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Application for a 81915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBSWAIVER PROGRAM

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

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

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

WENWE]

1. Request I nformation

A. The State of Indiana requests approval for an amendment to the following Medicaid home and community-based services
waiver approved under authority of 81915(c) of the Social Security Act.
B. Program Title:
Aged & Disabled Waiver
C. Waiver Number:1N.0210
Original Base Waiver Number: IN.0210.90.R2
D. Amendment Number:IN.0210.R06.02
E. Proposed Effective Date: (mm/ddlyy)
o2/01/20

Approved Effective Date: 02/01/20
Approved Effective Date of Waiver being Amended: 07/01/18

2. Purpose(s) of Amendment

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

The primary purpose of thisamendment is to update rate methodology and the actual rates for home and community based
providers. Updated methodology and rates are intended to more accurately reflect current conditions and needs for participants
and providers throughout the State of Indiana. Changes were also made to services definitions further defining the services and
language was updated throughout the amendment to reflect the use of new terms like “ care manager” instead of case manager.
Service definition changes, language changes, and minor additions — like discussing the person centered-monitoring tool
(PCMT) —are al meant to accurately reflect updates made to the HCBS program towards the ever present goal of participant
access and integration into their communities. Additionally, these changes are needed to ensure effectiveness and efficiency of
waiver services to the benefit of the participant.

The state made several changes to its service definition sections. Changes will not result in reduced services to participants. The
state made changes to its Evaluation/Reevaluation of Level of Care. There is no expected negative impact to participants. The

state also changing the name from Homemaker Service to Home and Community Assistance Service with the use of an Alternate
Service Title.

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

Component of the
Approved Waiver

Waiver

Application

Appendix A

Waiver I A-4, Clarified the contents of the service plan and level of care determination in I
Administration

and Operation
Appendix B

Participant | B 6 f: Updated initial level of care with the intent of easing transitions from |
Accessand

Eligibility
Appendix C : — - -

Participant I Updated several service definitions (see below in other section); Removed I

Services

Appendix D
Participant

Centered I Updated Quality Improvement section: updated numerator in measure D.2; I
Service
Planning and
Delivery

Subsection(s)

| Item 6, Additional Requirements, | Public Input-updated to reflect public input |

[ Appendix E
Participant I I
Direction of
Services

Appendix F
Participant I F-1, Changed name of Individual Service Authorization to Notice of Action I
Rights

Appendix G
Participant |  Changed QA/QI Team to DA staff; G1-E_Updated to reflect current DA |
Safeguards

Appendix H H-1-a Systems Improvements: Updated to reflect current DA activities,

Appendix |
Financial I I
Accountability

Appendix J - - - —
Cost-Neutrality I Updated as noted in the other section and to rflect revised projections I
Demonstration

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

[] M odify target group(s)
] Modify Medicaid digibility
[ Add/delete services

Revise service specifications

Revise provider qualifications

[] I ncr ease/decr ease number of participants
Revise cost neutrality demonstration

[ Add participant-direction of services
Other
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Specify:

GENERAL CHANGES THROUGHOUT Amendment:

Updated Quality Improvement Strategy for each Appendix

The following details all amendment changes by appendix and section:

Updated rate methodology for all services other than negotiated rate services.

Updated throughout to reflect tools used such as PCMT

Updated Appendix C, Services as noted below:

« Adult Day Service—updated service definition, allowable activities and service standards

« Attendant Care Services—updated service definition, allowable activities, service standards, documentation
standards and activities not allowed

» Care Management Service—updated allowable activities, activities not allowed and provider qualifications.

¢ Homemaker—updated name to Home and Community Assistance, and service definition, allowable activities
and documentation standards

» Respite—updated service standards, documentation standards and provider type

¢ Adult Family Care—updated service definition, unallowable activities, provider qualifications and
documentation standards

» Assisted Living—updated allowable activities and documentation standards

e Community Transition Services—updated allowable activities and unallowable activities

* Home Delivered Meals—updated allowabl e activities and documentation standards

* Home Modification Assessment—updated service definition, allowable activities, service standards,
documentation standards and unallowable activities

* Home Modification—updated service definition, allowable activities, service standards, documentation standards
and unallowable activities

* Integrated Health Care Coordination—updated documentation standards, provider type and provider
qualifications.

¢ Nutritional Supplements—updated service definition

* Personal Emergency Response System (PERS)—updated allowabl e activities and documentation standards

* Pest Control—updated service definition

e Speciaized Medical Equipment—updated service definition, allowable activities, documentation standards, and
unallowable activities

e Structured Family Caregiving—updated service definition, allowable activities, service standards and
unallowable activities

* Non-Medica Transportation—updated unallowable activities

« Vehicle Modifications—updated allowable activities, documentation standards and unallowable activities

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

1. Request Information (1 of 3)

A. The State of Indiana requests approval for a Medicaid home and community-based services (HCBS) waiver under the
authority of 81915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

Aged & Disabled Waiver
C. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)
O 3years ® Syears

Original Base Waiver Number: IN.0210
Waiver Number:IN.0210.R06.02
Draft ID: IN.004.06.02

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 4 of 266

D. Type of Waiver (select only one):
Regular Waiver
E. Proposed Effective Date of Waiver being Amended: 07/01/18
Approved Effective Date of Waiver being Amended: 07/01/18

1. Request I nformation (2 of 3)

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

[] Hospital
Select applicable level of care
O Hospital asdefined in 42 CFR §440.10

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

O I npatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
Nursing Facility
Select applicable level of care

® Nursing Facility asdefined in 42 CFR ??440.40 and 42 CFR ??440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

O Institution for Mental Disease for personswith mental illnesses aged 65 and older asprovided in 42 CFR
8440.140

[ I nter mediate Car e Facility for Individualswith Intellectual Disabilities (ICF/I11D) (as defined in 42 CFR
§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/I11D level of care:

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

® Not applicable
o Applicable
Check the applicable authority or authorities:
[ services furnished under the provisions of 81915(a)(1)(a) of the Act and described in Appendix |

[J Waiver (s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:
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Specify the 81915(b) authorities under which this program oper ates (check each that applies):
[] §1915(b)(1) (mandated enrollment to managed car €)
[ 51915(b)(2) (central broker)
[ §1915(b)(3) (employ cost savingsto furnish additional services)
[] 81915(b)(4) (selective contracting/limit number of providers)

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

[] A program authorized under §1915(i) of the Act.
[] A program authorized under 81915(j) of the Act.

[ A program authorized under 81115 of the Act.
Fecify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

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

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.
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PURPOSE: Thiswaiver isrequested in order to provide home and community-based services to participants who, but for the
provision of such services, would require nursing facility level of care. Through the use of the Aged & Disabled Waiver (A&D),
the Family Socia Service Administration (FSSA)’s Division of Aging (DA) seeks to increase availability and access to cost-
effective aged and disabled waiver services.

GOALS: The A& D Waiver provides an aternative to nursing facility admission for adults and persons of all ages with a
disability. The waiver is designed to provide services to supplement informal supports for people who would require carein a
nursing facility if waiver or other supports were not available. Waiver services can be used to help people remain in their own
homes, aswell as assist people living in nursing facilities return to community settings such as their own homes, apartments,
assisted living or adult family care.

OBJECTIVE: Thiswaiver amendment anticipates serving the following unduplicated participants

Year 1(2019) 27,167

Year 2(2020) 31,885

Year 3(2021) 35,501

Year 4(2022) 37,604

Year 5(2023) 39,201

ORGANIZATIONAL STRUCTURE: The FSSA isthe Single State Medicaid Agency. The Indiana DA, a division under the
FSSA, has been given the authority to administer the A& D Waiver. The Office of Medicaid Policy and Planning (OMPP) aso a
division under the FSSA has been given the administrative authority for the A& D waiver by the FSSA. The Indiana DA
performs the daily operational tasks of the waiver.

PERSON CENTERED SUPPORT PLANNING

Service Plans:

The service plan will display all funded services the medical and other services (regardless of funding sources) to be furnished,
their frequency, expected activity to address needs and the type of provider who will furnish each service. The care manager is
responsible to monitor and evaluate the effectiveness for all service plans. The service plan will be subject to the approval of the
DA.

3. Components of the Waiver Request

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

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

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

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

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):

® vYes Thiswaiver provides participant direction opportunities. Appendix E isrequired.

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

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

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

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

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 7 of 266

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

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

4. Waiver (s) Requested

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

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

® Not Applicable
O No

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

® No

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

[ Geographic Limitation. A waiver of statewidenessis requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Fecify the areas to which thiswaiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

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

Soecify the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by
geographic area:

5. Assurances

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

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

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

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

3. Assurance that all facilities subject to §1616(e) of the Act where home and community-based waiver services are
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provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

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

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

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

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

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

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

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

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

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

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

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

6. Additional Requirements

Note: Item 6-1 must be completed.

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

B. Inpatients. In accordance with 42 CFR 8441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICFH/IID.

C. Room and Board. In accordance with 42 CFR 8441.310(8)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

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

E. Free Choice of Provider. In accordance with 42 CFR 8431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of §1915(b) or another provision of the Act.

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

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

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

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:
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Tribal notice of 09/04/2019, advised of the public comment period.

Public comment period for this amendment was posted for 30 days on the FSSA’s Division of Aging site at
http://www.in.gov/fssa/da/3476.htm. The public comment period ran from 09/04/2019 through 11/03/2019, in advance of
the submission of the waiver amendment. Non-€lectronic notice was provided via the Indiana Register at
http://www.in.gov/legidlative/iac/20170816-1R-4051703550NA .xml.html. Paper copies of the amendment were available
upon request at local Division of Family Resources offices aswell aslocal Area Agency on Aging offices. Comments
were accepted electronically and/or viamail to respective electronic and USPS addresses.

Comments for the amendment were accepted until 4:30pm EST on Monday, November 4, 2019, and could have been
emailed to DAComments@fssa.lN.gov or mailed to the address below:

FSSA-Division of Aging

RE: TBI Renewal Public Comment

402 West Washington Street, Room W454

P.O. Box 7083 Indianapolis, IN 46027

In summary, DA received written comments from seven individual sources. The comments and DA responses are
outlined below:

Commenter expressed support for decision to extend Structured Family Care (SFC) to caregivers who are spouses of
eligible participants and the additional flexibility in deciding the appropriate amount of face-to-face home visits based on
assessed needs. The commenter expressed desire to add new features to SFC, like increasing capacity to respond to the
needs of families caring for someone with Alzheimer’s disease or dementia and extending technology enabled coaching
to lay caregivers. Commenter believes that while rate methodology is sound, proposed rates do not fully cover additional
costs incurred in personnel-rel ated expenses over the past few years. Commenter urged FSSA to implement rate changes
with the earliest possible effective date.

The Division of Aging appreciates your ideas about adding additional features to SFC and will take that into
consideration for future waiver renewals or updates. The Division of Aging will strive to implement rate increases as
soon as we are able, and we will continue working with our providers to find appropriate rates.

Commenter asked if there was any consideration to making face-to-face guidelines for care managers adjustable from the
current requirements, as some participants benefit from more frequent face-to-face interaction, while others prefer not to
meet as often. Commenter believes having the ability to see some clients on aless frequent face-to-face basis would free
up care managers to see those needing in-person contact more frequently. Commenter also expressed concern that
sociology was removed from the category of Bachelor’s degrees that did not need additional experienceto serve asacare
manager making it more challenging to recruit and train qualified staff.

The Division of Aging believes in the importance of care manager face-to-face interaction with participants and believes
the current standard is appropriate. We acknowledge staffing concerns and will take your feedback into consideration for
future waiver renewals or updates.

Commenter expressed support for the language of the new rate methodol ogy and support for additional waiver dots.
Commenter was concerned about the expansion of daily documentation for assisted living providers. Commenter
wondered if thiswas a“cut and paste” error as the new standards are the same as the documentation for adult family care
and the phrase “ adult family care” was listed in the assisted living section. Commenter noted most of the new standards
are aready required by the Indiana State Health Department (1SDH) regulations and believes that additional regulation
regarding daily documentation is duplicative.

The Division of Aging appreciates your comment. Updated daily documentation standards for assisted living settings are
intentional. The DA will correct the typographical error of listing “adult family care” within the assisted living section.
Commenter expressed support for increased slots on the Aged and Disabled waiver and believes that increased rates are a
good start but more needs to be done to make rates reasonable and regularly updated. Commenter expressed concern
about the delay of payment for services rendered between the time the level of care is done and the time the service plan
is approved, which causes participant stress and causes participants to use more expensive services than if they were
already waiver authorized. Commenter also expressed concern that the proposed documentation standards for assisted
living go beyond the requirements of the DA’ s current licensure standards and creates mandates beyond the control of the
assisted living setting. Commenter suggested several wording changes related to the new documentation standards.

The Division of Aging will revise the suggested language for the purposes of clarity.

