EXHIBIT K

DHS, MEDICAL SERVICES

SUBJECT: Autism Waiver; Autism New Manual-12; Secl-1-12 and SecV-2-12

DESCRIPTION: History: The Arkansas General Assembly convened a legislative task
force on autism in 2008 as a result of Act 1198 of 2007. The purpose of the task force
was to review the services available in the state for children with autism and determine
needed steps for remediation of any identified gaps. Funds were appropriated from the
Tobacco Tax Act 180 of 2009. The Autism Waiver was developed to provide early
intensive one-on-one therapy services to eligible children with autism.

The services offered through the autism waiver program are 1) individual assessment,
program development/iraining; 2) therapeutic aides and behavioral reinforcers; 3) plan
implementation and monitoring of intervention effectiveness; 4) lead therapy; 5) line
therapy; and 6) consultative clinical and therapeutic services. The first five services will
be provided by the intensive intervention providers and the consultative clinical and
therapeutic services will be provided by fee-for-services providers. The autism waiver
provides a system for delivery of intensive 1:1 intervention for young children that
utilizes proven strategies and interventions, includes and empowers parents to participate,
prepares children for functional skills in natural environments, and includes independent
checks and balances. The waiver program is operated by the UAMS, Partners for
Inclusive Communities under the administrative authority of the Department of Human
Services, Division of Medical Services.

PUBLIC COMMENT: No public hearing was held. The public comment period
expired on July 10, 2012, No public comments were submitted.

Jessica Sutton, an attorney with the Bureau, asked the following questions:

As I'm looking over these rules, I see that, in just the first few pages, there are lists of
qualifications for autism intensive intervention providers (section 202.100), consultants
{(section 202.200), and lead therapists (section 202.300). The comment I have with
respect to these lists is the use of the word “or” in between certain items. For example,
with respect to section 202.100, there is an item A, followed by an “or” and then a B, C,
and D. I don’t know how to read that. Is it meant to be (A or B) and C and D? Or A or
(B and C and D)? Same thing with 202.200. Is that meant to read (A and B) or (C and
D)? Or A and (B or C) and D? With respect to section 202.300, is that meant to read A
and (B or C) and D and E? Or (A and B) or (C, D and E)? 1 think these provisions could
be re-organized in a way that clarifies the qualifications for each. RESPONSE: Changes
were made to clarify the language. This is how it should be read:

202.100 A, C&D OR B,C,&D
202200 A,B&D OR A,C&D
202.300 A,B,D&E OR A,C,D,&E



Another question I have is concerning the age range for the autism waiver. The language
contained in Act 1198 of 2007 stated that the waiver shall be for children age 3 through
10, but the rules state that the autism waiver is for participants age 18 months through 6
-years of age. Can you reconcile this for me? RESPONSE: The language in Act 1198 of
2007 was drafted well before the funding was made available for this program. Since
Medicaid will only allow funds to be used for those interventions that are evidence-based,
a review of the literature was conducted as part of the development of this application.
The literature clearly reflects that the younger the child, the more significant the progress
with a program such as this. There have been advancements made in the diagnostic
processes such that children with autism can be identified as early as 18 months. Since
the first 3 years of this waiver is considered a pilot by CMS, the age range was set to
target those children likely to make the most progress with the intervention. The design of
the program, including targeted ages, was presented to the Arkansas Legislative Task
Force on Autism prior to its submission to CMS.

The proposed effective date is October 1, 2012.

CONTROQVERSY: This is not expected to be controversial.

FINANCIAL IMPACT: The incremental cost to implement this federal rule is
$2,921,111 for SFY 2013 ($981,723 general revenue and $1,939,388 federal funds) and
$5,151,100 for SFY 2014 ($1,500,000 general revenue and $3,651,100 federal funds).
The costs associated with modifying the system to implement this program change will be
absorbed by the current contract; therefore, no additional cost to implement this change
will be incurred. ' '

LEGAL AUTHORIZATION: Arkansas Code § 20-76-201 authorizes the Department
of Human Services to administer programs for the indigent and to "make rules and
regulations” pertaining to the administration of those programs. Arkansas Code § 20-77-
107 specifically authorizes the department to "establish and maintain an indigent medical
care program.” Pursuant to Ark. Code Ann. § 20-77-124(b)(1), the Department of
Human Services shall seek a Medicaid waiver from the Centers for Medicare and
Medicaid Services to provide intensive early intervention individualized therapy to any
child who has been diagnosed with a pervasive developmental disorder, including autism.
The waiver shall be for children three (3) years of age through ten (10) years of age. Ark.
Code Ann. § 20-77-124(b)(2). The rules provide for an autism waiver from 18 months
through 6 years of age.



OUESJlONNAIRE FOR FILING PROPOSED RULES AND REGULATIONS
WITH THE ARKANSAS LEGISLATIVE COUNCII. AND JOINT INTERIM COMMITTEE

DEPARTMENT/AGENCY Department of Human Services

DIVISION Division of Medical Services

DIVISION DIRECTOR _Andrew Allison, PhD

CONTACT PERSON Erin Franks/Rachael Fitzhugh

ADDRESS P.O Box 1437, Slot S295, Little Rock, AR 72203

PHONE NO. 683-4312/683-2916 FAX NO. 682-2480 E-MAIL _erin.franks@arkansas.gov;

rachael.fitzhugh@arkansas.gov
NAME OF PRESENTER AT COMMITTEE MEETING Marilyn Strickland

PRESENTER E-MAIL marilyn.strickland@arkansas.gov
INSTRUCTIONS

Please make copies of this form for future use.

Please answer each question completely using layman terms You may use additional
sheets, if necessary.

If you have a method of indexing your rules, please give the proposed citation after “Short
Title of this Rule” below.

Submit two (2) copies of this questionnaire and financial impact statement attached to the
front of two (2) copies of the proposed rule and required documents. Mail or deliver to:

¥ 0 ®p

Donna K Davis
Administrative Rules Rev1ew Section
Arkansas Legislative Council
Bureau of Legislative Research

" "Room 315, State Capitol
Little Rock, AR 72201
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1. ‘What is the short title of this rule?
Autism Waiver; Autism New Manual-12; SecI-1-12 and SecV-2-12

2. . What is the subject of the proposed rule?
The 1915(c) Home and Community-Based Autism waiver will provide intensive one-on-one
therapy services for children ages 18 months through 6 years of age with a diagnosis of autism.
The therapy services are habilitative in nature and are not available to children through the AR
Medicaid State Plan.

3. Is this rule required to comply with a federal statute, rule, or regulation? Yes No _ X .

If ves, please provide the federal rule, regulation, and/or statute citation.

4. Was this rule filed under the emergency provisions of the Administrative Procedure Act?
Yes No_X .

If yes, what is the effective date of the emergency rule?

When does the emergency rule expire?

Will this emergency rule be promulgated under the permanent provisions of the Administrative
Procedure Act? Yes No__



Is this anew rule? Yes _X No If yes, please provide a brief summary explaining the
regulation.

The Arkansas General Assembly convened a legislative task force on autism in 2008 as a result
of Act 1198 of the 2007 Legislative Session. The purpose of the task force was to review the
services available in the state for children with autism and determine needed steps for _
remediation of any identified gaps. The 1915(c) Autism waiver was developed to provide intense
one-on-one therapy for participants ages 18 months through 6 years of age with a diagnosis of
autism. The services provided through the Autism waiver program are 1) Individual Assessment,
Program Development/Training; 2) Therapeutic Aides and Behavioral Reinforcers; 3) Plan
Implementation and Monitoring of Intervention Effectiveness; 4) Lead Therapy; 5) Line
Therapy; and 6) Consultative Clinical and Therapeutic Services. The first five services will be
provided by the Intensive Intervention providers and the Consultative Clinical and Therapeutic
Services will be provided by fee-for-services providers. The Autism waiver provides a system
for delivery of intensive one-to-one intervention for young children that utilized proven
strategies and interventions, includes and empowers parents to participate, prepares children for
functional skills in natural environments, and includes independent checks and balances. The
Autism waiver program is operated by the UAMS, Partners for Inclusive Communities under the
administrative authority of the Department of Human Services (DHS) Division of Medical
Services (DMS). ' o

Does this repeal an existing rule? Yes No__ X Ifyes, a copy of the repealed rule is to be

included with your completed questionnaire. If it is being replaced with a new mle, please
nrovide a summary of the rule giving an explanation of ' what the rule does.

Is this an amendment to an existing rule? Yes No__X Ifyes, please attach a mark-up
showing the changes in the existing rule and a summary of the substantive changes. Note: The
surnmary should explain what the amendment does, and the mark-up copy should be
clearly labeled “mark-up.” :

Cite the state law that grants the authority for this proposed rule? If codified, please give
Arkansas Code citation. _

Arkansas Statute 20-76-201
What is the purpose of this proposed rule? Why is it necessary?

. The Arkansas General Assembly convened a legislative task force on autism in 2008 as a resuit
of Act 1198 of the 2007 Legislative Session. The purpose of the task force was to review the
services available in the state for children with antism and determine needed steps for
remediation of any identified gaps. Funds were appropriated from the Tobacco Tax Act 180 of
2009, enacted in the Regular Session of the 87" General Assembly. The Autism Waiver was
developed to provide early intensive one-on-one therapy services to eligible children with
autism.

Please provide the address where this rule is publicly accessible in electronic form via the
Internet as required by Arkansas Code § 25-19-108(b). -

https://www.medicaid.state.ar.us/InternetSolution/general/comment/comment.aspx

Will a public hearing be held on this proposed rule? Yes No_ X
If yes, please complete the following:

Date: .

Time:

Place:




10.

1l

12.
13.

When does the public comment period expire for permanent promulgation? (Must provide a
date.)

July 10, 2012 )
What is the proposed effective date of this proposed rule? (Must provide a date.)
October 1, 2012

Do you expect this rule to be controversial? Yes No _ X _Ifyes, please explain.

Please give the names of persons, groups, or organizations that you expect to comment on these
rules? Please provide their position (for or against) if known.

Medical associations, interested providers, and advocacy organizatjons. Their positions for or
against is not known at this time. '



FINANCIAL IMPACT STATEMENT

PLEASE ANSWER ALL QUESTIONS COMPLETELY
DEPARTMENT Department of Human Services '
DIVISION Division of Medical Services
PERSON COMPLETING THIS STATEMENT _Dan Adams
TELEPHONE NO. 683-2734 FAX NO. 682-2480 EMAIL: dan.adams@arkanas.gov

To comply with Act 1104 of 1995 , please complete the following Financial Impact Statement and file
two copies with the questionnaire and proposed rules.

SHORT TITLE OF THIS RULE — Autism Waiver and Manual

1. Does this proposed, amended, or repealed rule have a financial impact?
Yes _X No :

2. Does this proposed, amended, or repealed rule affect small businesses?
Yes No

If yes, please attach a copy of the economic impact statement required to be filed with the
Arkansas Economic Development Commission under Arkansas Code § 25-15-301 et seq.

3. If you Believe that the development of a financial impact statement is so speculative as to be cost
prohibited, please explain. N/A

4. If the purpose of this rule is to implement a federal rule or regulation, please give the incremental cost
for implementing the rule. Please indicate if the cost provided is the cost of the program,
Current Fiscal Year - SFY 2013 Next Fiscal Year — SFY 2014
General Revenue _$§ 981,723 General Revenue  $1.500.000
Federal Funds $1,939.388 Federal Funds $3.651,100
Cash Funds Cash Funds
Special Revenue ' Special Revenue
Other (Identify) . Other (Identify)
Total $2.921,111 Total $5.151,100

5. What is the total estimated cost by fiscal year to any party subject to the proposed, amended, or
repealed rule? Identify the party subject to the proposed rule and explain how they are affected.
Current Fiscal Year Next Fiscal Year

6. What is the total estimated cost by fiscal year to the agency to implement this rule? Is this the

cost of the program or grant? Please explain. The costs associated with modifying the system
in order to implement this program change will be absorbed by the current contmct,
therefore, no additional cost to implement this change will be incurred.

Current Fiscal Year Next Fiscal Year

$0 ' $0




Summary for
Autism Waiver and Manual

The Arkansas General Assembly convened a legislative task force on autism in 2008 as a result of Act
1198 of the 2007 Legislative Session. The purpose of the task force was to review the services available
in the state for children with autism and determine needed steps for remediation of any identified gaps.
Funds were appropriated from the Tobacco Tax Act 180 of 2009, enacted in the Regular Session of the
87™ General Assembly. The Autism Waiver was developed to provide early intensive one-on-one therapy
services fo eligible children with autism.

The services offered through the Autism waiver program are 1) Individual Assessment, Program
Development/Training; 2) Therapeutic Aides and Behavioral Reinforcers; 3) Plan Implementation and
Monitoring of Intervention Effectiveness; 4) Lead Therapy; 5) Line Therapy; and 6) Consultative Clinical
and Therapeutic Services. The first five services will be provided by the Intensive Intervention providers
and the Consultative Clinical and Therapeutic Services will be provided by fee-for-services providers.
The Autism waiver provides a system for delivery of intensive 1:1 intervention for young children that
utilizes proven strategies and interventions, includes and empowers parents to participate, prepares
children for functional skills in natural environments, and includes independent checks and balances. The
waiver program is operated by the UAMS, Partners for Inclusive Communities under the administrative
authority of the Department of Human Services (DHS), Division of Medical Services (DMS).






ARKANSAS
DEPARTMENT OF Division of Medical Services

~ HUMAN Program Development & Quality Assurance
L( SERVICES P.O. Box 1437, Slot 8-295 - Little Rock, AR 722031437

501-682-8368 - Fax: 501-682-2480

TO: Arkansas Medicaid Health Care Providers — Autism Intensive
Intervention Provider

DATE: October 1, 2012

SUBJECT: Provider Manual Update Transmittal AUTISM-NEW-12
REMOVE INSERT

Section Date Section Date

ALL 10-1-12

Explanation of Updates
A new Autism Waiver policy manual is available for all Autism intensive Intervention Providers.

The paper version of this update transmittal includes revised pages that may be filed in your provider
manual. See Section 1 for instructions on updating the paper version of the manual. For electronic
versions, these changes have already been incorporated.

If you have questions regarding this transmittal, please contact the HP Enterprise Services Provider
Assistance Center at 1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of-State at (501)
376-2211.

If you need this material in an alternative format, such as large print, please contact our Americans
with Disabilities Act Coordinator at 501-682-6453 (Local); 1-800-482-5850, extension 2-6453 (Toll-
Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TTY Hearing
Impaired).

Arkansas Medicaid provider manuals (including update transmittals), official notices and remittance
advice (RA) messages are available for downloading from the Arkansas Medicaid website:
www.medicaid.state.ar.us.

Thank you for your participation in the Arkansas Medicaid Program.

Andrew Allison, PhD
Director

www.atkansas.gov/dhs
Serving more than one million Arkansans each year
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:'SECTION - AUTISM WAN&R

'CONTENTS

TOC required

200000 AUTISM WAIVER PROGRAM GENERAL INFORMATION -

201.000 Arkansas Medicaid Certification Requirements for Autism Waiver 10-1-12
Program :

All Autism Waiver providers must meet the Provider Participation and enrollment requirements
contained within Section 140.000 of this manual, as well as the following criteria, to be eligible to
participate in the Arkansas Medicaid Program:.

Autism Waiver providers must be certified by the University of Arkansas for Medical Sciences,
Partners for Inclusive Communities (UAMS Partners) as having met all Centers for Medicare and
Medicaid Services (CMS) approved provider criteria, as specified in the Autism Waiver
document, for the service(s) they wish to provide.

NOTE: Certification by the UAMS Partners does not guarantee enroliment in the
Medicaid program.

All Autism Waiver providers must submit current certification and/or licensure to HP Enterprise
Services Provider Enroliment Unit along with their application to enroll as a Medicaid provider.
View or print the provider enrollment and contract package (AppMaterial). View or grm
Provider Enrollment Unit contact information.

Copies of certifications and renewals required by UAMS Partners must be maintained by Autism
Waiver Providers to avoid loss of provider certification. View or print the UAMS Partners
Provider Certification contact information.

201.100 Providers of Autism Waiver Services in Bordering and Non- 10-1-12
Bordering States

An Autism Waiver provider must be physically located in the state of Arkansas or physically
located in a bordering state and serving a trade-area city. Trade-area cities are limited to
Monroe and Shreveport, Louisiana; Clarksdale and Greenville, Mississippi; Poplar Bluff and
Springfield, Missouri; Poteau and Sallisaw, Oklahoma; Memphis, Tennessee; and Texarkana,
Texas.

Arkansas Medicaid does not provide Autism Waiver services in non-bordering states.

202.000  ENROLLMENT CRITERIA

202,400  Autism Intensive Intervention Providers 10-1-12

An Autism Intervention Provider must:

A. Be licensed by the state of Arkansas to provide Developmental Day Treatment Clinic
Services (DDTCS) to children

OR

Be certified by the state of Arkansas to provide full array services under the Developmental
Disabilities Services (DDS) Alternative Community Services Waiver program

B. Have a minimum of three (3) years experience providing services to individuals with autism
C. Be enrolled with Arkansas Medicaid to provide Autism Intervention Provider services.
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This criterion also applies to any non-profit organization formed as a collaborative organization
made up of a group of licensed and / or certified providers. In the case of a collaborative
organization, the individual experience of its members will be considered to qualify the
organization to participate in the program based on the criteria above.

The Autism Intervention provider will serve as the billing provider while employing the consultant,
lead and line therapists who serve as the performing provider of waiver services.

202.200 Consuliiants 10-1-12

A qualified Consultant must:

A. Hold a certificate from the Behavior Analyst Certification Board (BCAB) as a Board Certified
Behavior Analyst (BCBA) or a Board Certified Assistant Behavior Analyst (BCaBA)

B. Have a minimum two (2) years of experience developing/providing intensive intervention or
overseeing the intensive intervention program for children with autism

OR

Hold a minimum of a master’s degree in Psychology, Speech-Language Pathology,
Occupational Therapy or Special Education and have a minimum of two (2) years experience
providing intensive intervention or overseeing the intensive intervention program for children
with autism

C. Enroll with Arkansas Medicaid to receive a National Provider Identifier (NPI).

202.300 Lead Therapists 10-1-12

A qualified Lead Therapist must:

A. Hold a minimum of a bachelor's degree in Education/Special Education, Psychology,
Speech-Language Pathology, Occupational Therapy, or a related field

B. Have completed 120 hours or specified autism training including:

1. Introduction to Autism (A maximum of 12 hours on this topic)

2. Communication Strategies (including alternative and augmentative strategies)
3. Sensory Processing disorders and over-arousal response
4

Behavior analysis/positive behavioral supports (including data collection, reinforcement
schedules and functional analysis of behavior)

5. Evidence-based interventions

6. Technigues for effectively involving and collaborating with parents
OR
Have completed an Autism Certificate Program

C. Have a minimum of two (2) years experience in intensive intervention programs for children
with autism

D. Enroll with Arkansas Medicaid to receive a National Provider Identifier (NPI).

In a hardship situation, UAMS Partners may issue a provisional certification fo enable services to
be delivered in a timely manner. A hardship situation exists when a child is in need of services
and staff is not available who meet all training requirements. Provisional certification of a
particular staff person requires that the total number of training hours be completed within the
first year of service.

202.400 Line Therapists 10-1-12

A gualified Line Therapist must:
A. Hold a high school! diploma or GED
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B. Have completed 80 hours of specified autism training including:

1.

2.
3.
4

Introduction to Autism (A maximum of 12 hours on this topic)

Communication Strategies (including alternative and augmentative strategies)
Sensory Processing disorders and over-arousal response ‘

Behavior analysis/positive behavioral supports (including data collection, reinforcement

' schedules and functional analysis of behavior)
5.
6.

Evidence-based interventions ‘
Technigues for effectively involving and collaborating with parents

C. Have a minimum of two‘(2) years experience working directly with children with autism

D. Enroli with Arkansas Medicaid to receive a National Provider Identifier (NPI).

In a hardship situation, UAMS Partners may issue a provisional certification to enable services to
be delivered in a timely manner. A hardship situation exists when a child is in need of services
and staff is not available who meet all training requirements. Provisional cetrtification of a
particular staff person requires that the total number of training hours be completed within the
first year of service.

202.500

Coensultative Clinical and Therapeutic Service Providers 10-1-12

A. The Consultative Clinical and Therapeutic Service provider must be an Institution of Higher
Education (4 year program) with the capacity to conduct research specific to Autism
Spectrum Disorders. The provider must:

1.

Be staffed by professionals from multiple disciplines with a minimum of a master's
degree in Psychology, Special Education, Speech-Language Pathology, or a related
field and 3 years of experience in providing interventions to young children with Autism
Spectrum Disorders

Have a centralfhome office located within the state and have the capacity to provide
services in all areas of the state

Have a graduate-level curriculum developed and a minimum of 3 years of experience
in providing training toward a graduate certificate in Autism Spectrum Disorders,
recognized by the Arkansas Department of Higher Education

Be an institution with experience in providing a graduate-level certificate (autism
certificate) for individuals to work with children with autism. These waiver services will
be provided by multi-disciplinary professionals with a minimum of a master's degree in
Psychology, Special Education, Speech-Language Pathology or related field and
experience in providing/overseeing intervention with young children with autism.

