this
would be learning how to shop for one’s owngroceries.

What does “measurable” mean?
To measure meansto do something—to performan actionto measure anamount.
Whenyou are thinking about writing measurable objectives, ask yourself “what would | or others do or see if
the individual has accomplished this goal through this objective?’

Habilitation objectives must be measurable.

Whenyou are developing measurable habilitation objectives, analyze themto see if they meet this criteria:
Characteristics of a measureable objective:
1. Reveals whatto doto measure the objective
2. Yields the same conclusion if measured by several people
3. Allowsa calculation of how much progress it represents
4. Canbe measured without additionalinformation
(From Writing Measurable IEP Goals and Objectives; Bateman, Herr; Attainment Company Inc, 2010)

About Criterion, also known as quantitative data:
Criterion portrays the type of performance to be determined successful within the objective.
Criteriaaddresses how much or how little of an action will be the dividing linefor progress or maintenance of a
goal. Example criteria:
Completing something:

e in3outof5 trials

e Onceaday

e Oncea week

In 2 consecutive hours
e Takinglessthan2 hoursa week, etc

About qualitative data:
Quantitative datais notrequiredforall objectives. In some cases the narrative may portray how completion or

progressis measured.
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About percentages:

Percentage criteriashould be applied only to very specificobservable goals. Forexample: “Kara completes
sorting her bedding laundry into lights/darks with 80% accuracy”. This might be possible to accomplishif we
know about how much laundryis sorted. It isreasonable to know and could fit with everyday life.

However “Kara indicates her preference for music using her eye gaze 60% of the time” cannot be measured. It’s
not possible to place a percentage on subjective choice or many othereveryday living skills.
It may be more useful to propose an objective based on being offered the criteriaabove.

Here is anotherexample of anon-measurable objective: “Chandrawill learn to act appropriatelyin public.”
e [t'snot possible to know what acting appropriately looks like here.
e It’snot possible totell how orwhenshe learnedit.
o [t'slikelythatpeople would disagree on whetherthis was achieved or partially achieved.
e Becauseitis notspecific.

To make it measurable, be specific:

Example objective statement: While waiting in line at the grocery store, Chandra makes no verbal comments
to other customers and staysin the line in 2 out of three trials.

You can easily measure if Chandra completes or makes progress forthis. Others could also understand and
likely agree onthe progress. Direct support staff can offer this opportunity to learn to Chandra. Staff can follow
theirinterventions forsupportto hersoshe can learn.

Measurable meansthe person and his/hersupportive team will be able to see progress or maintenance of the
skillsthatare described in the objectives, usually through the documentation done by the direct support staff.
The Care Coordinatorwill be able to report on progress, or maintenance, including relevance of the objectives
to the person, through this documentation. This information will help with planning for habilitation servicesin
the renewal Support Plan.

You can write a measurable objective with acondition (a “given”) if needed.

Example objective statement: Given a visual recipe and measuring cup set, Joe measures dry ingredients
correctly in 2 out of 3 trials.

You can write a measureable objective without the condition (the “given”). Inthisexample, itis ok to assume
the personwill use aphoneto call. (You wouldn’t have to write “givenaphone...”).

Josephine calls her mother once a week and talk with her for at least 30 minutes.

Please note that narrative progress is required in addition to any quantitative
data. The care coordinator needs this info when planning services or renewal.

Habilitation services to help decrease behavior

At times you may serve someone who wants habilitation services to help them decrease behavior. You can
write a goal to help a person decrease behavior.

o Beforeyoudothat, youneedto meetwiththe personandthe teamto establish:
o Arethere clearand imminent health and safety risks because of this behavior?
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o Hasthe personhad any traumain theirpast that might be informingthis behavior now?
o Hasthebehaviorhappenedbefore and what was done to help before?

=  What worked? Whatdid not work?
o What doesthe behaviorthatneeds to decrease meantothe person?
o What doesthe behaviorthat needsto decrease meantothe people/person who spends the most

time with the individual?

= Doesthe behaviorneedtodecrease because of needs of the individual?

= Ortheneedsofothers? (notareasonto propose the habilitation service/goal)
o What happensfromthe person’s point of view when theydoit?

= Doessheget to leave asituation because of the behavior?

= Doeshegetsomethinghe likes?

=  Doesshe get awayfrom somethingshe doesn’tlike?

e What isanotherway the person can get what he/she needs without usingthat behavior?
e What can the teamdo to help the person get what he/she needs without usingthat behavior?
e Doesthe personand the teamthinkthat reducingthe behaviornowisimportanttothe person’s health,
safety and quality of life?
If so:
=  How will the team ensure that the person has no restrictions placed onthem during help to
decrease the behavior?
= How will the teamreduce risks to health and safety during help to decrease the behavior?
=  How will the team measure the reduction of the behavior?
= How will theteam measure increasein functional behavior?
= How will the team discontinue help to decrease behaviorwhenitis nolongernecessary?

Whenyou, the person, theirlegal rep if necessary, and yourteam can answerall the questions, you could propose
objectivesto decrease nonfunctional behavior. You should document your meetings, answers to the questions

and decisionto offer objectives to help the person decrease the behavior.

Example goal statement: Kara shouts less than 5 minutes per week.

How the objective will be measured/recorded:

Indicate what documentation will be kepttoindicate the result of working on objectives with the person.
Examplesinclude, case notes, dailyservice notes, etc. What markers will the person achieve to show progress?
In whattime frame will these be reviewed? (Quarterly meeting?)

What are the “interventions”?
Interventions describe the support the person will need when working on these objectives.
e What will staff be doing?
e How isit bestto helpthe personwith skill building or maintenance?

e  What methodswill be used?
e What interventions (supports) willbe offered?

Here is an example of interventions that relate to John’s objectives above:
“Using a picture schedule, staff will remind John to check the refrigerator. Staff will review John’s shopping list

and discuss items. Staff will take John to the grocery store and remind him to buy items on the list. Staff will
say “great choice John” when he selectsitems on the list.”
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What if goals change during the current Support Plan?
If a person wishesto change his/hergoals orobjectives during the current Support Plan, work with the person
and the supportive teamto develop newgoals and objectives. Document these (have the person and his/her
legal representative as applicablesign the document to acknowledge changes) and keep the documentation on
filetoinclude inthe renewal Support Plan, oran amended plan as applicable.

Renewal planning for goals and objectives?
The planningteam reviews documentation about the progress of the habilitation services during the previous
SupportPlanyear. It is possible to use observation of progress to determine if services need to change orstay
the same. Goals and theiraccompanying objectives and interventions are either “continued” or “discontinued”.

ObjectivesforGoalsthatare continued should be reviewed and the interventions evaluated for effectiveness.
New Goals can be identified in the renewal Support Plan but should be balanced with existing goals to promote
success. The Support Plan will need to address progress and/or maintenance in the Personal Profilesection
“Progress towards previous goals” regarding habilitative services.

Whenitis obviousthatthe goals cannot be reached,
don’tadjustthe goals, adjust the action steps.
~Confucius
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What is SDS looking for?

Goals and the accompanying objectives must be:

Person centered- Whatdothey wanttodo?

Measurable- How will they know it’s being achieved?

Based on information provided in Personal Profileand Assessments-
Adequate forthe amount of services requested

Relevantto the service beingrequested.

e Forexample, agoal of betteroral hygiene with assistance in tooth brushing as an objective would
not applytoa service thatisintended to teach community inclusion. It would apply to aservice
that helpsteach self-care skillsathome.

Relevantto the time of day or place inthe person’s daily routine.

e Forexample, goalsand objectives are provided only foramorningroutine butthe service is
requestedtooccurinthe morningandagaininthe evening.

For habilitative services that are 15 minute units, each 15 minutes needs to contain goal-related activity.
The purpose of day habilitationis to provide community inclusion. Portray the specificskills the recipient
will be practicing while participating in communityactivities.

Be Cautious of these types of goals:

1

2.
3.
4

“NOT” or “Stopping” goals

Absolute goals (every, always...)

Subjective goals (good choice, enough, bad things...)

The same goal for everyone inthe program-isittruly somethingthe person/guardian would like to
workon?

Is the goal statementactually agoal orisit an objectiveoran intervention forsomethinglarger?
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Documenting Habilitation Services

Attribute Habilitation Note

The casenote is based on facts not opinion X

>

Includes the provider’s signatureand
credentials

Includes the date and time of the note writing

Is written as soon as possibleafter the event/service occurs
If late entry, is noted as a lateentry (within 24 hours)

Is typed/digital or if handwritten is blue or black pen

If handwritten errors arecrossed out with one lineand
corrections written next to the error

X | X | X|X| X<

Free of whiteout or blackout/coloringin to cover errors
The note addresses a personal and/or habilitation goal.
The Habilitation service has measurablegoals and objectives.

x| X[ x| X<

The Habilitation service note references the goal, and the
objectives applied duringthe service.

The Non Habilitation service note references the outcome.
Has the person’s name on it.

An identifier such as Date of birth, Medicaid Number, SDS Number, X
Harmony Number
Documents one serviceata time. X

x| >

>

Each note occupies oneindividual pageor digital
document/section.