COMMENTS CONTINUED IN THE OPTIONAL SECTION

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

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

7. Contact Person(s)

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

Last Name:
|Teague |
First Name:
|BreAnn |
Title:
[Senior Manager, Program Administration I
Agency:
[ndiana Family & Social Services Administration Office of Medicaid Policy & Planning |
Address:
[402 West Washington Street, Room W374 (MS07) |
Address 2:
City:
[ ndianapolis
State: Indiana
Zip:
46204
Phone:
[317) 2327204 | Ext] |1 v
Fax:
[(317) 232-7382 |
E-mail:

|breann.teague@fssa,i n.gov

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

Last Name:

Pyatt I
First Name:

Posse I
Title:
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|Deputy Director of Division of Aging

Agency:
|I ndiana Family & Social Services Administration, Division of Aging |
Address:
|402 West Washington Street, Room W454 |
Address 2:
City:
|I ndianapolis
State: Indiana
Zip:
46204
Phone:
[317) 2320604 | Ext] |1 v
Fax:
[(317) 233-2182 |
E-mail:

Ij&sse.wyatt@fssa_i n.gov

8. Authorizing Signature

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

Medicaid agency in the form of additional waiver amendments.

Signature: BreAnn Teague

State Medicaid Director or Designee

Submission Date: Jan 17, 2020

Note: The Signature and Submission Date fields will be automatically completed when the State

M edicaid Director submitsthe application.

Last Name:

|Tay|or |
First Name:

[Allison |
Title:

[Medicaid Direct |
Agency:

[Office of Medicaid Planning and Policy |
Address:

|402 W. Washington St.

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 13 of 266

Address 2:

I
City:

|I ndianapolis |
State: Indiana
Zip:

46204 |
Phone:

[(317) 232-4354 | Ext: | 1L rrv
Fax:

[(317) 234-5076 |
E-mail:

Attachments _ plisntaio@isaingr ]

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

[ Replacing an approved waiver with thiswaiver.

[] Combining waivers.

[] Splitting one waiver into two waivers.

[] Eliminating a service.

[ Adding or decreasing an individual cost limit pertaining to eligibility.

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

[] Reducing the unduplicated count of participants (Factor C).

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

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

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

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

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings

requirements at 42 CFR 441.301(c)(4)-(5), and associated CM S guidance.

Consult with CMSfor instructions before completing thisitem. This field describes the status of a transition process at the point in

time of submission. Relevant information in the planning phase will differ from information required to describe attainment of

milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in this field may

reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver

complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6),

and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germaneto this

waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB

setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not

necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's
01/22/2020
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HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed" in thisfield, and include in Section C-5 the information on all HCB settings in the waiver.

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

Additional Needed I nformation (Optional)

Provide additional needed information for the waiver (optional):

PUBLIC COMMENT CONTINUED

Commenter is concerned about the impact of a reducing reimbursement for care managers. Commenter pays their care managers
aflat monthly fee and must either reduce the pay scale or take aloss, which is not sustainable for any agency. Commenter
believes pay reductions will aienate employees and potentially cause employees to leave thus reducing the quality of care for
waiver participants.

The Division of Aging appreciates your comment and acknowledges your concerns about the impact of reducing rates. The
Division will continue to work with our providers to find appropriate rates.

Commenter expressed appreciation of the Division of Aging’s collaboration with stakeholders in reviewing the current PCMT
checklist and requested that this type of review continue for ongoing Settings Rule compliance. Commenter requested
clarification on conflict free case management, especially in regardsto ADRC’swhich arein close proximity to AAAS;
commenter expressed concern that this proximity interferes with participant choice. Commenter recommends removing the
choice between using family and friends as an interpreter or using a free interpreter because it is not feasible to have bilingual
staff in all areas of the state and the cost of interpreters often far exceeds the billing rate. Commenter asked for clarification and
transparency regarding proposed changes to the AAA network areafrom 16 to 15.

The Division has noted your feedback regarding Settings Rule compliance and encourages the commenter to comment in the
appropriate forum regarding Settings Rule implementation the state transition plan or to reach out to the Division directly. All
providers who receive federal funds from Health and Human Services are obligated to make language services available to those
with limited English proficiency. The Division of Aging cannot address concerns about Medicaid Prior Authorization providers,
asthat is under the jurisdiction of Medicaid State Plan but the Division constantly works with the state plan to ensure services are
efficient and complimentary. Additionally, no proposal regarding changing AAA network areasis contained in this waiver.
Commenter expressed support for the rate setting methodology and the care management ratio. Commenter expressed concerns
about potential inconsistencies regarding care mangers: the care management rate was called an “increase” on the cover page but
was subsequently shown to be a decrease. Additionally, the care management rate varies from year-to-year in appendix J.

Thank you for your comment; the Division of Aging will correct the typographical error calling the care management fee an
“increase.” Care management cost per unit in appendix Jvary for several reasons, such as the timing of the waiver year causing
different rates.

Appendix A: Waiver Administration and Operation

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

® Thewaiver is oper ated by the state M edicaid agency.
Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

O TheMedical Assistance Unit.

Specify the unit name;

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

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

Division of Aging
(Complete item A-2-a).

O Thewaiver isoperated by a separ ate agency of the statethat isnot a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CM S upon request. (Compl ete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

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

The Family Socia Services Administration (FSSA) is the single state Medicaid agency authorized to administer
the waiver.

The waiver is operated by FSSA’s DA, adivision under the single State Medicaid agency.

The FSSA’'s OMPP, adivision under the single state Medicaid Agency, is responsible for monitoring DA’s
operation of the waiver.

The following lists many of the functions for which each division has accepted responsibility: Division of Aging:
» Deveoping aQuality Assurance Plan and submitting quality reports to OM PP

« Maintenance of an incident reporting and complaints tracking and resolution process

« Training and documentation of initial and ongoing qualifications of waiver care managers

» Drafting Medicaid waivers, amendments and renewals

« Establishing provider standards and promulgating rules that include such standards

» Process waiver provider applications for approval and re-approval

» Prepare and present testimony in administrative appeals

» Assist with preparation of annual financial reports

Office of Medicaid Policy and Planning:

» Review and approve provider claims and respond to inquiries related to claims payment
» Retainsfinal authority for rate setting and coverage criteriafor all Medicaid services

» Enrollsqualified providersinto Medicaid

» Ongoing and periodic reporting and analysis of claims data

« Provider Education of proper billing procedures

* Review and approve manuals, modules, bulletins, communications and policy

* Review, approve and submit Medicaid waivers, amendments and renewals

* Prepare and submit annual waiver financial reports

» Participatesin quality improvement processes

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 16 of 266

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

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

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):
® ves Contracted entities perform waiver operational and administrative functions on behalf of the M edicaid
agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.
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A contract exists between the Medicaid Agency and each contracted entity listed below that sets forth the
responsibilities and performance requirements of the contracted entity. The contract(s) under which these entities
conduct waiver operational functions are available to CM S upon request through FSSA (as applicable).

Specific to the operational and administrative functions of this waiver, the following activities are conducted by
contracted entities.

FISCAL AGENT isresponsiblefor:

* Reimbursement of claims for authorized waiver services submitted by authorized waiver providers,

e Qualified providers are enrolled as providers of waiver services;

e Provider training is performed periodically and technical assistance is provided concerning waiver requirements
« Monthly and quarterly reporting for all contracted activities is compiled and submitted timely.

¢ Collecting and analyzing waiver paid claims data

e Compiling this data for the annual waiver reporting to CMS

UTILIZATION MANAGEMENT FUNCTIONS:

The waiver auditing function isincorporated into the Surveillance Utilization Review (SUR) functions of the
contract between the Medicaid agency and SUR contractor. FSSA has expanded its Program Integrity activities by
using a multipronged approach to SUR activity that includes provider self-audits, contractor desk audits, and full on-
site audits. The SUR contractor sifts and analyzes claims data and identifies providers and claims that indicate
aberrant billing patterns or other risk factors, such as correcting claims.

The FSSA or any other legally authorized governmental entity (or their agents) may at any time during the term of
the service agreement and in accordance with Indiana Administrative Regulation conduct audits for the purposes of
assuring the appropriate administration and expenditure of the monies provided to the provider through this service
agreement. Additionally, the FSSA may at any time conduct audits to assure appropriate administration and delivery
of services under the service agreement.

The following Program Integrity and SUR activities describe post-payment financial audits to ensure the integrity of
IHCP payments. Detailed information on SUR policy and procedures is available in the IHCP Provider and Member
Utilization Review provider reference module:

http://provider.indianamedi cai d.com/media/155481/provi der%20and%20member%20utili zati on%20review. pdf

The State of Indiana’ s Program Integrity has an agreement with the FSSA Audit Group to investigate allegations of
Medicaid HCBS waiver provider fraud, waste, and abuse. Program Integrity and FSSA Audit are part of FSSA
Quality & Compliance so thereis anatural level of collaboration and cooperation between the two groups. FSSA
Audit’ s auditors are knowledgeabl e of each waiver’s service definitions, documentation standards, provider
qualifications, and any required staffing ratios making them well equipped to investigate allegations of wrongdoing
in the waiver programs. Program Integrity does not have staff with this kind of expertise.

Program Integrity receives allegations of Medicaid provider fraud, waste, and abuse and tracks these in its case
management system. When it receives an allegation regarding awaiver provider, Program Integrity forwardsit to
FSSA Audit to begin their research and audit process. To begin investigating these allegations, FSSA Audit works
with Program Integrity to vet the providers with the Medicaid Fraud Control Unit (MFCU). Once it receives
MFCU'’s clearance FSSA Audit determines how to best validate the accuracy of the allegation. FSSA Audit may
choose to audit a statistically valid random sample of consumers and then Program Integrity’s Fraud Abuse and
Detection (FADS) vendor will pull such asample for their audit.

FSSA Audit conducts its audit activities and develops a findings report for the provider which may include a
corrective action plan and request for overpayment. FSSA Audit shares copies of its findings reports with Program
Integrity so Program Integrity can track that the allegation was reviewed and follow-up action taken as necessary.
The FSSA maintains oversight throughout the entire Program Integrity process. Although the FADS contractor may
be incorporated in the audit process, no audit is performed without the authorization of the FSSA. The FSSA's
oversight of the contractor’s aggregate datais used to identify common problems to be audited, determine
benchmarks, and offer data to peer providers for educational purposes, when appropriate.

On amore proactive level, FSSA Audit also routinely meets with each of the State Medicaid Agency’s units that
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operate the waivers to identify and conduct audits on providers that have been identified as potentially not billing
correctly.

ACTUARIAL CONTRACTOR isresponsible for
- Completing cost neutrality calculations for the waiver
- Budget planning and forecasting, and waiver development

ACCOUNTING CONTRACTOR isresponsible for:
- Developing and assessing rate methodology for home and community based services
- Cost surveys and calcul ates rate adjustments

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

Appendix A: Waiver Administration and Operation

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

O Not applicable

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

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

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

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

Soecify the nature of these entities and complete items A-5 and A-6:
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Area Agencies on Aging (AAAS) through their qualified care managers are responsible for preparing a service
plan for each waiver participant. The service plan will display the medical home care services. The service
planswill display the service frequency, and the type of provider/community resources who will furnish each
service, with person centered goals and preferences from the individual. The service plan will be subject to the
approval of the DA and/or the OMPP. Federal Financial Participation (FFP) will not be claimed for waiver
services prior to the development of the service plan. FFP will not be claimed for waiver services which are
not included in the participant written service plan.

Each of the fifteen (15) Aging and Disability Resource Center (ADRCs) are responsible for

disseminating information regarding the waiver to potential enrollees, assisting individualsin the waiver
enrollment application process, conducting level of care evaluation activities, recruiting providers to perform
waiver services, and conducting training and technical assistance concerning waiver requirements.

Independent care managers are also responsible for preparing service plans for each participant. The service
plan will describe the medical and other services (regardless of funding source) to be furnished,

their frequency, and the type of provider who will furnish each service. The service plan will be subject to the
approval of the DA and/or the OMPP. FFP will not be claimed for waiver services prior to the devel opment of
the service plan. FFP will not be claimed for waiver services which are not included in the participant service

plan.

Appendix A: Waiver Administration and Operation

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

FSSA isresponsible for ng performance of the Medicaid Fiscal Agent Contractor's provision of training and
technical assistance concerning waiver requirements and, in collaboration with DA, the execution of the Medicaid
Provider Agreements for enrollment of waiver providers.

- The DA monitorsthe AAAs and non-AAA care management entities through the electronic care management system,
monthly communication with AAAs to verify compliance with performance and on site follow up through quality
assurance surveys using the Provider Compliance Tool (PCT).

- The State Medicaid Agency has oversight responsibility of the Financial Analysis contractor.

- Theoversight of the performance of SUR Contractor's FADS contract is performed by Program Integrity, under the
direct supervision of the FSSA Chief Compliance Officer.

Appendix A: Waiver Administration and Operation

6. Assessment M ethods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regiona non-state entities to ensure that they perform assigned waiver operational and administrative functionsin
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:
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Performance based agreements are written with the AAAs and are audited by the Indiana State Board of Accounts and the
FSSA’s Audit Unit. These audits are performed on abiannual basis.