B. Be enrolled with Arkansas Medicaid to provide Consultative Clinical and Therapeutic
Services.

203.0600

Required Documents 10-§-12

Autism Waiver providers must create and maintain written records. Along with the required
enroliment documentation, which is detailed in Section 141.000, the records, outlined in Section
203.100, must be included in the beneficiary's case files maintained by the provider.

203.100

Documentation in Beneficiary’s Case Files _ 10-1-12

Autism Waiver Providers must develop and maintain sufficient written documentation to support
each service for which billing is made. This documentation, at a minimum, must consist of:

A. A copy of the beneficiary’s treaiment plén

B. The specific services rendered

C. Signed consent by a pareni/legal guardian to receive services
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The date and actual time the services were rendered
The name and title of the individual who provided the service
The relationship of the service to the treatment regimen of the beneficiary’s treatment plan

@ mmuo

Updates describing the beneficiary’s progress or lack thereof. (Updates shouid be
maintained on a daily basis or at each contact with or on behaif of the beneficiary.)
Progress notes must be signed and dated by the provider of the service

H. Completed forms as required by UAMS Partners and
. Time sheets of the individual(s) providing the service(s).

Additional documentation and information may be required dependent upon the service to be
provided.

203.200 Electronic Signatures 10-1-12

Medicaid will accept electronic signatures, provided the electronic signatures comply with
Arkansas Code 25-31-103.

210.000 PROGRAM COVERAGE

211.000 Scope : 10-1-12

The purpose of the Autism Waiver is to provide one-on-one, intensive early intervention
treatment for beneficiaries ages eighteen (18) months through six (6} years with a diagnosis of
aufism. The waiver participants must meet the ICF/MR level of care and have a diagnosis of
autism.

The community-based services offered through the Autism waiver are as follows:
Individual Assessment, Program Development and Training

Provision of Therapeutic Aides

Plan Implementation and Monitoring of Intervention Effectiveness

Lead Therapy Intervention

moo®»

Line Therapy Intervention
F. Consultative Clinical and Therapeutic Services

The waiver program is operated by the UAMS Partners under the administrative authority of the
Division of Medical Services.

212.000 Eligibility Assessment 10-1-12

The client intake and assessment process for the Autism Waiver includes a determination of
financial eligibility, a level of care determination, the development of an individualized plan of
care and documentation of the participant's choice between home and community-based
services and institutional services.

242,100 Financial Eligibility Determination 10-112

Financial eligibility for the Arkansas Medicaid Program must be verified as part of the
participant's intake and assessment process for admission into the Autism Waiver program.
Medicaid eligibility is determined by the Department of Human Services (DHS) Division County
Operations.

212.200 Level of Care Determination 10112
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Each beneficiary on this waiver must be diagnosed with Autistic Disorder (299.00}, based on the
diagnostic criteria set forth in the most recent edition of the Diagnostic Statistical Manual (DSM).
The initial and annual determinations of eligibility will be determined utilizing the same criteria
used for a child with autism being admitted to the state’s ICF/MR facilities.

212.300 Pian of Care 10112

Each beneficiary eligible for the Autism Waiver must have an individualized plan of care. The
authority to develop an Autism Waiver plan of care is given to the Division of Medical Services
designee, UAMS Partners. A copy of the plan of care, the Autism Waiver Coordinator (Partners)
and the waiver participant’s parent or guardian, is forwarded to the Autism service provider(s)
chosen by the participant. Each provider is responsible for developing an individual Treatment
Plan in accordance with the participant’s service plan. Each Autism Waiver service must be
provided within an established timeframe and according to the participant's service plan. The
original plan of care will be maintained by UAMS Partners.

The Autism plan of care must include:

A. Beneficiary identification information, including full name, address, date of birth, Medicaid
number and effective date of Autism waiver eligibility

B. The medical and other services to be provided, their amount, frequency, scope and
duration

C. The name of the service provider chosen by the beneficiary to provide each service
D. The election of community services by the waiver beneficiary and

E. The name of UAMS Parthers’ Autism Waiver Coordinator responsible for the development
of the beneficiary’s plan of care.

The treatment plan must be designed to ensure that services are:
A. Individualized to the beneficiary’s unigue circumstances
B. Provided in the least restrictive environment possible

C. Developed within a process ensuring participation of those concerned with the
beneficiary's welfare :

D. Monitored and adjusted as needed, based on changes to the waiver plan of care, as
reported by UAMS Partners’ Autism Waiver Coordinator

E. Provided within a system that safeguards the beneficiary’s rights and
F.  Documented carefully, with assurance that appropriate records will be maintained.

NOTE: Each service included on the Autism Waiver plan of care must be justified
by UAMS Partners’ Autism Waiver Coordinator. This justification is based
on medical necessity, the beneficiary’s physical, mental and functional
status, other support services available fo the beneficiary, cost
effectiveness and other factors deemed appropriate by the UAMS Partners
Autism Waiver Coordinator.

Each Autism Waiver service must be provided according to the beneficiary plan of care. As
detailed in the Medicaid Program provider contract, providers may bill only after services are
provided.

Revisions to a beneficiary's plan of care may on'ly be made by UAMS Partners’ Autism Waiver
Coordinator. A revised plan of care will be sent to each appropriate provider.

Regardless of when services are provided, services are considered non-covered and do not
qualify for Medicaid reimbursement unless the provider and the service are authorized on an
Autism Waiver plan of care. Medicaid expenditures paid for services not authorized on the
Autism Waiver plan of care are subject fo recoupment.
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NOTE: No waiver services will begin until all eligibility criteria have been met and

approved.
220.000 DESCRIPTION OF SERVICES
220.100 Intensive Autism Intervention Provider 10112

The Intensive Autism Intervention Provider is responsibie for providing these services:
A. Individual Assessment, Program Development and Training

1. The Consultant will assess the waiver participant by completing an adaptive
assessment and a functional behavioral assessment. The Consultant will develop an
Individual Treatment Plan based on the assessment utilizing exclusively evidence-
based practices and will train key personnel to implement the intervention(s) and
collect detailed data regarding the child's progress. Training will be offered to Lead
and Line Therapists and parents/guardians.

2. The evidence-based practices that will be utilized in this program include those
recognized in the National Autism Center's Report on Evidence Based Practices and
those published in the text Evidence-Based Practices and Treatments for Children with
Autism by Reichow, Doehring, Cicchetti and Volkmar (2008). The following practices
are considered appropriate for inclusion in the intervention plans of children served in
this waiver:

Prompting
Antecedent-Based Interventions,
Time delay
Reinforcement
Task Analysis
Discrete Trial Training
Functional Behavior Analysis
Functional Communication Training
Response Interruption/Redirection
Differential Reinforcement
Social Narratives
Video Modeling
. Naturalistic Interventions
Peer Mediated Intervention
Pivotal Response Training
Visual Supports
Structured Work Systems
Self Management
3. As additional research on intervention strategies expands the list of accepted
practices, additional options may be added to the menu for use by providers. The
specific selection of strategies will be individualized for each child based on an

evaluation conducted by the Consultant at the onset of service implementation. The
individualized program will be documented in the Individual Treatment Plan

A. Provision of Therapeutic Aides and Behavioral Reinforcers

SEeTOSITAFATISQ@MNO L0 O

The Consuitant will assess the availability of necessary therapeutic aides and behavioral
reinforcers in the home. [f the Consuitant determines that availability is insufficient for
implementation of the Individual Treatment Plan, the Consultant will purchase those
therapeutic aides necessary for use in improving the child’s language, cognition, social and
self-regulatory behavior.
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NOTE: If the two (2) year minimum participation is not completed, all
aides/materials purchased for implementation of treatment must be returned
to the Consultant.

B. Plan Implementation and Monitoring of Intervention Effectiveness

The Consultant is responsible for: oversight of implementation of evidence-based
intervention strategies by the Lead and Line Therapists and family; ongoing education of
family members and key staff on strategies used in freatment; response to concerns of family
members and key staff regarding treatment; monthly on-site monitoring of treatment
effectiveness and implementation fidelity; modification of treatment plan as necessary and
modification of assessment information as necessary.

C. Lead Therapy Intervention

The Lead Therapist is responsible for assurance that the treatment plan is implemented as
designed; weekly monitoring of implementation and effectiveness of the treatment plan;
reviewing all data collected by the Line Therapist and parent/guardian; providing guidance
and support to the Line Therapist(s); receiving parent/guardian feedback and responding to
concerns or forwarding to appropriate person and notifying the Consultant when issues arise.

D. Line Therapy Intervention

The Line Therapist is responsible for on-site implementation of the interventions as set forth
in the treatment plan: recording of data as set forth in the treatment plan and reporting
progress/concerns to the Lead Therapist/Consultant as needed.

220,200 Benefit Limits 10-1-12

A. Individual Assessment, Program Development/Training
The maximum benefit limit is 32 units per day/92 units per year.
B. Provision of therapeutic aides and behavioral reinforcers

There is a maximum reimbursement of $1,000.00 (1 package) per participant per lifetime.
These aides/materials are to be left with the participant upon successful completion of the
waiver program.

C. Plan Implementation and Monitoring of Intervention Effectiveness

The maximum benefit limit is 22 units per day/22 units per month.
D. Lead Therapy Intervention

The maximum benefit limit is 24 units per day/24 units per week.
E. Line Therapy Intervention

The maximum benefit limit is 24 units per day/120 units per week.

220.300 Consultative Clinical and Therapeutic Services 10-1-42

The Autism Clinical Services Specialist will provide Consultative Clinical and Therapeutic
Services. These services are therapeutic services to assist unpaid caregivers
(parents/guardians) and paid support staff (staff involved in intensive intervention services) in
carrying out the Individual Treatment Plan, as necessary to improve the beneficiary's
independence and inclusion in their family and community.

These professionals will provide technical assistance to carry out the individual Treatment Plan
and monitor the beneficiary's progress resulting from implementation of the plan. If review of
treatment data on a specific beneficiary does not show progress or does not seem to be
consistent with the skill level/behaviors of the beneficiary, as observed by the Clinical Services
Specialist, the Clinical Services Specialist will either provide additional technical assistance to
the parents and staff implementing the intervention or contact the Operating Agency's (UAMS
Partners) Autism Waiver Coordinator responsible for the beneficiary to schedule a conference to
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determine if the Intervention Plan needs to be modified. Since the Clinical Services Specialists
are independent of the provider agency hiring the consultant and other staff, this service
provides a safeguard for the beneficiary regarding the intervention. This service will be provided
in the beneficiary’s home or community location, based on the individual Treatment Plan, or via

the telephone as appropriate.

230.000

BILLING INSTRUCTIONS

230.100

Introduction to Billing

10-1-12

The Autism Waiver providers use the CMS-1500 claim form to bill the Arkansas Medicaid
Program, on paper, for services provided to eligible Medicaid beneficiaries. Each claim should
contain charges for only one beneficiary.

Section !l of this manual contains information about Provider Electronic Solutions (PES) and
other available options for electronic claim submission.

230,200

Autism Waiver Procedure Codes

10-1-12

The following procedure codes and any associated modifier(s) must be billed for the Autism

Waiver Services. Prior authorization is required for all services.

National
Procedure Redquired POS
Code Modifiers Description Unit of Service Codes
T2024 U1 Individual Assessment, 15 minutes/ 92 12, 99
Program units per year
Development/Training
T1999 Therapeutic Aides and 1 package/ lifetime 12,99
Behavioral Reinforcers
T2024 U2 Plan Implementation and 15 minutes/22 12, 99
Monitoring of Intervention units a month
Effectiveness
H2019 H Autism Lead Therapy 18 minutes/ 24 12,99
: units a week
H2019 U2 Autism Line Therapy 15 minutes/120 12, 99
units a week; 24
units a day
T2025 U1 Consultative Clinical and 15 minutes/144 12, 99
Therapeutic Services units per year
230.300 National Place of Service (POS) Codes 10-1-12

The national place of service (POS) code is used for both electronic and paper billing.

Place of Service

POS Codes

Patient's Home

12

Other

89
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230.400 Billing Instructions - Paper Only 10-1-12

230,410

DHS’ fiscal agent offers providers several options for electronic billing. Therefore, claims
submitted on paper are lower priority and are paid once a month. The only claims exempt from
this rule are those that require attachments or manual pricing.

Bill Medicaid for professional services with form CMS-1500. View a sample form CMS-1500.

Carefully follow these instructions to help the fiscal agent efficiently process claims. Accuracy,
completeness and clarity are essential. Claims cannot be processed if necessary information is

omitted.

Forward completed claim forms to the fiscal agent's claims department. View or print fiscal
agent claims department contact information.

NOTE: A provider delivering services without verifying beneficiary eligibility for
each date of service does so at the risk of not being reimbursed for the

services.

Completion of CMS-1500 Claim Form

10-112

Field N ame and Number

Instructions for Com pletion

1. (type of coverage)

1a. INSURED'S 1.D. NUMBER
(For Program in ltem 1)

Not required.

Beneficiary's 10-digit Medicaid or ARKids First-A or
ARKids First-B identification number.

2. PATIENT'S NAME (Last
Name, First Name, Middle Initial)

Beneficiary’s last name and first name.

3. PATIENT'S BIRTH DATE

SEX

Beneficiary’s date of birth as given on the Medicaid or
ARKids First-A or ARKids First-B identification card.
Format: MM/DD/YY.

" Check M for male or F for female.

4, INSURED'S NAME (Last
Name, First Name, Middle Initial)

Required if insurance affects this claim. Insured’s
last name, first name, and middle initial.

5. PATIENT'S ADDRESS {No.,

Street)
CITY
STATE

ZIP CODE

TELEPHONE {Include Area
Code)

Optional. Beneficiary's complete mailing address
{street address or post office box).

Name of the city in which the beneficiary resides.

Two-letter postal code for the state in which the
beneficiary resides.

Five-digit zip code; nine digits for post office box.

The beneficiary’s telephone number or the number of
a reliable message/contact/ emergency telephone.

6. PATIENT RELATIONSHIP
TO INSURED

If insurance affects this claim, check the box
indicating the patient’s relationship to the insured.

7. INSURED'S ADDRESS
{No., Streef)

CIiTY

STATE

ZIP CODE

Required if insured’s address is different from the

_ p_atient’_s address._
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Field Name and Number

Instructions for Completion

TELEPHONE (Include Area

Code)

8. PATIENT STATUS

Not required.

9. OTHER INSURED’S NAME
(Last name, First Name, Middle
Initial)

a. OTHER INSURED’S
POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE
OF BIRTH

SEX

c. EMPLOYER'S NAME OR
SCHOOL NAME

d. INSURANCE PLAN NAME
OR PROGRAM NAME

if patient has other insurance coverage as indicated
in Field 11d, the other insured's last name, first name,
and middle initial.

Policy and/or group number of the insured
beneficiary.

Not required.

Not required.

Required when items 9a-d are required. Name of the
insured beneficiary’s employer and/or school.

Name cof the insurance company.

10. IS PATIENT'S CONDITION
RELATED TO:

a. EMPLOYMENT? {(Current or

Previous)
b. AUTO ACCIDENT?

PLACE (State)
C. OTHER ACCIDENT?

d. RESERVED FOR LOCAL
USE

Check YES or NO.

Required when an auto accident is related to the
services. Check YES or NO.

if 10b is YES, the two-lefter postal abbreviation for
the state in which the automobile accident took place.

Required when an accident other than automobile is
related to the services. Check YES or NO.

Not used.

11. INSURED’S POLICY
GROUP OR FECA NUMBER

a. INSURED’S DATE OF
BIRTH

SEX

b. EMPLOYER'S NAME OR
SCHOOL NAME

c. INSURANCE PLAN NAME
OR PROGRAM NAME

d. IS THERE ANOTHER
HEALTH BENEFIT PLAN?

Not required when Medicaid is the only payer.
Not required.

Not required.

Not required.
Not required.

When private or other insurance may/or will cover
any of the services, check YES and complete items
9a through 9d.

12. PATIENT'S OR
AUTHORIZED PERSON'S
SIGNATURE

Not required.
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Field Name and Number

Instructions for Completion

13. INSURED'S OR
AUTHORIZED PERSON'S
SIGNATURE

Not required.

14. DATE OF CURRENT:

ILLNESS (First symptom) OR
INJURY (Accident) OR
PREGNANCY (LMP)

Required when services furnished are related to an
accident, whether the accident is recent or in the
past. Date of the accident.

1. IF PATIENT HAS HAD
SAME OR SIMILAR ILLNESS,
GIVE FIRST DATE

Not required.

16, DATES PATIENT UNABLE
TO WORK IN CURRENT
OCCUPATION

Not required.

17. NAME OF REFERRING
PROVIDER OR OTHER SOURCE

a. (blank)

b. NPi

Primary Care Physician (PCP) referral is not required
for DDS Alternative Community Services (ACS)
Waiver services. If services are the result of a Child
Health Services (EPSDT) screening/referral, enter
the referral source, including name and title.

The 9-digit Arkansas Medicaid provider ID number of
the referring physician.

Not required.

18. HOSPITALIZATION DATES
RELATED TO CURRENT
SERVICES

When the serving/billing provider's services charged
on this claim are related to a beneficiary’s inpatient
hospitalization, enter the beneficiary’s admission and
discharge dates. Format: MM/DD/YY.

19. RESERVED FOR LOCAL
USE

Not used.

20. OUTSIDE LAB?
$ CHARGES

Not required.
Not required.

21. DIAGNOSIS OR NATURE
OF ILLNESS OR INJURY :

Diagnosis code for the primary medical condition for
which services are being billed. Up fo three
additional diagnosis codes can be listed in this field
for information or documentation purposes. Use the '
International Classification of Diseases, Ninth
Revision (ICD-9-CM) diagnosis coding, current as of
the date of service.

22. MEDICAID
RESUBMISSION CODE

ORIGINAL REF. NO.

Reserved for future use,

Reserved for future use.

23. PRIOR AUTHORIZATION
NUMBER

The prior authorization or benefit extension control
number if applicable,
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Field Name and Number Instructions for Completion

24A. DATE(S) OF SERVICE The “from” and “to” dates of service for each billed
service. Format: MM/DD/YY.
1. On a single claim detail {one charge on one

line), bill only for services provided within a single
calendar month.

2. Providers may bill on the same claim detail
for two or more sequential dates of service within the
same calendar month when the provider furnished
equal amounts of the service on each day of the date

sequence.
B. PLACE OF SERVICE Two-digit national standard place of service code.
See Section 262.100 for codes.
C. EMG Not required.
D. PROCEDURES,
SERVICES, OR SUPPLIES
CPT/HCPCS Enter the correct CPT or HCPCS procedure code
from Section 272.100.
MODIFIER Modifier(s) if applicable.
E. DIAGNOSIS POINTER Enter in each detail the single number—1, 2, 3, or

4—that corresponds to a diagnosis code in ltem 21
{numbered 1, 2, 3, or 4) and that supports most
definitively the medical necessity of the service(s)
identified and charged in that detail. Enter only one
number in E of each detail. Each DIAGNOSIS
POINTER number mustbe only a 1, 2, 3, or 4, and it
must be the only character in that field.

F. $ CHARGES The full charge for the service(s) totaled in the detail.
This charge must be the usual charge to any
beneficiary of the provider's services.

G. DAYS OR UNITS The units (in whole numbers) of service(s) provided
during the period indicated in Field 24A of the detail.

H. EPSDT/Family Plan Enter E if the services resuited from a Child Health
Services (EPSDT) screening/referral.

l. ID QUAL Not required.

J. RENDERING PROVIDER The 9-digit Arkansas Medicaid provider ID number of

iD# the individual who furnished the services billed for in
the detail.

NPI Not required.
25, FEDERAL TAX I.D. Not required. This information is carried in the
NUMBER provider's Medicaid file. If it changes, please contact

Provider Enrollment.

26. PATIENT'S ACCOUNT N O. Optional entry that may be used for accounting
purposes; use up to 16 numeric or alphabetic
characters. This number appears on the Remittance
Advice as “MRN.”
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Field Name and Number

Instructions for Completion

27.

ACCEPT ASSIGNMENT?

Not required. Assignment is automatically accepted
by the provider when billing Medicaid.

28,

TOTAL CHARGE

Total of Column 24F—the sum of all charges on the
claim.

29.

AMOUNT PAID

Enter the total of payments previously received on
this claim. Do not include amounts previously paid by
Medicaid. Do notinclude in this total the
automatically deducted Medicaid co-payments.

30.

BALANCE DUE

From the total charge, subtract amounts received
from other sources and enter the result.

31.

SIGNATURE OF

PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR
CREDENTIALS

The provider or designated authorized individual must
sign and date the claim certifying that the services
were personally rendered by the provider or under
the provider's direction. “Provider’s signature” is
defined as the provider's actual signature, a rubber
stamp of the provider's signature, an automated
signature, a typewritten signature, or the signature of
an individual authorized by the provider rendering the
service. The name of a clinic or group is not
accepiable.

32.