States type of service

Includes dateof service

Service startand end times

How many hours ifapplicable

For a 15 minute unitof service: document each event or task
Provides a narrativeatleastonce per event
For a Daily unit:documents each event/task

M <> > | ><|>x<]><|><

Narrativeis provided at leastonce per provider shift

Justifies the duration of the service
States where the servicewas done

x| x<

>

Describes what the provider did to help the person reach the
goal/outcome

Describes the person’s response

Describes any progress made
Documents unusual occurrences
States ifthe persondeclines the service

X |IX|X| >

>

Indicates any changein performance or needs for support

Does not includestand by time or other time that is not the X
approved service
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Writing in Plain Language

Communication that your audience or readers can understand the first time they hear

or read it. You don't write because you want to say something, you write
because you have somethingto say.
~F. Scott Fitzgerald

What are the main elements of plain language?
Logical organization

The active voice

Common, everyday words

Short sentences

“You” and other pronouns

Lists and tables

Easy-to-read designfeatures

YVVVVYVYVYYY

Plain Language Myths

Plain Language is NOT:

Baby talk or an attempt to be folksy, playful, or politically correct
Stripping out necessary technical and legal information

Just editorial “polishing” after you finishwriting

Imprecise

Just using pronouns ina Q and A format

Something the lawyers will never go for

Something the Federal Government will never gofor

Easy

YVVVVVVYVY

Why use Plain Language?
We’re all busy people.
We don’t want to waste a lot of time trying to translate difficult, wordy documents.
And we want to scan, not read.

Additionally Plain Language:
e Shows customer focus
e Communicates effectively
Eliminates barriers
Reduces time spent explaining Improves compliance

What Happens When Readers Don’t Understand?
You may have to: Additional work!
— Answer phone calls

- Write interpretative letters e
— Write explanatory documents ]
- Re-do your work

The information we at the Department of Health and Human Services provides can literally make the
difference between life and death for our fellow Americans.
~HHS Secretary Tommy Thompson, endorsing plain language, 2002
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Goals of Plain Language

Help the reader find the information

Help the reader understand the information

Remember: If your document doesn’t do both, it’s not plain language.

“Clear writing from your government is a
civil right.”
~Former Vice President Al Gore, 1998

Identify your audience

e Think of why the user needs to read your document
e Keep in mind the average user's level of technical expertise
e Write to everyone who is interested, not just to experts

o (focus on the readers in the middle of the spectrum)

e Even an expert will prefer a clearly written document

Apply plain language to your writing?

Use Short paragraphs with short sentences

«+ Limita paragraph to one subjectorstep

% Smaller“bites” of info are easierto digest

+ Aimfor nomore than7 lines
» Treatonlyone subjectineachsentence
» Avoid complexity and confusion
» Aimfor 20 words persentence orfewer

Don’t sound so clinical-

The PLAN isaboutthe person nottheirdiagnosis. Talk about the person as a person not a diagnosis orlist of
needs

¢ Limitjargonand acronyms

e Contractionsaren’t(are not) bad

e Use everydaywords

e Don’twrite like the government!!!
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Use Everyday Words:

Anticipate
Attempt
Commence
Demonstrate
Implement

January 1,2019

Eliminate

-Excess Words

-Excess content
-Repetitiveness

-Give small bites of information

In the event that
Submit
Terminate

What are some other words you think are confusing?

Use Consistent terms= Common language in all you do

...be consistent in your narrative, throughout your Plan and in Applications

What is commonly called this?
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Use an Active, not passive voice
Active writing is
e More clear, concise and direct
e Makes itclear whodoeswhat: “The Director wrote the memo yesterday.”
e s concise
e |s natural

Passive writing is

e A characteristicof bureaucratese “Mistakeswere made.”

e Candisguise whodoes what: “The memo was written yesterday.”
e |swordy

¢ Isawkward

An Example:

The Coast Guard has conducted an investigation to determine what carbon monoxide (CO) detection
devices are available to recreational boaters, suchthat, when installedand activated could reduce the
risk of being exposed to high levels of CO -THAT SILENT KILLER. A variety of technologies is available
for detecting the presence of CO on boats and should be considered by recreational boaters to reduce
their risk of injury or death while boating. (72 words)

-OR-

Carbon monoxide is a silent killer. The Coast Guard recommends that you use a carbon monoxide
detection device on your boat to reduce the risk of being exposed to high levels of CO. You may
choose from a variety of devices. (39 words)

Avoid hidden verbs -vers disguised as nouns

Conduct ananalysis Analyze

Present areport

Do anassessment
Provide assistance
Came to the conclusion of

Use lists (Butnot too long of lists)

<+ Make iteasyfor the reader to identify all items or steps ina process,
% Add blankspaceforeasyreading

KD

*» Help the reader see the structure of your document.

*,

—avoid “shall”

In justabout every jurisdiction, courts have held that “shall”can mean not just “must”
and “may,” butalso “will’and “is.”

Avoid using “shall” it could mean something different then you intended
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RE-write this, use the active voice; be concise....

Once the client's goals are established, one or more potential objectives are identified. A preliminary
implementation planis developed with the provider. The planis presented toaproviderwho agrees to
implementanindividualized planthat meets the health and safety needs of the client, the client’s objectives and

the provider's capacity to serve theclient.

Consider these words, what do they mean?

Client Develop
Established Provider
Potential Implement
Objectives Capacity

Simpler is Better

“An Alces Alces ungulate may be propelled toward a body of aqueous fluid,

but such ungulate cannot be compelled or forcibl) /) induced to imbibe such
fluid” ey

Place Words Carefully S 507

Keep subjects & objects close to their verbs. Put conditionals such as "only"
or "always" next to words they modify. “Yesterday a mad dog bit five men
and women in the south end.”

-
<
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Always Consider:

Who are you talking about?

What are all the uses for the Support Plan?

Who will sign agreement to the Support Plan?

Is it important that multiple readers understand the Support Plan?

Gobbledygook may indicate a failure o think clearly,
a contempt for one's clients, or more probably a mixture of both.
A system that can't or won't communicate is not a safe basis for a democracy.

~Michael Shanks, former chairman of the
National Consumer Council (Great Britain)

Resources for writing

NIH plain language training - Additional trainingon the web
Plainlanguage.gov - Federal plainlanguage guidelines
CenterforPlain Language

Plain Language: Writing for Readability

Online training course- Plain train http://www.lisibilite.net/PlainTrain/

Support Plan Questionnaire

Every Plan of Care must include aPerson Centered Plan Questionnaire (Uni-15). Itis intended to show federal
oversightagencies thatrecipients of HCB Waiverservicesin Alaska are experiencing some level of person-
centeredinteractions with their Plan development.

The Uni-15 PCP Questionnaire must be completed priorto submittinganinitial orrenewal Support Plan.
Discuss the topics with the person you are servingand his/herrepresentative (if applicable), and record the
recipient’s response. You will need to provide an explanation if the recipient answers “No” to any of the
guestions. Be sure to ask the participant for clarification on any noanswers and quote theirresponse.

Encourage your clientsto be open and truthful when answeringthe PCP Questionnaire. We will accept this
documentcompletely handwritten by the client (orrepresentative), aslongasit’s legible and signed.

The questionsare:
For Renewal Plans of Care Only:
1. Duringthe last year, did you receive the servicesidentified in your current Planof Care?

2. Didthe waiverservicesyou received duringyour current Plan of Care year help you work towards your
goals?

For All Plans:
3. Didyou getto choose who should be presentatyour planning meeting foryour current Plan of Care?
4. Didyou getto choose where and whenyourplanning meeting foryour current Plan of Care took place?
5. Didyou have the choice to lead yourown planning meeting foryour current Plan of Care?

As with all SDS forms you can find the blank formin PDF format on the SDS Approved Forms Webpage

Because this document must captures the signature of the personreceivingservices or the legal representative and SDS
uses the information collected on the form to evaluate programchanges and report to CMS federal oversight, the answers
must be entered into the Harmony data system. Then the actual formis scanned as a supporting document to the Support
Plan.
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Unit 7 - Renewing CFC and Waiver Services
LOC Reapplication

SDS requires the Care Coordinatorto submitacomplete renewal application 90days before the current Level
of Care expires, if the individual wishes to continue Waiver Services 7AAC 130.213. Assessmentand
reassessment. This allows the State of Alaska assessor time to re-establish Level of Care before the current LOC
expires. Care Coordinators need to assist the recipient to reapply annually for continued HCB Waiver services.
They must signthe renewal Application and associated forms to show theirchoice to continue on the HCB

Waiver.
. IDD Waivers will complete ICAP Info & Consent orthe Interim ICF IDD LOCdepending onthe ICAP cycle
e ALl,CCMC & APDD Waivers and CFC must complete the Waiver Application form UNI-04, which includes

CFC
° A new RecipientRights and Responsibilities form
° An updated Qualifying Diagnosis or Verification of Diagnosis

The CC MUST include updated medical and functional information with each re-application.
Here s a listdocuments and information to consider submitting when updating currentinformationinthe

renewal application to prepare forthe annual assessment.