The provider relations specialist oversees and assures that providers are appropriately enrolled through the Medicaid
Fiscal Contractor. The required Waiver Enrollments and Updates Weekly Report is sent by the Fiscal Contractor to the
provider relations specialist. Providers are to be enrolled by the dedicated Fiscal Contractor provider enrollment specialist
within an average of thirty (30) days from receipt of the completed provider agreement paperwork.

The DA forwards complaints about the timeliness or performance of the Fiscal Contractor to the OMPP Director of
Provider Relations.

FSSA Compliance exercises oversight and monitoring of the deliverables stipulated within the FADS contract in order to
ensure the contracting entity satisfactorily performs waiver auditing functions under the conditions of its contract.
Reporting requirements are determined as agreed upon within the fully executed contract. The FADS Contractor is
required to submit recommendations for review based on their data.

During 2011, the State of Indiana formed the Benefit Integrity Team comprised of both state and contract staff. Thisteam
meets biweekly to review and approve audit plans, provider communications and make policy recommendations to
affected program areas. FSSA Compliance oversees the contractor's aggregate data to identify common problems,
determine benchmarks and offer data to providers to compare against aggregate data.

Final review and approval of all audits and audit-related functions falls to FSSA Program Integrity. The direction of the
FADS processisafluid process, allowing for modification and adjustment in an on-going basis to ensure appropriate
focus.

The OMPP has an accounting service under contract to develop and assess rate methodology for HCBS. Rate
methodology for A& D servicesis assessed and reviewed every five years at renewal. The accounting contractor
completes the cost surveys and cal cul ates rate adjustments. The OMPP reviews and approves the fee schedule to

ensure consistency, efficiency, economy, quality of care, and sufficient accessto providersfor A&D services.

The State Medicaid Agency contracts with an actuarial contractor, who provides financial analysis and actuarial
consultant services for Indiana Medicaid. The contractor performs Medicaid enrollment and expenditure forecasts, by
program, which aids in monitoring expenses and supports state budgeting. Forecasting is done on both a paid basis and
service incurred basis. Trends are determined and vary by population as appropriate. Trends are devel oped taking into
account historical Indiana Medicaid trends, State and National trends, trends used by the CM S Office of the actuary, and
future program changes. Final documentation from the actuarial contractor includes an executive summary, detailed
results, and sources of data, methodol ogies, and assumptions.

The actuarial contract, which is currently monitored by FSSA/Finance, is not a performance based contract.

Appendix A: Waiver Administration and Operation

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

In accordance with 42 CFR 8§431.10, when the Medicaid agency does not directly conduct a function, it supervisesthe
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policies related to the

function.
. Medicaid Contracted Local Non-State
Function . .
Agency Entity Entity
Participant waiver enrollment []
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Function Medicaid Contrgcted Local Nqn-State
Agency Entity Entity
Waiver enrollment managed against approved limits ] ]
Waiver expenditures managed against approved levels L]
Level of careevaluation [l
Review of Participant service plans L]
Prior authorization of waiver services [] []
Utilization management L]
Qualified provider enrollment L]
Execution of Medicaid provider agreements L] L]
Establishment of a statewide rate methodology ]
\I,?V::\ippcillo(;ﬁrocedur% and information development governing the ] ]
Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid

Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States

methods for discovery and remediation.

a. Methods for Discovery: Administrative Authority

The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state

agencies (if appropriate) and contracted entities.

i. Performance Measures

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

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

the waiver

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

= Compliance with HCB settings requirements and other new regulatory components (for waiver actions

submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

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

Perfor mance M easur e

A.1 Number and percent of quarterly performance measure data reports submitted to the
OMPP by the Division of Aging within therequired time period. Numerator: Total number
of quarterly performance measur e data reports submitted within the required time period.

Denominator: Total number of quarterly performance measure data reportsdue.

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 22 of 266

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Quarterly performance measure data reports

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State M edicaid [ weexly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity Quarterly [] Representative
Sample
Confidence
Interval =
[ other [T Annually [ Stratified
Specify: Describe Group:
Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly

[] Operating Agency [] Monthly

[] Sub-State Entity Quarterly

= g;rejcei'rfy: [] Annually
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Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

Continuously and Ongoing

[] Other
Specify:

Performance Measure:

A.2 Number and percent of enrolled waiver providerswho met all provider enrollment
requirements cor responding to the executed contract. Numerator: Total number of
enrolled waiver providerswho met all provider enrollment requirements. Denominator:
Thetotal number of waiver service providerswho were enrolled by the fiscal contractor.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Weekly waiver provider report

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State M edicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity Quarterly [] Representative
Sample
Confidence
Interval =
Other [ Annually [ Stratified
Specify: Describe Group:
Fiscal Contractor
Continuously and [] Other
Ongoing Specify:
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[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and

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

Fiscal Contractor

Continuously and Ongoing

[] Other
Specify:

Performance Measure;

A.3 Number and percent of providersassigned a Medicaid provider number according to
the required timeframe specified in the contract with the fiscal contractor. Numerator: The
number of providersassigned a Medicaid provider number by thefiscal contractor
according to the required timeframe specified in the contract. Denominator: Thetotal
number of providersassigned a Medicaid provider number.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:
Weekly Waiver Provider Report

Responsible Party for data | Frequency of data Sampling Approach(check
collection/generation(check | collection/generation(check | each that applies):
each that applies): each that applies):
State M edicaid L] weexly 100% Review
Agency
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[] Operating Agency

[ Monthly

L] | essthan 100%
Review

[ Sub-State Entity

Quarterly

[ Representative

Fiscal Contractor

Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

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

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

Fiscal Contractor

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

Spedty: [] Annually

Continuously and Ongoing

[] Other
Specify:
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Performance Measure;

A.4 Number and per cent of waiver policies and procedures developed by the Division of
Aging that wer e approved by OMPP prior to implementation. Numerator: Total number of
waiver policies and procedures developed by the Division of Aging that were approved by
OMPP prior to implementation. Denominator: Total number of waiver policies and
proceduresimplemented.

Data Sour ce (Select one):

Presentation of policiesor procedures

If 'Other' is selected, specify:

DA Provider Policy and Procedure Manual

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State Medicaid L weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually L stratified
Specify: Describe Group:
Continuously and [] Other
Ongoing Specify:
[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [ Weekly
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Responsible Party for data aggregation Frequency of data aggregation and

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

[] Continuously and Ongoing

[] Other
Specify:

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

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

OMPP meets at least monthly with DA to review and aggregate data, respond to questions, identify areas of
concern and resolve issues to ensure the successful implementation of the waiver program. OMPP exercises
oversight over the performance of the waiver function by the DA, contractors and providers through on-going
review and approval of the waiver, revisions to the plan, policies, as well as participation in numerous councils
and committees. OM PP also participates with DA in all conference calls with CM S pertaining to the waiver.

OMPP works with the DA to ensure that problems are addressed and corrected. OMPP participates in the data
aggregation and analysis of individual performance measures throughout the waiver application.

Between scheduled meetings, problems are regularly addressed through written and/or verbal communicationsto
ensure timely remediation. The DA and OM PP discuss the circumstances surrounding an issue or event and what
remediation actions should be taken.

In some cases, informal actions, such as obtaining an explanation of the circumstances surrounding the event, or
verification that remediation actions have been taken, may be sufficient to deem the problem resolved. In other
situations, more formal actions may be taken. This may consist of elevating the issue for a cross agency executive
level discussion and remediation.

The State Medicaid Agency meets at least monthly with the fiscal contractor to review reports, respond to
guestions, identify areas of concern and resolve issues to ensure contractual compliance. Corrective actions vary
according to the scope and severity of the identified problem. In some cases, informal actions, such as obtaining
an explanation of the circumstances surrounding the event, or verification that remediation actions have been
taken, may be sufficient to deem the problem resolved. In other situations, more formal actions may be taken.
This may consist of awritten corrective action plan (CAP).
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Page 28 of 266

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

Specify:
[ Annually
[] Continuously and Ongoing
[ Other
Specify:
c. Timelines

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

operational.
® No

OYes

Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility

B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the sel ected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals

served in each subgroup:

Maximum Age

Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit
Aged or Disabled, or Both - General
Aged 65
Disabled (Physical) m
Disabled (Other) 0 64
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Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit

[l Aged or Disabled, or Both - Specific Recognized Subgroups

|:| Brain Injury D

] HIV/AIDS []

[] Medically Fragile ]

] T echnology Dependent []
[ Intellectual Disability or Developmental Disability, or Both

|:| IAutism D

] Developmental Disability ]

] Intellectual Disability ]
[ Mental llIness

[] Mental IlIness []

L] Serious Emotional Disturbance

b. Additional Criteria. The state further specifiesits target group(s) as follows:

c¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to
individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of
participants affected by the age limit (select one):

O Not applicable. Thereisno maximum age limit

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

Soecify:

Participants who are in the Disabled (Physical) and Disabled (Other) target subgroups are seamlessly transitioned to
the Aged target subgroup upon reaching age 65.

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

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

® No Cost Limit. The state does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

O Cost Limit in Excess of Ingtitutional Costs. The state refuses entrance to the waiver to any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to
that individual would exceed the cost of alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

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

Specify the percentage:lzl

O Other

Soecify:

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

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

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

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

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

O The following dollar amount:

Specify dollar amount:lzl

Thedollar amount (select one)

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

Specify the formula:

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

O Thefollowing percentagethat islessthan 100% of the institutional average:

Specify percent:IIl

O Other:

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

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

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

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

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

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

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

[] Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (1 of 4)

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

Table: B-3-a
Waiver Year Unduplicated Number of Participants
vear 1 27167
Vear 2 31885
Vear 3 35501
vear4 37604
vear > 39201

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

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

® The state limits the number of participantsthat it servesat any point in time during awaiver year.

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

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Paint During the Year
Year 1 0
Y ear 2 0
Year 3 0
Y ear 4 0
Year 5 0

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

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

O Not applicable. The state does not reserve capacity.

® The gatereserves capacity for the following purpose(s).
Purpose(s) the state reserves capacity for:

Purposes

Community transition of institutionalized person dueto " Money Followsthe Person” initiative

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

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

Community transition of institutionalized person due to "Money Follows the Person" initiative
Purpose (describe):
The State reserves capacity within the waiver to implement the vision of moving individuals from
ingtitutional care to home and community-based services. Thisvision is being realized through home and

community-based services and dollars awarded to Indiana for a demonstration grant, "Money Follows the
Person”.

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 33 of 266

Describe how the amount of reserved capacity was deter mined:

The State reviewed the number of patients currently receiving institutional care and determined, based
upon the number of waiver slots, the realistic number of individuals that could be transitioned in year 1
through 3. It was determined that we could move atotal of 1035 individuals over the course of the first 3
years of thiswaiver renewal.

Money Follows the Person is sun setting in 2020 with the last transitions to be pipelined in 2019. Indiana
plans to continue transitioning persons from the nursing facility to HCBS settings.

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

Waiver Year Capacity Reserved

Year 1

Y ear 2

Y ear 3

Y ear 4

Year 5

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

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

® Thewaiver isnot subject to a phase-in or a phase-out schedule.

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

e. Allocation of Waiver Capacity.

Slect one:

® waiver capacity is allocated/managed on a statewide basis.
O waiver capacity is allocated to local/regional non-state entities.
Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity

and how often the methodol ogy is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

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

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 34 of 266

Applicants will enter the waiver on the following basis:

1. Eligible individuals transitioning off 100% state funded budgets to the waiver, transitioning from nursing facilities to
the waiver, or discharging from in-patient hospital settings to the waiver, by date of application; followed by

2. Other €eligible individuals applying to the waiver on afirst comefirst serve basis by date of application.

Individuals being served under any other 1915(c) home and community-based services waiver shall not be concurrently
served under the Aged & Disabled Waiver.

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

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

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

a. 1. State Classification. The stateis a (select one):
® 51634 State
O sgl Criteria State
O 209(b) State

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):
O No

® ves
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under

the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

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

[ L ow income familieswith children as provided in §1931 of the Act

SSI recipients

[] Aged, blind or disabled in 209(b) states who are dligible under 42 CFR 8435.121
[ Optional state supplement recipients

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

Select one:

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

Specify percentage:lzl

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

Working individuals with disabilitieswho buy into Medicaid (TWW!I1A Basic Coverage Group asprovided in
81902(a)(10)(A)(ii)(XV) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii)(X V1) of the Act)
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[ Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in §1902(¢e)(3) of the Act)

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

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

Soecify:

42 CFR 435.110 Parents and other caretaker relatives
42 CFR 435.118 Infants and children under age 19

42 CFR 435.145 Children for whom adoption assistance or foster care maintenance payments are made (under title
IV-E of the Act)

42 CFR 435.150 Former Foster Care Children; Sec. 1902(a)(10)(A)(i)(1X)

42 CFR 435.226 Independent Foster Care Adolescents, Sec. 1902(a)(10)(A)(ii)(V11)

42 CFR 435.227 Individuals under age 21 who are under State adoption assistance agreements
42 CFR 435.116 - Pregnant Women

Sec 1925 of the Act --Transitional Medical Assistance

Special home and community-based waiver group under 42 CFR 8435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 isincluded, Appendix B-5 must be completed

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

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

Select one and complete Appendix B-5.