SERVICE FACILITY

LOCATION INFORMATION

If other than home or office, enter the name and
street, city, state, and zip code of the facility where
services were performed.

a. (blank) Not required.
b. {blank) Not required.
33. BILLING PROVIDER INFO Biiling'provider’s name and complete address.
& PH# ' Telephone number is requested but not required.
a. {blank) Not required.
b. {blank) Enter the 9-digit Arkansas Medicaid provider ID
number of the billing provider.
230.500 Speecial Billing Procedures 10-1-12

Not applicable to this program.
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SECTION l§ - AUTISM WAIVER

CONTENTS
TOC reiuired
202.400 Autism Intensive Intervention Providers 10-1-42

An Autism Intervention Provider must:

A. Be licensed by the state of Arkansas fo provide Developmental Day Treatment Clinic
Services (DDTCS) to children

OR

| B:  Be ceriifiad by the state of Arkansas to provide full aray services under the «------{ Formatted: Indent: Left: 0.5", Nobullets or numbering
Developmental Disabilities Services (DDS) Alternative Commiunity Services Waiver program

| B, Have a minimum of three {3) years experience providing services to individuals with
autism

] g, Be enrolled with Arkansas Medicaid to provide Autism Intervention Provider services,

This criterion also applies to any non-profit erganization formed as a collaborative organization
made up of a group of licensed and / or certified providers. In the case of a collaborative
organization, the individual experience of ifs members will be considered to qualify the
organization to participate in the program based on the criteria above.

The Autism Intervention provider will serve as the billing provider while employing the consultant,
lead and line therapists who serve as the performing provider of waiver services.

202.200 Consultants 10-1-12

A qualified Consultant must:
A. Hold a certificate from the Behavior Analyst Certification Board (BCAB) as a Board Certified
Behavior Analyst (BCBA) or a Board Certified Assistant Behavior Analyst (BCaBA)

B. Have a minimum two (2) years of experience developing/providing intensive intervention or
overseeing the intensive intervention program for children with autism

OR

| (ol Hald a minimum of a master’s degree in Psychology, Speech-Language Pathology, «------ { Formatted: Indent: Left: 0.5, No bullets or numbering |
Occupational Therapy or Special Education and have a minimum of two (2} years experience
providing intensive intervention or overseeing the intensive intervention program for children

with autism
| BC. Enroll with Arkansas Medicaid to receive a National Provider Identifier (NPI).
202,300 Lead Therapists 16-1-12

A qualified Lead Therapist must:

A. Hold a minimum of a bachelor's degree in Education/Special Education, Psychology,
Speech-Language Pathology, Qccupational Therapy, or a related field

B. Have completed 120 hours or specified autism training including:

1. Introduction to Autism (A maximum of 12 hours on this topic)
2. Communication Strategies (including alternative and augmentative strategies)
3. Sensory Processing disorders and over-arousal response
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4, Behavior analysis/positive behavioral supperts (including data collection, reinforcement
schedules and functional analysis of behavior)

5. Evidence-based interventions
6. Technigues for effectively invelving and collaborating with parents
OR . - . o
‘ an Have completed an Autism Certificale Program e [ Formatted: Indent: Left 0.25", Firstfine: 0,25", No ]

- . . L . bullets nberl
B-C. Have a minimum of two {2) years experience in intensive intervention programs for uiets or aumbering -
children with autism

| =D Enroli with Arkansas Medicaid to receive a National Provider dentifier (NP1}

In a hardship situation, UAMS Partners may issue a provisional cerfification to enable services to
be delivered in a timely manner. A hardship situation exists when a child is in need of services
and staff is not available who meet all training requirements. Provisional certification of a
particular staff person requires that the total number of fraining hours be completed within the
first year of service. ‘
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DPEPARTMENT OF Division of Medical Services
w H"MA" Program Development & Quality Assurance
P.O. Box 1437, Slot 5-295 * Little Rock, AR 72203-1437
=Y SERVICES 501-682-8368 - Fax: 501-682-2480
TO: Arkansas Medicaid Health Care Providers — All Providers
DATE: October 1, 2012
SUBJECT: Provider Manual Update Transmittal Secl-1-12
REMOVE _ INSERT
Section Date Section Date
- - ' 105.120 10-1-12
105.120 9-15-09 : 105.130 10-1-12
105.130 6-15-11 105.140 10-1-12
105.140 9-156-09 105.150 10-1-12

PROPOSED

Section 105.120 is added to include information about the Autism waiver.

Sections 105.130, 105.140, and 105.150 are updated fo reflect new section numbers.
The-paper-version of this update transmittal includes revised. pages that may be filed in your provider
manual. See Section | for instructions on updating the paper version of the manual. For electronic
versions, these changes have already been incorporated.

If you have guestions regarding this transmittal, please contact the HP Enterprise Services Provider
Assistance Center at 1-800-457-4454 (Toll-Free) within Arkansas or locally and Qut-of-State at (501)
376-2211.

If you need this material in an alternative format, such as large print, please contact our Americans
with Disabilities Act Coordinator at 501-683-4120 (Local); 1-800-482-5850, extension 4120 (Toll-
Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TTY Hearing
impaired). ‘

Arkansas Medicaid provider manuals (including update transmittals), official notices and remittance
advice (RA) messages are available for downloading from the Arkansas Medicaid website:
www.medicaid.state.ar.us.

Thank you for your participation in the Arkansas Medicaid Program.

__QL’Z%_QM& AL
Andrew Allison; PhD -

Director

www.atkansas.gov/dhs
Setving motre than one million Arkansans each year
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TOC reguired
105.120 Autism Waiver 10-1-12

The purpose of the Autism waiver is to provide one—bn-one, intensive early intervention freatment
for young children ages eighteen (18) months through six (6) years with a diagnosis of autism.
The waiver participants must meet the ICF/MR level of care and have a diagnosis of autism.

The community-based services offered through the Autism waiver are as follows:
1. Individual Assessment, Program Development and Training
Provision of Therapeutic Aides
Plan Implementation and Monitoring of Intervention Effectiveness
Lead Therapy Intervention
Line Therapy Intervention FEGP@SEB
6. Consuitative Clinical and Therapeutic Services *

The waiver program is operated by the University of Arkansas for Medical Sciences (UAMS)
Partners under the administrative authority of the Division of Medical Services. :

Sl S

105.130 ConnectCare: Primary Care Case Management (PCCM) 10112

ConnectCare is the Arkansas Medicaid Primary Care Case Management (PCCM) system. In
ConnectCare, a Medicaid beneficiary selects and enrolls with a primary care physician (PCP)
that has-contracted with DMS to be responsible for managing the health care of a limited number
(specified by the PCP) of Medicaid enrollees. =~ — 77~ ST T

A PCP contracts with DMS to provide primary care, health education and case management for
his or her enrollees. DMS pays the PCP a monthly per-enrollee case management fee in
addition to the regular Medicaid fee-for-service reimbursement.

The PCP is responsible for referring enrollees to specialists and other providers; therefore, he or
she is responsible for deciding whether a particular referral is medically necessary. A PCP may
make such decisions in consultation with physicians or other professionals as needed and in
accordance with his or her medical training and experience; however, a PCP is not required o
make any referral simply because it is requested.

A PCP coordinates his or her enrollees’ medical and rehabilitative services with the providers of
those services. Medical and rehabilitative professionals to whom a PCP refers a patient are
required to report to or consult with the PCP so that the PCP can coordinate care and monitor an
enrollee’s status, progress and outcomes.

Most Medicaid beneficiaries, and children participating in ARKids First-B, must enroll with a PCP
to receive covered services. Some individuals are not required to enroll with a PCP. Few
services are covered without PCP referral. See Sections 170.000 through 173.000 for details
regarding ConnectCare.

105140  DDS Alternative Community Services (ACS) 10112

The Developmental Disability Services Alternative Community Services (DDS ACS) waiver
program is for beneficiaries who, without the waiver's services, would require institutionalization.
Participants must not be residents of a hospital, nursing facility or intermediate care facility for
the mentally retarded (ICF/MR).

DDS ACS eligibility requires a determination of categorical eligibility, a determination of level of
care, the development of a plan of care and a cost comparison to determine the cost-
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effectiveness of the plan of care. The DDS ACS program further requires advising the
beneficiary that he or she may freely choose between waiver and institutional services.

Services supplied through this program are:
Supportive living '
Respite care

Supplemental support services
Supported employment services
Environmental modifications

Adaptive equipment

Specialized medical supplies

Case management services
Transitional case management services
Community transition services
Consultation services

Crisis intervention services

FrXe - I@MMOO®>

Detailed information may be found ih the DDS ACS Waiver provider manual.

105.450 ElderChoices 10-1-12

ElderChoices is designed for beneficiaries aged 65 and 6Ider, who, without the waiver’s services,
would.require an.intermediate level of care in a nursing home. The services listed below are.
designed to maintain beneficiaries at home and preclude or postpone institutionalization. -

A.  Adult foster care

Homemaker services

Chore services

Home delivered meals

Personal emergency response system
Aduit day care

Adult day health care

Respite care

Adult companion services

S AL LU =

ElderChoices eligibility requires a determination of categorical eligibility, a determination of level
of care, the development of a plan of care and a cost comparison to determine the cost-
effectiveness of the plan of care. ElderChoices requires notlfymg the beneficiary that he or she
may freely choose between waiver services and institutional services.

Refer to the ElderChoices prowder manual for more detailed information.
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PEPARTMENT OF Division of Medical Services
w H“MA“ Program Development & Quality Assurance
P.O. Box 1437, Slot 5-295 - Little Rock, AR 72203-1437
=Y SERVICES 501-682-8368 - Fax: 501-682.2480
TO: Arkansas Medicaid Health Care Providers — All Providers
DATE: October 1, 2012
SUBJECT: Provider Manual Update Transmittal SecV-2-12
REMOVE INSERT
Section Date Section Date
DMS-652 10-11 DMS-652 10-12

: -~ PROPOSE

Explanation of Updates

DMS-652 is updated with the new provider categories in relafion to the autism waiver.

Section 500.000 is updated to include contact information for the UAMS Partners Provider
Certification. _

The paper version of this update transmittal includes revised pages that may be filed in your provider
manual. See Section | for instructions on updating the paper version of the manual. For electronic
versions; these-changes-have-already been incorporated. -~~~ -~ -~ s

If you have questions regarding this transmittal, please contact the HP Enterprise Services Provider
Assistance Center at 1-800-457-4454 (Toll-Free) within Arkansas or locally and Out-of-State at (501)
376-2211.

If you need this material in an alternative format, such as large print, please contact our Americans
with Disabilities Act Coordinator at 501-683-4120 (Local); 1-800-482-5850, extension 4120 (Toll-
Free) or to obtain access to these numbers through voice relay, 1-800-877-8973 (TTY Hearing
Impaired).

Arkansas Medicaid provider manuals (including update transmittals), official notices and remittance
advice (RA) messages are available for downloading from the Arkansas Medicaid website:
www.medicaid.state.ar.us.

Thank you for your participation in the Arkansas Medicaid Program.

A, Aldeowapry
Andrew Allison, PhD
Director

www.atkansas.gov/dhs
Setving mote than one million Atkansans each year
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- SECTION V - FORMS

500.000

e i

The following is a list of the red-ink claim forms required by Arkansas Medicaid. The forms
below cannot be printed from this manual for use. Information about where to get the forms and
links to samples of the forms is available below. To view a sample form, click the form name.

Claim Type Where To Get Them
Professional — CMS-1500 Business Form Supplier
Institutional - CMS-1450* Business Form Supplier
Visual Care — DMS-26-V 1-800-457-4454
inpatient Crossover — HP-MC-001 _ 1-800-457-4454

Long Term Care Crossover — HP-MC-002 1-800-457-4454
Qutpatient Crossover — HP-MC-003 1-800-457-4454
Professional Crossover — HP-MC-004 1-800-457-4454

“For dates of service after 11/30/07 — ALL HOSPICE PROVIDERS USE ONLY FORM CMS-
1450 (formerly UB-04) for biling.
" Claim Foriiis™ ™ ’ oo mr o

The following is a list of the non-red-ink claim forms required by Arkansas Medicaid. Information
about where to get a supply of the forms and links to samples of the forms is available below. To
view a sample form, click the form name.

Claim Type Where To Get Them
Alternatives Attendant Care Provider Claim Form - Client Employer
AAS-9559

Dental — ADA-J400 Business Form Supplier

Arkansas Medicaid Forms

The forms below can be printed from this manual for use.

In order by form name:

Form Name Form Link
Acknowledgement of Hysterectomy Information DMS-26806
Address Change Form DMS-673
Adjustment Request Form — Medicaid XiX HP-AR-004

Section V-1
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Form Name Form Link
AFMC Prescription & Prior Authorization Request for Medical DMS-679A
Equipment Excluding Wheelchairs & Wheelchair Components
Amplification/Assistive Technology Recommendation Form DMS-686
Application for WebRA Hardship Waiver DMS-7736
Approvali/Denial Codes for Inpaiient Psychiatric Services DMS-2687

Arkansas Early intervention Infant & Toddler Program
Intake/Referral/Application for Services

DDS/FS#0001.a

ARKids First Mental Health Services Provider Qualification Form DMS-612
Assisted Living Waiver Plan of Care AAS-9565
Authorization for Automatic Deposit autodeposit
Authorization for Payment for Services Provided MAP-8
Certification of Need — Medicaid Inpatient Psychiatric Services for DMS-2633
Under Age 21 :

Ceriification of Schools to Provide Comprehensive EPSDT Services CSPC-EPSDT
Certification Statement for Abortion DMS-2698
Change of Ownership Information DMS-0688
Child Health Management Services Enroliment Orders DMS-201
Child Health Management Services Discharge Notification Form DMS-202
CHMS Benefit Extension for Diagnosis/Evaluation Procedures - -DMS-699A
CHMS Request for Prior Authorization DMS-102
Claim Correction Request DMS-2647
Consent for Release of Information DMS-619
Contact Lens Prior Authorization Request Form - DMS-0101
Contract to Participate in the Arkansas Medical Assistance Program DMS-653
DDTCS Transportation Log | ' DMS-638
DDTCS Transportation Survey DMS-632-
Dental Treatment Additional Information DMS-32-A
Disclosure of Significant Business Transactions DMS-689 '
Disproportionate Share Questionnaire ‘ DMS-628
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) DMS-693
Prescription/Referral For Medically Necessary Services/ltems Not

Specifically Inciuded in the Medicaid State Plan

Early Childhood Special Education Referral Form ECSE-R
EPSDT Provider Agreement DMS-831
Evaluation Form Lower-Limb DMS-646
Explanation of Check Refund HP-CR-002

Section V-2
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Form Name [{?EM@ N i Form Link
Gait Analysis Full Body YRR DMS-647
Home Health Certification and Plan of Care CMS-485
Hospital/Physiclan/Certified Nurse Midwife Referral for Newborn infant DCO-645
Medicaid Coverage
Inpatient Psychiatric Medicaid Agency Review Team Transmittal Sheet DMS-2685
Individual Renewal Form for Schooil-Based Audiologists DMS-7782
Lower-Limb Prosthetic Prescription DMS-651
Media Selection/E-Mail Address Change Form HP-MS-005
Medicaid Claim Inquiry Form HP-CI-003
Medicaid Form Request HP-MFR-001
Medical Assistance Dental Disposition DMS-2635
Medical Equipment Request for Prior Authorization & Prescription DMS-679
Medical Transportation and Personal Assistant Verification DMS-616
Mental Health Services Provider Qualification Form for LCSW, LMFT DMS-633
and LPC
Notice Of Noncompliance DMS-635
NPI Reporting Form DMS-683
Occupational, Physical and Speech Therapy for Medicaid Eligible DMS-640
~Beneficiaries Under-Age 21 Prescription/Referral e
Ownership and Conviction Disclosure DMS-675

Personal Care Assessment and Service Plan

DMS-618 English

DMS-618 Spanish

Practitioner Identification Number Request Form DMS-7708
Prescription & Prior Authorization Request For Nutrition Therapy & DMS-2615
Supplies
Primary Care Physician Managed Care Program Referral Form DMS-2610
Primary Care Physician Participation Agreement DMS-2608
Primary Care Physician Selection and Change Form DMS-2609
Prior Authorization (PA) Request for Extension of Benefits-Prescription 'DMS-0685-14
Drugs .
Procedure Code/NDC Detail Attachment Form DMS-664

* Prosthetic-Orthotic Lower-Limb Amputee Evaluation DMS-650
Prosthetic-Orthotic Upper-Limb Amputee Evaluation DMS-648
Provider Application DMS-652
Provider Communication Form AAS-9502
Provider Data Sharing Agreement — Medicare Parts C & D DMS-652-A

Section V-3



Section V

Form Name Form Link
Provider Enroliment Application and Contract Package ' AppMaterial
Referral for Audiology Services — School-Based Setting . DMS-7783
Referral for Certification of Need Medicaid Inpatient Psychiatric DMS-2634
Services for Under Age 21

Referral for Medical Assistance DMS-630
Request for Appeal DMS-840
Request for Extension of Benefits DMS-699

Request for Extension of Benefits for Clinical, Qutpatient, Laboratory DMS-871
and X-Ray Services

Request for Extension of Benefits for Medical Supplies for Medicaid DMS-602
Beneficiaries Under Age 21 '

Request For Orthodontic Treatment DMS-32-0

Request for Private Duty Nursing Services Prior Authorization and DMS-2692

Prescription — Initial Request or Recertification

Request for Targeted Case Management Prior Authorization for  DMS-801

Beneficiaries Under Age 21

Research Request Form HP-0288

Service Log — Personal Care Delivery and Aides Notes DMS-873
 Sterilization Consent Form . .. .. S e e - DMS-616 English -

o S S C " 'DMIS-616 Spanish

Sterilization Consent Form — Information for Men PUB-020

Sterilization Consent Form - Information for Women PUB-0198

Upper-Limb Prosthetic Prescription _ DMS-649

Vendor Performance Report Vendorperformreport

Verification of Medical Services DMS-2618

Section V4



Section V

In order by form number:

ECSE-R

AAS-9502 DMS-2615 DMS-618 DMS-653
AAS-9559 DMS-2618 English DMS-664 HP-0288
DMS-618
AAS-9565 DMS-2633 Spanish DMS-671 HP-AR-004
Address DMS-2634 OMS.615 DMS-675 HP-C1-003
Change _
DMS-2635 DMS-628 DMS-673 HP-CR-002
Autodeposit  pys.2647 OMIS.630 DMS-679 HP-MFR-001
CMS-485 DMS-2685 eenn DMS-679A HP-MS-005
CSPC-EPSDT DS-632
CSPC-EPSDT  pms.2687 OMS.63 DMS:-683 MAP-8
DCO-645 DS 633
DMS-2692 DMS-635 DMS-686 Performance
DMS-0101 Diis-638 Provider
DMS-32-A DMS-640 DMS-693 Enroll '
DMS-0685-14 bs-e20 Enroliment
—_——— DMS-32-0 DMS-646 DMS-699 Application
DMS-0688 EE— and Contract
DMS-102 PRl Lackage
=== DMS-602 DMS-648 DMS-7708 PUB.010
DMS-201 DMS-612 = DMS-7736 ———
DMS-202 e f1E DMS-649 DMS-7782 PUB-020
e oen DmsS-615 DMS-650
DMS-2606 English DMIS-650 DMS-7783
' DMS-651
DMS-2608 DMS-615 o DMS-831
BMS. 2609 —-Spanish-- . —- - - DMS-652 . ... . DMS840° "
DMS-2610 Ds-618 DIMS-662-A DMS-873

Arkansas Medicaid Contacts and Links

FROPOSED

Click the link to view the information.