* Documentationincluding new diagnosis or treatments from medical specialists the recipient has consulted
* Thetreatmentscheduleand providerforany physical, occupational or speech therapy the clientis receiving
* Thereasonandoutcome forany emergencyroom visits or hospitalizations

* Thereasonforandusage of any new equipment the client has received

* Listof current medications, including reason prescribed

* Anychangesinlivingsituation or natural supports fromprevious year assessment

e CurrentIndividualized Educational Plan (IEP) if receiving Special EducationServices

* Anyadditional documentation that supports the diagnosis

Re-Assessment for ALlI, APDD, CCMC, and CFC Level of Care (NFLOC)

The SDS Assessor will visit the person and use the CATto conduct the assessment. The Assessor will consider
otherkinds of information aboutthe person’s health care needs and outcome of the Waiverservice, such as
medical records, and the feedback of the person’s supportive team. Itis again very important for the assessor
to see precisely what the person can and cannot do for themselves.

The IDD Waiver LOC Reapplication willinclude depending onthe applicants age & length of program eligibility:
o |IDD-03 ICAP Assessment Informationand Consent or IDD-10 Interim ICF IDD Level of Care
o Uni-07 Recipient Rights & Responsibilities
o CurrentIDD-13 Qualifying Diagnosis CertificationForm
o Updated Legal, Medical and DiagnosticInformationifavailable

Submit the Renewal Application (in one message) by DSMto: SDS.IDDAnchorageAK
or FAX to: 907-269-3639

The ALI, APDD & CCMC Waiver LOC Reapplication willinclude:
o Uni-04 Annual Application for ALI/APDD/Reapplication CCMC Waivers
o Uni-07 Recipient Rights & Responsibilities
o CurrentUni-09 Verification of Diagnosis
o Updated Legal, Medical and DiagnosticInformation from the previous 12 months

Submit the Renewal Application (in one message) by DSMto: DSDS.NFLOC-Reapplication
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orFAXto:  907-269-6246
Material Improvement Review Process (MIRP)

Material Improvement Review applies ONLY to re-assessment at WAIVER RENEWAL.

Material improvement Review and 3rd Party Review are NOT additional assessments that the person would
have to undergo. They are document review processes.

The purpose of the Material Improvement Review processis to find eligibility for the waiver. Forre-assessment
at renewal only, if anindividual does notto meetlevel of care forthe HCB Waiver, the assessmentresults
undergo Material Improvement Review. The assessment findings are first reviewed by SDS Assessment unit
staff. The Assessment Unit may ask the Care Coordinatorforadditional documentation related to the person’s
health conditions orotherrecent health related information (within the last level of care duration). 7AAC.207
(c) (3) allows SDS 30 additional days (total of 60 days) to notify the applicant and care coordinator of the level
of care determination, if the applicantisinthe Material Improvement Review Process.

SD5 decides LOC Re-Assessment SDS decides LOC

ap proval denial
L LOC approved after s gne review by SDS RN
2™ review 1
Qualis does not 3™ party LOC denied after 2" review
_ - = _
concur with review with
SO5 Qualis

Qualis concurs
with 505

1

4" review of entire file.
Motice prepared. Copy of notice to recipient, legal rep,
Care Coordinator and providers including PCA provider.

l

Right to request
fair hearing

If, after the initial Material Improvement Review, the individual does not meet Nursing Facility Level of Care
(or ICF/lID Level of Care), these findings and associated documentation would undergo 3rd Party Review with
the SDS contracted agency. (Currently Qualis) Please note: Prior authorizations (meaning that providers are
priorauthorized to provide the approved serviceto the person) are continued throughout the process.
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Fair Hearing & Hearing Process Rights
All systems of support that are based on financial eligibility and publicfunding, such as Medicaid, have a system
of appeal inthe eventthateligibility orongoing participation is denied. The person and/orlegal representative
can use the procedure found on the Notice of Adverse Actions and Fair Hearing Rights, which issenttothe
person upondenial. Forexample, a person may decide to exercise hisorherfairhearingrightsin the event of:
e Denial of eligibility for Medicaid
e Denial of eligibilityforthe Waiver program (not meeting Level of Care)
e Denial of some orall services requested on aPlan of Care

When an individual disagrees with adecision made by the Seniorand Disabilities Services, theycan requestafair
hearing. The fair hearing process has two steps, mediation and hearing.

Mediation -15 Step
The mediation step, whichisstep one,isacritical pieceinthe two step process. It allows forboth the
recipient/applicantand SDS to be educated on the specificsituation. The case details are reviewed foraccuracy
based on the information on file. Any new information can be presented and can be considered againstthe
regulationsthatgovernthe programs.

The mediation step has beenvery successful forrecipients/applicants in resolving any concerns they have and
allows SDS to amend decisions based on new information presented. At this first step, the recipient/applicantis
given an opportunity to express to SDS and the mediator (a neutral party) why they disagree with the decision.
They can present documentation, usually medical records, to supporttheir statements and provide greater
insightinto theirsituation so SDS can review and consider.

Once all the information has been presented and SDS has had the opportunity toreview, it will be determined if
any changesto the original decision can be made and if so, what those changes are. Once changes, if any, are
presented, the recipient/applicant reviews and determines if they agree with the change.
e Ifthe recipient/applicant agrees with the change, the second step, the hearing, is cancelled.
e Ifthe recipient/applicant disagrees with the change, they can requestto move to the second step, the
hearing.

o Ifan individual chooses to move forward to the second step, any offers and/orinformation
presented and discussed at the mediation step cannot be discussed or presented to the judge at
the hearing step.

o Thehearingisa cleanslate and an opportunity for both sides to present their case based on the
information SDS had whenitmade its decision.

As a Care Coordinator whenyou are assisting an applicant/recipient through the application or renewal process,
itisveryimportantto assistthem in submitting supporting documentationtoinclude behaviorand care
calendars, current medical records fromall their providers as well as a plan of care that outlinesthe individual’s
current needs and situation. It will be thisinformation thatis used by SDS to makes determinations and will be
the basis during any talks in mediation.

Ifitis believed information given to SDS at the time of application or renewal was not clear or failed to be
presented, it’simportant forthe CCto assisttheirclienttoidentify the missinginformation and submitit.
Include an outline of what determinations they disagree with and why priorto the actual mediation date and
time to allow SDS to review. Presenting information priorto the mediation streamlines the process and ensures
the informationisreceived timelyforareview to be conducted.
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Fair Hearing — 2" Step
How do people know about their fair hearing rights?
When a personreceives anotice (letter) of denial from SDS, a copy of the Notice of Adverse Actions and Fair
HearingRightsisincluded. Waiver recipients should have already received a copy of this notice when the initial
application was completed with the CC.

It'simportant for the CC to help the person understand they do not give up rights when becomingarecipient
with the Waiver program, and to understand the right to fair hearing when participatingin the Waiver
program.

When services or eligibility are denied, Senior and Disabilities Services will notify the Division of Healthcare
Services, whothenrefersthe case to the Office of Administrative Hearings (OAH). The OAH will send the
person a letter offeringinformation about the fair hearing containing:

e Abriefoverviewofthe reason forthe hearing

o Alistoflegalauthorities (state regulations)

o A copyof the hearingrequest

e Acopyof thedenialletter

e (Copiesofdocumentation usedin makingthe decision

AAC 49.10-49.900

Hearing Process Rights

The letterwill also contain:
o Infoaboutoptionstoattendthe hearing (by phone, in person)
e The name of the assigned judge
e What statutes and regulations applytothe case
e How to submitadditionaldocumentation
e How to file and deliver documents, whereto direct questions
o Thedate of the hearing
e Actions made by the judge
e Howto resolve before the hearing, and how to withdraw from the process
e Alistofrights

Transfer of Care Coordination

At timesaclient will choose adifferent Care Coordinator. You should receive anew Appointmentand Transfer
of Care Coordination formand a new Release of Information form. As the now previous CCyou needtosign
the Appt. of CC formand returnit tothe new CC with the last 12 months of Case Notes forthe individual. You
need to complete thisaction within 5business days. Utilize Direct Secure Messagingto complete this.

Accordingto the Appt. and Transfer of Care Coordination Services document, you may end association witha
clientby giving him or her 30 days’ notice, informing SDS, and helpingthe clientfind anew Care Coordinator.
In rare cases and with proper documentation you may end services sooner. Refer to requlations and COPs

1. Giveyourclientnoticeinwriting(atleast30days).

2. Write an email tothe SDS unit that oversees your client's waiver to inform of the change, include your
notice to the person.

3. Assistyourclientinchoosinganew Care Coordinator.

Give yourclientnames & contact info of care coordinatorsinthe area who work with that waivertype.

5. Followthe processinthe Appointmentfor Care Coordination Services document to transfer care
coordinationtosomeone else.

b
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If you are endingassociation with an agency and going to work at anotheragency, the agency muststill give
the client options to choose a Care Coordinator. Follow the guidelines found in the Anti-Solicitation letter,
issued by SDS, June 2, 2015.