O Allindividualsin the special home and community-based waiver group under 42 CFR 8435.217

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

Check each that applies:

A special income level equal to:
Select one:

® 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of FBR, which islower than 300% (42 CFR 8435.236)

Specify percentage: I:I

O A dollar amount which islower than 300%.

Specify dollar amount: I:I

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

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 36 of 266

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

[ Medically needy without spend down in 209(b) States (42 CFR 8§435.330)
[] Aged and disabled individuals who haveincome at:

Sdect one:

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

Specify percentage amount:IZI

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

Soecify:

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

In accordance with 42 CFR §441.303(€), Appendix B-5 must be completed when the state furnishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR 8435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR 8435.217 group.

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

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date asrequired by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR §435.217 group effective at any point during this time period.

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

Complete Items B-5-¢ (if the selection for B-4-a-i is S3 State or §1634) or B-5-f (if the selection for B-4-a-i is 209b
Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date asrequired by law).
Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date as required by law) (select one).

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

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

® yse spousal post-digibility rulesunder 81924 of the Act.
(Complete Item B-5-b (SS Sate) and Item B-5-d)

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

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

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

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 37 of 266

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

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

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

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

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

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

® Thefollowing standard included under the state plan

Select one:

O ss) standard

o Optional state supplement standard

©) Medically needy income standard

®© The special incomelevel for institutionalized persons

(select one):

® 300% of the SSI Federal Benefit Rate (FBR)
(O per centage of the FBR, which islessthan 300%

Specify the percentage:lZl

O A dollar amount which is lessthan 300%.

Specify dollar amount:|:|

Oa per centage of the Federal poverty level

Specify percentage:lZl

O Other standard included under the state Plan

Soecify:

o Thefollowing dollar amount

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

Soecify:

O other
Foecify:

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 38 of 266

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

® Not Applicable

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

Soecify:

Specify the amount of the allowance (select one):

O ssl standard

O Optional state supplement standard
©) Medically needy income standard
O The following dollar amount:

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

Soecify:

iii. Allowancefor the family (select one):

O Not Applicable (seeinstructions)
® AFDC need standard

O Medically needy income standard
o Thefollowing dollar amount:

Specify dollar amount:IIl The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine igibility under the state's approved AFDC plan or the medically
needy income standard established under 42 CFR §435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

O Theamount isdetermined using the following formula:

Foecify:

O Other

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

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

Select one:

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

® The state does not establish reasonable limits.
O Thegate establishes the following reasonable limits

Soecify:

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

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

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

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

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of |ncome (4 of 7)

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

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care if it determines
the individual's eligibility under 81924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the state
Medicaid Plan. The state must aso protect amounts for incurred expenses for medical or remedial care (as specified
below).

i. Allowance for the personal needs of the waiver participant

(select one):

O ss) standard

O Optional state supplement standard

O Medically needy income standard

® The special income level for institutionalized persons
Oa per centage of the Federal poverty level
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Specify percentage:lzl

O Thefollowing dollar amount:

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

Foecify formula:

O other

Soecify:

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

Select one:

@ Allowanceisthe same
O Allowanceisdifferent.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR 8§435.726:
a. Health insurance premiums, deductibles and co-insurance charges

b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

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

® The state does not establish reasonable limits,

O The state uses the same reasonable limits as ar e used for regular (non-spousal) post-eligibility.

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

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

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selections in B-5-b also apply to B-5-e.
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Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (6 of 7)

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

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

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

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

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

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

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

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

As specified in 42 CFR 8441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such services in the near
future (one month or less), but for the availability of home and community-based waiver services.

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

i. Minimum number of services.

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

need waiver services is:

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

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

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

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

Foecify the entity:

® Other
Foecify:

All initial evaluations are completed by an ADRC Options Counselor and determinations are rendered by the care
manager supervisor, unless the participant has been in anursing facility for at least ninety (90) days. In that
instance, if a participant has already received along term level of care designation for a nursing facility stay, then
that determination will serve asthe initial evaluation.

All initial level of care approvals are reviewed and verified by the operating DA staff prior to service
implementation. Service provision can begin at the time theinitial level of care has been completed by the care
manager’ s supervisor; however, there will be no reimbursement made until, and only if, the DA has approved the
level of care and service plan.

Re-evaluations completed by the AAA care managers are approved or denied by AAA management staff. Re-
evaluations completed by non-AAA care managers are approved or denied by DA Staff.

Re-evaluations completed by AAA care managers are initially approved or denied by AAA management staff,
however DA staff make the final decision.

c¢. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:

All initial evaluations are completed by the ADRC options counselor and determinations are rendered by the care
manager supervisor.

Care managers performing level of care evaluations and care management supervisors must meet all case management
qualifications as detailed in Appendix C and have received training in the nursing facility level of care process by the DA
or designee.

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

All applicantsto the A& D Waiver are screened for nursing facility level of care (NFLOC).

NFLOC

Indiana has established the Eligibility Screen (E-Screen), atool that is used to determine basic level of care criteriathat
identifies NFLOC (405 IAC 1-3). The E-Screen is required to be completed by the care manager as part of the Level of
Care packet. An E-Screen will not be accepted by the computer system if not all of the pages of the E- Screen have been
addressed. Care managers complete an interRAI-HC assessment tool that aids in the discovery of the information needed
for completion of the E-Screen.

Thefinal level of care determination is documented in the section of the Transmittal for Medicaid Level of Care
Eligibility form (State Form 46018 HCBS?).

e. Level of Carelnstrument(s). Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate ingtitutional level of care (select one):

® Thesameinstrument is used in determining thelevel of carefor the waiver and for institutional care under the
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state Plan.

O A different instrument is used to determine the level of care for the waiver than for institutional care under the
state plan.

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

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

INITIAL EVALUATIONS

All applicants for the Waiver are evaluated to assure NFLOC is met prior to receiving services. All initial evaluations are
completed by the ADRC care manager and determinations are rendered by the care manager supervisor unless the
participant has been in anursing facility for at least ninety (90) days. Inthat instance, if a participant has already
received along-term level of care designation for anursing facility stay, initially completed by a DA contractor, then that
determination will serve astheinitial evaluation. Indiana has established the E-Screen, atool that is used to determine
basic level of care criteriathat identifies NFLOC (455 IAC 2-3-1).

RE-EVALUATIONS
NFLOC evauations are completed annually or when a participant is discharging 60 days after a nursing facility
admission.

NFLOC re-evaluations for participants care managed by the AAA are completed by the AAA care manager and

determinations are rendered by the AAA care manager supervisor. All care management supervisors must meet all
qualifications as detailed in Appendix C and have received training in the NFLOC process by the DA or designee.

For those participants who have chosen to be care managed by non-AAA care managers the NFLOC re-evaluation
decisions are required to be reviewed and a decision rendered by designated staff members within the DA.

The care manager maintains copies of al written notices and electronically filed documents related to a participant’s level
of care determination and the participant’ s right to aMedicaid Fair Hearing. The care manager must ensure that the Level
of Care Review Form is sent to the applicant or participant within 10 working days of the issue date and must document
in the electronic case management database system the date the Level of Care Review Form was sent to the participant or
their guardian or the participant circle of support.

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

o Every three months
O Every six months
o Every twelve months

® Other schedule
Foecify the other schedule:

Every twelve months or more often as needed.

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

® The qualifications of individuals who perform reevaluations ar e the same asindividuals who perform initial
evaluations.
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O The gualifications ar e different.
Soecify the qualifications:

i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):

The DA isusing areporting tool that generates a report at least sixty (60) days prior to the annual level of care (LOC)
reeval uation to advise a care manager that reviews are due. The report was designed to establish trends and needed
education regarding annual level of care. The reports are monitored by the Supervisor of the Waiver Operations Unit and
coordinated with the Assistant Director of the Waiver Operations Unit.

Notifying the care managers at least sixty (60) days prior to the annual LOC reevaluation due date will assist care
managers in returning the annual LOC reevaluation within the required timeframe. The DA is able to monitor which care
managers submit a late annual reevaluation and therefore will be able to provide educational training and assistance to
those care managers who are consistently late in their submissions.

The DA runs amonthly report that identifies participants whose reevaluation are due within sixty (60) days and sends the
listing to care managers. After the due date, the DA re-runs the report that identifies the care managers who are late in
submitting the annual LOC reevaluation and notifies the care managers that the reevaluation is due within fifteen (15)
days. If the reevaluation is not received by the DA within fifteen (15) days of notification, the DA submits the listing of
delinquent care managers to the unit within the DA for corrective action.

j- Maintenance of Evaluation/Reevaluation Records. Per 42 CFR 8441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reeval uations are maintained for a minimum period of 3
years as required in 45 CFR 8§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:

The evaluation and reeval uation documentation is maintained for a minimum of three years within the electronic care
management database within the DA.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

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

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

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/I1D.

i. Sub-Assurances:

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

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .
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For each performance measure, provide information on the aggregated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formul ated, where appropriate.

Performance Measure;
B.1 Number and percent of new enrolleeswho received a Nursing Facility L evel of
Care (NFLOC) evaluation prior to enrollment. Numerator: Number of new enrollees

who received a NFLOC evaluation prior to enrollment. Denominator: Number of new
enrollees.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Electronic Case Management Database System

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [ Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:

Continuously and [] Other
Ongoing Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

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

Continuously and Ongoing

[ Other
Specify:

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

Performance M easur es

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

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the

method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or_conclusions drawn, and how recommendations ar e formul ated, where appropriate.

Performance Measure;

B.2 Number and percent of active waiver participants compared to the approved
waiver capacity. Numerator: Total number of active waiver participants.
Denominator: total number of CM S approved waiver dots.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for Freguency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

(check each that applies):

[ state Medicaid LI weekly 100% Review
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Agency
Operating Agency [] Monthly [] Lessthan 100%
Review
] Sub-State Entity Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify: Describe Group:

Continuously and [ Other

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

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

Specify:

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

Perfor mance M easur es

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

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

Performance Measure;

B.3 Number of percent of waiver participantsenrolled by the Division of Agingin
accor dance to state established criteria. Numerator: Total number of waiver
participants enrolled by the Division of Agingin accordance to state established
criteria. Denominator: Total number of waiver participantsenrolled.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Waiver enrollment report

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

[ state Medicaid [ weekly 100% Review
Agency
Operating Agency [] Monthly [] Lessthan 100%

Review

[ Sub-State Entity

Quarterly

[ Representative
Sample
Confidence
Interval =

[ Other

[] Annually

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

Continuously and Ongoing

[] Other
Specify:

Page 49 of 266

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

b. Methodsfor Remediation/Fixing I ndividual Problems

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

NFLOC determinations are facilitated through the el ectronic case management application referred to as the E-
Screen. Thistool is structured to assure that NFLOC criteriais consistently applied and other automated features
prevent service plan approval prior to NFLOC approval. The DA monitors and identifies NFLOC program non-
compliance, which isidentified in the performance measures. All documentation of resolution activities will be
maintained within the electronic case management database or other electronic tracking system.

If the DA, or any other entity, identifies any instance of anew applicant not having received alevel of care
evaluation prior to enrollment the DA will ascertain any related claims had been made and deny

these. The waiver care manager will be required to immediately conduct a proper evaluation and enter thisinto
the electronic system. If it isidentified that the applicant does not meet the criteria the care manager is required to
explore other community or public funded services that may be available to the individual. The DA will report
any finding of evidence of malfeasance to FSSA Program Integrity for review. All NFLOC decisions are subject
to the applicant’ s rights to appeal and have aMedicaid Fair Hearing. All initial evaluations are completed by the
ADRC care manager and determinations are rendered by the case manager supervisor. All initial level of care
approvals are reviewed and verified by the operating Agency- DA staff prior to service implementation.

Re-evaluations completed by AAA care managers are approved or denied by AAA care management staff. Re-
evaluations completed by non-AAA care managers are approved or denied by DA Staff.

DA and OMPP continuously monitor slots both assigned and utilized to ensure members are utilizing the
programs they selected. If a case where slots appear to be potentially exhausted for awaiver year based on
targeting efforts of the operating agency, the State discusses amendments to slots to increase the waiver capacity.

In any discovery finding where a participant received an evaluation where NFLOC criteriawas not accurately
applied, the DA will require that a reevaluation be conducted with findings verified by a supervisor or the DA
Care Management Director. If thereis any evidence that the evaluation was intentionally inaccurate, the DA will
handle this as aformal complaint with potential sanctions up to and including termination as awaiver provider.

If redetermination reveals that the participant does not meet the approved NFLOC category, any claims submitted
will be denied back to the date of expiration of the prior NFLOC period. The care manager will be advised to refer
the participant for any other services which may be available and the participant will be informed in writing that
they have the right to request aformal Appeal and are entitled to a Medicaid Fair Hearing to dispute any NFLOC
determination decision.