American Hospital Association

Americans with Disabilities Act Coordinator ‘
Arkansas Department of Education, Health and Nursing Services Specialist
Arkansas Department of Education, Special Education

Arkansas Department of Human Services, Division of Aging and Adult Services
Arkansas Department of Human Services, Appeals and Hearings Section
Arkansas Depariment of Human Services, Division of Behavioral Health Services

Arkansas Department of Human Services, Division of Child Care and Early Childhood
Education, Child Care Licensing Unit

Arkansas Department of Human Services. Division of Children and Family Services,
Contracts Management Unit

Arkansas Department of Human Services, Children’s Services -

Section V-5



Section V

Arkansas Department of Human Services, Division of County Operations, Customer
Assistance Section

Arkansas Department of Human Services, Division of Medical Serviees

Arkansas DHS, Division of Medical Services Director

Arkansas DHS, Division of Medical Services, Benefit Extension Requests, UR Section

Arkansas DHS, Division of Medical Services, Dental Care Unit

Arkansas DHS, Division of Medical Services, HP Enterprise Services Provider
Eunroliment Unit '

Arkansas DHS, Division of Medical Services, Financial Activities Unit

Arkansas DHS, Division of Medical Services. Hearing Aid Consultant

Arkansas DHS, Division of Medical Services, Medical Assistance Unit

Arkansas DHS, Division of Medical Services, Medical Director
Arkansas DHS, Division of Medical Services, Pharmacy Unit

Arkansas DHS, Division of Medical Services, Program Communications Unit
Arkansas DHS, Division of Medical Services, Program Integrity Unit (PI)

Arkansas DHS, Division of Medical Services. Provider Reimbursement Unit

Arkansas DHS, Division of Medical Services, Third-Party Liability Unit

Arkansas DHS, Division of Medical Services, UR/Home Health Extensions

Arkansas DHS, Division of Medical Services, Utilization Review Section
Arkansas DHS, Division of Medical Services, Visual Care Coordinator
Arkansas Department of Health o

Arkansas Department of Health, Health Facility Services

Arkansas Department of Human Services, Accounts Receivable
Arkansas Foundation For Medical Care

Arkansas Hospital Association
ARKids First-B

ARKids First-B ID Card Example
Central Child Health Services Office (EPSDT)

ConnectCare Helpline
County Codes
CPT .Ordering

Dental Contractor

HP Enterprise Services Claims Department

HP Enterprise Services EDI Support Center {formerly AEVCS Help Desk)
HP Enterprise Services Inguiry Unit -

HP Enterprise Services Manual Order
HP Enterprise Services Pharmacy Help Desk




SectionV

HP Enterprise Services Provider Assistance Center (PAC)

HP Enterprise Services Supplied Forms
Example of Beneficiary Notification of Denied ARKids First-B Clai

Example of Beneficiary Notification of Denied Medicaid Claim

First Connections Infant & Toddler Program, Developmental Disabilities Services
Flow Chart of Inta_ke and Prior Authorization Process For Intervention/Treatment

Health Care Declarations
ICD-9-CM. CPT. and HCPCS Reference Book Orderihg

1CD-9-LW, LF T, and ALFLS Re
immunizations Registry Help Desk

Medicaid |ID Card Example

Medicaid Managed Care Services (MMCS)

Medicaid Reimbursement Unit Communications Hotline

Medicaid Tooth Numbering System
National Supplier Clearinghouse
Primary Care Physician (PCP) Enroliment Voice Response System

Provider Qualifications, Division of Behavioral Health Services

QSource of Arkansas

Select Optical

 Standard Register

Table of D_é‘siréﬁt;ie Wéi.g- hfs |

UAMS Partners Provider Certification
U.S. Government Printing Office

ValueOgtibns
Vendor Performance Report
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IJAMS Partners Provider Certification
Contact
Mailing address

Toll free
Fax

Karan Burnette

2001 Pershing Circle, Suite 300
North Liftte Rock, AR 72114

(800) 342-2823
{(501) 682-8991






DIVISION OF MEDICAL SERVICES
MEDICAL ASSISTANCE PROGRAM
PROVIDER APPLICATION

As a condition for entering into or renewing a provider agreement, all applicants must complete this provider
application. A true, accurate and complete disclosure of all requested information is required by the Federal
and State Regulations that govern the Medical Assistance Program. Failure of an applicant to submit the
requested information or the submission of inaccurate or incomplete information may result in refusal by the
Medical Assistance program to enter into, renew or continue a provider agreement with the applicant.
Furthermore, the applicant is required by Federal and State Regulations to update the information submitted

on the Provider Application.

Whenever changes in this information occur, please submit the change in writing to: -
Medicaid Provider Enroliment Unit 3
HP Enterprise Services ?R ? n
P. O. Box 8105 W W e
Little Rock, AR 72203-8105

All dates, except where otherwise specified, should be written in the month/day/year (MMDDYY) format.
Please print all information.

This information is divided into sections. The following describes which sections are to be completed by the

applicant:
Section | All providers
Section | Facilities Only
Section Il Pharmacists/Registered Respiratory Therapist Only
Section IV Provider Group Affiliations

- All Providers-(optional)
Primary Care Physician

Electronie Fund-Transfer -
Managed Care Agreement

W-9 Tax Form All Providers
Contract All Providers
Ownership and Conviction :
Disclosure - All Providers
Disclosure of Significant

Business Transactions - All Providers



FOR OFFICE USE ONLY

Provider ID Number Pending

Taxonomy Code

Specialty Code : Computer

Provider Type OK to Key
: Keyed

Effective Date Maintenance Checked

| — SECTION I: ALL PROVIDERS

This section MUST be completed by all providers.

(D Date of Application: Enter the current date in monthlday/year format.

/ /
MM DD Year

(2) Last Name, First Name, Middle Initial, and Title: Enter the legal name of the applicant. The ftitle
spaces are reserved for designations such as MD, DDS, CRNA or OD. If the space is insufficient,
please abbreviate.

If entering any other name such as an organization, corpo'ration or facility, enter the full name of the
entity in item 3. NOTE: Item 2 or 3 must be completed, BUT NOT BOTH.

LastName ‘FirstName ML Title

(3) Group, Organization or Facility Name: Enter full name of the entfity.
Examples: John R. Doe, PA; Adam B. Corn, Inc.; Arkansas Emer. Phys. Group; Pulaski County
Hospital; John Thompson, M. D., DBA Thompson Clinic

Corporation Name

Fictitious Name (Doing Business As) .
Must submit documentation that the above fictitious name is registered with the appropriate
board within your state, (i.e., Secretary of State’s, County Clerk) of the county in which the
corporation’s registered office is located. _

4) Application Type: Circle one of the following codes which coincide with fields 2 or 3:

Individual Practitioner (i.e., physician, dentist, 2 licensed, registered or certified practitioner)
Sole Proprietorship (This includes individually owned businesses.)
Government Owned

usiness Corporation, for profit

B
Business Corporation, non-profit *_copy of Tax Form 501 (¢} {3} must accompany this application
Pt

rivate, for profit
Private, non-proft > _copy of Tax Form 501 (¢) (3) must accompany this application
Partnership )
8 = Trust
g = Chain
*NOTE: IF THE TAX FORM IS NOT ATTACHED THE APPLICATION WILL BE DENIED

w5 & 0 % 0 n
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(5) SSN/FEIN Number: Enter the Social Security Number of the applicant or the Federal Employer
Identification Number of the applicant. IF ENROLLING AN INDIVIDUAL APPLICANT THIS FIELD
MUST REFLECT A SOCIAL SECURITY NUMBER.

Social Security Number

NOTE: If an individual has a Federal Employee Identification Number, you will need to
complete two (2) applications and two (2) contracts. One (1) as an individual and one
(1) as an organization.

Federal Employee Identification Number

(6) National Provider Identification Number (NPI) and Taxonomy Code: Enter the National Provider
Identification Number and the taxonomy code of the applicant. :

National Provider identification Number

- PROPORED

(7) Place of Service - Street Address

(A) Enter the applicant's service location address, include suite number if applicable. THIS FIELD
IS MANDATORY.

(B)  Enter any additional street address. (SHOULD REFLECT POST OFFICE BOX IF
UNDELIVERABLE TO A STREET ADDRESS)

(C)  City, State, Zip+4 Code - enter the applicant's city, state and zip+4 code. Use the Post Office's
two letter abbreviation for State. Enter the complete nine digit zip code.

City- State Zip Code+4

(D)  Telephone Number - enter the area code and telephone number of the location in which the
services are provided.

Area Code  Telephone Number

(E} Fax [\clim'gber — enter the area code and fax number of the location in which the services are
provided.

Area Code  Fax Number



(8a)

(8b)

Billing Street Address: This is the billing address where your Medicaid checks, Remittance
Statements (RA) and information will be sent. Use the same format as the place of service address,
P. O. Box may be entered in billing address.

City T | State Zip Code+4

Area Code Telephoné Number

Area Code  Fax Number

Provider Manuals and Updates: Please review Section | sub-section 101.000; 101.200; 101.300 in
your Arkansas Medicaid provider manual regarding provider manuals and updates. Choose the format
in which you would like to receive manuals, manual updates, and official notices. The Arkansas
Medicaid website (www.medicaid.state.ar.us) is updated weekly and the Arkansas Medicaid Provider
Reference CD will be distributed quarterly. Providers selecting “Internet only’ or “CD with e-mail
notification” will receive e-mails notifying them of applicable manual updates, official notices, and
remittance advice (RA) messages available at the website; these choices require an e-mail address
and Internet access. Providers selecting “CD with paper supplements” will receive the Arkansas
Medicaid Provider Reference CD and applicable manual updates and official notices in the mail; these
providers can find RA messages with their RAs or at the Arkansas Medicaid website. Providers
selecting “paper’ will receive a paper copy of the manual and receive supplementary materials on
paper to maintain their manual.

Internetonly* -~ CDwith email nofification*
CD with paper supplements | Paper

* Sglection requires an e-mail address and Internet access.

E-mail address:

Please make sure your e-mail address wili accept e-mail from hp.com. You may need to instruct your
network administrator or e-mail provider to accept e-mails from hp.com. Arkansas Medicaid sends e-
mail in bulk, and some e-mail services may block bulk e-mail unless instructed otherwise.



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

MEDICARE VERIFICATION FORM

Before we can enroll a provider as an Arkansas Medicaid provider, we must have verification of
CURRENT Medicare enroliment. |f you have documentation, i.e., EOMB, Medicare letter
that is not over 6 months old _and reflects the Medicare_number and hame of the
enrolling provider, please attach a copy of the information to the application. If you do not
have documentation, please submit this form to your Medicare intermediary and instruct them
to complete the information requested below. After Medicare has completed the requested
information and returned this form to you, you must then return this form with your completed
Medicaid application. If your application is not returned with Medicare verification,
enroliment in the Arkansas Medicaid Program will be denied.

Provider's Name

(

Provider ID Number Effective Date End Date

2

Social Security Number Tax I.D. Number

. PROPOSED

Specialty of Practice or Taxonomy Code

This inquiry was completed by:

Name of Medicare Intermediary

Address

Telephone # |

Signature of Medicare Representative

(Typed or Printed Name)

Date




(9) County: From the following list of codes, indicate the county that coincides with the place
of service. If the services are provided in a bordering or out-of-state location, please

use the county codes designated at the end of the code list.

County County County
County Code County Code County Code
Arkansas 01 Garland. 26 Newton 51
Ashley 02 Grant 27 QOuachita 52
Baxter 03 Greene 28 Perry 53
Benton 04 Hempstead 29 - Phillips 54
Boone 05 Hot Spring 30 Pike 55
Bradley 06 Howard 31 Poinsett 56
Calhoun 07 independence 32 Polk - 57
Carroll 08 tzard 33 Pope 58
Chicot 09 Jackson 34 Prairie 59
Clark 10 Jefferson 35 Pulaski 60
Clay 11 Johnson 36 Randolph 61
Cleburne 12 Lafayette 37 Saline 62
Cleveland 13 Lawrence 38 Scott 63
Columbia 14 Lee 39 Searcy 64
Conway 15 Lincoln 40 Sebastian 65
Craighead . 16 Little River 41 Sevier 66
Crawford 17 Logan 42 Sharp 67
Crittenden 18 Lonoke 43 St. Francis 68
Cross 19 Madison 44 Stone . 69
Dallas- 20 - Marion 45 Union 70
Desha 21 Milier 46 Van Buren 71
Drew 22 Mississippi 47 Washington 72
Faulkner 23 Monroe 48 White 73
Franklin 24 Montgomery 49 Woodruff 74
Fulton 25 Nevada 50 Yell 75

County County County
State Code State Code State Code
Louisiana 91 Oklahoma 94 Texas 96
Missouri 92 Tennessee 95 All other states 97
Mississippi 93,



(10)

Provider Category (A-C)
Enter the two-digit highlighted code, from the following list, which identifies the services the applicant
will be providing.

A) B)_ C)
Code Category Description
N3 Advanced Practice Nurse — Pediatrics

N4 Advanced Practice Nurse — Women’s Health

NG Advanced Practice Nurse ~ Family

N7 Advanced Practice Nurse — Adult/Gerontelogical

N8 Advanced Practice Nurse — Psychiatric Mental Health

N9 Advanced Practice Nurse — Acute Care

NO Advanced Practice Nurse— Nurse Practitioner - Other

03 Allergy/Immunclogy

A8 Alternatives for Adults with Physical Disabilities (Alternatwe) Environmental Adaptations

A8 Alternatives for Adults with Physical Disabilities (Alternative) - Attendant Care Services
Ad Ambulatory Surgical Center

AA Adolescent Medicine

05 Anesthesiclogy

AV Autism Intensive [ntervention Provider

AW Autism Consuitant

AX Autism Lead/Line Therapist

AZ Autism Clinical Service Specialist

AH Living Choices Assisted Living Agency
AL Living Cholces Assisted Living Facility—Direct Services Provider T =
AP Living Choices Assisted Living Pharmacist Consultant ‘ 47 J
64 Audiologist -

c1 Cancer Screen (Health Dept. Only)
c2 Cancer Treatment (Health Dept. Only)

06 Cardiovascular Disease
C4 Child Health Management Services
CF Child Health Management Setvices ~ Foster Care

35 _  Chiropractor ‘

Cc8 Communicable Diseases (Health Dept. Only)
Cc3 CRNA

HA ACS Waiver Environmental Modifications/Adaptive Equipment
HB ACS Walver Specialized Medical Supplies
HC ACS Waiver Case Management/Transitional Case Management/Community Transition Services
HE ACS Waiver Supported Employment

H7 ACS Waiver Supportive Living/Respite/Supplemental Support

HG ACS Waiver Crisis Intervention

H9 ACS Waiver Constltation Services

Ic independentChoices

HF ACS Waiver Organized HealthCare Delivery System

N5 DDS Non-Medicaid

v2 Dental

V4 Dental Clinic (Health Dept. Only)

Vo Dental - Mobile Dental Facility

X5 Dental - Oral Surgeon

V6 Dental - Orthodontia

07 Dermatology

V3 Developmental Day Treatment Center

DR Developmental Rehabilitation Services

V5 Domiciliary Care

" CN DYS/TCM Group

co DYS/TCM Performing

E4 ElderChoices H&CB 2176 Waiver - Chore services

E5 ElderChoices H&CB 2176 Waiver - Adult Family Homes

E6 ElderChoices H&CB 2178 Waiver - Home maker

E7 ElderChoices H&CB 2176 Waiver - Home delivered hot meals
EC ElderChoices H&CB 2176 Waiver - Home delivered frozen meals
ES ElderChoices H&CB 2176 Waiver - Personal emergency response systems
E9 ElderChoices H&CB 2176 Waiver - Adult day care

EA ElderChoices H&CB 2176 Waiver - Adult day health care

EB ElderChoices H&CB 2176 Waiver - Respite care

E1 Emergency Medicine



Endocrinology

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Family Planning

Family Practice

Federally Qualified Health Center
Gastroenterology

General Practice

Geriatrics

Gynecglogy - Obstetrics

Hearing Aid Dealer

Hematology

Hemodialysis

Home Health

Hospice

Hospital - AR State Operating Teaching Hospital
Hospital — Inpatient

Hospital - Outpatient

. Hospital — Critical Access

Hospital — indian Health Services

Hospital - Indian Health Services Freestanding

Hospital - Pediatric Inpatient

Hospital - Pediatric Qutpatient

Hospital - Rural Inpattent

Hyperalimentation Enteral Nutrition — Scle Source
Hyperalimentation Parenteral Nutrition — Sole Source
immunization (Health Dept. Only)

independent Lab

Infectious Diseases

Inpatient Psychiatric - under 21

Inpatient Psychiatric - Residential Treatment Unit within Inpatient Psychiatric Hospital
Inpatient Psychiatric - Residential Treatment Center

Inpatient Psychiatric - Sexual Offenders Program
Intermediate Care Facility B

Intermediate Care Fagcility — Infant Infirmaries.

Intermediate Care Facility - Mentally Retarded

Internal Medicine

Laryngology

Maternity Clinic (Heaith Dept. Only)

Medicare/Medicaid Crossover Only

Mental Health Practitioner — Licensed Certified Social Worker
Menta) Health Practitioner - Licensed Professional Counselor
Mental Health Practitioner — Licensed Marriage and Family Therapist
Mental Health Practitioner - Psychologist

Neonatology

Nephrology

Neurology

Nuclear Medicine

Nurse Midwife _ .
Nurse Practitioner — Pediatric

Nurse Practitioner - OB/GYN

Nurse Practitioner — Family Practice

Nurse Practitioner - Gerontological

Offsite Intervention Service - Outpatient Mental and Behavioral Health (ARKids ONLY)
Oncology

Ophthaimology

Optical Dispensing Contractor

Optornetrist

Orthopedic

Osteopathy - Manipulative Therapy

Osteopathy - Radiation Therapy

Otology

Otorhinolaryngology

Pathology

Pediatrics

Personal Care Services

Personal Care Services / Area Agency on Aging

Personal Care Services / Developmental Disability Services



Personal Care Services / Week-end

Personal Care Services / Level | Assisted Living Facility
Personal Care Services / Level Il Assisted Living Facility
Personal Care Services / Residential Care Facility
Personal Care Services: Public School or Education Service Cooperative
Pharmacy Independent

Pharmacy — Chain

Pharmacy — Compounding

Pharmacy — Home Infusion

Pharmacy — Long Term Care / Closed Door

Pharmacy — Administrated Vaccines

Physical Medicine

Podiatrist

Portable X-ray Equipiment

Private Duty Nursing

Private Duty Nursing: Public School or Education Service Cooperative
Proctology

Prosthetic Devices

Prosthetic - Durable Medical Equipment/Oxygen
Prosthetic - Orthotic Appliances

Psychiatry

Psychiatry - Child

Pulmonary Diseases

Radiology - Diagnostic

Radiology - Therapeutic

Rehabilitative Services for Persons with Mental liiness
Rehabilitative Services for Persons with Physicai Disabilities
Rehabilitative Hospital

Rehabilitative Services for Youth and Children DCFS
Rehabilitative Services for Youth and Children DYS

Respite Care — Children’s Medical Services

Radiation Therapy - Complete | ‘
Radiation Therapy - Technical I 5@555

- Rheumatology

Rural Health Clinic - Provider Based

Rural Health Clinic - Independent Freestanding

School Based Health Clinic - Child Health Services
School Based Health Clinic - Hearing Screener

School Based Health Clinic - Vision Screener

School Based Health Clinic - Vision & Hearing Screener
School Based Audiology

Schoo! Based Mental Health Clinic

- Schoot District Qutreach for ARKids

Skilled Nursing Facility

Skilled Nursing Facility — Special Services
SNF Hospital Distinct Part Bed

Surgery - Cardio

Surgery - Colon & Rectal

Surgery - General

Surgery - Neurological

Surgery - Orthopedic

Surgery - Pediatric

Surgery - Oncology

Surgery - Plastic & Reconstructive

Surgery - Thoracic

Surgery - Vascular

Targeted Case Management - Ages 60 and Older
Targeted Case Management - Ages 00 - 20
Targeted Case Management - Ages 21 - 59
Targeted Case Management — Developmental Disabilities Certification — Ages 00 - 20
Therapy - Occupational

Therapy - Physical

Therapy.- Speech Pathologist

Therapy - Occupational Assistant

Therapy - Physical Assistant

Therapy - Speech Pathologist Assistant
Transportation - Ambulance, Emergency



(11)

(12)

(13)

(14)

(15)

(16)

A2 Transportation - Ambulance, Non-emergency

A6 Transportation - Advanced Life Support with EKG
AT Transportation - Advanced Life Support without EKG
TA Transportation - Air Ambulance/Helicopter

TB Transportation - Air Ambulance/Fixed Wing

TD Transportation - Broker

TC Transportafion - Non-Emergency

TH Tuberculosis (Health Dept. Only)

34 Urology

v7 Ventilator Equipment

Certification Code: This code identifies the type of provider the certification number in field 12
defines. If an entry is made in this field (11), an entry MUST be made in field 12 and 13 unless the
entry is a 5. Please check the appropriate code.

Mental Health [ ]
Home Health [ ]
CRNA [}]
Nursing Home [ ]
Other . []
Non-applicable [ ]

MEWN=O
nuwununnminu

Certification Number: If applicable, enter the certification number assigned to the applicant by the
appropriate certification board/agency.

A CURRENT COPY OF THIS CERTIFICATION MUST ACCOMPANY THIS APPLICATION.

Fnd Date: Enter the expiration date of the applicant's current certification number in month/day/year
ormat. ' '

! !
MM DD Year

Fiscal Year: Enter the date of the applicant's fiscal year end. This date is in month/day format.

|
MM DD

DEA Number: If applicable, enter the number assigned to the applicant by the Federal Drug
Enforcement Agency. Pharmacies must submit this information to be enrolled.

Required for Pharmacies only :
A CURRENT COPY OF THIS CERTIFICATE MUST ACCOMPANY THIS APPLICATION.

End Date: Enter the expiration date of the current DEA Number in month/day/year format.

/ /

MM DD Year



(17)

(18)

(19)

License Number: If applicable, enter the license number assigned to the applicant by the appropriate
state licensure board. If the license issued is a temporary license enter TEMP. If the license number
is smaller than the fields aliowed, leave the last spaces blank.

A CURRENT COPY OF THIS LICENSE MUST ACCOMPANY THIS APPLICATION.

End Date: Enter the expiration date of the applicant's current license in month/day/year format.
o PROPOSED
MM Jf I I
‘ DD Year ﬂ iggg L

CLINICAL LABORATORY IMPROVEMENT AMENDMENTS (CLIA): If appiicable, enter the CLIA
number assigned to the applicant. A copy of the CLIA certificate is required in order to have your
laboratory test paid.