Accordingto 7 AAC 130.219(e)(8), your clientrisks disenrollmentif he or she does not take actionto choose
anothercare coordinatoraftergetting your notice of termination of services, or provide documentation for the
waiver program. In some cases people are ending the waiver program by choice. In other cases you may need
to file areport with Adult Protective Services or Office of Children's Services if you know orreasonably suspect
circumstances that would require areport.

Remember: The waiver programs serve people who would otherwise require care in a nursing facility or
institution.

Closing a Waiver

Individuals you serve have the choice to participate with Waiver services or not. There are many reasons why
people would nolonger participate in the Waiver.

e People maychoose to be servedinthe nursinghomeorinstitution.

e People sometimes nolonger meet financial limitationsfor Medicaid dueto achange inincome.
People may also experience changesin theirlivingarrangements that mean they nolongerneed
services.

e Anexample would be aperson whose familymembers moveinto care forhimor herona longterm
natural support basis.

e A person’shealthmayhave improvedsothat he orshe does notneed services tothe level of the HCB
Waiver (level of care).

e Participation may end due to the personmoving out of Alaska.

o Attimesthose youserve willdie,whetherthisis expected orunexpected.

In the eventthata personno longerengagesinthe Waiver, he or she may still choose to receive Personal Care
Assistance services if eligible, or grantfunded services. The person may re-apply forthe Waiverin Alaskaata
future date if there are significant changesin theirservice needs.

Follow the stepsinthe Care Coordinator Harmony User Guide

FOR ANY WAIVER CLOSURE OTHER THAN DEATH:

Give the person aletterstatingthat you are terminating Care Coordination servicesto them

Follow the standard forthis notice as seenin the Appt. for Care Coordination Services (30days’ notice).
Update the WaiverServicesOverview formindicating the last known dates of service(s)

Submitthe information toSDS via SDS Harmony data system

Convey the closure information to DPA by DSM.
Convey the closure information to the providers on the person’s (ending) plan of care.

OV AWN R

AfterSDSreceivesthe closure request, the person and/orlegal rep, and the Care Coordinator, willreceive a
letteracknowledging that SDSis closing the waiver. The |letter states the person has 30 days to rescind the
request (inthe eventof closure due to circumstances OTHER than death).

PLEASE NOTE: Ifthe person you serve becomes incarcerated, he or she will notbe receiving Waiver services duringthis
time period. Complete and submita Critical Incidentform. The person will not “terminate” from their Waiver but the
services will beinactiveandina suspended status until more is known about when the person will chooseto re-engage in
community living with Waiver supports. The Care Coordinator will notbe doing Care Coordination visitsand follow up
duringthat time. Itis likely thatthe planforre-entry into community lifewill includethe Care Coordinator onthe planning
team. The correctional facility usually assembles this team. It is not necessary for those with the IDD Waiver to return to a
“wait” period once community liferecommences after the incarceration period.ContactSDS for technical assistance.
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Community First Choice (CFC) is a Medicaid option but it is not a home and
community based Waiver.

CO m m u n ity Fi rst C h O i Ce ( CFC) Same eligibility as Nursing Facility Level of Care

Waivers- ALl, APDD, CCMC and ICF/IID Waivers-
IDD, ISW — and Behavioral Health if -21 or 65+
» Assessment for CFC is the
Consumer Assessment Tool (CAT)

Community First Choice Personal Care
Services (CFC/PCS)

Help with activities of daily living and
instrumental activities of daily living. Person
develops backup plan for help they need.

Person Centered Support Plan

Personal Emergency Response
System (PERS) To help remain independent at home

Training for people to choose

- Person Centered approach — person can choose
and manage CFC/PCS assistants

Could have Waiver and CFC Services can’t duplicate
Targeted Case Management, if Care Coordinator develops Person
not choosing Waiver also Centered Support Plan

Choice to learn to be more independent in activities
like bathing, cleaning the home, or shopping —and
receive training to foster independence.

Maintenance and Acquisition of Skills
training; supervision and cueing

Care Coordinator Basic FAQs —
Community First Choice,

Prior to Care Coordinators using Harmony Data System

November 29, 2018
Please note that questions and answers may change over time.
When Care Coordinators work within Harmony, processes and expectations will be
different. More training and information available soon.

1. Does the “Plan of Care” have a differentname now?
Yes —the Plan of Care isnow called the Person Centered Support Plan, or Support Plan for short.

2. What’'sdifferent now about how Care Coordination services are reimbursed?
As of October1, 2018:
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e Initial applicationforall Waivertypesand CFCisreimbursed under Targeted Case Management, aregular
Medicaid service and code. (Thisincludes application for ISW and IDD: the “application” forthese waiversis
the set of documentstorequestan ICAP assessmentforthe recipient.)

e Annual SupportPlandevelopmentisalso now reimbursed under Targeted Case Management, aregular
Medicaid service.

e Ongoingcare coordination (Monthly) for ALI, APDD, CCMC, ISW and IDD is reimbursed as a monthly unit
under Waiver Medicaid. ISW Monthly has a different code modifier.

e Ongoingcare coordination (Monthly) for CFCis reimbursed under Targeted Case Management (TCM), a
regular Medicaid service.

3. Whythis change?
e Torespondto thelegislativerequirement to save Alaska Medicaid money by realigning services
o To complywithfederal regulations toimplement Community First Choice

4. Where can | see the current rates of reimbursement?
On the webpage: http://dhss.alaska.gov/dsds/Pages/info/costsurvey.aspx

5. Whatis a “CFConly” plan?
Community First Choice (CFC) is available for Medicaid recipients who meet Nursing Facility Level of Care, ICF/IID
Level of Care, or Institution for Mental Disease —Behavioral Health (IMD) Level of Care. For IMD level of care
only, the recipient must be under 21 or over 65 years of age.

The available servicesin CFCare:
e Care Coordination (Targeted Case Management): Application, Annual Plan and ongoing Monthly case
management.
e Personal Care Services— PCS, when deliveredina CFC planis called “CFC-PCS”.
Hands on help with Activities of Daily living
Hands on help with Instrumental Activities of Daily Living
o Skills Building — through CFC-PCS: help given by trained PCA workerto help the recipient be more
independentwith an ADL/IADLthat the person chooses. PCS agency representatives are attending required
SDS trainingto be able to train theirstaff todo it.
e Supervisionand Cueing: CFC-PCSservice in whichthe PCAisin proximity to the recipientandonly
supervisesand cues the recipientto performan ADL or IADL. (Not hands on help time.)
e Personal Emergency Response system (PERS): Communication system installed by PERS providerforthe
personto be able to summon helpathome.
e Optional Training resources to manage own staff

6. Isthe recipientrequiredtohave ALL the CFC services?
No. The person can choose which onesto request.

7. NEW - My clienthas a Waiverand had PCS too and was auto-enrolled in CFC. He doesn’t want any of the
other CFCservices, except the PCS. Shouldn’t he just opt out and keep just PCS?

Auto-enrollmentandits’ opt out period has ended.

If a recipient with CFCand waiver wants to opt out of CFC, the recipientis choosingto discontinue CFC. The care
coordinator submits the CFC-01 (CFC Amendmentform) to remove CFC, which also removes the CFC-PCS
servicesthatarein CFC.

The recipientwill need toreapply for PCSonly, by applying through a PCS agency. The recipient should be aware
that they may need a new assessment and services may be awarded at different levels than previously, based
on the new assessment.

8. What s Care Coordinationfor a “CFConly” Support Plan?
e A “CFConly” plan meanstherecipienthassome orall of the CFCservices listed above. AND the recipient
does not have any additional HCBwaiverservicesinto the CFCservices.
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9.

10.

11.

12.

13.

14.

Care Coordinationfora “CFC only” clientis called “Targeted Case Management”.
The Care Coordinator:
e Performsandrequests reimbursement for ongoing monthly care coordination atthe TCM monthly rate
e Portraysthe frequency of face to face visitsin the Support Plan, subject to review and approval
e Createsthe application, the annual plan, CFCamendments and travel requests
e Performsall activities of care coordination found in the regulations and Conditions of Participation
(COPs)
e Followsthe approved Support Planforthe face toface visit schedule requested by the CFConlyclient

Can a Care Coordinator request the Visit Exception for a CFC Only Client?
No.The schedule of face to face visitsto the recipientare proposedinthe Support Plan, subjectto approval.
(Alsosee CCTCM Conditions of Participation)

Are Personal Care Services going away?

No. A Medicaid recipient who does not meetafacility Level of Care can still receive Personal Care Services.
Recipients who do meetafacility level of care can still choose to receive only Personal Care Services and
authorized Waiverservices.

Can a person have both CFC and a Waiver?
Yes. The person must meetlevel of care forthe Waiverthey are enrolledin.
Most people who had Waiver and Personal Care Services were automatically enrolled in CFC as of October1,
2018, (unlesstheyopted out). Recipients were sentaletterin April 2018 about how to opt out. The majority of
currentrecipients with both Waiverand PCS did not opt out and now have waiverand CFC-PCS.
e Please note—ifa personwantsto have a PERS, the recipient mustbe inthe CFC program. PERS is only
offeredasa CFC service as of Oct 1, 2018. If your clienthad a PERS and wants to keepit, oradd one,
they must participate in the CFC program.)