If an issue were discovered in which a member was enrolled who did not meet State criteriafor the waiver, OMPP
and DA would work together to remediate the issue on an individual basis.

ii. Remediation Data Aggregation

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

Frequency of data aggregation and analysis

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

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

Continuously and Ongoing
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Frequency of data aggregation and analysis

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

[ Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational .
® No
O Yes

Please provide adetailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR 8§441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or hisor her legal representativeis:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

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

The care manager is responsible for explaining all HCBS waiver service options available to the participant. The care
manager assesses the participant and completes a service plan. On the service plan there is a section regarding freedom of
choice. The freedom of choice languageis as follows and is required to be signed by the participant.

"A Medicaid Waiver Services care manager has explained the array of services available to meet my needs through the
Medicaid Home and Community-Based Services Waiver. | have been fully informed of the services availableto mein an
ingtitutional care setting. | understand the alternatives and have been given the opportunity to choose between waiver
services in ahome and community-based setting and institutional care. Aslong as| remain eligible for waiver services, |

will continue to have the opportunity to choose between waiver servicesin a home and community-based setting and
institutional care."

In addition, the applicant/participant isinformed that participantsin the waiver cannot receive traditional Medicaid
services through Medicaid's risk-based managed care system.

b. Maintenance of Forms. Per 45 CFR 8§92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for aminimum of three years. Specify the locations where copies of these forms are maintained.

Formswill be maintained by the care management entity and within the electronic case management database within the
DA.
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Appendix B: Participant Accessand Eligibility
B-8: Accessto Servicesby Limited English Proficiency Persons

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

FSSA's OMPP and the DA address the needs of participants with limited English in avariety of ways:
Public informational materials regarding waiver services will be available in Spanish and English.
* The care manager identifies the participant's preferred language of communication.

» Care managers and service providers are expected to have oral interpretation available for most common languages in their
service areas. Bilingual providers are preferred.

Oral interpretation is achieved either through:

« Bilingual staff, contractua interpreters, telephone interpreters; or
* Theuse of family/friends as interpreters only when/if the person needing service is aware of the option of one provided at no

cost. A participant needing services will not be required to use a family member as an interpreter.

Appendix C: Participant Services

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

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case

management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Statutory Service Adult Day Service
Statutory Service Attendant Care
Statutory Service Care Management
Statutory Service Home and Community Assistance Service
Statutory Service Respite
Other Service Adult Family Care
Other Service Assisted Living
Other Service Community Transition
Other Service Home Delivered Meals
Other Service Home M odification Assessment
Other Service Home Modifications
Other Service Integrated Health Care Coordination
Other Service Nutritional Supplements
Other Service Personal Emer gency Response System
Other Service Pest Control
Other Service Specialized Medical Equipment and Supplies
Other Service Structured Family Caregiving
Other Service Transportation
Other Service Vehicle M odifications

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Statutory Service

Service:

Adult Day Health

Alternate Service Title (if any):

Adult Day Service

HCBS Taxonomy:

Category 1

04 Day Services

Category 2:

04 Day Services

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1:

04050 adult day health

Sub-Category 2:
04060 adult day services (social model)

Sub-Category 3:

Sub-Category 4:
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Adult Day Service (ADS) are community-based group programs designed to meet the needs of individuals who need
structured, social integration through a comprehensive and non-residential program. The service plan will identify
the need through the person centered assessment (PCA) process and evident through the assessment tool. The
purpose for ADS isto provide health, social, recreational, supervision, support services, and personal care. Meals,
specifically, and as appropriate, breakfast, lunch, and nutritious snacks are required.

Participants attend Adult Day Services on a planned basis. The three levels of Adult Day Services are Basic,
Enhanced, and Intensive.

ALLOWABLE ACTIVITIES
BASIC ADULT DAY SERVICES (Level 1) includes:

* Monitor al activities of daily living (ADLS) defined as dressing, bathing, grooming, eating, walking, and
toileting with hands-on assistance provided as needed

» Comprehensive, therapeutic activities for those with cognitive impairment in a safe environment

» Initial Health assessment conducted by RN consultant prior to beginning services at the adult day, and
intermittent monitoring of health status

» Monitor medication or medication administration

* Minimum staff ratio: One staff for each eight individuals

* RN Consultant available

ENHANCED ADULT DAY SERVICES (Level 2) includes: Level 1 service reguirements must be met. Additional
servicesinclude:
» Hands-on assistance with two or more ADLSs or hands-on assistance with bathing or other personal care

 Initia health assessment conducted by RN consultant prior to beginning services as well as regular monitoring or
intervention with health status

» Medication assistance

» Psychosocia needs assessed and addressed, including counseling as needed for individuals and caregivers

» Therapeutic structure and intervention for participants with mild to moderate cognitive impairmentsin a safe
environment

e Minimum staff ratio: One staff for each six individuals

* RN Consultant available

*  Minimum of one full-time LPN staff person with monthly RN supervision

INTENSIVE ADULT DAY SERVICES (Level 3) includes: Level 1 and Level 2 service requirements must be met.
Additional servicesinclude:

» Hands-on assistance or monitoring with all ADLs and personal care

* Oneor more direct health intervention(s) required

» Rehabilitation and restorative services, including physical therapy, speech therapy, and occupational therapy
coordinated or available

» Therapeutic intervention to address dynamic psychosocial needs such as depression or family issues affecting
care

» Therapeutic interventions for those with moderate to severe cognitive impairments

*  Minimum staff ratio: One staff for each four individuals

* RN Consultant available

*  Minimum of one full-time LPN staff person with monthly RN supervision

* Minimum of one qualified full-time staff person to address participants psycho-socia needs

DOCUMENTATION STANDARDS
Care Managers:

» Justification for the service is documented
» The documented need for the serviceisto describe, but not limited to the following: Describe the structure
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needed for the participant (medical, social, recreational) Types of ADL care the participant may require and level of
assistance needed
» Level of serviceis determined in the person centered assessment (PCA), which is given to provider

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

Adult Day Services are allowed for a maximum of 10 hours per day.

ACTIVITIESNOT ALLOWED:

* Servicesto participants receiving Assisted Living waiver service

NOTE: Therapies provided through this service will not duplicate therapies provided under any other service

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

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

[ L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency FSSA/ DA approved Adult Day Service Provider

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

Service Type: Statutory Service
Service Name: Adult Day Service

Provider Category:

Agency

Provider Type:

FSSA/ DA approved Adult Day Service Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
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Must comply with the Adult Day Services Provision and Certification Standards, as follows:

DA approved

455 IAC 2 Provider Qualifications: Becoming an approved provider; maintaining approval
455 IAC 2 Provider Qualifications: General requirements

455 1AC 2 Provider Qualifications; General requirements for direct care staff
455 IAC 2 Procedures for Protecting Individuals

455 IAC 2 Unusual occurrence; reporting

455 IAC 2 Transfer of individuals record upon change of provider

455 |AC 2 Notice of termination of services

455 IAC 2 Provider organizational chart

455 |AC 2 Collaboration and quality control

455 IAC 2 Data collection and reporting standards

455 IAC 2 Quality assurance and quality improvement system

455 |AC 2 Financial information

455 IAC 2 Liahility insurance

455 |AC 2 Maintenance of personnel records

455 IAC 2 Adoption of personnel policies

455 1AC 2 Operations manual

455 IAC 2 Maintenance of records of services provided

455 IAC 2 Individuals personal file; site of service delivery

Verification of Provider Qualifications
Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3 years

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

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

Service Type:

Statutory Service

Service:

Personal Care

Alternate Service Title (if any):

Attendant Care

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

Service Definition (Scope):
Category 4 Sub-Category 4:
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Attendant Care services (ATTC) are provided to participants with nursing facility level of care needs. ATTC
provides direct, hands-on care to participants for the functional needs with ADLs. The participant is the employer for
Participant Directed ATTC, or appoints a representative to be the employer on their behalf.

ALLOWABLE ACTIVITIES
All non-skilled ADL care as identified in the PCA that includes but is not limited to the following:

Provides assistance with personal care, which includes:
» Bathing, partial bathing

» Ord hygiene

» Hair careincluding clipping of hair

» Shaving

» Hand and foot care

* Intact skin care

» Application of cosmetics

» Dressing

Provides assistance with mobility, which includes:
» Proper body mechanics

» Transfers

» Ambulation

» Useof assistive devices

Provides assistance with elimination, which includes:
» Assists with bedpan, bedside commode, toilet

* Incontinent or involuntary care

» Emptying urine collection and colostomy bags

Provides assistance with nutrition, which includes:
» Mead planning, preparation, clean-up

Provides assistance with safety, which includes:

» Useof the principles of health and safety in relation to self and individual

* ldentify and eliminate safety hazards

» Practice health protection and cleanliness by appropriate techniques of hand washing

» Waste disposal, and household tasks

* Remindsindividual to self-administer medications

Provides assistance with correspondence and bill paying

» Trangportation of individuals to non-medical community activities. Out of State transportation is limited to 50
miles of State geographic limits. Escorting of participants does not include mileage or other costs that are not
associated with the provision of persona care.

SERVICE STANDARDS

ATTC may be provided from the following:

» Agency—an agency enrolled in the program is responsible to hire and render services or
Non-Agency/Solo Provider- The solo provider classification refersto an individua (as opposed to an agency)
operating under their SSN and operating without empl oyees.

» Participant Directed—the participant is the employer and acts as the agency directing their care.

If direct care or monitoring of careis not provided to the client and the documentation of services rendered for the
units billed reflects Home and Community Assistance duties, an entry must be made to indicate why the direct care
was not provided for that day. If direct care or supervision of care is not provided for more than 30 days and the
documentation of services rendered for the units billed reflects Home and Community Assistance duties, the care
manager must be contacted to amend the service plan to

a) add Home and Community Assistance Services and eliminate Attendant Care Services or
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b) reduce attendant care hours and replace with the appropriate number of hours of Home and Community
Assistance services

DOCUMENTATION STANDARDS

Care Managers:

» Responsible to document the medical need for ATTC and types of ADL care the participant may require.

» Responsible to document the type of (ATTC or participant-directed) ATTC determined to meet the needs of the
individual or caregiver through the PCA

» Document the ATTC activity that will meet the participant’s needs and assure it is accurately documented in the
level of care E-screen

* If the participant is SK-LOC, the CM must document how the skilled need is being met and by whom. If ATTC
is being requested for an individual with skilled care documentation must describe who will be providing ATTC, the
frequency of care and activities being performed.

» Participant Directed ATTC. The CM must document who is the employer, who is the employee/direct worker
and their relationship to the participant (include POA, guardian status as well).

ATTC Providers:

In addition to Electronic Visit Verification, providers will record services provided, including:

» complete date and time of service (in and out)

» gpecific services/tasks provided

» signature of participant verifying the service was provided by agency

» signature of employee providing the service (minimally the last name and first initial) If the person providing the
serviceisrequired to be a professional, the title must aso be included

» Each staff member providing direct care or supervision of care to the participant must make at least one entry on
each day of service.

» Documentation of service delivery isto be signed by the participant or designated participant representative.

* Notification to the participant’ s care manager within forty-eight hours of any changesin the participant’s person
centered service plan.

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

ACTIVITIESNOT ALLOWED

Attendant Care services will not be provided to people with unstable medical needs as a substitute for care provided
by aregistered nurse, licensed practical nurse, licensed physician, or other health professional ATTC services will
not be reimbursed to a provider for a participant, with the following but not limited to items, regarding specialized
feeding, (such as difficulty swallowing, refuses to eat, or does not eat enough); unless permitted under law and not
duplication of State Plan services.

Hoyer lift; and weight bearing transfers assistance should be considered for State Plan HOHE or respite home health
aide under the supervision of aregistered nurse.

ATTC services will not be reimbursed to a provider for a participant requiring management of uncontrolled seizures,
infusion therapy; venipuncture; injection; wound care for, decubitus, incision; ostomy care; and tube feedings must
be considered for respite nursing services unless permitted under law and not duplication of State Plan services.

» The ATTC will not be a substitute for care provided by aregistered nurse, licensed practical nurse, licensed
physician, or other health professional.

e ATTC will not set up and administer medications. ATTC may not assist with catheter and ostomy care,

» Attendant Care services will not be provided to household members other than to the participant.

» Attendant Care services will not be reimbursed when the owner of the agency is a parent of aminor child
participant, the spouse of a participant, the attorney-in-fact (POA) of a participant, the health care representative
(HCR) of aparticipant, or the legal guardian of a participant.

» Attendant Care services to participants receiving Adult Family Care waiver service, Structured Family
Caregiving waiver service, or Assisted Living waiver service.