Provider ID Number__. Pending

Taxonomy Code_. Computer

Provider Name ' CK to Key
Keyed

FOR OFFICE USE ONLY

Maintenance Checked

SECTION ll: FACILITIES ONLY

(20)

(21)

Special Facility Program: Check the appropriate value to depict if the applicant's facility is indigent
care, teaching facility/university or UR plan. Special facility program values include:

*A
*kB
***C
E

G
N

indigent care only .
':L?Igcr}ing fatl';ility/university only '
plan only i
A/B : gﬁ :
1

AIC

B/C

A/BIC

No special program

nunwmnmiin

* Indigent Care - Indicate whether the facility is qualified for the indigent care allowance.

NOTE: Facilities which serve a disproportionate number of indigent patients (defined as exceeding
20% Medicaid days as compared to a total patient day) may qualify for an indigent care
allowance. If the facility meets the above criteria, please send the appropriate excerpt from

the-most current cost report that refiects total Medicaid days.and total patient days.

** Teaching/University Facility - Indicate whether the facility is designated as a teaching/university
affiliated institution and participates in three or more residency training programs.

ok Utiliz’?tion Review Plan - Does the facility have a Utilization Review Plan applicable to all Medicaid
patients’ :

Total Beds: Enter the total number of beds in the facility.

~ # of Beds




Provider ID Number Pending

Taxonomy Code : Computer

Provider Name OK to Key
Keyed

FOR OFFICE USE ONLY

Maintenance Checked

SECTION ill: PHARMACIST/REGISTERED RESPIRATORY THERAPIST ONLY 1

PHARMAGCIES - PLEASE INDICATE IF THIS APPLICANT IS A CHAIN-OWNED PHARMACY WITH 11 OR
MORE RETAIL PHARMACIES NATIONALLY. (FRANCHISES WHICH ARE INDIVIDUALLY OWNED ARE
NOT CHAIN-OWNED UNLESS ONE INDIVIDUAL OR CORPORATION OWNS 11 OR MORE RETAIL

STORES.)

(22)

[]YES [ ]No ?@ @gE@

Please list each pharmacist/registered respiratory therapist name, {’)mjal gchrity Number, license
number and effective date of employment.

Please indicate by the pharmacist name whether that pharmacist is certified to administer
Vaccines. If you are providing Vaccines, the pharmacy will need to be enrolled in the Medicare
program. Please include the pharmacy Medicare Billing Provider ID Number on the Medicare
Verification Form and attach proof of Medicare enroliment to the application. Please refer to

the Medicare Verification Form for proof of Medicare requirements.

A copy of current registered respiratory therapist is required. Subsequént renewal must be provided

NOTE: Registered Respiratory Therapists must enter registration number in license number field.

Administering Vaccines (see above)

Name of Pharmacist/ Social Security Number

Registered Respiratory Therapist yes no

License/Registration Number | Effective Date of employment
Administering Vaccines (see above)

Name of Pharmacist/ Social Security Number

Registered Respiratory Therapist yes no

License/Registration Number Effective Date of employment
Administering Vaccines (see above)

Name of Pharmacist/ Socia! Security Number

Registered Respiratory Therapist yes no

Ticense/Registration Number Effective Date of employment
Administering Vaccines (see ébove)

Name of Pharmacist/ Social Security Number

Registered Respiratory Therapist yes no

License/Registration Number Effective Date of employment
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Provider iD Number Pending

Taxonomy Code Computer
OK to Key

Provider Name Keyed

Maintenance Checked

SECTION IV: PROVIDER GROUP AFFILIATIONS i

(23)  Ifthe applicant is affiliated with a group practice or an-organization that is authorized to submit Medicaid claims on
their behalf, the applicant must complete this section and sign the Appointment of Billing Intermediary Statement.

Add extra sheets if necessary. 21 , @F.
£ 4 ot Y (R
_ %@ i

Last Name First Name M. 1. Title

Group Organization Name

Group Provider [D Number Effective Date (Applicant Joined Group)
Group Taxonomy Code Expiration Date (Applicant Left Group)
City _ ‘ State Zip Code

The undemlgned Prowder authonzes the above-llsted Group Practlce Organlzatton to submlt claims to the Arkansas

Division of Medical Services (hereinafter the Division) on his/herfits behalf, in accordance with the applicable Division

requlations. The Provider also authorizes the Division to issue payment checks on his/herfits behalf fo the above listed
Group Practice Organization, in accordance with applicable Division requirements.

The Provider accepts full liability to the Division for all acts committed by each Group Practice Orgamzatlon listed above
which relate in any manner to said Group Practice Organization's performance of duties in preparing and submitting claims
on the Provider's behalf within the scope of its actual or apparent authority. Should any such acts result in the violation of
any of the laws, rules or regulations goveming the Medical Assistance Program or the Provider's agreement with the
Division, the Provider shall be fully liable to the Division as if such acts were the Provider's own acts.

The Provider agrees to notify the Division at least ten days prior to the effective date of the revocation of this Appointment
of Billing Intermediary. [n such event, the Provider's liability for the acts of the Group Practice Organization shall continue
until the tenth day after the Department's receipt of such notification or the effective date of the revocation, whichever date

is later.

An original or approved electronic signature of the individual provider is mandatory. (No stamped or copied
signature is allowed; “approved electronic signature” is described at the Arkansas Medicaid website,

https://www.medicaid.state.ar.us/.)

Signature Title Date

Provider |D Number

Typed or Printed Name

Provider Taxonomy Code
Primary Care Physicians must complete the Primary Care Physician Agreement in order to have therr managed
care fees paid to a new group Provider ID Number. (See item 25)
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3 SECTION IV: PROVIDER GROUP AFFILIATIONS

(23)  If the applicant is affiliated with a group practice or an organization that is authorized to submit Medicaid claims on
their behalf, the applicant must complete this section and sign the Appointment of Billing Intermediary Statement.
Add extra sheets if necessary.

Last Name First Name M. L Title

Group Organization Name

Group Provider ID Number Effective Date (Applicant Joined Group} i .ff‘:{;‘f}?;ﬁ-

Group Taxonomy Code ' Expiration Date {(Applicant Left Group)

City , State Zip Code

The undersigned Provider authorizes the above-listed Group Practice Organization to submit claims to the Arkansas
Division of Medical Services (hereinafter the Division) on his/her/its behalif, in accordance with the applicable Division
regulations. The Provider also authorizes the Division to issue payment checks on his/her/its behalf to the above listed
Group Practice Organization, in accordance with applicable Division requirements.

The Provider accepts full liability to the Division for all acts committed by each Group Practice Organization listed above
which relate in any manner to said Group Practice Organization's performance of duties in preparing and submitting claims
on the Provider's behalf within the scope of its actual or apparent authority. Should any such acts resuit in the violation of
any of the laws, rules or regulations governing the Medical Assistance Program or the Provider's agreement with the
Division, the Provider shall be fully liable to the Division as if such acts were the Provider's own acts.

The Provider agrees to notify the Division at least ten days prior to the effective date of the revocation of this Appointment
of Billing Intermediary. In such event, the Provider's liability for the acts of the Group Practice Organization shall continue
until the tenth day after the Department's receipt of such notification or the effective date of the revocation, whichever date
is later.

An original or approved electronic signature of the individual provider is mandatory. (No stamped or copied
signature is allowed; “approved electronic signature” is described at the Arkansas Medicaid website,

https:/iwww.medicaid.state.ar.us/.)

Signature Title Date

Provider ID Number

Typed or Printed Name

Provider Taxenomy Code
Primary Care Physicians must complete the Primary Care Physician Agreement in order to have their managed
care fees paid to a new group Provider ID Number. (See item 25)
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Application for a §1915(c) Home and
Community-Based Services Waiver

PURPOSE OF THE HCBS WAIVER 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 waiver's target 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 a waiver program
will vary depending on the specific needs of the target population, the resources available to the State, service delivery system

structure, State goals and objectives, and other factors. A State has the latitude to design a waiver program that is cost-effective
and employs a variety of service delivery approaches, including participant direction of services.

Application for a §1915(c) Home and Community-Based Services Waiver

1. Request Information (1 of 3) : _

A. The State of Arkansas requests approval for a Medicaid home and community-based services (HCBS) waiver under
the authority of §1915(c) of the Social Security Act (the Act).
B. Program Title (optional - this title will be used to locate this waiver in the finder):
AT WRIVER e e
C. Type of Request: new
Requested Approval Period: (For new waivers requesting five year approval periods, the waiver must serve
individuals who are dually eligible for Medicaid and Medicare.) :

{8 3 years i3 5 years

[%] New to replace waiver
Beplacing Waiver Number: ﬁ ﬁ?ggf 5

7 Migration Waiver - this is an existing approved waiver
Provide the information about the original waiver being migrated

Base Waiver Number: o
Amendment Number

(if applicable): e

Effective Date: (mm/dd/yy)
Waiver Number: AR.0936.R00.00
Draft ID: AR.26.00.00
D. Type of Waiver (selectonlyone):
 Regular Waiver '
E. Proposed Effective Date: (mm/dd/yy)
210:’01/12” o

1. Request Information (2 of 3)
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F. Level(s) of Care. This waiver is requested in order to provide home and community-based waiver services to
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
i Hospital as defined in 42 CFR §440.10

If applicable, specify whether the State additionally limits the waiver to subcategories of the hospital level of

care

¢
i
!

£ Jnpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
r= Nursing Facility ' '
Select applicable level of care

£ Nursing Facility As defined 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:

i

£
E
H
t

B e e

£ Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42

_ CFR §440.140 .
(7 Intermediate Care Facility for the Mentally Retarded (ICF/MR) (as defined in 42 CFR §440.150)

If applicalile, specify whether the State additionally limits the waiver to subcategories of the ICF/MR level of
care: ‘ '

T om0 A e R Y TR

1."Re'.g“ues't Information (3of3) . .

G. Concurrent Operation with Other Programs. This \ﬁaiver operates concurrently with another program (or programs)
approved under the following authorities
Selectone:
@ Not applicable
€ Applicable
Check the applicable authority or authorities: . :
f7] Services furnished under the provisions of §1915(a){1)(a) of the Act and described in Appendix I
7 Waiver(s) aunthorized 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:

Specify the §1915(b) authorities under which this progrgﬁi'--ﬁﬁéfﬁtés (checkeach ih'afl‘ép,blfe;v)'.-' o
§1915(b)(1) (mandated enroliment to managed care)
[7] §1915(b)2) (central broker)
& §1915(b)(3) (employ cost savings to furnish additional services)
7 §1915(b)(4) (selective contracting/limit number of providers)
7] A program operated under §1932(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() of the Act.

AR mAANTA
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A program authorized under §1915() of the Act.
[7] A program authorized under §1115 of the Act.
~ Specify the program:

i
i

H. Dual Eligiblity for Medicaid and Medicare.

Check if applicable:
(7] This waiver provides services for individuals who are eligible for both Medicare and Medicaid.

2. Brief Waiver DescriEtion ' |

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,

" organizational structure (¢.g., the roles of state, local and other entities), and service delivery methods.

The Autism waiver will provide intensive one-on-one treatment for children ages 18 months through 6 years of age with a
diagnosis of autism. The therapy services are habilitative in nature and are not available to children through the AR
Medicaid State Plan. These services are designed to maintain Medicaid eligible participants at home in order to preclude or
postpone institutionalization.

The services offered through the Autism waiver program are 1)Individual Assessment, Program Development/Training; 2)
Therapeutic Aides and Behavioral Reinforcers; 3)Plan Implementation and Monitoring of Intervention Effectiveness; 4)Lead
Therapy; 5)Line Therapy; and 6)Consultative Clinical and Therapeutic Services -

The first five services will be provided by the Intensive Intervention providers and the Consultative Clinical and Therapeutic
Services will be provided by fee-for-services providers.

The goal is to design a system for delivery of intensive 1:1 intervention for young children that 1) utilizes proven strategies
and interventions that are positive, respectful and safe; 2) includes and empowers parents to participate; 3) prepares children
for functional skills in natural environments; 4) includes independent checks and balances; and 5) maximizes state funding
via Medicaid matching. ' ‘ :

The waiver program is operated by the UAMS, Partners for Inclusive Communities under the administrative authority of the
Division of Medical Services (Medicaid Agency), . .. . .. . .. o .
The applicant intake-and assessment process includes a-determination of categorical eligibility, an ICF/MR level of care

determination, the development of an individualized service plan, documentation of choice between HCBS and institutional
services, and a determination of financial eligibility. Reassessments will be performed annually and mirror the initial
assessment and level of care process. Based on an assessment performed by the Operating Agency (Partners) during a face-
to-face, in-home medical assessment process, the ICF/MR level of care determination is performed by medical staff assigned
to the DMS, Office of Long Term Care. The level of care determination, in accordance with ICF/MR adsnission criteria,
must be completed, and the person deemed eligible for an ICF/MR level of care by a licensed medical professional prior to
receiving Autism waiver services, Reassessments are performed annually and mirror the initial assessment and level of care
process. :
The plan of care will be developed by the Operating Agency (Partners) and a copy of the plan of care, signed by a physician,
the Operating Agency (Partners), and the waiver participant’s parent/guardian is forwarded to the providers. The Intensive
Intervention provider is responsible for developing an Individual Treatment Plan in accordance with the participant's service
plan. _

The consultative clinica! and therapeutic services will be associated with implementation of the evidence-based intervention
with each child. The service entails a highly qualified professional (a minimum of a master’s degree credential) going into the
home where the intervention is being provided to determine the effectiveness of the intervention strategies selected by the
Intensive Intervention provider and being used with the child. This service will provide a level of technical assistance not
available elsewhere in the program to ensure that the child is progressing as expected toward the individualized goals and
objectives that the treatment protocol is integrated into natural settings and functional routines, and that generalization of skill
development is being proactively addressed. They will also ensure that the integration of the parent(s)/guardian(s) into the
treatment is working effectively and provide technical assistance to parents/guardians as needed. The benefits to children
with autism include ensuring that the treatment is occurring in such a way that they can obtain maximum benefit,

The Consultative Clinical and Therapeutic Services provider has a broad understanding of autism spectrum disorders and
operated from an interdisciplinary treatment model, as approach critical to the success of this service. These professionals
will be able to provide technical assistance that integrates the intervention across multiple life domains for the child).

Participants may be involuntarily disenrolled in cases where failure to participate in the program occurs and without parental
participation there is a risk of ineffective treatment and potential jeopardy for health and welfare of the waiver participant.
Each case will be evaluated on a case-by-case basis. This decision will be made as a joint decision by the Autism Waiver
Coordinator and the Clinical Services Specialist only after the parent/guardian has been counseled and offered an opportunity
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for corrective action. This counseling will occur during an on-site visit with the parent/guardian and will be documented on
the Parental Participation Agreement Form. If the treatment plan or schedule for delivery of services can be modified to
better facilitate program participation, the Autism Waiver Cocrdinator and parent/guardian will make such adjustments. The
Autism Waiver Coordinator will then forward the medifications to the agency providing the child’s services.

The following circumstances may result in involuntary disenroliment:

« Failure to provide information on the child that is needed for development of the treatment plan (strengths, weaknesses,
behaviors, etc.) '

« Failure to attend training on the child’s treatment plan provided by the Consultant

-+ Failure to meet scheduled appointments for delivery of therapy
Failure to implement treatment strategies in accordance with the treatment plan

3. Comeonents of the Waiver Reguest

The waiver application consists of the following components. Nofe: jiem 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 is in 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. Appendiﬁc D specifies the procedures and methods that the
" State uses to develop, implement and monitor the participant-centered service plan (ofcare). .

E. Participait-Diréction of Sérviceés. When the State provides for partlclpantdnrectlon of servxces,Appendax E
specifies the participant direction opportunities that are offered in the waiver and the supports that are available to

articipants who direct their services. (Select one): n :

& Yes. This waiver provides participant direction opportunities. Appendix E is required.

i@ No. This waiver 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 participants in specified areas.

H. Quilitylmprovement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.
L Financial Accountability. Appendix I 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 financial participation.

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

4. Waiver(s) quuésted

A. Comparability. The State requests a waiver 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: (2) 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 Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902(a)(10)(O)(i)
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(1I1) of the Act in order to use institutional income and resource rules for the medically needy (select one):
@ Not Applicable
i% No
i Yes
C. Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in §1902(a)(1) of the
Act (select ong): '

3 No

7% Yes _

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

7 Geographic Limitation. A waiver of statewideness is 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.
Specify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

3

] Limited Implementation 'B—fPaﬂicipant-Direcﬁon;X{&aiver of statewideness is 'fééﬁéétéd‘ 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 comparable services through the service

delivery methods that are in effect elsewhere in the State.
Specify the areas of the State affected by this waiver and, as applicable, the phase-in schedule of the waiver

by geographic area:

5, Assurances - - - L
N

I —— - e ML PR

In accordance with 42 CFR §441.3i)i, the State provides the following assurances to CMS:

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 safeguards include:

1. As specified in Appendix C, adequate standards for ail types of providers that provide services under this
waiver;

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 provided comply with the applicable State standards for board and care facilities as specified in Appendix

C.

B. Financial Accountability. The State assures financial 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 accounitability are specified in

Appendix L.

C. Evaluation of Need: The State assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for a level of care specified for this waiver, when there is a reasonable indication that an
individual might need such services in the near future (cne month or less) but for the receipt of home and community
based services under this waiver. The procedures for evaluation and reevaluation of level of care are specified in

Appendix B. l
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D.

6. Additional Reguirements

Choice of Alternatives: The State assures that when an individual is determined to be likely to require the level of care
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if

applicable) is:
1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either instifutional 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.

Average Per Capita Expenditures: The State assures that, for any year that the waiver is in 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.

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.

Institutionalization 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 this waiver.

Reporting: The State assures that annually it will provide CMS 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. This information will be consistent with a data collection plan designed by CMS.

Habilitation Services: The State-assures that prevocational, educational, or supported employment services, ora ..

“combination of thése services, if pﬂjvijded“'as‘habi'litatiun"servic:S'undgr'the-waiver-are:-(laﬂnot-otherwise—available to- -

the individual through a loca! 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. '

Services for Individuals with Chronic Mental Iliness. The State assures that federal financial participation (FFP)
will not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial
hospitalization, psychosocial rehabilitation services, and clinic services provided as home and community-based
services to individuals with chronic mental illnesses if these individuals, in the absence of a waiver, 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 §440.140; or (3) age 21 and under and the State has not included the optional Medicaid benefit cited in

42 CFR § 440.160.

Note: Fem 6-I must be completed.

A,

B.

C.

Service Plan. In accordance with 42 CFR §441.301(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
participant. The service plan is subject to the approval of the Medicaid agency. Federal 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.

Inpatients. In accordance with 42 CFR §441.301(b)(1) (ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICF/MR, '

Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board

P )
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except when: (a) provided as part of respite services in a facility 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. Access to 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 §431.151, 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 §433 Subpart D, FFP is not claimed for services when another third-party
(¢.g., another third party health insurer or other federal or state program) is legally liable and responsible for the
provision and payment of the service. FFP also may not be claimed for services that are available without charge, oras
free care to the community. Sérvices will not be considered to be without charge, or free care, when (1) the provider
establishes a fee 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 §431 Subpart E, to
individunals: (a) who are not given the choice of home and community- based waiver services as an alternative to
institutional level of care specified for this waiver; (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 a formal, 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 is in effect, the State will implement the

Quality Improvement Strategy specified in Appendix H.

1. Public Input. Describe how the State secures public input into the development of the waiver:
The Arkansas General Assembly convened a legislative task force on autism in 2008 as a result of Act 1198 of the
2007 Legislative Session. The purpose of this task force was to reveiw the services available in the state for children
with autism and determine needed steps for remediation of any identified gaps. All Task Force meetings were open to
the public and public comment was always solicited from attendees. The development of this Autism Waiver was the
#1 priority from this group and was submitted in its official report to the General Assembly in August of 2009.
Subsequently, as part of the development of this waiver community meetings were held with parents, professionals
and service providers in fourteen sites across the state between January and April of 2010. Two meetings were held in
each site, one during business hours and one in the evening, to maximize participation from parents and comimunity
members. Additionally, there were input sessions held with experts and an electronic survey was disseminated to
those currently providing this service in Arkansas and bordering states. Status reports on the ongoing development of
this waiver have been provided to the current Legislative Task Force on Autism at its meetings upon request. The
minutes of the. presentations and subsequent discussion has been made available to the public via the Task Force
section of the website for the Arkansas General Assembly. ‘

Regulations, policies, rules and procedures are promulgated in accordance with the Arkansas Administrative
Procedures Act. This act allows for another opportunity for public comment. Promulgation includes review and
advice from the Arkansas Legislative Subcommittee, which is open to the public, and the opportunity is given to those
wanting to speak in support of or in opposition to the rule. After review and advice from the subcommittee, the
regulations, policies , rules and procedures are adopted and encorporated into the appropriate policy manuals. All
provider manuals containing program rules are available to all providers and the generel public via the Division of
Medical Services (DMS) website. Toll-free numbers are also available for the public to call with input regarding the

waiver.
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Updates and revisions to the waiver are posted on the DMS website to allow general public comment. Notices of
updates and revisions are also published in a statewide newspaper for 30 days to allow for public review and

comment.