A current or future Waiverrecipient can apply toadd CFC services. The person can receive any of the CFC
services, and Waiverservices. The services cannot duplicate each other.

If a recipient has both CFC and a waiver, does the care coordinator getreimbursed for 2 applications, 2
Support Plans, etc.?

No. Care Coordination “defaults” to the Waiver care coordination in responsibilities and reimbursement.
Howeverthe Care Coordinator mustfollow certain requirements to help the recipient with CFC-PCS services.

How does a Care Coordinator apply on behalf of a new applicant for CFCand the ALI, APDD or CCMC waivers?
For ALI, APDD, CCMC and CFC only, the applicant will start by contacting the ADRC foran options counseling.
Once completed the applicant will provide the options counselingformto the care coordinator.

The care coordinatorthen completes and assembles the application packet.

The applicant will have a CAT assessment scheduled, to determine Nursing Facility Level of Care (NFLOC). SDS
notifiesthe applicantand care coordinator by letter of the assessment determination. If the person needs the
same care as that provided to people livinginanursingfacility, if the Service Level Authorization (SLA)for CFC-
PCSis created shortly after the CAT assessment. The SLA authorizes the amount CFC-PCS services that can begin
priorto the Support Plan approval. The care coordinator will develop and submit the Person Centered Support
Plan within 60 days.

What’sa “SLA”?

Service Level Authorization. Thisis the chart that the SDS assessor completes after the CAT(Consumer
Assessment Tool) assessment to show what type of CFC-PCS supports are authorized how much of each.
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15. Does the recipient need to wait for approval of the Support Plan to receive the CFC-PCS Services?
No.The CFC-PCSservices can start the date of the Service Level Authorization (SLA).

16. Does the SLA include “Skills Building” and the PERS?
No. CFC Skills Buildingand PERS are requested on the Support Plan, subjecttoreview and approval.

17. NEW - How is “IMD” level of care determined?
Through a partnership with Qualis Behavioral Health. SDSis working on the partnership with Qualis for this
assessment. The person willhave alevel of care assessment through Qualis.

18. NEW - Can a Care Coordinator apply for CFC for someone who may meet the IMD level of care?

Yes. The applicant must:

e Be betweenageb6and 21

e Oroverage 65

e Have active Medicaid

e Havea PClintake form completed with the ADRC

e Have a diagnosisfrom a psychiatrist or mental health professional

o Show some of the indicators of IMD level of care

Indicators of IMD Level of Care, from 7 AAC127.025:

The applicant must (1) require alevel of care in an institution providing psychiatricservices forindividuals under
21 years of age or an institution for mental diseases forindividuals 65 years of age and over; (2) have a
mental illness or severe emotional disturbance that (A) has been diagnosed by a psychiatrist or mental
health professional; (B) is likely to cause serious harm to self and others or is gravely disabled; and (C) has
persisted six months andis expected to persist foratotal of 12 months or longer; and (3) absent appropriate
interventioninthe home and community, requires psychiatric hospitalization as documented by a mental
health professional.

From AS47.30.915 (definitions):
e Gravelydisabled meansa conditionin which a personas a result of mental illness

(A)isin dangerof physical harmarising from such complete neglect of basicneeds forfood,
clothing, shelter, or personal safety astorenderserious accident, iliness, or death highly probable if care
by anotheris not taken; or

(B) will, if not treated, suffer or continue to suffer severe and abnormal mental, emotional, or
physical distress, and this distress is associated with significantimpairment of judgment, reason, or
behavior causing a substantial deterioration of the person’s previous ability to function independently;

o Likelyto cause serious harm meansa personwho

(A) poses a substantial risk of bodily harm to that person’s self, as manifested by recent behavior
causing, attempting, orthreateningthat harm;

(B) poses a substantial risk of harm to others as manifested by recent behavior causing,
attempting, orthreatening harm, andislikely in the nearfuture to cause physical injury, physical abuse,
or substantial property damage to another person; or

(C) manifestsacurrentintentto carry out plans of serious harmto that person’s self oranother;

e Mentallliness means an organic, mental, oremotional impairment that has substantial
adverse effectsonanindividual’s ability to exercise conscious control of the individual’s
actions or ability to perceive reality ortoreason or understand; intellectual disability,
developmental disability, or both, epilepsy, drugaddiction, and alcoholism do not per se
constitute mentalillness, although persons suffering from these conditions may also be
suffering from mentalillness

19. NEW - What does CFC do for a person with IMD level of care?
a. Thepersonwill have a “CFC only” plan
b. The personwouldnnotalsohave a waiverbecause IMD |level of care does not apply to waivers
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20.

21.

22,

23.

24.

c. Thepersonwill have aCAT assessmentto determine the CFC-PCS service level authorization
d. The person may have some of the CFC-PCS services, a PERS, and or skills building
e. Likeall CFC,the personwill have acare coordinator providing targeted case management

NEW - My Waiverclientreceived a document that says he is eligible for CFCservices, but he livesinan
assisted living home. If the recipientlivesinan assisted living home, a group home or family habilitation
home, can the recipientget CFCservices?

No. CFC services duplicate Waiver out of home residential service. The recipient received adocument confirming
possible eligibility for Alaska Medicaid long term services and supports (such as the Person Centered Intake
form). The document does notauthorize CFCservices.

How does a Care Coordinator apply for CFC on behalf of a recipient who currently has only the ISW or IDD
waiver?

For IDD and ISW only, the applicant will have a CATassessmentscheduled. The Service Level Authorization (SLA)
for CFCwill be created shortly afterthe CATassessment. The SLA tells the authorized CFC-PCS services. The
recipientand care coordinatorwill receivea copy of the SLA from SDS.

The care coordinatorcompletesand assembles the application packetto have a CAT assessment completed and

PCSService Levels determined.

NEW - The ADRCPerson centered intake formis notrequiredif the person already has a Waiver.
= Uni 04 Application (since the applicant will be requesting CFC-PCS the Care Coordinatorshould enterthe

name of the chosen CFC-PCS agency on the first page)

= Uni 07 Recipient Rights and Responsibilities
=  Uni 09 Verification of Diagnosis
= Uni 12 Request for Expedited Consideration (if applicable circumstances)
= Medical documentation thatsupports need for CFC or waiver
= Proof of legal representative (if applicable)
=  Proof of Medicaid eligibility: current Denali Card, Medicaid number, DPA printout or Enterprise printout

o The care coordinatorsubmits the above to SDS via Direct Secure Messaging (DSM)to dsds.nfloc-
initialapplication@hss.soa.directak.net

How does a Care Coordinator apply for CFC on behalf of a recipient who currently has only the ALI, APDD, or

CCMCwaiver?

NEW - The ADRCPerson centered intake formis notrequiredif the person already has a Waiver.

= Uni 04 Application (since the applicant will be requesting CFC-PCS the Care Coordinatorshould enterthe

name of the chosen CFC-PCS agency on the first page)

= Uni 07 Recipient Rights and Responsibilities

=  Uni 09 Verification of Diagnosis

= Uni 12 Request for Expedited Consideration (if applicable circumstances)

= Medical documentationthatsupports need for CFCorwaiver

= Proof of legal representative (if applicable)

=  Proof of Medicaid eligibility: current Denali Card, Medicaid number, DPA printout or Enterprise printout
o The care coordinatorsubmits the above to SDS via Direct Secure Messaging (DSM)to dsds.nfloc-

initialapplication@hss.soa.directak.net

My client has had an ICAP assessment and meets level of care for the waiver. Would my clientalsoneed to
have a CAT assessment for CFC?

Yes. The CAT determinesthe CFC-PCS services the person could receive, whichis shownin the Service Level
Authorization (SLA). The SLA shows type, frequency, scope and duration of CFC-PCS services.

Does the recipient who has a waiverand CFC need to wait for approval of the Support Plan to receive the CFC-
PCS Services?
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25.

26.

27.

28.

29.

No. The CFC-PCS services can start on the date of the Service Level Authorization chart.

Does that include PERS and Skills Building?

No. The care coordinatorrequests PERS and Skills Building on the Support Plan or Amendment. The Support Plan
or Amendmentis subjectto review and approval of SDS. PERS and Skills Building can be delivered when the
SupportPlanisapproved.

Can a recipient be eligible for CFCunderthe 300% above FPL Medicaid category?
No. A Medicaid recipient can apply forthe Waiver program that fits the needs. The recipient could apply for CFC
afterapproved for Waiver. Howeverthe recipient cannot be eligible for only CFCunder the 300% category.

Does the PCS agency sign PCS amendments?
Yes, the newest CFC-01 Amendmentformincludes asignature linearea. Butif you’ve used an old version just
ask themto sign below yoursignature.

Does the care coordinator send the amendmentto the NFLOC e-mail as if it’s a regular amendment or do we
sendit to the PCA e-mail?

Yes, send any CFCamendmentrequests through the dsds.nflocwaiver@hss.soa.directak.net DSM.

How will current WaiverSupport Plans and CFCSLA dates align? Recipients that were auto-enrolledinto CFC
now have Service Level Authorizations ending before the current Support Plan. How is this handled?