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

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

[] L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Individual FSSA/DA approved Attendant Care I ndividual
Agency Licensed Personal Services Agency

Agency Licensed Home Health Agency

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

Service Type: Statutory Service
Service Name: Attendant Care

Provider Category:
Individual
Provider Type:

FSSA/DA approved Attendant Care Individual
Provider Qualifications

L icense (specify):

IC 16-27-4
Certificate (specify):

Other Standard (specify):
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DA approved
455 IAC 2 Provider Qualifications; General requirements
455 IAC 2 General requirements for direct care staff
455 IAC 2 Liahility insurance
455 IAC 2 Professional qualifications and requirements
455 |AC 2 Personnel Records
455 |AC 2-6-1 Provider qualifications. becoming an approved provider; maintaining approval
455 1AC 2-6-2 (a)(1)(B) Provider qualifications. general requirements
455 |AC 2-11-1 Property and personal liability insurance
IC 12-10-17.1-10 Registration; prohibition
IC 12-10-17.1-11 Registration requirement
IC 12-10-17.1-12 Registration by the division; duties of the division

The division may reject any applicant with a conviction of acrime against persons or property, a
conviction for fraud or abuse in any federal, state, or local government program, (42 USC §1320a-7) or a
conviction for illegal drug possession. The division may reject an applicant convicted of the use,
manufacture, or distribution of illegal drugs (42 USC §1320a-7). The division may reject an applicant
who lacks the character and fitness to render services to the dependent population or whose criminal
background check shows that the applicant may pose a danger to the dependent population. The
division may limit an applicant with a criminal background to caring for afamily member only if the
family member has been informed of the criminal background.

Compliance with IC 16-27-4, if applicable.

Verification of Provider Qualifications
Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3 years

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

Service Type: Statutory Service
Service Name: Attendant Care

Provider Category:
Agency
Provider Type:

Licensed Personal Services Agency

Provider Qualifications
License (specify):

IC 16-27-4
Certificate (specify):

Other Standard (specify):

DA approved
Verification of Provider Qualifications
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Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3 years

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

Service Type: Statutory Service
Service Name: Attendant Care

Provider Category:
Agency
Provider Type:

Licensed Home Health Agency

Provider Qualifications
L icense (specify):

IC 16-27-1

IC 16-27-4
Certificate (specify):

Other Standard (specify):
DA approved
Verification of Provider Qualifications

Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3 years

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

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

Statutory Service
Service:
Case Management
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Alternate Service Title (if any):

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

Service Definition (Scope):
Category 4: Sub-Category 4:
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Care Management is a process of assessment, discovery, planning, facilitation, advocacy, collaboration, and
monitoring of the holistic needs of each individual, regardless of funding sources.

ALLOWABLE ACTIVITIES

Person Centered Assessment and Planning. This activity includes but not limited to discovering the participants
strengths, needs, goals, and preferences. The Care Manager will appropriately facilitate the assessment process
through utility of person centered discovery tools and practice to engage the individual and their circle of support.
The assessment and planning phase can include but not limited to, brokering community resources, action and/or
service planning, and eligibility for funded services.

Development and implementation of a Person Centered Support Plan, including action and/or service plans. Action
Planning is a process to determine community resources to meet the individual’ s functional and social heeds.
Service Planning is a process to determine funded services and eligibility to appropriately meet the individual’s
needs.

Monitoring and evaluating all action and/or service plans.
Care Managers are responsible to monitor progress for all services displayed on the action and/or service plans.

The care manager will provide and coordinate high quality servicesto the individual, while promoting seamless,
integrated, coordinated care.

Monitoring person centered support plans will be completed by the CM in aface to face contact every 90 days from
theinitial service plan activation. When the initial care plan is activated, the care manager will either call or visit the
individual within 30 days and no more than 40 days from initial service plan activation to ensure implementation of

Services.

The care manager is responsible to complete annual person centered assessments including eligibility and service
planning.

The care manager is responsible to coordinate changes in the service plan that include but are not limited to
notifying all providers about the change and when they are to begin or end services. , and notifying all providers
when acare planisin aterminated or re-start status.

The care manager will be responsible to evaluate the effectiveness of al services. Evaluation is demonstrated
through but not limited to:

* Monitoring the progress from identifying need to meeting goal /preferences identified by the individual.
 Direct collaboration and coordination with providers to ensure services are within the individua’ s preferences
» Adjusting action and service plans appropriately to identify changing needs that meet the participant’s needs

Termination of plans

The care manager will follow the Medicaid Nursing Facility level of Care Home and Community- Based Services
Waivers termination Procedures when a participant is no longer to receive services under the waiver program. This
includes providing athirty (30) day notice to any participant the care manager is terminating.

SERVICE STANDARDS

» Care Management Services must be reflected in the service plan of the participant.

» Care Managers enhance the individua’ s functional and socia well-being.

» Broker community resources that align with the participant’ s unique needs.

» Care Manager’swill engage the participant and their circle of support in al aspects of the care management
process and tailor the person centered support plan to the participant’ s needs, preferences, goals, and strengths.

* CM isexpected to coordinate and collaborate with other CMss, other organizations, community partners, and DA
staff to ensure quality CM is being delivered and options are being discovered and presented to the individual to
optimize their overall functioning capability.

» Care Manager maximum Medicaid Waiver caseload is not to exceed 65 participants at any time.
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» Care Managers are responsible for identifying when a participant is residing in a provider owned or controlled
setting, monitoring HCBS characteristics, monitoring person centered modifications to HCBS characteristics, and
documented in the PCMT as such.

DOCUMENTATION STANDARDS

Person Centered Assessment and Planning. This activity includes but not limited to discovering the participants
strengths, needs, goals, and preferences. The Care Manager will appropriately facilitate the assessment process to
engage the individual and their circle of support. The assessment and planning phase can include but not limited to,
brokering community resources, action and/or service planning, and eligibility for funded services.

Development and implementation of a Person Centered Support Plan, including action and/or service plans. Action
Planning is a process to determine community resources to meet the individual’ s functional and social needs.

Service Planning is a process to determine funded services and eligibility to appropriately meet the individual’s
needs.

Monitoring and evaluating all action and/or service plans.
Care managers are responsible to monitor progress for all services displayed on the action and/or service plans.

The care manager will provide and coordinate high quality servicesto the individual, while promoting seamless,
integrated, coordinated care.

Monitoring person centered support plans will be completed by the CM in aface to face contact every 90 days from
theinitial service plan activation. When the initial care plan is activated, the care manager will either call or visit the
individual within 30 days and no more than 40 days from initial service plan activation to ensure implementation of

services.

The care manager is responsible to complete Annual person centered assessments including eligibility and service
planning.

The care manager is responsible to complete all assessment tools including but not limited to incident reportstimely.

The care manager will be responsible to evaluate the effectiveness of al services. Evaluation is demonstrated
through but not limited to:

1. Monitoring the progress from identified need to meeting goal s/preferences identified by the individual.

2. Direct collaboration and coordination with providers to ensure services are within the individual’ s preferences
3. Adjusting action and service plans appropriately to identify changing needs that meet the participant’ s needs
Termination of plans

The care manager will follow the Medicaid Nursing Facility level of Care Home and Community-Based Services
Waivers termination Procedures when a participant is no longer to receive services under the waiver program.

Transition follow up

It is the responsibility of the care manager to assure the individual fully understands their ability to make choices

concerning all services they receive. This includes care management services. In the event the individua chooses
another CM agency the current CM agency isto fully assist the individual in their transition, to the new agency or
individual CM of choice. The goa isto assure a seamless transition for the individual.

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

Care Management may not be conducted by any organization, entity, or participant that also delivers other in- home
and community-based services, or by any organization, entity, or participant related by common ownership or
control to any other organization, entity, or participant who also delivers other in-home and community-based
services, unless the organization is an AAA that has been granted permission by the FSSA's DA to provide direct
services to participants.

Prior to billing, a care manager must have completed the care management curriculum to become a Medicaid
certified care manager.

Note: Common ownership exists when a participant, or any legal entity possess ownership or equity of at least five
percent in the provider as well as the institution or organization serving the provider. Control exists where a
participant or organization has the power or the ability, directly or indirectly, to influence or direct the actions or
policies of an organization or institution, whether or not actually exercised. Related means associated or affiliated
with, or having the ability to control, or be controlled by.

Independent care managers and independent case management companies may not provide initial applications for
Medicaid Waiver services.

Reimbursement of case management under Medicaid Waivers may not be made unless and until the participant
becomes eligible for Medicaid Waiver services. Case management provided to participants who are not eligible for
Medicaid Waiver services will not be reimbursed as a Medicaid Waiver service

Case management services will not be reimbursed when provided as an individual provider by a parent of a minor
child participant, the spouse of a participant, the attorney-in fact (POA) of a participant, the health care
representative (HCR) of a participant, or the legal guardian of a participant

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

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

[] L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual FSSA/ DA approved Case Management Individual
Agency FSSA/DA approved Case Management Agency

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

Service Type: Statutory Service
Service Name: Care M anagement

Provider Category:
Individual
Provider Type:

FSSA/ DA approved Case Management Individual
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Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

455 |AC 2 Documentation of qualifications
455 |AC 2 Case Management Liability Insurance

Training in the nursing facility level of care process by the DA or designee Education and work

experience

Anindividua continuously employed as a care manager by an AAA since June 30, 2018; or

A registered nurse; or

A Bachelor's degree in Social Work, Psychology, Counseling, Gerontology, Nursing or Health &

Human Services; or

A Bachelor’ s degreein any field with aminimum of two years full-time, direct service experience with

the elderly or disabled (this experience includes assessment, care plan development, and monitoring); or

A Master's degree in Social Work, Psychology, Counseling, Gerontology, Nursing or Health & Human

Services may substitute for the required minimum of two full time direct services experience; or

An Associate’ s degree in nursing; or

An Associate’ s degree in any field with aminimum of four year full-time, direct service experience with

the elderly or disabled (this experience includes assessment, care plan development, and monitoring).
Verification of Provider Qualifications

Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3years

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

Service Type: Statutory Service
Service Name: Care Management

Provider Category:
Agency
Provider Type:

FSSA/DA approved Case Management Agency

Provider Qualifications
L icense (specify):
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Certificate (specify):

Other Standard (specify):

DA, or its designee, approved

455 IAC 2 Provider Qualifications; General requirements 455 |AC 2 Procedures for protecting
individuals

455 IAC 2 Unusual occurrence; reporting

455 1AC 2 Transfer of individual’ s record upon change of provider 455 IAC 2 Notice of termination of
services

455 IAC 2 Provider organizational chart 455 IAC 2 Collaboration and quality control

455 |AC 2 Data collection and reporting standards

455 IAC 2 Quality assurance and quality improvement system 455 IAC 2 Financial information

455 |AC 2 Liahility insurance

455 |AC 2 Documentation of qualifications 455 IAC 2 Maintenance of personnel records 455 IAC 2
Adoption of personnel policies

455 |AC 2 Operations manual

455 IAC 2 Maintenance of records of services provided 455 |AC 2 Case Management

Training in the nursing facility level of care process by the DA or designee Education and work
experience

Anindividua continuously employed as a Care Manager by an AAA since June 30, 2018; or

A qualified mental retardation professional (QMRP) who meets the QMRP requirements at 42 CFR
483.430; or

A registered nurse with one year’' s experience in human services; or

A Bachelor's degree in Social Work, Psychology, Sociology, Counseling, Gerontology, Nursing or
Health & Human Services; or

Associate’ s Degree in nursing.

A Bachelor’ s degreein any field with aminimum of two years full-time, direct service experience with
the elderly or disabled (this experience includes assessment, care plan development, and monitoring); or
A Master's degree in arelated field may substitute for the required experience.

Verification of Provider Qualifications
Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3 years

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service
Service:
Homemaker
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Alternate Service Title (if any):

Home and Community Assistance Service

HCBS Taxonomy:

Category 1.

08 Home-Based Services

Category 2:

Category 3:

Service Definition (Scope):
Category 4.

Sub-Category 1.

08050 homemaker

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Home and Community Assistance services provide instrumental activities of daily living (IADL) for the participant
in their home. The services are provided when the individua is unable to meet their needs or when the informal
caregiver/helper is unable to perform these needs for the participant.

ALLOWABLE ACTIVITIES. Provides IADL care that may include but are not limited to the following:

» Dusting and straightening furniture

» Cleaning floors and rugs by wet or dry mop and vacuum sweeping

» Cleaning the kitchen, including washing dishes, pots, and pans; cleaning the outside of appliances and counters
and cupboards; cleaning ovens and defrosting and cleaning refrigerators

» Maintaining a clean bathroom, including cleaning the tub, shower, sink, toilet bowl, and medicine cabinet;
emptying and cleaning commaode chair or urinal

» Laundering clothes in the home or laundromat, including washing, drying, folding, putting away, ironing, and
basic mending and repair

» Changing linen and making beds

* Washing insides of windows

» Removing trash from the home

» Provides assistance with meal planning and preparation, including special diets under the supervision of a
registered dietitian or health professional

» Completing essential errands and/or unassisted transportation for non-medical, community activities,

* Provides assistance with correspondence and bill paying

* Minor pet care may be allowed at the discretion of the agency

» Assistance with outdoor tasks including raking leaves, snow removal, lawn mowing, and weeding

SERVICE STANDARDS
CM Standards

CM will document through the PCA the need for HMK, the frequency of need, the required type of HMK
activities

DOCUMENTATION STANDARDS

CM Documentation Standards

CM will document through the PCA the need for HMK, the frequency of need, the required type of HMK activities.
Home and Community Assistance Providers

Datarecord of services provided, including:
» Complete date and time of service (in and out)
» Specific services/tasks provided
* Notification to the participant’ s care manager, within forty-eight hours, upon any changesin the participant’s
person centered service plan.
» For errands such as utilizing alaundromat due to there not being a washer or dryer in the participant’ home, then
the time spent traveling and completing the errand shall be recorded as well as the specific tasks and necessity of the
task being completed.
» If Home and Community Assistance services take place outside the participant’ s home (such as errands being
required due to no washer/dryer in home, or travel for other allowable tasks) travel expenses beyond the time spent
on the errand are the responsibility of the agency providing Home and Community Assistance services
» signature of employee providing the service (minimally the last name and first initial). If the person providing the
service isrequired to be a professional, then that title must also be included.
» Each staff member providing direct care or supervision of care to the participant must make at least one entry on
each day of service. All entries should describe an issue or circumstance concerning the participant.
» Documentation of service delivery isto be signed by the participant or designated participant representative.