Federally-recognized Tribal Governments do not exist in Arkansas.

J. Notice to Tribal Governments. 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

Medicaid waiver request or renewal request to CMS 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 VI 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 CMS should communicate regarding the waiver is:
Last Name: . : ‘

First Name:

Title: e e e e A. e

w PHS DMS Medical Assistance Manager

Agency:

Arkansas Pppgr_f:__l}gm of Huql_a_x__r_!_”ServicesiDivision of Medical Services '
o ; it O

[PO Box 1427, Sl0t $295 -
Address 2:

LitleRock

State: -
Arkansas
Zip:

722031437

Phene:

Fax:



Application for 1915(c) HCBS Waiver: AR.0936.R00.00 - Oct 01, 2012 Page 9 of 135

Goneszasso

E-mail:

glendahiggs@arkansasgov e

B. If applicable, the State operating agency representative with whom CMS should communicate regarding the waiver is:
Last Name:

First Name{

Karan
Title:

. Associate Director

Aé;ncy:

'UAMS, Partners for Inclusive Communities (Partners)
Address:

2001 Pershing Circle, Suite 300 : N ——

K&d}'ess p

North Little Rock
State:

Arkansas

Zip:

72114

Phone:

Gonesz9900  Ewi [OdTIv

Fax:

(501) 526-5938

E-mail:

Emett_elggranb@ugqjs.edu
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8. Authorizing Signature

This document, together with Appendices A through J, constitutes the State's request for a waiver under §1915(c) of the Social
Security Act. The State assures that all materials referenced in this waiver application (including standards, licensure and
certification requirements) are readily available in print or electronic form upon request to CMS through the Medicaid agency
or, if applicable, from the operating agency specified in Appendix A. Any proposed changes to the waiver will be submitted by
the Medicaid agency to CMS in the form of waiver amendmients. ‘

Upon approval by CMS, the waiver application serves as the State's authority to provide home and community-based waiver
services to the specified target groups. The State attests that it will abide by all provisions of the approved waiver and will
continuously operate the waiver in accordance with the assurances specified in Section 5 and the additional requirernents

specified in Section 6 of the request.

Signature:
iGlenda Biggs

State Medicaid Director or Designee

Submission Date;
Apr27,2012 . §

Note: The Signature and Submission Date fields will be automatically completed when the State Medicaid Director
submits the application.

Last Name;

[Alison,PD ]
First Name:. '

| Andrew 7 - 7 !
Title:

Agency:

§ﬁl§§§§§§ Department of Human Services/DivisAi’qn'qf Medical Servicg,s_ e L

'POBox 1437, 8ltS401
Address 2:

LitleRock

Stité:
Arkansas
Zip:

Phone:

Gonems e ETIY
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Fax:

(Goneszie7

E-mail:

ndyallson@atkansas.gov e

Attachment #1: Transition Plan —

Specify the transition plan for the waiver:

N/A

Additional Needed Information (OEtional!

Provide additional needed information for the waiver (optional):

AEEendix A+ Waiver Administration and OEeration , : i

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver
(SBIECEOREY: - - - o e e e

¢’; The waiver is operated by the State Medicaid agency.

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (se!ect
one): _ .

i%: The Medical Assistance Unit.

Specify the unit name:

“('55 e é;iﬁ}}iéiéﬁftéh}ﬁ-}f et e e s
3+ Another division/unit within the State Medicaid agency that is separate from the Medical Assistance
Unit.

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

fddh;ﬁléi;}iém ;4;;?:&); e e e e o
@ The waiver is operated by a separate agency of the State that is not a division/unit of the Medicaid agency.

Specifj the division/unit name:
University of Arkansas for Medical Sciences (U AMS) - Partners for Inclusive Communities (Partners)

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
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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 CMS upon request. (Complete item A-2-b).

AEEendix A: Waiver Administration and OEeration

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by anether Division/Unit
within the State Medicaid 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: : _
‘As indicated in section 1 of this appendix, the waiver is not operated by another division/unit within the

State Medicaid agency. Thas this section does not need to be completed.

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: ' :
The Medicaid Agency, Division of Medical Services (DMS) and the Operating Agency, University of
Arkansas for Medical Sciences (UAMS) Partners for Inclusive Communities (Partners) have a Memorandum

-of Understanding (MOU) to ensure an understanding between agencies regarding the operationand =~
- ‘administration of the Autism Waiver. - The MOU-delineates the waiver will be operated by Partners-under-the
authority of DMS, who will exercise administrative authority, as well as, approve waiver policies, rules and
regulations. DMS has the final authority regarding administrative matters.

DMS and PARTNERS have a common and concurrent interest in providing eligible Medicaid recipients with
access to waiver services through qualified providers, while ensuring that the integrity of the Medicaid
Program is maintained. The agencies will administer the waiver so as to meet the following assurances:

+ For the health and welfare of waiver pasticipants;

« For plans of care responsive to waiver participant needs;

» That only qualified providers serve waiver participants;

« That the State conducts level of care need determinations consistent with the need for institutionalization;

» That the State Medicaid Agency retains administrative authority over the waiver program; and
» That the State provides financial accountability for the waiver.

DMS menitors this agreement to assure that the provisions specified are executed. Both DMS and
PARTNERS will provide information and data needed to carry out the interagency agreement. DMS and
PARTNERS will conduct routine, ongoing oversight of the Waiver Programs.

Provisions of the MOU are as follows:

DMS Responsibilities

A. DMS is responsible for all policy decisions regarding the waiver, as well as monitoring their
implementation by PARTNERS. DMS will review and approve all policies and procedures prior to

_implementation. _
B. DMS will reimburse for authorized waiver services provided to eligible Medicaid recipients by certified

providers who are enrolled in the Arkansas Medicaid Program:

1. DMS will promulgate the following documents to provide the rules and regulations for participation in the
Arkansas Medicaid Program. DMS will update these documents as necessary: Autism Intervention Waiver

P A
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Provider Manual;

2. DMS has final authority with regard to all functions related to the waiver providers’ participation in the
Arkansas Medicaid Program.

3, DMS or its agent will train providers in the proper procedures to follow in submitting claims to the
Medicaid Program. As participative changes occur in the Arkansas Medicaid Program, notices of these
changes will be disseminated to PARTNERS and to the providers for incorporation into their provider
manual. DMS or its fiscal agent will handle all questions concerning the submission of claims for Title X1X

funding.

4.DMS is responsibie for ensuring that waiver providers remain in compliance with all rules and regulations
required for participation in the Medicaid Program. The following procedures will govern the approval of
providers requesting to participate in the program. '

« PARTNERS has authority for certification of any provider requesting to render waiver services. This
information will be provided to DMS, as needed. All certification requirements will be reviewed and
approved by DMS prior to implementation.

« Each provider applicant must complete an application and sign a contract for participation in the Arkansas
Medicaid Program. '

« DMS, after reviewing all information, will make the determination whether to enroll the provider into the
Arkansas Medicaid Program.

* DMS throug_h its fiscal agent will assign each new enrolled provider a unique Medicaid provider number.

« PARTNERS will complete at least annual recertification of all waiver providers to verify continued
compliance with certification requirements.

 + DMS will conduct at least annual reviews of waiver providers to verify the certification of the providers and
will notify PARTNERS in writing of the findings. oo

+ DMS will notify PARTNERS in the event any waiver provider is removed from the active Medicaid provider
files. This notification will include the effective date of the closure and the reason.

C. DMS is responsible for providing PARTNERS relevant information pertaining to the Medicaid Program
and any federal requirement governing applicable waiver programs. :

D. DMS will conduct quarterly team meetings with PARTNERS staff to discuss compliance with the
performance measures in the waiver applications, resuits of chart reviews performed by both DMS and
PARTNERS, corrective action plans, remediation and systems improvements so as to maintain an efficient
administration of the waiver.

E. DMS will monitor compliance with this interagency agreement.

PARTNERS Responsibilities

A. PARTNERS will develop and implement policies and procedures to operate the waiver in compliance with
Attachments A and B of this agreement. PARTNERS will submit policies and procedures to DMS for review
and approval prior to implementation. '

B. PARTNERS will provide training to waiver providers regarding the certification procedures/requirements
set forth by that division and provide DMS with documentation indicating the date(s) of the training and a list
of attendees within 5 working days from the date of the training.

C. PARTNERS will conduct at least annual recertification of waiver providers to verify the certification of the
providers and will notify DMS in writing in the event any provider is decertified. This notification will occur
within one week after the effective date of the decertification.

D. PARTNERS is responsible for establishing and/or monitoring the individual service plan requirements
governing the provision of all waiver services. PARTNERS is responsible to staff and monitor qualified
professionals to conduct the service plan development, implementation, and monitoring process. As required
by federal regulation, all plans of care are subject to approval by DMS and must be submitted for periodic re-
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approval annually. PARTNERS is responsible for establishing a mechanism to ensure a specified number of
service plans are reviewed by DMS or their designated representatives and are re-approved
annually. PARTNERS is responsible for ensuring at least annual updating of individual service plans.

E. PARTNERS is responsible for ensuring that waiver providers remain in compliance with all rules and
regulations required for participation in the Home and Community-Based waiver programs operated by
PARTNERS. The following procedures will govern the approval of providers requesting to participate in the

program. - -

« PARTNERS has authority for certification of any provider requésting to render waiver services. This
information will be provided to DMS, as needed.

« Each provider applicant must complete an application and sign a contract for participation in the waiver
programs. Participation is program and waiver service specific.

« PARTNERS, after reviewing all information, will make the determination whether to certify the provider as
a waiver provider.

« PARTNERS will conduct at least annual reviews of waiver providers to verify the certification of the
providers and will notify DMS in writing in the event any provider is decertified. This notification will occur
within one week after the effective date of the decertification and will include the effective date of the

decertification and the reason.
Reporting:

A. CMS requires annual reports for 191 5(c) home and community-based services waivers (HCBS) providing
information on the waiver’s impact on the type, amount, and cost of services provided under the State Plan as
well as the health and welfare of waiver participants. DMS is responsible for the completion of the CMS-372
Annual Report. PARTNERS will coordinate with DMS on the collection of data and issuances of reports

- through the MMIS and ACES as needed to complete the report, and review each report prior to submission.

" B.PARTNERS wiil provide to DMS quarterly reports of the results of its monitoring activities.
C. PARTNERS will produce reports to document quality assurance reviews and to comply with the
performance measures in the waiver application. '

D. PARTNERS will provide DMS access to any data necessary for DMS to perform quality assurance reviews
and to comply with the performance measures in the waiver application.

Effective Date, Changes, and Duration of Agreement:
A. This agreement becomes effective July 1, 2012 after designated parties sign the agreement.

B. Changes made during its effective life will be added as formal amendments which all parties must
acknowledge by signature. ~

C. DMS and PARTNERS will review the MOU annually and to determine if revisions are required.

- D. This agreement continues in effect until terminated by DMS or PARTNERS. No renewal action is
necessary unless either party requests revisions. '

Attachments A and B:

By signing this MOU, PARTNERS commits to meeting all requirements contained in Attachments A, Quality
Assurance Protocol, and Attachment B, Financial Accountability.

Non-compliance with Interagency Agreement:

If DMS discovers that PARTNERS is not complying with the terms of the interagency agreement, including
attachments, DMS will require corrective action within timeframes designated by DMS and suited to the area
of non-compliance. DMS reserves the right to terminate the Interagency Agreement and the Medicaid waiver
at any time depending on the severity and nature of ‘non-compliance.
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DMS quality assurance staff continuously evaluates the operating agency’s quality management processes to
ensure compliance. The following describes the roles of each entity:

DMS quality assurance staff conducts 100% review of initial level of care determinations performed by
Partners. Monthly reports are produced and shared with Partners, who is responsible to remedial actions as
necessary in a timely manner. Quarterly summary reports are also created with trending and analysis of data,
and recommendations for improvement.

DMS and Partners quality assurance staff conducts 100% review of participant case records and provider
certification files. These reviews focus on the CMS quality assurance framework and performance
measures. After each review, a report of findings is transmitted to Partners, who is required to develop and
implement a remediation plan, if applicable within a designated timeframe.

DMS quality assurance staff utilized other systems such as Medicaid Management Information Systems
(MMIS) and the Division of County Operations eligibility system ANSWER to monitor quality and
compliance with waiver standards.

Other DMS staff such as Program Integrity conducts utilization reviews, investigates potential fraud, and other
requested focused reviews of the operating agency as warranted. A report of findings is produced and
transmitted to Partners for remedial action as necessary.

AEEendix A: Waiver Adlhinistration and OEeration . .

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 oney:
¥ Yes. Contracted entities perform waiver operational and administrative functions on behalf of the

Medicaid 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

;md A4-6.:

bhehalf of the

@ No. Contracted entities do not perform waiver operational and administrative functions on
Medicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and OEeration —

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):

& Not applicable ’

% Applicable - Localregional non-state agencies perform waiver operational and administrative functions.

Check each that applies:
7] Local/Regional non-state public agencies perform waiver operational and administrative functions at the

local or regional level. There is an interagency agreement or memorandum of understanding between the
State and these agencies that sets forth responsibiiities and performance requirements for these agencies that
is available through the Medicaid agency.

Specify the nature of these agencies and complete items A-5 and 4-6:

] Local/Regional non-governmental non-state entities conduct waiver operational and administrative
functions at the local or regional level. There is a contract between the Medicaid agency and/or the operating



Application for 1915(c) HCBS Waiver: AR.0936:R00.00 - Oct 01,2012 Page 16 of 135

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 CMS upon request through the

Medicaid agency or the operating agency (if applicable).

Specify the nature of these entities and complete items A-5 and A-6:

{
£

I

Appendix A: Waiver Administration and Operation

5. Respdnsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Entities. Specify
the state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state
entities in conducting waiver operational and administrative functions;

AEEendix' A: Waiver Administration and Operation

6. Assessment Methods and Frequency. Describe the methods that are used to assess the performance of contracted
and/or local/regional non-state entities to ensure that they perform assigned waiver operational and administrative
functions in accordance with waiver requirements. Also specify how frequently the performance of contracted and/or

local/regional non-state entities is assessed:

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 §431.10, when the Medicaid agency does not directly conduct a function, it supervises the
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. Nofe:
More than one box may be checked per item. Ensure that Medicaid is checked when the Single State Medicaid Agency
(1) conducts the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves

policies related to the function.

Function . _ ngegt:i::;d _ Other S}t‘ngt:n(:;verating
Participant waiver enroliment _-Eféﬂ ‘ ‘@
Waiver enrollment managed against approved limits - BB &l
Waiver expenditures managed against approved levels ¥
Level of care evaluation 2
Review of Participant service plans l
Prior authorization of waiver services , il
Utilization management i) Ha
|Qualified provider enrollment & B
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A

Execution of Medicaid provider agreements [] =1
Establishment of a statewide rate methodology [ i
Rules, policies, procedures and information development governing the waiver 7] e
program +
'Quality assurance and quality‘ improvement activities i)
endix A: Waiver Administration and Operation
. - '_
Quality Improvement: Administrative Authority of the Single State Medicaid

Agency

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

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/indicator the State will use to assess compliance with the statutory assurance
complete the following. Where possible, include numerator/denominator. Each performance measure must be
specific to this waiver (i.e., data presented must be waiver specific). .

For each performance measure, provide information on the aggregated data that will enable the State to

analyze and assess progress toward the performance megsure. In this section rovide information on the
“method by which each source of dala is analyzed statistically/deductively or inductively, how themes are

identified or conclusions drawn, and how recommendations are formulated, where aggrog'ridt'é;

Performance Measure:

Number and percent of active, unduplicated participants served within approved limits
specified in the approved waiver, Numerator: Number of active, unduplicated
participants served within approved limits: Denominator: Number of
active/unduplicated participants.

Data Source (Select one):

Other
If 'Other is selected, specify:
MMIS
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation |collection/generation each that applies):
(check each that applies): | (check each that applies):
7] State Medicaid [7] Weekly [7] 100% Review
Agency
F°] Operating Agency [ Monthly [} Less than 100%
Review
{7] Sub-State Entity [~] Quarterly 7 Representative
Sample
Confidence
Interval =




%} Other
Specify:

7 Annually

Application for 1915(c) HCBS Waiver: AR.0936.R00.00 - Oct 01, 2012

[ Stratified
Describe Group:

Data Source (Select one):
Other _
If 'Other’ is selected, specify:

[F] Continuously and
Ongoing

Other
Specify:

ACES Report of Active Cases (Point in Time)

Responsible Party for
data collection/generation

Frequency of data
collection/generation

(check each that applies):

Sampling Approach(check
each that applies):

(check each that applies).
[ State Medicaid '
Agency

7 Weekly

i 100% Review

Operating Agency

Monthly

™ Less than 100%
Review

{1 SubsState Entity— |

=) -Qﬁart'eﬂy._...l.. o
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- .. [F]-Representative |~

Sample
Confidence
Interval =

[ —

= Other

Specify:
Division of County
Operations

71 Annually

il Stratified
Describe Group:

=1 Continuously and Other
Ongoing 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):

4] State Medicaid Agency

=) Weekly

Yol aTa Wi Y2 R Na



[ Operating Agency

Maonthly
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[7] Sub-State Entity Quarterly
7] Other 7| Annually
] 2

Specify:

Performance Measure:

Continuously and Ongoing

Other
Specify:

Number and percent of LOC assessments completed by PARTNERS in the time
specified in the agreement with the Medicaid Agency. Numerator: Number of LOC
assessments completed by PARTNERS in time frame; Denom inator: Number of LOC

assessments reviewed.

Data Source (Select one):
Other

If 'Other’ is selected, specify:

Monthly Activity Report .
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation |collection/generation each that applies):
| (check each that applies): |(check each that applies): S
7] State Medicaid = Weekly [7] 100% Review
Agency

& Operating Agency

. [ Monthly

7] Less than 100%
Review '

Sub-State Entity

Quarterly

[7] Representative

Sample
Confidence
Interval =

{7 Other
Specify:

= Annually

[ Stratified
Describe Group:

Data Source (Select one):

Continuously and
Ongoing

[7] Other
Specify:
T Y -

t ol

[¥] Other
Specify:
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Other

If 'Other' is selected, specify:

Average Days Report
Responsible Party for ‘| Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):

(check each that applies): | (check each that applies):
7 State Medicaid Weekly ] 100% Review
Agency :
il O_perating Agency Monthly 7 Less than 100%
: ' Review
[} Sub-State Entity 7] Quarterly [*] Representative
Sample
Confidence
Interval =
Other = Annually [7] Stratified
Specify: Describe Group:
?&f%ﬁl
7| Continuously and {77 Other
Ongoing . Specify:
| Other
Specify:

Data Source (Select one):

Other

If 'Other is selected, specify:

Medicaid Quarterly QA Report (Chart Reviews) :
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation |collection/generation |each that applies):
(check each that applies): | (check each that applies): 7

F7] State Medicaid Weekly i@ 100% Review
Agency ‘
7% Operating Agency 7 Monthly {7 Less than 100%
_ Review
[7] Sub-State Entity 7 Quarterly [l Representative
. Sample
Confidence
Interval = _
_
71 Other [Z] Annually \ g7 Stratified
Specify: - Describe Group:
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Ongoing

Continuously and

[7] 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):

State Medicaid Agency

Weekly

Operating Agency

Monthly

Sub-State Entity

Quarterly

£7) Other 7] Annually
Specify:
=1 Continuously and Ongoing |
Other
Specify:
Performance Measure:

Number and percent of participant service plans completed by PARTNERS in the time
frame specified in the agreement with the Medicaid Agency. Numerator: Number of
service plans plan completed by PARTNERS in time frame; Denominater: Number of

service plans reviewed,

Data Source (Select one):
Other

If 'Other' is selected, specify:
Medicaid Quarterly QA Re

ort (Chart Reviews)

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 [7] Monthly [7j Less than 100%

Review

i Sub-State Entity 4] Quarterly

7 Representative
Sample
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Confidence
Interval =
[ Other Annually £7] Stratified
Specify: Describe Group:

{z1 Continuously and
Ongoing

Other
§pecify:

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):

[7] State Medicaid Agency [Z] Weekly
- 7}-Operating Agency ... . . Monthly .
| =] Sub-State Entity ~ i Quarterly
B Other [7] Annually
Specify:

%] Continnously and Ongoing

77 Other
Specify:

Performance Measure: 7
Number and percent of participants with delivery of at least two waiver services per
month as specified in the service plan in accordance with the agreement with the
Medicaid Agency. Numerator: Number of participants with at least two services per
menth; Denominator: Number of participants served.