Current and future Waiver (all types) recipients enrolledin CFC:

The CFC - PCSservices are authorized until the end date of the Support Plan. This way they will automatically align

30.

31.

32.

33.

goingforward.

CFC only (no Waiver):
The start date of the CFCplanis the date of the Service Level Authorization (SLA) Chart

Current IDD/ISW Waiverrecipients with CFC:
The CFC plan end date isadjusted by SDS to match the Waiver POCend date. This way they will automatically
align goingforward.

Current CFCrecipientsinvited to apply for IDD/ISW:
When an individualis drawn from the registry, the CFC plan end date will be automatically adjusted accordingly
to align with the IDD/ISW plan dates. This way they will align moving forward.

It sounds like requesting CFC services is now similar to requesting waiver services from “vendors” in waiver
Support Plans. Is that true?

Yes. The care coordinator requests, renews and requests changesin CFCservices on the recipient’s behalf, much
like waivervendorsinthe waiverSupport Plan.

Who provides CFC services?
An agency whichis currently certified by SDS to provide CFC-PCS services and whichis currently enrolled in
Alaska Medicaid.

How can a care coordinator know what a CFC-PCS recipient’s Service Level Authorization contains?
SDS will send a copy of the CFC-PCS recipients Service Level Authorization (SLA) to the care coordinatorvia DSM.
When care coordinators are workingin Harmony Data System, the SLA can be viewed there.

What can Care Coordinators ask the PCS agencies to submit through the SDS Harmony Data system?
The CCis ultimately responsible for submitting all requests to SDS. Howeverthe CCand the PCS agency can work
togetherto submitthese specific CFCdocuments through the PCS Agency inthe SDS Harmony data system:

e CFC-01 Amendmentto ServicePlan
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e CFC-02 Requestfor CFC-PCS Services When Traveling

e  CFC-03/PCS-16 Notification of Transfer Form
All Applications and Support Plans must be submitted directly by the CC through DSM until SDS Harmony accessis granted.
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Care Coordinator Processes & Forms for CFC clients

1. Noaction is required until Re-Application for recipients that were auto-enrolled in CFCunless thereis a need to:

Amend the current Waiver Support Plan to add Supervision & Cueingor increase CFC-PCS authorized hours
Complete and Submit:
= CFC-01 Amendmentto Service Plan
o Include adescription of the changes requested to currently authorized CFC-PCS services
o Submitwith supportingdocumentation

Amend the current Waiver Support Plan to add PERS, Skills Training
Complete and Submit:
=  PERS Prescription ordocumentation and cost evidence per 7AAC 127.085
= UNI-14B CFC overview Cost Sheet (Auto Calculates the time authorized for Skills Training)

2. Apply for ALIl, APDD or CCMC waiver with CFCservices (initially and at renewal):

The care coordinatorcompletesand assembles the application packet:
For CFC, ALl and APDD, the applicant will start by contactingthe ADRC for an options counseling. Once
completedthe recipient will provide the options counselingformto the care coordinator.

The care coordinatorthen completes and assembles the application packet:

= ADRC Person centeredintake form (for ALI, APDD and CFC only) *Initial Only

=  Uni-04 Application-enterthe name of the chosen CFC-PCS agency on the first page

= Uni-05 Appointment for Care Coordination Services *Initial Only

= Uni-07 Recipient Rights and Responsibilities

=  Uni-09 Verification of Diagnosis

= Uni-12 RequestforExpedited Consideration (if applicable circumstances)

= Uni-16 Release of Information *check on Renewal

* Medical documentationthatsupports need for CFCor waiverservices

= Proof of legal representative (if applicable)

=  Proof of Medicaid eligibility: current Denali Card, Medicaid number, DPA printout or Enterprise printout

= For APDDonly— copy of DD Eligibility Determination letter from SDS

The care coordinatorsubmits the above to SDS via Direct Secure Messaging (DSM) to

dsds.nfloc-initialapplication@hss.soa.directak.net

3. Apply for IDD or ISW waiver with CFCservices (initially and at renewal):

The care coordinatorthen completes and assembles the application packet:
For CFC, ALl and APDD, the applicant will start by contacting the ADRC for an options counseling. Once
completed the recipient will provide the options counseling form to the care coordinator.

= ADRC Person centered intake form *Initial Only

=  Uni-04 Application-enterthe name of the chosen CFC-PCS agency on the first page

= DD -03 ICAP Consent ORIDD-10 Interim ICF/IIID level of care -perrecipient age/ICAP cycle

= Uni-05 Appointmentfor Care Coordination Services *Initial Only

= Uni-07 Recipient Rights and Responsibilities

=  Uni-09 VOD- Verification of Diagnosis

= |DD-13 QDC-Qualifying Diagnosis Certification

= |DD- 15 request for day habilitation in residence exception if applicable

= Uni-12 RequestforExpedited Consideration (if applicable circumstances)

= Uni-16 Release of Information *check on Renewal

= Medical documentationthatsupports need for CFCor waiverservices

=  Proof of legal representative (if applicable)

=  Proof of Medicaid eligibility: current DenaliCard, Medicaid number, DPA printout or Enterprise printout
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= For APDDonly— copy of DD Eligibility Determination letter from SDS
The care coordinatorsubmits the above to SDS via Direct Secure Messaging (DSM) to IDD Unit DSM address pre
region.

4. Support Plan fora CFConly client:
Complete and submit:
= Uni-02 SupportPlanfor All Waivers and CFC
o Summarize CFC-PCS services authorized forthe recipientonthe SLAinthe plan document
o Request CFCSkills Building perrecipientrequest onthe support plan; no more than 3% of CFC-PCS
total time authorized (auto calculates on the 14B CFC Overview)
o Uni-14B CFC Services Overviewand Cost sheet (if requesting PERS or Skills training)
= |If PERS requested, attach prescription or documentation and cost evidence per7 AAC 127.085
= Uni-15Person Centered Plan Questionnaire
= Legal rep/guardianship documentsif changed

5. Support Plan for ALI, APDD or CCMC waiver with CFC services:

Complete and submit:

= Uni-02 SupportPlanfor All Waivers and CFC
o Summarize CFC-PCSservices authorized forthe recipientonthe SLAin the plan document
o Request CFCSkills Building perrecipientrequest onthe support plan; no more than 3% of CFC-PCS

total time authorized (auto calculates onthe 14B CFC Overview)

= Uni-14 Services Overview and Cost sheet
o AND,Uni-14B CFC Services Overview and Cost sheet (if requesting PERS or Skills training)

= |fPERS requested, attach prescription or documentation and cost evidence per 7 AAC 127.085

= |f SME requested prescription or documentation and costevidence per 7 AAC 103.305

= |[fEMOD requested documentation and process per CC COPSand 7 AAC130.300

= Uni-15Person Centered Plan Questionnaire

= Uni-10 Care Coordinatorrequestforvisit exception (if applicable)

= Legal rep/guardianship documents (if changed)

6. Support Plan for IDD or ISW waiver with CFC services:

Complete and submit:

= Uni-02 SupportPlan for All Waivers and CFC
o Summarize CFC-PCSservices authorized forthe recipientonthe SLA in the plan document
o Request CFCSkills Building perrecipientrequest onthe Support Plan; no more than 3% of CFC-PCS

total time authorized (auto calculates on the 14B CFC Overview)

= Uni-14 Services Overview and Cost sheet (IDD) or Uni-14A ISW Services Overview and Cost sheet
o AND, Uni-14B CFC Services Overviewand Cost sheet (if requesting PERS or Skills training)

= |f PERS requested, attach prescription or documentation and cost evidence per 7 AAC 127.085

= |[fSME requested prescription ordocumentation and cost evidence per 7 AAC 103.305

= |fEMOD requested documentation and process per CC COPSand 7 AAC130.300

= Uni-15 Person Centered Plan Questionnaire

= Uni-10 Care Coordinatorrequestforvisitexception (forIDD only, if applicable)

» Legal rep/guardianship documents (if changed)

7. Request CFC while traveling
Complete and submit:
= CFC-02 Request CFC-PCS Services While Traveling

8. Requesttransfer of CFC-PCS Agency or Change the service model (AB or CD)
Complete and submit:
= CFC-03/PCS-16 Notification of Transfer Form
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9. RequestPassive Range of Motion (PROM) during CFC-PCS services:
Have recipient’s prescriber complete and CCsubmit:
= PCA-02 RequestforPassive Range of Motion filled out by prescriber of PROM

=  Copy of prescriber’s written plan of care with detailed guidance forthe movement of extremities for the PCA
to follow

= Medical documentation that supports the prescriber’srecommendation

10. Add or renew request for supervision of eating during CFC-PCS services:

Have completed by licensed medical professional and CCsubmit:

=  Swallowstudy conducted not earlierthan one year priorto application or reapplicationindicating the need for
supervision of eating during CFC-PCS services

= CFC-01amendmentforService Planif added duringcurrent planyear

11. Information & Resources for the recipient about how to select and manage staff for CFC-PCS
Usingtrainingresource “Your PCA and You” from SDS Training unit, offer materials to the recipient and review with
themif possible.