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

01/22/2020



Application for 1915(c) HCBS Waiver: IN.0210.R06.02 - Feb 01, 2020 (as of Feb 01, 2020) Page 71 of 266

ACTIVITIESNOT ALLOWED

» Assistance with ADL hands on care. Specifically Home and Community Assistance may not provide any ADL
assistance such as eating, bathing, dressing, persona hygiene, medication set up and administration.

» Hands on and/or assisted transportation of participants to community activities or errands

» Home and Community Assistance services provided to household members other than to the participant

» Home and Community Assistance services will not be reimbursed when the owner of the organization is the
parent of aminor child participant, the spouse of a participant, the attorney-in-fact (POA) of a participant, the health
care representative (HCR) of a participant, the legal guardian of the participant, or by any member of the
participant's household

» Servicesto participants receiving Adult Family Care waiver service, Structured Family Caregiving waiver
service, or Assisted Living waiver service

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

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

[] L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Licensed Home Health Agency

Individual FSSA/DA approved Homemaker Individual
Agency Licensed Personal Services Agency

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

Service Type: Statutory Service
Service Name: Home and Community Assistance Service

Provider Category:
Agency
Provider Type:

Licensed Home Health Agency

Provider Qualifications
L icense (specify):

IC 16-27-1
IC 16-27-4

Certificate (specify):

Other Standard (specify):

DA approved

Verification of Provider Qualifications
Entity Responsible for Verification:
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Division of Aging
Frequency of Verification:

up to 3years

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

Service Type: Statutory Service
Service Name: Home and Community Assistance Service

Provider Category:
Individual
Provider Type:

FSSA/DA approved Homemaker Individual

Provider Qualifications
L icense (specify):

IC 16-27-4
Certificate (specify):

Other Standard (specify):

DA approved

455 1AC 2 Provider qualifications: becoming an approved provider; maintaining approval
455 1AC 2 Provider qualifications: general requirements

455 1AC 2 Liability insurance

455 1AC 2 Professional qualifications and requirements

455 |AC 2 Personnel Records

Compliance with IC 16-27-4, if applicable.
Verification of Provider Qualifications

Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3 years

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

Service Type: Statutory Service
Service Name: Home and Community Assistance Service

Provider Category:
Agency
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Provider Type:
Licensed Personal Services Agency
Provider Qualifications

L icense (specify):

IC 16-27-4
Certificate (specify):

Other Standard (specify):
DA approved
Verification of Provider Qualifications

Entity Responsible for Verification:

Division of Aging
Freguency of Verification:

up to 3 years

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service
Service:
Respite
Alternate Service Title (if any):

HCBS Taxonomy:
Category 1. Sub-Category 1.
09 Caregiver Support 09012 respite, in-home
Category 2: Sub-Category 2:
05 Nursing 05020 skilled nursing
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4 Sub-Category 4:
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Respite services are those services that are provided temporarily or periodically in the place of the usual caregiver.
Respite can occur in home and community based settings.

ALLOWABLE ACTIVITIES

* Home health aide services (RHHA)
» Skilled nursing services (RSKNU)

SERVICE STANDARDS

If respite occursin aHCBS certified facility targeting children and young adults twenty-two (22) and younger, staff
to participant ratio cannot be greater than 1 staff per 2 participants. When respite is provided in this environment the
intent is to provide support to familiesin an effort to avoid institutionalization of their children.

Thelevel of professiona care provided under respite services depends on the needs of the participant and caregiver
determined in the PCA.

RHHA: A participant who is eligible for State Plan Home Health Services (HOHE) should be considered for respite
home health aide under the supervision of aregistered nurse

RHHA authorized hours will roll over month-to-month through the duration of the Annual Service Plan. If arequest
for an increase in RHHA during the annual care plan is needed the CM must coordinate with the agency to verify
unused hours before requesting the additional hours. If there are unused hours they must first be used before
requesting additional hours.

Agency providing respite service is responsible for tracking participant’ s respite hours and notifying participant and
care manager of hours used as well as hours remaining.

RSKNU: A participant who is eligible for State Plan Nursing Services (SKNU) must be considered for respite
nursing services

RSKNU authorized hours will roll over month to month through the duration of the Annual Service Plan. If arequest
for an increase in RHHA during the annual care plan is needed the CM must coordinate with the agency to verify
unused hours before requesting the additional hours. If there are unused hours they must first be used before
requesting additional

DOCUMENTATION STANDARDS
CM Documentation Standards:

The CM must identify the primary caregiver being relieved. The CM needs to identify the primary caregiver is not
being paid by the agency to respite themselves during this time

The care manager must document needs and activities that require respite.

» Provider Documentation Standards

» DataRecord of staff to participant service documenting the complete date and time in and time out, and the
number of units of service delivered that day

» Each staff member providing direct care or supervision of care to the participant makes at least one entry on each
day of service describing an issue or circumstance concerning the participant

» Documentation should include date and time, and at |east the last name and first initia of the staff person making
the entry. If the person providing the service is required to be a professional, that title must also be included
(example: if anurseisrequired to perform the service then the RN title would be included with the name)

* Any significant issuesinvolving the participant requiring intervention by a health care professional, or care
manager that involved the participant also needs to be documented

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

» Documentation must include the following elements: the reason for the respite and the type of respite rendered

» Notification to the participant’s care manager and other un-skilled provider, within forty-eight hours, upon and
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changes to the participant’ s person-centered service plan.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

ACTIVITIESNOT ALLOWED

* Respite may not be used to replace services that should be provided under the Medicaid State Plan

* Respite will not be reimbursed when the owner of the organization is the parent of a minor child t, the spouse of a
participant, the attorney-in-fact (POA) of a participant, the health care representative (HCR) of a participant, or the
legal guardian of a participant

» Respite must not duplicate any other service being provided under the participant’s service plan.

* Respite service to participants receiving Adult Family Care waiver service, or Assisted Living waiver service.

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed
Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Licensed Home Health Agency

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

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency
Provider Type:

Licensed Home Health Agency

Provider Qualifications
L icense (specify):

IC 16-27-1
Certificate (specify):

Other Standard (specify):

DA approved

Verification of Provider Qualifications
Entity Responsible for Verification:

Division of Aging
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Freguency of Verification:

up to 3 years

Appendix C: Participant Services

C-1/C-3: Service Specification

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

the Medicaid agency or the operating agency (if applicable).

Service Type:
Other Service

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

specified in statute.
Service Title:

Adult Family Care

HCBS Taxonomy:

Category 1.

02 Round-the-Clock Services

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

02023 shared living, other

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Adult Family Care (AFC) isacomprehensive service in which a participant resides with an unrelated caregiver. The
participant and up to three (3) other participants who have physical and/or cognitive disabilities, and who are not
members of the provider’s or primary caregiver’s family, and/or reside in ahome that is owned, rented, or managed
by the AFC provider.

ALLOWABLE ACTIVITIES:
The following are included in the daily per Diem for Adult Family Care:

e Attendant carerelated to ADL’s
» Home and Community Assistance care related to IADL’s
» Medication oversight (to the extent permitted under State law)

SERVICE STANDARDS

» Adult Family Care services must follow awritten service plan addressing specific needs determined by the
participant’s PCA.

» Services must address the participant’s level of service needs

» Provider must live in the AFC home, unless another provider-contracted primary caregiver, who meets all
provider qualifications, livesin the provider’s home

» Backup services must be provided by a qualified participant familiar with the participant’s needs for those times
when the primary caregiver is absent from the home or otherwise cannot provide the necessary level of care.

» AFC provides an environment that has the qualities of ahome, including privacy, safe place that is free of
environmental hazards such as pests, habitable environment, comfortable surroundings, and the opportunity to
modify one’sliving areato suit one's participant preferences.

* Rules managing or organizing the home activities in the AFC home that are developed by the provider or
provider-contracted primary caregiver, or both and approved by the Medicaid waiver program must be provided to
the participant prior to the start of AFC services and may not be so restrictive as to interfere with a participant’s
rights under state and federal law.

» Participant-focused activity plans are developed by the provider with the participant or their representative

» Providersor provider's employees who provide medication oversight as addressed under allowed activities must
receive necessary instruction from a doctor, nurse, or pharmacist on the administration of controlled substances
prescribed to the participant

DOCUMENTATION STANDARDS:
Level of service is determined in the person centered assessment (PCA). CM Documentation standards:

» Responsible to document the medical need for AFC and types of ADL and IADL care the participant may
require.

» Document the expected AFC activity to meet the individual’s needs and is accurately shown in the level of care
E-screen

* If the participant reguires skilled care, the CM must justify how the skilled need will be met and by whom. The
documentation must describe the reason to use ATTC, who will be providing this service, the activities that are
expected to be performed and frequency

» Care manager must give the completed PCA to the provider

Provider Documentation Standards:
Daily documentation to support services rendered by the AFC to address needs identified in the PCA:
» Participant’s status, including health, mental health, medication, diet, sleep patterns, social activity
» Updates, including health, mental health, medication, diet, sleep patterns, social activity
» Participation in consumer focused activities

» Medication management records, if applicable

Monthly updated service plans provided to the participant’s care manager from the AFC caregiver.
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Notification to the participant’s care manager, within forty-eight hours, of any changes in participants care plan.
Maintenance of participant’s personal records to include:

» Socia security number

* Medical insurance number

» Birth date

» Emergency Contact(s)

» All medical information available including all current prescription and non-prescription drug medication
» Most recent prior residence

» Hospital preference

* Primary care physician

* Mortuary (if known)

» Religious affiliation and place of worship, if applicable

Participant’s personal records must include copies of al applicable documents, which the AFC caregiver will also
provide to the participant’s care manager on an ongoing basisif there are changes to these documents:

» Advance Directive

» Living Will

» Power of Attorney

» Hedlth Care Representative

» Do Not Resuscitate (DNR) Order
» Lettersof Guardianship

NOTE: if applicable, copies of personal record must be:

Placed in a prominent place in the consumer file; and
Sent with the consumer when transferred for medical care or upon moving from the residence

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

ACTIVITIESNOT ALLOWED:

* Services provided in the home of a caregiver who is related by blood or related legally to the participant

* Adult Family Care services will not be reimbursed when the owner of the organization is a parent of aminor
child participant, the spouse of a participant, the attorney-in-fact (POA) of a participant, the health care
representative (HCR) of a participant, or the legal guardian of a participant

» Paymentsfor room and board or the costs of facility maintenance, upkeep or improvement

» Personal care services provided to medically unstable or medically complex participants as a substitute for care
provided by aregistered nurse, licensed practical nurse, licensed physician or other health professional

» The Adult Family Care service per diem does not include room and board.

» Separate payment will not be made for Home and Community Assistance, Respite, Environmental Modifications,
Attendant Care, Home Delivered Meals, Pest Control, Community Transition, or Structured Family Caregiving
services furnished to a participant selecting Adult Family Care services as these activities are integral to and inherent
in the provision of Adult Family Care Services.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

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

[ L egally Responsible Person
[ Relative

[] Legal Guardian

Provider Specifications:
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Provider Category Provider TypeTitle
Agency FSSA/DA approved Adult Family Care Agency
Individual FSSA/DA approved Adult Family Care Individual

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

Service Type: Other Service
Service Name: Adult Family Care

Provider Category:
Agency
Provider Type:

FSSA/DA approved Adult Family Care Agency

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Provider and home must meet the requirements of the Indiana Adult Family Care Service Provision and
Certification Standards.