Data Source (Select one):

Other

If 'Other’ is selected, specify:
Minimum Waiver Services Report

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

7 State Medicaid == Weekly = 100% Review
& i

Page 22 of 135



Application for 1915(c) HCBS Waiver: AR.093.6.R00.00 - 0ct 01,2012

Agency

71 Operating Agency

=] Monthly

= Less than 100%
Review '

[[7] Sub-State Entity

Quarterly

7] Representative

Sample
Confidence
Interval =

'Dg_tg_'A'ggregation'and"AnaIysis:-~ e

£7 Other [7] Annually i7] Stratified
Specify: Describe Group:
77 Continuously and _[7] Other
Ongoing Specify: 7
Other
Specify:

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

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

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

[ Other
Specify:

Annually

Performance Measure:

Number and percent of providers applications for which

7 Continuously and Ongoing

7] Other

Specify: -

the provider obtained

appropriate licensure/certification in accordance with waiver qualification prior to

service provision. Numerator: Number of provider certifications issued Denominator:

Number of providers

Data Source (Select one):
Other

Page 23 of 135
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ort {Chart Reviews)
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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
Agency

Weekly

& 100% Review

7] Operating Agency

=] Monthly

CE Less than 100%
Review

_ ] Sub-State Entity

Quarterly

[=] Representative

Sample
Confidence
Interval =
g Other Annually {¥] Stratified
Specify: . Describe Grg_qpéw .

Continuously and
Ongoing
=] Other
Specify:
Data Source (Select one):
Other T :
If 'Other’ is selected, specify:
Provider File Review
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):

(check each that applies):

(check each that applies):

[ State Medicaid

1 Weekly

$Hi
2

7 100% Review

Agency
71 Operating Agency [Zi Monthly . [ Less than 100%
Review
=71 Sub-State Entity = Quarterly @ Representative
Sample
Confidence
Interval = _
F] Other - [F] Annually =} Stratified ‘
Specify: Describe Group:
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Continuously and
Ongoing

[7] Other
Specify:

il 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):

[7] State Medicaid Agency

Weekly

[#] Operating Agency

Monthly

{=] Sub-State Entity

Quarterly

Other [#] Annually
Specify:
7] Continuously and Ongoing
| E] Other”
Specify:
Performance Measure:

Number and percent of policies and/or procedures developed by PARTNERS that are
reviewed and approved by the Medicaid Agency prior to implementation. Numerator:

Number of policies and procedures by PARTNERS reviewed by Medicaid before
implementation; Denominator: Number of policies and procedures developed.

Data Source (Select one):
Other

If 'Other’ is selected, specify:

Policy Development Quality Assurance Request Forms

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):

7 State Medicaid
Agency

Weekly

& 100% Review

r7] Operating Agency

[-7] Monthly

(7] Less than 100%
Review

[7] Sub-State Entity

Quarterly

[7] Representative
Sample
Confidence
Interval =
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[7] Other 73 Annually [ Stratified
Specty: Deseribe Group:
[# Continuously and (| Other
- Ongoing Specify

w2 Other
Specify:

Data Aggregation and A_nalysis:

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

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

[ State Medicaid Agency

7 Weekly

[#) Operating Agency

[ Monthly

[T} Sub-State Entity

== _Qll_al'terly

[F] Other 7] Annually
Specify:
Continunously and Ongoing
Other
Specify:
Performance Measure: .

Number and percent of initial LOC assessments completed using the approved
instrument according to the agreement with the Medicaid Agency. Numerator: Number
of LOC assessments completed using the approved instrument; Denominator: Number

of LOC assessments reviewed.

Data Source (Select one):
Other
iIf 'Other’ is selected, specify:

Medicaid Quarterly QA Report (Chart Reviews)

Responsible Party for
data collection/generation
(check each that applies):

collection/gene

Frequency of data

(check each that applies):

Sampling Approach(check

ration each that applies):

[7] State Medicaid
Agency

Weekly

=7 100% Review
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o
18

1 Oﬁerating Agency

[7] Monthly

3 Less than 100%
Review

['7] Sub-State Entity

Quarterly

Representative

Sample
Confidence
Interval =

7] Other
Specify:

Annually

Stratified

Describe Group:

7] Continuously and D Other
" Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

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

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

[# State Medicaid Agency

7 Weekly

[#] Operating Agency

[} Monthly

I3 Sub-State Entity

Quarterly

[7] Other
Specify:

[Z] Annually

; Continuously and Ongoing

[7] Other
Specify:
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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,

responsible.
N/A

b. Methods for Remediation/Fixing Individual Problems

Describe the State’s method for addressing individua

including frequency and parties

I 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.

DMS QA staff conducts chart reviews on 100% o

f the waiver participant’s records and produces reports of the
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resuilts. These reports include issues such as untimely level of care re-evaluations, incomplete service plans,
and incorrect billings to Medicaid. These reports are share with the Partners. Partners is responsible for
implementing remedial action to prevent future occurrences of the same issues and if necessary, developing a
corrective action plan to address any issues not resolved through remediation. The corrective action plan may
include training, policy corrections, and provider billing adjustments. In cases where the numbers of active
participants and undupiicated participants served in the wavier are not within approved limits, remediation
may include waiver amendments and possibly impiementing a waiting list.

Partners and DMS participate in quarterly team meetings to discuss and address individual problems
associated with administrative authority, as well as problem correction and remediation. PARTNERS and
DMS a Memorandum of Understanding (MOU) for measures related to administrative authority of the

waiver.

DMS reviews and approves all policies and procedures (including waiver amendments) developed by
PARTNERS prior to implementation, as part of the MOU. In cases where policies or procedures were not
reviewed and approved by DMS, remediation includes DMS review of the policy or procedure upon
discovery, and approving or removing the policy or procedure. ’

Remediation to address participants not receiving at least two waiver services per month in accordance with
the service plan and the agreement with DMS includes case closure, conducting monitoring visits, revising a
plan of care to add a service, checking provider billing and providing training. Remediation associated with
provider certifications that are not current according to the MOU include closing provider numbers, recouping
payments for services and recertifying providers upon discovery, if appropriate. PARTERS conducts
remediation efforts in these efforts and the transmitta! tool used for case record reviews documents and tracks
remediation.
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend jidentification)
Frequency of data aggregation and
analysis (check each that applies):

Responisible Party (check each that applies):

| [@-State Medicaid Agency - E Weekdy-oo e | IR
Operating Agency | @ Monthly o |
Sub-State Entity Quarterly
3 Other - 7 Annually

Specify:

" [#] Continuously and Ongoing

[ Other
Specify:

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to desigh

methods for discovery and remediation related to the assurance of Administrative Authority that are cutrently non-
operational, :
4 No
2% Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.
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Appendix B: Participant Access and Eﬁgibility

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

Target Group(s). Under the waiver of Section 1902(2)(10)(B) of the Act, the State limits waiver services to a group or
subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance with 42
CFR §441.301(b)(6), select one waiver target group, check each of the subgroups in the selected target group 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 | No Maximum
Limit Age Limit
{5 Aged or Disabled, or Both - General
B IDiuhled (Physical} ; _
[pisabied (Other) p o F
2 Aged or Disabled, or Both - Specific Recognized Subgroups '
IBnin Injury i I : |
Imvmns [
g IMediuI]y Fragile 3 ; : : [
Technology Dependent i i ‘ [
&) Mental Retardation or Developmental Dissbility, or Both ‘
NI — P i
] IDeveIopmental Disability ‘ . E7
i IMentnl Refardation ‘;—_—"— “ o ! 7]
X' Mental Iliness _
Mental tiness
£ lSerious Emotional Disturbance _f__m ‘

b. Additional Criteria. The State further specifies its target group(s) as follows:

1. children who have been diagnosed with an Autistic Disorder diagnosis, as defined by the most recent edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM) of the American Psychiatric Association and who meet

the ICF-MR Ievel of care criteria
2. the diagnosis of autism must have been provided by multiple professionals, including a physician, psychologist and

speech-language pathologist, either individuaily or as a team.
3. waiver participants will be terminated from the waiver after either a total of three consecutive years of service or
upon reaching their seventh birthday; participants must enter the program on or before their fifth birthday to allow the

two-year minimum treatment to occur

The three year maximum service limitation is specified in Arkansas Act 1198 of 2007 enacted in the 86th Session of

the Arkansas General Assembly. .
Transition of Individuals Affected by Maximum Age Limitztion, 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):

+% Not applicable. There is no maximum age limit

i® The following transition planning procedures are employed for participants who will reach the waiver's
maximum age limit,
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Specify:

The State's transition planning procedures will be implemented three months prior to the end of the participant's
waiver program end date or if the waiver participant fails to meet the level of care criteria before the 2-year
minimum is met. Parents or the legal guardian(s) will be provided information about other services, supports and
appropriate referrals available (i.c., state plan services, other waiver alternatives, and programs available through
the Local Education Agency). The Autism Waiver Coordinator will be responsible for coordinating the transition

to other services.

‘AEEendix B: Participant Access and 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.

€ Cost Limit in Excess of Institutional 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 2 level of care specified for the waiver up to an amount specified by the

State. Complete Items B-2-b and B-2-c.

The limit specified by the State is (select one)

& A level higher than 100% of the institutional average.

JU—
:

 Specify the percentage:: |

& Other

Specify:

& Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), 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 100% of the cost of the level of care specified for the waiver.
Complete ltems B-2-b and B-2-c. ‘ '

% 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 fumished to
that individual would exceed the following amount specified by the State that is less than the cost of a level of

care specified for the waiver.

Specify 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 fimit specified by the State is (select one):

7% The following dollar amount:
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Specify dollar amount: |
The dollar amount (select one)
€% Is adjusted each year that the waiver is in effect by applying the following formula:

Specify the formula:

%2 May be adjusted during the period the waiver is in effect. The State will submit a waiver
amendment to CMS to adjust the dollar amount.
& The following percentage that is less than 100% of the institutional average:

Specify percent:| |

& Other:

Specify:

Appendix B: Participant Access and ,Eligibi'lity
- T B-2: Tadividual Cost Limit (2of2) " 77 7

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 ltemn 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 Safegaards, When the State specifies an individual cost limit in Item B-2-a and there is achange inthe
participant's condition or circumstances post-entrance to the waiver that requires the provision of services in 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).
[7] The participant is referred to another waiver that can accommodate the individual's needs.

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

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

[7] Other safeguard(s)

Specify:
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AEEendix 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 is in effect. The State will submit a waiver amendment to CMS
to modify the number of participants specified for any year(s), including when a modification is necessary due to
legislative appropriation or another reason. The number of unduplicated participants specified in this table is basis for

the cost-neutrality calculations in Appendix J: _
' Table: B-3-a

Waiver Year Unduplicated Number of Participants
e S
Year1 :
'Year2 i
Yeard 15 o

b. Limitation on the Number of Participants Served at Any Point in Time, Consistent with the uﬁ&{xplicated number
of participants specified in Item B-3-a, the State may limit to a lesser number the number of participants who will be
served at any point in time during a waiver year. Indicate whether the State limits the number of participants’in this

way: (select one):
£5 The State does not limit the number of participants that it serves at any point in time during a waiver year.

{ The State limits the number of parﬁcipants that it serves at any point in time during a waiver year.

Thi limit that applies to each year of the waiver period is specified in the-following table:

Table: B-3-b
Waiver Year | Serva At Aay Point During the Year
Year 1 : - : S 5
Year2 .
YVear3 ;100 z

Apnendix B: ParticiEaut Access and Eligibility
B-3: Number of Individuals Served (2 of4) -

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 a crisis) subject to CMS review and approval. The State (select ong):

@ Not applicable. The state does not reserve capacity.

#5 The State reserves capacity for the following purpose(s).

endix B: Participant Access and Eligibili
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of participants who are
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served subject to a phase-in or phase-out schedule (sefect one):
** The waiver is not subject to a phase-in or a phase-out schedule.

@ The waiver is subject to & phase-in or phase-out schedule that is included in Attachment #1 to Appendix B-
3, This schedule constitutes an intra-year limitation on the number of participants who are served in the

waiver. ,
e. Allocation of Waiver Capacity.

Select one.

{@ Waiver capacity is allocated/managed on a statewide basis.
£ Waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is allocated; (b) the methodology that is used to allocate capacity
and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among,

local/regional non-state entities:

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

Initially, waiver applicants will be admitted to the waiver program based on a random sclection process. Partners will
begin accepting applications October 1,2012. A deadline will be set for 20 business days after the waiver program is
available for applications to be received by Partners and in the DHS County Offices across the state, All applications
received by that date will be forwarded to the Operating Agency (Partners) for inclusion in the state-wide drawing for
stots. Each application received will be assigned a number.- The numbers (with-no identifying information about the
applicant) will be placed ii the drawiig, Nuritiers Will be drawn and rank order assigned for every application-in the
pool, If there are more applications than slots for services, the additional applications will be placed on a waiting list
based on the order of the number drawn. From this point forward, additional applications received in the county
offices will be forwarded to the Operating Agency (Partners) and placed on the waiting list managed by the Operating
Agency (Partners) and taken into the program as slots become available based on their date of application. Any child
who reaches histher fifth birthday while still on the waiting list will be removed from the waiting list as ineligible.
Notice will be sent to the parents/guardians that such action is occurring with information regarding other resources

and/or services available.

Appendix B: Participant Access and Elig.ibility' .
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Waiver Phase-In/Phase-Qut Schedule
Based on Waiver Proposed Effective Date: 10/01/12

a. The waiver is being (select one):
@ Phased-in

£ Phased-ont
‘b. Phase-In/Phase-Out Time Schedule. Complete the following table:

Beginning (base) number of Participants: 0

Phase-In/Phase-Out Schedule

Waiver Year 1 Waiver Year 2
UnduEliuled Number of Plrliciganls: 00 Unduglicaled Number of Pnrtic!gants: 150
Base Number of Participant Base Number of Participant
Month Participants Change Limit Monthl Participants Change Limit
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Oct ol 10 Oct 100 ioo
Nov ol Y ) Nov 100 100
Feb . L 0| 50 Feb 100 100
Mar v ] 60 Mar 100 100
— 0] e [a i 10
May o 10 80 May 100 100
Jun 80 :;j__j 90 Jun 100 100
Jal | - JEE 00 Jul 100 0 100
s ol 0 w]| [ w [ o we
. Waiver \:rS
Unduplicsied Number of Parficipants: 150
s By
Oct 100 100
e 100
Jan 100 100
Feb 100 100
Mar 100 " 100
Apr 100 100
May 100 100
Jun l100 100
Jul 100 100
Aug 100 100
o o) 100
s Waiver Years Subject to Phase-In/Phase-Out Schedule
Year One | Year Two | Year Three
;
Phase-In/Phase-Out Time Period
' Month Waiver Year
Waiver Year: First Calendar Month Oct
Phase-in/Phase-out begins Oct 1
Jul 1

Phase-in/Phase-out ends
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Appendix B: Participant Access and Eligibility

B-4: Eligibility Groups Served in the Waiver

1. State Classification. The State is a (select one):
@ §1634 State
¢ SSI Criteria State
g% 209(b) State
2. Miller Trust State, .
Indicate whether the State is a Miller Trust State (select one):
i No
@ Yes

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)

[7] Low income families with children as provided in §1931 of the Act

[¥] SSI recipients

7] Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121

i7] Optional State supplement recipients

- Optional categorically needy aged-and/or disabled individuals who have income at:

Select one:

%1 100% of the Federal poverty level {FPL)
5 o4 of FPL, which is lower than 100% of FPL.

Specify percentage: | |
i7" Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in

§1902(a)(10)(A)(ii)(XTID) of the Act)
7] Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as provided

in §1902(a)(10X(A)(ii)(XV) of the Act)
) Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage

Group as provided in §1902(a)(10)(AXi)(XV]) of the Act)
77 Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134

eligibility group as provided in §1902(e)(3) of the Act)
I'7 Medically reedy in 209(b) States (42 CFR §435.330)
[T} Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324)
i} Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the

State plan that may receive services under this waiver)

Specify:

Titlte IV-E Children.

Special home and community-based waiver group under 42 CFR §435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 is included, Appendix B-3 must be completed
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# No. The State does not furnish waiver services to individuals in the special home and community-based

waiver group under 42 CFR §435.217. Appendix B-5 is not submitted. _
@ Yes. The State furnishes waiver services to individuals in the special home and community-based waiver

group under 42 CFR §435.217.

Select one and complete Appendix B-5.

£ All individuals in the special home and community-based waiver group under 42 CFR §435.217
@ Only the following groups of individuals in the special home and community-based waiver group

under 42 CFR §435.217

Check each that applies:

Select one:

& 300% of the SSI Federal Benefit Rate (FBR)
% A percentage of FBR, which is lower than 300% (42 CFR §435.236)

y
H

Specify percentage:
¢ A dollar amount which is lower than 300%.

. ! !
Specify doflaramount:| =~
1] Aged, blind and-disabled individuals who meet requirements-that-are more restrictive than the -

SSI program (42 CFR §435.121)
Medically needy without spenddown in States which also provide Medicaid to recipients of SSI (42

CFR §435.320, §435.322 and §435.324)
Medically needy without spend down in 209(b) States (42 CFR §435.330)

=3 Aged and disabled individuals who have income at:

Select one:

&% 100% of FPL _
&% % of FPL, which is lower than 100%.

Specify percentage amount:; |
7] Other specified groups (include only statutory/regulatory reference to reflect the additional

groups in the State plan that may receive services under this waiver)

r

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 4)
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In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the State furnishes waiver services to
individuals in the special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4.
Post-eligibility applies only to the 42 CFR §435.217 group. A State that uses spousal impoverishment rules under §1924 of the
Act to determine the eligibility of individuals with a community spouse may elec to use spousal post-eligibility rules under
§1924 of the Act to protect a personal needs allowance for a participant with a community spouse.

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 §435.217 (select one).

% Spousal impoverishment rules under §1924 of the Act are used fo determine the eligibility of individuals
with a community spouse for the special home and community-based waiver group.

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

% Use spousal post-eligibility rules under §1924 of the Act.
(Complete ltem B-5-b (SSI State) and ltem B-5-d}

% Use regular post-eligibility rules under 42 CFR §435.726 (SS1 State) or under §435.735 (209b State)
(Complete Item B-5-b (SSI State) . Do not complete ltem B-5-d)

{@ Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals
with a community spouse for the special home and community-based waiver group. The State uses regular
post-eligibility rules for individuals with a community spouse.

(Complete Item B-5-b (SSI State) . Do not complete Item B-5-d)

ApEendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 4)

b. Regular -Post-Eligibiiity "I';ré.al.ti.llenf ;f Income SSI State.

The State uses the post-eligibility rules at 42 CFR 435.726, Payment for home and community-based waiver services is
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):

7 The following standard included under the State plan
Select one.

#4 SSI standard
¢% Optional State supplement standard

£; Medically needy income standard
&7 The special income level for institutionalized persons

{select one):

Specify the percentage:|
£+ A dollar amount which is less than 300%.
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;

Specify dollar amount: ;Ww«?
@ A percentage of the Federal poverty level

Specify percentage ]
& Other standard mcluded under the State Plan

Specify:

&5 The followmg dollar amount

Specify dollar amount: | |Ifthis amount changes, this item will be revised.
@ The following formula is used to determine the needs allowance:
Specify:

The maintenance needs allowance is equal to the individual's total income as determined under the post-
eligibility process which includes income that is placed in a Miller trust.

# Other

Specify:

5

i
i

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

@ Not Applicable (see instructions)

% SSI standard

#: Optional State supplement standard
&1 Medically needy income standard

£

&+ The following dollar amount:

i

ey

Specify dollar amount: 5 I If this amount changes, this item will be revised.
£% The amount is determined using t_he following formula:
Specify:

:
i

iii. Alowance for the family (select one):

& Not Applicable (see instructions)
% AFDC need standard

4 Medically needy income standard
£% The following dollar amount:

oo st

Specify dollar amount: | | Theamount specified cannot exceed the higher of the need standard
for a family of the same size used to determine eligibility under the State's approved AFDC plan or the
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medically needy income standard established under 42 CFR §435.811 fora family of the same size. If this
amount changes, this item will be revised.

£, The amount is determined using the following formula:

Specify:

1

 Other

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party,
specified in 42 §CFR 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: .

Not Applicable (see instructions) Note: If the State protects the maximum amount for the waiver
~ participant, not applicable must be selected.

£ The State does not establish.reasonable limits.

{ The State establishes the following reasonable limits

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 4)

¢. Regular Post-Eligibility Treatment of Income: 20%(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this
section is not visible.

Appendix B: Participant Access and Eligibilit
B-5: Post-Eligibility Treatment of Income (4 of 4)

d. Post-Eligibility Treatment of Income Using Spousal Impoverishment 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 a community spouse toward the cost of home and commuttity-based care if it
determines the individual's eligibility under §1924 of the Act. There is deducted from the participant’s monthly income
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Avpendix B: Participant Access and Eligibili

a personal needs allowance (as specified below), a community spouse's allowance and a -famiiy allowance as specified
in the State Medicaid Plan.. The State must also protect amounts for incurred expenses for medical or remedial care (as

specified below).

Answers provided in Appendix B-5-a indicate that you do not need to complete this section and therefore this
section is not visible. : '

B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR §441.302(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.

b.

C.

Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: {2} the provision of at léast 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: §2ﬁ*

ii. Frequency of services. The State requii'es (éeléct one):
@ The provision of waiver services at least monthly

€ Monthly monitoring of the individual when services are furnished on a less than monthly basis

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

i
i
i

: . STOV—

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

&% Directly by the Medicaid agency

i® By the operating agency specified in Appendix A

£ By an entity under contract with the Medicaid agency.