See updated forms onthe SDS Approved Program Forms page:
http://dhss.alaska.gov/dsds/Pages/info/approvedforms.aspx

12. NEW - When filling out the CFC-01 (CFC Amendment) to add a Personal emergency Response System (PERS):

Use the Description of change(s) textbox to requestthe PERS as seen below:
Description of change(s)
Dateds) of the change(s); 100252018 Descnibe the changeds) m the text box below: I

Waiver Consumer would like to Add Personal Emergency Response System through CFC and have the most recent
assessment reviewed for PLCS Senvices.

"please include the CFC Cost sheet along with this amandment with signatures, The PERS provider signature is a
requirerment,
{Depanding on the situation this may require a New assesament to be conducted)

REeaquested adivstments o the Service Level Authovization for Personal Carve Services or other CFC

Do Not use the PCS services area of the form.

ALASKA MEDICAID PCS CFC ALl APDD CccMC ISW IDD
LONG TERM

Services and Supports
Eligibility and Application Process

Person applies forandreceives X X X X X X X
Alaska Medicaid

Alaska Medicaid 300% eligible X

If met NFLOC

ADRCOptions Counseling Required X X X X

150


http://dhss.alaska.gov/dsds/Documents/SDSforms/PCA-02_PPCactivities.pdf
http://dhss.alaska.gov/dsds/Pages/info/approvedforms.aspx

SDS Care Coordination Guide January 1,2019

ApplyatPCSagency X
STAR Coordinator help to X XifDD X X
applyto DD registry
Waitlist, getdrawnfrom DD registry Xwaitlist X waitlist
(letter of approval fromSDS) draws draws
ongoing limited to
50/year
Choose Care Coordinator X X X X X X
Care Coordinatorappliesannually X UNI-04 X UNI-04 X UNI-04 X UNI-04 X (ICAP X (ICAP
process) process)
PCS only Application Packet submitted through Harmony to SDS Keep on file at
agency
ApplyatPCSagency(NOT care coordinator) X X
PCA-08 PCS application X X
UNI-09VOD X X
UNI -16 Release of Info X X
UNI-07 Recipient Rights and Responsibilities X
Legal Rep documentation X X
If applicable
Medical Documentation X X

To support needforhands on help
With ADLs and IADLs
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Application Packet
Completed by Care Coordinator
Care Coordinator submits to SDS

CFC

ALl

APDD

ccmcC

ISW

January 1,2019
IDD

UNI-04 Application

ADRCOptions Counseling Form
Forinitial application

x| X

>

UNI-05 Appointment for CC/TCM

UNI-09 Verification of Diagnosis

UNI-16 Release of Information

UNI-07 Recipient Rights and Responsibilities

>

SDS DD Determination Approval Letter

x| x| X[ X

x| x| X| X

IDD-QDCQualifying Diagnosis form

DHSS 06-5870 Release of Information

IDD-03 ICAP Assessment Infoand Consent

Medical documentation
To support need for facility
Level of care

X | X| X| X

X | X[ X| X

Documentation of required diagnosis for
waiver: Autism, Seizure Disorder, Cerebral
Palsy, Intellectual/Developmental Disability,
Otherdxwhich causes developmental
delay:allpriorto age 22

Legalrepdocumentationifapplicable

>

Proof of current Medicaid eligibility (Denali
card, Medicaid number, DPA or Enterprise
printout)

>

CFC-04/PCS-07 Consumer/Legal
Representative Agreement
Keep on file withCCand CFC-PCS Agency
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Other Resources

As stated previously, the Support Planisacomplete picture of supports regardless of funding source. Here are
some links to several resources that Care Coordinators can use to assist those they serve outside of waiver
supports. Care Coordinators should know local resources that are availablein theircommunityin orderto help
the people they serve get connected with person centered supports.

Personal Care Assistance (PCA)

PCAis a Medicaid fundedservice, butitis nota Waiverservice. PCA offers hands on helpathome (and
sometimes ata place of employment) with the activities of daily living, such as dressing, bathingand eating,
and instrumental activities of daily living such as laundry and shopping. Toreceive PCA, aperson must have
Medicaid and an Assessment for PCA. PCA does notrequire Nursing Facility Level of Care, howeverit does
require verification of diagnosis indicating the need forhands on help with ADL/sand IADLs, and the PCA
Assessment.

Seniorand Disabilities Services PCA website: http://dhss.alaska.gov/dsds/Pages/pca/default.aspx

Medicaid (PCS) Personal Care Services Eligibility

Personal Care Services (PCS)is a Medicaid State plan option but it is not a Home & Community Based
waiver.

To receive PCS, the person must have an assessment. The person must demonstrate that he or she needs
hands on help at home with Activities of Daily Living and/or Instrumental Activities of Daily Living. The
persondoes NOT need to meet Nursing Facility Level of Care.

In additiontoreceiving Medicaid, the person must need assistance (hands-on help) with Activities of Daily
Living (ADLs) or Instrumental Activities of Daily Living (IADLs), to remain athome. A person who needs hands
on helpathome must selectacertified PCA agencytoinquire about PCS.

PCS are available to people who have regular Medicaid, and who have medically necessary needs for hands-on
help at home with activities of daily living and/orinstrumental activities of daily living. People access PCS
through a PCS agency, who requests an assessmentfor PCS. Senior and Disabilities Services Assessors visit
peopleintheirownhomestodetermine PCS needs, and create the individual service plan for PCS agency to
implement.

Personal Care Services caninclude:
Activities of Daily Living

Body Mobility
Assistance with Transferring
Assistance with Locomotion
Dressing
Eating

Toilet Use

Personal Hygiene

Hair

Bathing

O

@7(//\

O O O O O O O O

Instrumental Activities of Daily Living:

e Light Meal preparation or Main Meal Preparation
e Shopping

e LightHousework

©2 (
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e laundryIn-home
e Laundry-Outof home/Incontinence

People may choose todirecttheirown Personal Care Assistant (PCA) through Consumer Directed PCS or they
may choose to have the PCS Agency direct/overseethe PCA aboutthe how the services are rendered (Agency
Based).

Nursing Facility Transition Program
The funds from the Nursing Facility Transition Program can be used to help an elderly person orindividual with
a disability transition from a nursing facility back into the community.

Seniorand Disabilities Services website: http://dhss.alaska.gov/dsds/Pages/nursing/default.aspx

Grant Services, including Mini-grantinformation

Grant funded services are available to both seniors and persons who experience physical and/or
developmental orintellectual disabilities. Senior and Disabilities services works with communitygrantees who
administerthe grantfunds to provide these services.

Seniorand Disabilities Services website: http://dhss.alaska.gov/dsds/Pages/grantservices/default.aspx

Aging and Disability Resource Centers (ADRCs)

ADRCs are part of a federal effortto help people more easily access the long-term supports available in their
communities. That mightinclude transportation, assistivetechnology, orin-home care.

The ADRC goal is to be a trusted resource. ADRCspecialists counsel callers and visitors on long-term supports
that fit theircircumstances. People choose which services they’d like, then the ADRC specialists help people
access those services.

Seniorand Disabilities Services website: http://dhss.alaska.gov/dsds/Pages/adrc/default.aspx

Alaska 211
2-1-1 isaneasy-to-remembertelephone numberthat connects callers, at no cost, toinformationabout critical
health and human services availablein communities around Alaska.

Alaska 211 website: http://www.alaska211.org/
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HIPAA information, State of Alaska Health Care Services
http://hss.state.ak.us/dhcs/HIPAA/
Health Insurance Portability and Accountability Act

For more information: http://manuals.medicaidalaska.com/docs/hipaanews.htm

The Health Insurance Portability and Accountability Act (HIPAA) generally requires covered entities to receive
authorization from anindividual before using or making disclosures to others about protected health
information (PHI). An authorizationis requiredif ause ordisclosure of PHIis for purposes that are unrelated to
treatment, payment, health care operations, unless disclosure is otherwise required or permitted by HIPAA (for
instanceitisa requirement of law).

DHSS has created a HIPAA compliant authorization form for use by DHSS agenciesto ensure any use or
disclosures of PHIis completed in compliance with HIPAA.

Office of Rate Review

The Office of Rate Review (ORR) establishes Medicaid paymentrates for hospitals, nursing facilities, home
health agencies, ambulatory surgical centers, rural health clinics, and federally qualified health centers. ORR
alsoworks with tribal providers and various divisions and units throughout the Alaska Department of Health
and Social Services onrate settingand accountingissues.
http://dhss.alaska.gov/Commissioner/Pages/RateReview/default.aspx

PERM Medicaid Review

Each year, Medicaid pays more than $1 billion in medical costs for low-income and vulnerable Alaskans. From
children’s dental care to elders’ medical care, the joint state and federal medical assistance program provides
all kinds of needed equipment and services.

Payment Error Rate Measurement, or PERM,, is a review of each state’s Medicaid payments to measure billing
and eligibility related errors.