DA approved

455 1AC 2 Becoming an approved provider; maintaining approval
455 1AC 2 Provider Qualifications: General Requirements
455 1AC 2 General requirements for direct care staff

455 1AC 2 Procedures for protecting individuals

455 1AC 2 Unusual occurrence; reporting

455 IAC 2 Transfer of individual’ s record upon change of provider
455 |AC 2 Notice of termination of services

455 1AC 2 Provider organizational chart

455 |AC 2 Collaboration and quality control

455 |AC 2 Data collection and reporting standards

455 1AC 2 Quality assurance and quality improvement system
455 |AC 2 Financial information

455 |AC 2 Liability insurance

455 |AC 2 Transportation of an individua

455 1AC 2 Documentation of qualifications

455 |AC 2 Maintenance of personnel records

455 1AC 2 Adoption of personnel policies

455 1AC 2 Operations manual

455 |AC 2 Maintenance of records of services provided

455 1AC 2 Individual’ s personal file; site of service delivery

Verification of Provider Qualifications
Entity Responsible for Verification:
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Division of Aging
Frequency of Verification:

up to 3 years

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

Service Type: Other Service
Service Name: Adult Family Care

Provider Category:
Individual
Provider Type:

FSSA/DA approved Adult Family Care Individual

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Provider and home must meet the requirements of the Indiana Adult Family Care Service Provision and
Certification Standards.

DA approved

455 |AC 2 Becoming an approved provider; maintaining approval

455 1AC 2 Provider Qualifications; General requirements

455 1AC 2 General requirements for direct care staff

455 1AC 2 Procedures for protecting individuals

455 |AC 2 Unusual occurrence; reporting

455 1AC 2 Transfer of individual’ s record upon change of provider

455 1AC 2 Notice of termination of services

455 1AC 2 Provider organizationa chart

455 1AC 2 Collaboration and quality control

455 IAC 2 Data collection and reporting standards

455 1AC 2 Quality assurance and quality improvement system

455 1AC 2 Financial information

455 1AC 2 Liability insurance

455 1AC 2 Transportation of an individua

455 1AC 2 Documentation of qualifications

455 1AC 2 Maintenance of personnel records

455 1AC 2 Adoption of personnel policies

455 1AC 2 Operations manual

455 1AC 2 Maintenance of records of services provided

455 |AC 2 Individual’ s personal file; site of service delivery
Verification of Provider Qualifications

Entity Responsible for Verification:
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Division of Aging
Frequency of Verification:

up to 3years

Appendix C: Participant Services

C-1/C-3: Service Specification

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

the Medicaid agency or the operating agency (if applicable).

Service Type:
Other Service

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

specified in statute.
Service Title:

Assisted Living

HCBS Taxonomy:

Category 1:

02 Round-the-Clock Services

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1:

02013 group living, other

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Assisted living serviceis defined as personal care and services, home and community assistance, chore, attendant
care and companion services, medication oversight (to the extent permitted under State law), therapeutic social and
recreational programming, provided in a congregate residential setting in conjunction with the provision of
participant paid room and board. This service includes 24 hour on-site response staff to meet scheduled and
unpredictable needs. The participant retains the right to assume risk.

ALLOWABLE ACTIVITIES

The following areincluded in the daily per Diem for Assisted Living Services: Attendant care related to ADL’s
Home and Community Assistance carerelated to IADL’s

Medication oversight (to the extent permitted under State law).

Non-emergency non-medical transportation

Therapeutic socia and recreational programming

SERVICE STANDARDS
Assisted Living services must follow a written service plan addressing specific needs determined by the participant’s
PCA.

If the participant requires skilled care, the CM must justify how the skilled need will be met and by whom. The
documentation must describe the reason to use AL, who will be providing this service, the activities that are
expected to be performed and frequency.

DOCUMENTATION STANDARDS
CM Documentation Standards:

Responsible to document the need, types, and frequency of ADL and/or IADL care the participant may require,
which isidentified in the PCA.

If the participant requires skilled care, the CM must justify how the skilled need will be met and by whom. The
documentation must describe the reason to use AL, who will be providing this service, the activities that are
expected to be performed and frequency.

Care manager must give the completed PCA Assisted Living to the provider. Provider Documentation Standards:
Complete and accurate documentation to support daily services rendered by the AL to address needs identified in the
Person Centered Care Plan:

» Participant’s status, including health, mental health, medication, diet, sleep patterns, social activity

» Updates, including health, mental health, medication, diet, sleep patterns, social activity

» Participation in consumer focused activities

» Medication management records, if applicable

» Quarterly updated service plans provided to the participant’s care manager from the AL.

» Notification to the participant’ s care manager, within forty-eight hours, of any changesin participants care plan.

Maintenance of participant’s personal records to include:

» Socia security number

* Medical insurance number

» Birth date

» Emergency Contact(s)

» Available medical information including known current prescription and non-prescription drug medication
» Hospital preference

* Primary care physician

* Mortuary (if known)

Participant’s personal records must include copies of below documents, if available, which the assisted living
caregiver will also provide to the participant’ s care manager on an ongoing basis if there are changesto these
documents:
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» Advancedirective

e Livingwill

» Power of attorney

» Hedlth care representative

» Do not resuscitate (DNR) order

» Lettersof guardianship

» Fully executed lease agreement with the AL

NOTE: if applicable, copies of personal record must be:

» Placed in aprominent place in the consumer file; and
» Sent with the consumer when transferred for medical care or upon moving from the residence and in accordance
with state law.

Services outlined in the service plan
Documentation to support service rendered

* Advancedirective

e Livingwill

» Power of attorney

» Hedlth care representative

» Do not resuscitate (DNR) order

» Lettersof guardianship

» Fully executed lease agreement with the AL

NOTE: if applicable, copies of personal record must be:

» Placed in aprominent place in the consumer file; and
» Sent with the consumer when transferred for medical care or upon moving from the residence and in accordance
with state law.

Services outlined in the service plan
Documentation to support service rendered

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

ACTIVITIESNOT ALLOWED:
The Assisted Living service per diem or monthly rate does not include room and board.

Personal care services provided to medically unstable or medically complex participants as a substitute for care
provided by aregistered nurse, licensed practical nurse, licensed physician or other health professional

Separate payment will not be made for Home and Community Assistance, Respite, Environmental Modifications,
Transportation, Personal Emergency Response System, Attendant Care, Adult Family Care, Adult Day Services,
Home Delivered Meals, Pest Control, or Structured Family caregiving services furnished to a participant selecting
Assisted Living Services as these activities are integral to and inherent in the provision of the Assisted Living
Service.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed

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

[ L egally Responsible Per son
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[l Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Licensed Assisted Living Agencies

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

Service Type: Other Service
Service Name: Assisted Living

Provider Category:
Agency
Provider Type:

Licensed Assisted Living Agencies
Provider Qualifications
License (specify):

IC 16-28-2
Certificate (specify):

Other Standard (specify):

DA approved
4101AC 16.2-5

Verification of Provider Qualifications
Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3 years

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

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

Service Type:

Other Service

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

Service Title:
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Community Transition

HCBS Taxonomy:

Category 1.

16 Community Transition Services

Category 2:

Category 3:

Service Definition (Scope):
Category 4.

Sub-Category 1.

16010 community transition services

Sub-Category 2:

Sub-Category 3:

Sub-Category 4
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Community Transition Services (CTS) include but are not limited to, reasonable, set-up expenses for participants
who make the transition from an institution to their own home where the person is directly responsible for his or her
own living expenses in the community and will not be reimbursable on any subsequent move.

Note: Own Home is defined as any dwelling, including a house, an apartment, a condominium, atrailer, or other
lodging that is owned, leased, or rented by the participant and/ or the participant’s guardian or family, or a home that
isowned and/ or operated by the agency providing supports.

Items purchased through Community Transition are the property of the participant receiving the service, and the
participant takes the property with him or her in the event of a move to another residence, even if the residence from
which he or sheis moving is owned by a provider agency. Nursing Facilities are not reimbursed for Community
Transition because those services are part of the per diem. For those receiving this service under the waiver,
reimbursement for approved Community Transition expenditures are reimbursed through the local AAA or DA
approved provider who maintains all applicable receipts and verifies the delivery of services.

Providers can directly relate to the State Medicaid Agency at their election.

ALLOWABLE ACTIVITIES

1. Security deposits and application fees that are required to obtain alease on an apartment or a home

2. Essential, not luxury, furnishings and moving expenses required to occupy and use a community domicile
including but not limited to a bed, table or chairs, assembly of flat-packed furniture, window coverings, (1) land line
telephone, eating utensils, housekeeping supplies, food preparation items , hygiene products, microwave, bed or bath
linens

3. Set-up fees or deposits for utility or service access including telephone, electricity, heating, internet and water

4. Headlth and safety assurances including pest eradication, allergen control, or one time cleaning prior to
occupancy

*Cover related costs with Government issued identification items, including but not limited to, birth certificate,
Social Security Card, State ID, State Driver'slicense.

SERVICE STANDARDS

Community Transition services must follow awritten service plan addressing specific needs determined by the PCA
DOCUMENTATION STANDARDS

Care Managers Documentation Standards:

» Responsible to document the need for CTS and reasonable furnishings or set up expenses being requested by the
participant. Determined through the PCA.

» Documentation requirements include maintaining receipts for al expenditures, showing the amount and what
item or deposit was covered

*|f CM requests full $1,500 and not all funds are used, then the CM is responsible to complete a service plan update
to reduce the amount to ensure Medicaid is not over-reimbursing for these services.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Reimbursement for Community Transition is limited to alifetime cap for set up expenses, up to $1,500

ACTIVITIESNOT ALLOWED

Apartment or housing rental or mortgage expenses
Large Appliances

Diversional or recreational items such as hobby supplies
Cable TV access

VCRs

Regular utility charges

oA~ wWDNE

*When participant discharges from facility the CTS must be identified, ordered, and delivered within 3 months.
Reimbursement for Community Transition islimited to alifetime cap for set up expenses, up to $1,500.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed

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

[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency FSSA/DA approved Community Transition Service Agency

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

Service Type: Other Service
Service Name: Community Transition

Provider Category:

Agency

Provider Type:

FSSA/DA approved Community Transition Service Agency

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
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DA approved

455 |AC 2 Becoming an approved provider; maintaining approval

455 1AC 2 Provider qualifications: General requirements

455 1AC 2 Transfer of individual’ s record upon change of provider

455 |AC 2 Financial information

455 IAC 2 Liahility insurance

455 IAC 2 Transportation of an individual

455 IAC 2 Professional qualifications and requirements; documentation of qualifications

455 |AC 2 Maintenance of personnel records

455 IAC 2 Adoption of personnel policies

455 IAC 2 Operations manual

455 IAC 2 Maintenance of records of services provided

455 1AC 2 Individual’s persondl file; site of service delivery
Verification of Provider Qualifications

Entity Responsible for Verification:

Division of Aging
Frequency of Verification:

up to 3 years

Appendix C: Participant Services

Page 89 of 266

C-1/C-3: Service Specification

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

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

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

specified in statute.
Service Title:

Home Delivered Med's

HCBS Taxonomy:
Category 1 Sub-Category 1.
06 Home Delivered Meals 06010 home delivered meals
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
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A Home Delivered Mesdl isanutritionally balanced meal. ALLOWABLE ACTIVITIES

Home delivered meals may include but are not limited to:

» No more than two meals per day will be reimbursed under the waiver

» Diet/ nutrition counseling provided by aregistered dietician

» Nutritional education based on needs of each participant

» Diet modification according to a physician’s order as required meeting the individual’s medical and nutritional
needs

SERVICE STANDARDS

Home Delivered Meals services must follow awritten service plan addressing specific needs determined by the
participant’s PCA

Home Delivered Mealswill be provided to persons who are unable to prepare their own meals and for whom there
are no other persons available to do so or where the provision of a home delivered meal isthe most cost effective

method of delivering a nutritionally adequate meal and it is not otherwise available through other funding sources.

All meals must meet state, local, and federal laws and regulations regarding the safe handling of food. The provider
must also hold adequate and current servsafe certification.

All home delivered meals provided must contain at least 1/3 of the current recommended dietary allowance (RDA)
as established by the Food and Nutrition Board of the National Academy of Sciences, National Research council,
including but not limited to:

A variety of vegetables; dark green, red and orange, legumes (beans and peas), starchy and other vegetables
Fruits, especialy whole fruit

Grains, at least half of which are whole grain

Fat-free or low-fat dairy, including milk, yogurt, cheese, and/or fortified soy beverages

A variety of protein foods, including seafood, lean meats and poultry, eggs, legumes (beans and peas), soy products,
and nuts and seeds

Qils, including those from plants: canola, corn, olive, peanut, safflower, soybean, and sunflower. Oils also are
naturally present in nuts, seeds, seafood, olives, and avocados.

Meals shall contain less than 10% daily calories from added sugars unless prior DA or Registered Dietitian approval.

Meals shall contain less than 10% of daily calories from saturated fats unless prior DA or Registered Dietitian
approval.

Meals shall contain less than 2,300 mg of sodium per day unless prior DA or Registered Dietitian approval .
DOCUMENTATION STANDARDS

CM Documentation Standards:

Responsible to document the need for HDM and amount being requested

Provider Standards:

Date of delivery, how many mealsincluded in care professional, or care manager that involved the participant also
needs to be documented

Document any food allergies, food preferences, gluten sensitivity for waiver participants.
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Date of expiration included on al meals
Instruction for ap