Alaska Medicaid State Plan http://dhss.alaska.gov/commissioner/pages/medicaidstateplan/default.aspx
Alaska’s plan forits Medical Assistance Program, Medicaid

Directory of Alaska Health Care Sites
http://dhss.alaska.gov/dph/HealthPlanning/Pages/SafetyNetDirectory.aspx

State of Alaska Background Check Program
http://dhss.alaska.gov/dhcs/Pages/cl/bgcheck/default.aspx

Disaster Preparedness— Ready.gov

Disaster Preparedness For Families with children who experience Intellectual Disability:
http://dhss.alaska.gov/dph/wcfh/Documents/PDF/Prepared4HealthCare.pdf

For Anchorage area: Disaster Registry
http://www.muni.org/Departments/OEM/Prepared/Pages/DisasterRegistry.aspx

Division of Health Care Services http://hss.alaska.gov/dhcs/

Resource: Medicaid Handbook for Recipients:
http://dhss.alaska.gov/dhcs/Documents/PDF/Recipient-Handboo k.pd f

Office of Administrative Hearings
www.doa.alaska.gov/oah
550 W 7" Avenue, Suite 1940, Anchorage, AK99501 Tel:907-269-8170 Fax: 907-269-8172
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Fair Hearings Dept, Conduent State Healthcare, LLC

1835 S. Bragaw St, Suite 200, Anchorage, AK 99508
Tel:907-644-6877 or 800-780-9972 Fax:907-644-8126
E-mail: FairHearings@Conduent.com

Alaska Legal Services Corporation https://www.alsc-law.org/ 907-272-9431
888-478-2572 (outside of Anchorage)
Many offices Statewide

Disability Law Center of Alaska: http://www.dlcak.org/ 800-478-1234
3330 Arctic Boulevard, Suite 103,
Anchorage, AK 99503

156


mailto:FairHearings@Conduent.com
https://www.alsc-law.org/
http://www.dlcak.org/

SDS Care Coordination Guide January 1,2019

Current SDS Contacts

How to send information and documents to SDS
BY SNAILMAIL: If documents are:
All ALI, APDD eligibility, and CCMC documents Seniorand Disabilities Services Anchorage
Office ATTN: CAT Intake unit
550 W 8th Ave, Anchorage, AK, 99501

All DD Eligibility, TEFRA, and IDD Recipient LOC Seniorand Disabilities Services Anchorage
documents, and all DD Recipient PLAN/Amended Office ATTN: IDD Unit
plan documents forrecipients located in the 550 W 8th Ave, Anchorage, AK, 99501

Anchorage/Valley Area

IDD Recipient PLAN/Amended plan documents for Seniorand Disabilities Services Fairbanks Office
recipients located outside of the Anchorage/Valley 751 Old Richardson Hwy., Suite 1003,

Areago to the Fairbanks Office Fairbanks, Alaska 99701
BY FAX: Ifdocument(s)are: Faxto:
ALI, APDD and CCMC initial application packets & assessments 907 269-6246
ALl, APDD & CCMC renewal waivers and amended plans 907 269-5913
Verification of Diagnosis/Assessment 907 269-6246
Priorauthorization 907 269-3688
All IDD documents 907 269-3639
Mailing . :
Address Fax Impriva DSM Email
Senior & (Municipality of Anchorage & Matsu)
Disabilities
Services Attn: IDD | [sds.iddAnchorage(@ hss.soa.directak.net]sds.idd Anchorage@hss.soa.directak.net
Waiver
Attn: IDD Unit

Waiver Unit

(907) 269 | (All other areas)
550 W. 8th - 3639

Ave [sds.iddfairbanks(@ hss.soa.directak.net]sds.idd fairbanks(@ hss.soa.directak.net

Anchorage,
AK 99501

In addition to the general inboxes listed above, you may also reach SDS IDD Unit staff directly at the following
Inpriva DSM addresses:
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Nursing Facility Level of Care (NFLOC) Support Plan and Personal Care Services

NFLOC Initial Applications
Kimberlina Lopez

Ph: (907) 269-3463

dsds.nfloc-initialapplication@hss.soa.directak.net

NFLOC Renewal Applications
Shannon Stallard

Ph: (907) 269-3464

dsds.nfloc-renewalapplication@ hss.soa.directak. net

ALl, APDD, CCMC, CFC- Plans,
Plan Amendments, Changes
LeifiloaFelise

Ph: (907) 269-3087

dsds.nflocwaiver@hss.soa.directak.net

MIRP Documentation
Shanon Stallard

Ph: (907) 269-3464

dsds.mirp@hss.soa.directak. net

PCS Initial Applications
Jessica Pitchford

Ph: (907) 269-3612

dsds.mcpplication@hss.soa.directak.net

Questions regarding PCS
Renewal Applications, Re-
Assessments, Transfers, COSs
LilianSchreiber & Sarah Bumpus

Sarah
Ph: (907)754-3500
Lilian
Ph: (907) 269-3661

dsds.pcamailbox@hss.soa.directak.net

Intellectual and Developmental Disabilities (IDD) Unitin Anchorage

Mailing Address

Fax

Impriva DSM Email

Senior & Disabilities Services
Attn: IDD Waiver Unit
550 W. 8" Ave
Anchorage, AK 99501

Attn: IDD Waiver Unit
(907) 269 - 3639

(Municipality of Anchorage & Matsu)
sds.iddAnchorage@hss.soa.directak.net

(All otherareas & MSSCA)
sds.iddfairbanks@hss.soa.directak.net

Position

Name/Email

Unit Supervisor

caitlin.rogers@hss.soa.directak.net

IDD Reviewer/Assessor Supervisor

corina.castillo-shepard@hss.soa.directak.net

heather.chord@hss.soa.directak.net

IDD Reviewer

esther.hayes@hss.soa.directak.net

elias.haroun@hss.soa.directak.net

glenda.aasland@hss.soa.directak.net

robert.tasso@hss.soa.directak.net

thea.howard@hss.soa.directak.net

IDD Assessor

alison.seymour@hss.soa.directak.net

amy.pheley@hss.soa.directak.net

brooke.allen@hss.soa.directak.net

jenna.farrally@hss.soa.directak.net

joanna.croxton@hss.soa.directak.net

julie.albert@hss.soa.directak.net

katarzyna.lapinskas@hss.soa.directak.net

liza.mccafferty@hss.soa.directak.net

maria.delrosario@hss.soa.direct.net

rachel.faralanmingo@hss.soa.directak.net

IDD Admin

Fairbanks-Jennifer Brinkman

sds.iddfairbanks@hss.soa.directak.net

Anchorage-Jeremy Meade

sds.iddAnchorage@hss.soa.directak.net
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Senior and Disabilities Services (SDS)
Waiver Recipient Care Calendar

Legal Name (Last, First):
CCAN#: POC Start Date: POC End Date:

NOTE: Written instructions are provided for how to complete this calendar.

This Care Calendar represents a 24-hour period for a: (Complete a separate calendar for each day type requested by SDS)

Date recorded:

Goals/objectives In/Out Provider Provider

Time Activity Description worked on Home Funding Source | Provider Name Relationship S

12:00 am

1:00 am

2:00 am

3:00 am

4:00 am

5:00 am

6:00 am

7:00 am

8:00 am

SDS 24-Hour Care Calendar Revision Date: 11.7.13
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12.
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24-Hour Care Calendar Instructions

(Please print all entries)

Complete the consumer demographic information at the top of the calendar.
Select the 24-hour day “type” that you will be recording activities for. Recording should consider
a typical or average day, not the “best” or “worst” days for the recipient. Unless otherwise
specified by SDS, a completed calendar must include a:

a. Typical weekday (Monday-Friday).

b. Typical weekend day (Sat/Sun)

c. Typical day when the recipient is sick and must modify theirr regular schedule.

d. Typical summer vacation, holiday, or in-service day that is different from their regular

schedule.

For completing a-d above, duplicate the calendar x 4 and be sure to check the block that defines
the calendar day “type”
For 2a and 2b, record specific day represented (Mon - Sun) if they differ greatly
For 2¢ and 2d, base your example on actual historical data and give an average example.
Record the start time and end time of each activity. Rounding to quarter hour units is acceptable.
Add the column total. The total hours for the day must account for 24 hours to be valid.
Record the activity. Be brief, but specific. Record school time, including home-school, daycare,
and pre-school. Record sleeping and nap times. Record regular (known) appointments, including
doctor and therapy appointments. Record ADL cares, activities, events, and outings. Also record
“down-time” or rests.
Record whether the activity occurs in the home, or outside the home.
Record the provider’s name, using first and last name.
Record the provider’s relationship to the consumer. For example, aunt, mom, neighbor, teacher,
day habilitation provider, etc. If a family member is providing paid care, you must identify the
familial relationship.
Record the funding source for the care when applicable. For example, waiver, mental health,
grant, church, private pay, etc. If the care is unpaid, record “unpaid”.
Record if the consumer was asleep or awake during the time period recorded.
If abbreviations are used, provide a key somewhere on the calendar.
If the consumer receives PCA and residential habilitation services, you must be clear to
differentiate specific tasks those providers accomplish during each time period on the calendar.
For example, PCA 8am-9:30am — bladder & bowel, skin care, diaper, vitals check, transfer to

wheelchair, meal preparation, feeding, and so on.