Specify the entity:

¥ Other
Specify:

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

Employees of PARTNERS will be a licensed Registered Nurse or have a master's degree in psychology, speech-
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langnage-pathology, occupational therapy, education or related field plus a minimum of two years experience with
services for young children with autism. Results of this evaluation will be documented on the DHS 703.

d. Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate 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 [aws, regulations, and policies concerning level of care
criteria and the level of care instrument/tool are available to CMS upon request through the Medicaid agency or the
operating agency (if applicable), including the instrument/too! utilized.

Children served in this waiver will be diagnosed with Autistic Disorder, based on the diagnostic criteria set out in the
most recerit edition of the DSM (Disgnostic and Statistical Manual). The initial determination of eligibility will be
determined utilizing the same criteria used for a child with autism being admitted to the state’s ICF/MR facilities.
These include the DHS-703 form (The Evaluation of Medical Need), social history and psychological assessments.
The Autism Waiver Team at Partners will be responsible for determining both initial and continuing eligibility for the
autism waiver. The Autism Waiver Team at Partners will include a multidisciplinary team of master's and doctoral
tevel professionals in speech-language pathology, psychology, nursing and early childhood education. Supporting
documentation required for Partners to complete the 703 form include appropriate assessments of intelligence and
adaptive behavior. Any standardized assessment of intellect and adaptive behavior deemed appropriate by the licensed
professionals completing the evaluation will be considered. Additionally, the presence of Autistic Disorder must be
identified by delineation of the DSM Criteria present or through the use of a formalized instrument such as the CARS,
ADOS or ADI-R. Assessments submitted must be administered by appropriately licensed professionals as required for
the administration of the particular instruments utilized. It should be noted that these evaluations, resulting in a
diagnosis of autism, can be completed by any clinical or developmental center or private vendor of the parent's
choice, so long as appropriately licensed professionals conduct the assessment. This information will be submitted to
Partners and will be reviewed prior to the initial on-site meeting between the Autism Waiver Coordinator (Partners)
and the parent/guardian of the child. If additional information is needed, the family will be notified in writing prior to
the scheduling of the first on-site meeting. This is the same process that is currently used by the State for determining
eligibility for other waiver programs and for ICF/MR admission.

On-site refers to in-home and community settings. The location will be primarily the child’s home but other

community locations, identified by the parent, such as the park, grocery store, church, etc. mightbe . -
included: -Specific locations will be selected based on the skills and behaviors of the child that need to be targeted.

Once the diagnosis of autism is confirmed by the Autism Waiver Team at Partners, the initial contact will be
scheduled. During this on-site visit, the level of care determination will be made by the Autism Waiver Coordinator
(Partners) based on significant deficits in adaptive functioning and/or the presence of significant behavioral
challenges. A child will be found to meet the LOC eligibility with a score of 70 or less in any one of the following -
Vineland II Survey Interview domains (Communication, Daily Living Skills, Socialization), and an Adaptive
Behavior Composite score of 70 or less. :

Scores above 70 that fall within the confidence interva) of the Vineland If will not preclude a child's eligibility for the
waiver. For example, a child diagnosed with ASD with a score of 74 for the Communication Domain and an Adaptive
Behavior Composite Score of 72, where the confidence level is 5 points for the child's developmental age, would be

eligible for the waiver.

A Maladaptive Behavior Index Score between 21 and 24 indicates the presence of significant behavioral challenges.
Children with a Maladaptive Behavior Index Score in this range are considered eligible for the waiver, if the child
also has a Vineland Il Domain score for two of the three adaptive behavior domains (Communication, Daily Living
Skills, Socialization) of 85 or less. Scores falling within the range of the test's confidence interval for the child's

developmental age in this case will also qualify as eligible for the waiver.

For children under the age of 3, a Temperament Atypical Behavior Scale (TABS) assessment must be used to assess
for the presence of significant behavioral challenges. A TABS score of 8 and above would indicate a child has
significant dysfunctional behaviors, and would qualify a child for the waiver if the score is coupled with qualifying
adaptive scores from the Vineland IL

1t should be noted that the Autism Waiver Coordinator (Partners) may be administering the Vineland 11 and the TABS
or interpreting results of instruments already included in the child's assessment battery if the instruments have been

administered within the past six months for initial eligibility.

‘The LOC assessment is completed by the Partners Waiver Team using the DHS Evaluation of Medical Need Criteria
Form 703. The completed DHS Form 703 is submitted to the Division of Medical Services, Office of Long Term
Care (OLTC). OLTC will complete the Decision for Nursing Home/Waiver Placement Form 704. Once the LOC
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determination is made, the Plan of Care will be developed with the family.
e. Level of Care Instrument(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 institutional level of care (select one):
@ The same instrument is used in determining the level of care for the waiver and for institutional care under
the State Plan. ‘

& A different instrument is used to determine the level di‘ 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 is reliable, valid, and fully comparable. o

f. Procéss for Level of Care Evaluatioaneevaiﬁiﬁidﬁ?'iié;&ﬁ CFR §441 .303(c)(1);mdéscribe the Bl:bcess fd}‘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: ' .

Children with autism ages 18 months to age 5 arereferred for the Arkansas Autism Waiver by physicians, county
health nurses, Developmental Disabilities Services case managers, staff of provider agencies, or parents/family
members who have become aware of the program through promotional activities. These activities may include
distribution of programmatic brochures, notifications distributed via list-serves, postings on websites or blogs, notices
in hard copy and electronic newsletters, newspaper notices, public service announcements and other efforts of service

providers, advocacy and State Agency staff.

The determination of a child's eligibility for the Arkansas Autism Waiver requires multiple components. The first is
the medical eligibility determination that the child has a qualifying diagnosis of autism and is within the specified age
range (18 months to age 5 years). Once enrolled in the program, the child may remain in the program until he/she
reaches his 7th birthday. A child must bé admitted to the program on or before his 5th birthday in order to allow time
for 2 years of treatinent prior to agingout. ~~ - 0 oL

The second is the determination that the child meets the financial eligibility required for participation in the Medicaid
program. ‘ : o

The third is the determination that the child meets the Level of Care eligibility which is based on significant delays in
adaptive functioning in activities of daily living, socialization and communication; or moderate delays in adaptive
 functioning coupled with a clinically significant Maladaptive Behavior Index score, :

The initial phase of medical eligibility determination is conducted through a "desk audit” with documentation of the
qualifying diagnosis and age submitted by the parent/guardian to the Autism Waiver Coordinator (Partners). Once the
documentation is received it will be reviewed by the multidisciplinary waiver team at Partners for confirmation that
the child meets the diagnostic and age requirements for participation. The LOC deermination is completed through
direct contact with the parent/guardian and the child by the Autism Waiver Coordinator (Partners). This direct contact
may include telephone conversations, for preliminary data collection on adaptive functioning, as well as an on-site
visit, for completion of data collection, confirmation of parental choice, confirmation of parental agreement o
participation requirements (Parent/Guardian Participation Agreement), and development of the Plan of Care.

Financial eligibility is conducted by eligibility specialists in the DHS County Office and may occur simultaneously

with LOC determination.

On-site refers to in-home and community settings. The location will be primarily the child’s home but other
community locations, identified by the parent, such as the park, grocery store, church, etc. might be
included. Specific locations will be selected based on the skills and behaviors of the child that need to be targeted.

The Evaluation of Medical Need Criteria (DHS form 703) is completed by PARTNERS. The Decision for Nursing
Home Waiver Placement form (DHS form 704) is completed by the Division of Medical Services, Office of Long
Term Care (OLTC). All steps will be completed prior to any child's approval for admission to the program or

initiation of services. 7 ‘
g. Reevaluation Schedule. Per 42 CFR §441.303(c)(4), reevaluations of the level of care required by a participant are

conducted no less frequently than annually according to the following schedule (select one):
# Every three months
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#¢ Every six months
& Every twelve months

£ Other schedule
Specify the other schedule:

h. Qualifications of Individuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):
@ The qualifications of individuals who perform reevaluations are the same as individuals who perform initial
evaluations. . '
¥ The qualifications are different.
Specify the qualifications:

i, Procedures to Ensure Timely Reevaluations, Per 42 CFR §441.303(c)4), specify the procedures that the State
employs to ensure timely ;eevaluations of level of care (specify’):

A tickler file is created for level of care reassessments. Ninety days prior to the expiration of the level of care, the
process for reevaluation is triggered and will be completed by PARTNERS and forwarded to the OLTC.

j- Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §44i .303(c)(3), the State assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum peried of 3
years as required in 45 CFR §92.42. Specify the location(s) where records of evaluations and reevaluations of level of
care are maintained: :

A waiver participant's record, including initial evaluation and all reevaluation documentation will be maintained by

Partners for the duration of the participant's participation in the waiver program plus a five-year period. =

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

As a distinct component of the State’s quality improvement strategy, provide information in the Jfollowing fields to detail the
State's methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances
i. Sub-Assurances:
a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there is reasonable
indication that services may be needed in the future.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

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 formulated,_where appropriate.

Performance Measure:
Number and percent of applicants who had an initial LOC determination
. indicating the need for ICF/MR LOC prior to receipt of services. Numerator:
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number of applicants who received LOC determinations prior to services;
Denominator: Total number of applicants. '

‘Data Source (Select one):
Other
If'Other is selected, specify:
Case Record Review

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): | -
4 State Medicaid ] Weekly ‘ [ 100% Review
Agency _ :
f7] Operating Agenéy 1 Monthly 77| Less than 100%
_ Review
Sub-State Entity 71 Quarterly . 7 Representative
‘ ' Sample
. Confidence
Interval =
£5) Other Annually [ Stratified
" Specify: Describe
Group:
Continuously and 7] 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): . _
r7 State Medicaid Agency

7 Weekly

Operating Agency Monthly

[] Sub-State Ehtity 15 Qu_zarterly

[ Other
Specify:

7] Annually
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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 Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measyre, 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 formulated, where appropriate.

Performance Measure:

Number and percent of waiver participants who received an annual LOC
redetermination within 12 months of their initial LOC evaluation or within 12
months of their last annual LOC re-evaluation. Numerator: Number of
participants receiving annual redeterminations wtihin 12 months; Denominator:
rinmber of records reviewed. ‘

Data Source (Select one):
Other

If 'Other' is selected, specify:
Case Record Review

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 [5] Weekly {7] 100% Review
Agency .
Operating Agency | [} Monthly ;] Less than 100%
‘ Review
[7] Sub-State Entity Quarterly , Representative
Sample -
Confidence
Interval =
] Other [ Annually Stratified
Specify: Describe
e ‘ Group:

[ Continuously and [} Other




Application for 1915(c) HCBS Waiver: AR.0936.R00.00 - Oct 01, 2012 Page 46 of 135

Ongoing . Specify:

53 Other -

Specify:
Data Source (Select one):
Record reviews, on-site
If 'Other’ is selected, specify:
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): :

7 State Medicaid Weekly [i¥] 100% Review
Agency - '
Operating Agency

7] Monthly 7 Less than 100%

Review

5 Sub-State Entity 7] Quarterly 7 Representative

Sample
Confidence
Interval =

s Other : 1 [{_ﬁ Aﬁnuhlly

‘Stratified
Specify: Describe
Group:

=7 Continuously and 7] Other
Ongoing  Specify: _

3 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): - ' .

=1 State Medicaid Agency Weekly

[Z] Operating Agency 7] Monthly

=] Sub-State Entity =3 Quarterly
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[7] Other = Annually
Specify:

Continuously and Ongoing

[] Other
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.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific 1o this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the aggregated data that will enable the State
to_gnalyze 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 jdentified or conclusions drawn.and how recommendations are formulated, where approprigle.

Performance Measure: o _

- Number and percent of participants initial and annual re-evaluation LOC
determination forms that were completed. as required by the state. Numerator:
Number of participants with LOC forms completed correctly; Denominator:
Number of records reviewed.

Data Source {Select one):.

Other

If 'Other’ is selected, specify:

Case Record Review

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):

7] State Medicaid Weekly | {7] 100% Review
Agency
[7] Operating Agency | [ Monthly [ Less than 100%
Review
[[] Sub-State Entity [7] Quarterly [ Representative
Sample
Confidence
fﬂﬂ"ﬁ!.f_ .
[} Other 7] Annually [ Stratified
Specify: Describe

Group:
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[# Continuously and =% Other
Ongoing Specify:

| ORERENEREEI--

i) 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 7 Weekly

Operating Agency 7 Monthly

@ Sub-State _Entity Quarterly

5} Other ' [ Annually

"

Continuously and Ongoing

2] Other

Performance Measure: ‘

Number and percentage of particiants LOC determinations made by a qualified
evaluator. Numerator: Number of participants with LOC made by 2 qualified
evaluator; Denominator: Number of records reviewed. .

Data Source (Select one):

Other

If'Other' is selected, specify:

Case Record Review

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): ‘

[F] State Medicaid
Agency

=1 Weekly i5] 100% Review

[7] Operating Agency 7 Monthly [77] Less than 100%
Review

[ Sub-State Entity Quarterly [7] Representative
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Sample
Confidence
Interval =
[ Other 7| Annually =3 Stratified
Specify: Describe
Group:
e
Continuously and 7% Other
Ongoing Specify: ____
! i
P .~
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): -
| T State Medicaid Agency - | fE Weekly o
Operating Agency Monthly
Sub-State Entity ' Quarterly
[7} Other Anmnually
Specify:
Continuously and Ongoing
=} Other
Specify:
Performance Measure:

Number and percentage of participants LOC determinations made where the LOC
criteria was accurately applied. Numerator: Numberof participants' LOCs with
correct criteria. Denominator: Number of participants.

Data Source (Select one):
Other
-If'Other’' is selected, specify:
Monthly Level of Care Report
Responsible Party for | Frequency of data Sampling Approach

data collection/generation (check each that applies):
collection/generation (check each that applies):
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(check each that applies):

z7 State Medicaid = Weekly 7] 100% Review
Agency
{7 Operating Agency | { Monthly - %} Less than 100%
Review
[7] Sub-State Entity = Quarterly [ Representative
C Sample
Confidence
Interval =
= Other =] Annually £7) Stratified
Specify: Describe

Group:

Continuously and
Ongoing

Data Agglz'gatioﬁ and Analysis:

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

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

State Medicaid Agency

=} Weekly

7] Operating Agency

Monthly

Sub-State Entity

Quarterly

[} Other
Specify:

Aimually

Continuously and Ongoing

7] Other
Specify:

|

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
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responsible.
‘The state currently implements a system of monitoring that assures timeliness, accuracy, appropriateness and

quality. Data is collected from individual participant assessments, aggregated to produce summation reports,
and compared with periodic randomly sampled chart reviews and sampled field audit reviews.

Participant records undergo chart reviews performed by PARTNERS staff. Monthly activity reports track
assessment activity and quality of information reporting from monthly chart reviews produced by clinical

staff, submitted to PARTNERS for analysis of timeliness and accuracy. Individual assessments are also used
as the base data for a 45 Day Report, which track all waiver applications and flags any due for assessment at or
within 45 days. In addition, PARTNERS maintains a daily log of assessments and reassessments sent to the
DMS Office of Long Term Care for medical determination. Data from all assessment and review activity is
aggregated to produce an annual Chart Review Summary, Level of Care Monthly Report and Annual

Accuracy Report. Periodic chart reviews on randomly sampled cases are performed throughout the year, as
well as field audits of records sampling. Results are submitted to the DMS QA Administrator.

Level of Care is provided to all applicants for whom there is a reasonable indication that services may be
needed in the future. PARTNERS involves medical personnel in the process and determination by performing
tecord reviews of individual participants and synthesizing data from monthly reports. Chart audits are
performed regularly and results are aggregated for the Chart Review Summary Report..

Enrolled participants are re-evaluated at least annually. PARTNERS implements a system which generates
notices of cases due for re-evaluation. PARTNERS staff record the number of re-assessments due on the
Monthly Activity Report. The same chart review process described above is utilized for the re-evaluation
process. Cases are identified for re-evaluation through a manual tickler system and through electronically

generated reports.

The assessment process and instruments described in the waiver are applied appropriately and according to the
approved description to detennine participant LOC. Chart reviews include an audit of the assessment and
reassessment functions and their alignment with waiver guidelines and timeframes. Findings are aggregated

and included in the annual Chart Review Summary.

The Annual Report is a compilation of the results of the random chart selection by PARTNERS supervisory

staff in which all aspects of the Autism Waiver policy are reviewed. Some measures have multiple factors that
are reviewed to determine if the area is in compliance. These measures are directly related to the CMS waiver

assurance areas, including level of care determinations,

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information

as
.

regarding responsible partics and GENERAL methods for problem correction. In addition, provide information
on the methods used by the State to document these items.

PARTNERS and DMS participate in quarterly team meetings to discuss and address individual problems
associated with level of care determinations and system improvement, as well as praoblem correction and
resolution. PARTNERS and DMS have an Memorandum of Understanding (MOU) that includes measures
related to level of care determinations and redeterminations for the waiver.

The system currently in place for new applicants to enter the waiver program does not allow for services to be
delivered prior to an initial level of care determination. Therefore, performance measures related to these
processes will always result in 100% compliance and not allow for the possibility of remediation.

Level of care redeterminations are required annually using the DHS-703 and applying the ICF/MR level of
care criteria. Remediation in these areas includes ongoing training by PARTNERS for staff who perform the
Jevel of care determinations to ensure that the proper ICF/MR admission criteria is applied and that the initial
and annual re-evaluations are completed within required time frames.

Remediation Data Aggregation :

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

Responsible Party (check each that applies): ?;l:e‘i‘?m':;::;;;ﬁ;?g“mn and analysis

I State Medicaid Agency o [F] Weekly

{7} Operating Agency [&] Monthly
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% Sub-State Entity Quarterly

[ Other
Specify:

b
1.
'
i

Anmially

Continuously and Ongoing

7 Other
Specify:

¢. 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 .

Z¥ Yes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified

strategies, and the parties responsible for its operation,

~_ B-7: Freedom of Choice

- Freedom of Choice. As provided in 42 CFR §44I;302@, -ivhen an individual is determined to be Iikely to require a level of -
care for this waiver, the individual or his or her legal representative is: , |

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

a. Procedures. 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. Identify the form(s) that are employed to document freedom of choice. The form or forms are available to
CMS upon requiest through the Medicaid agency or.the operating agency (if applicable).

The choice between institutional care or waiver services will be offered each participant's parent/legal guardian by the
Autism Waiver Coordinator employed by PARTNERS during a face-to-face visit. The Freedom of Choice Form will
document the decision of the parent/guardian. The choice wili remain in effect until such time as the parent/guardjan

changes his/her mind and notified the Autism Waiver Coordinator.
b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically refrievable facsimiles of Freedom of

Choice forms are maintained for a minimum of three years. Specify the locations where copies of these forms are
maintained. :

The Freedom of Choice form is maintained in the participant's record at PARTNERS.

Appendix B: Participant Access and Eligibilitz —e

B-8: Access to Services by Limited English Proficiency Persons

Access to 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):
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All Department of Human Services (DHS) forms are available in English and Spanish. The forms can be translated into
other languages when the need arises. DHS maintains an ongoing contract with Communications Plus and Interpreter

Services for translation services.

Appendix C: Participant Services —
C-1: Summary of Services Covered (1 of2)

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-i-c:

Service Type Service ]| i [J:(:j

Other Service | Consultative Clinical and Therapeutic Services

lOther Service  {Individual Assessment, Program Development/Training

Other Service  |Lead Therapy Intervention

Other Service  |Line Therapy Intervention

Other Service  [Plan Implementation and Monitoring of Intervention Effectiveness
Other Service | Provision of Therapeutic Aides and Behavioral Reinforcers

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

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

Service Type:

. Other Service '

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service
not specified in statute. :
Service Title:

Consultative Clinical and Therapeutic Services

Service Definition (Scope): , '
Therapeutic services to assist unpaid caregivers (parents/guardians) and paid support staff (staff involved in the
intensive intervention services) in carrying out the Individual Treatment Plan as necessary 1o improve the child's
independence and inclusion in their family and community. These highly qualified professionals will provide
technical assistance to carry out the Individual Treatment Plan and will review the child's progress toward the
established treatment goals and objectives to determine efficacy of the treatment strategies being utilized. If
review of treatment data on a speific child does not show progress or does not seem to be consistent with the
skill Ievel/behaviors of the child, as observed by the Clinical Services Specialist, the Clinical Services Specialist
will either provide additional technical assistance to the parents and staff implementing the intervention or
contact the Operating Agency's (Partners) Autism Waiver Coordinator responsible for the child to schedule a
conference to determine if the Intervention Plan needs to be modified. Since the Clinical Services Specialists are
independent of the provider agency hiring the consultant and other staff, this service provides a safeguard for the
child regarding the intervention. This service will be delivered in the child's home or community location, based
on the Individual Treatment Plan, or via telephone as appropriate.

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

Limited to 18 hours during the first quarter of service and 6 hours per quarter thereafter for a total of 36 hours.

The services proposed in this waiver are not provided under the IDEA Parts B or C. These services are provided
through an intensive, one-on-one model in the child’s home by highly qualified interventionists. Additionally,
these treatment interventions do not address educational goals and objectives.

These services are not offered through the State plan or EPSDT.
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Service Delivery Method (check each that applies):

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

Specify whether the service may be provided by (check each that applies):
77 Legally Responsible Person

=7 Relative
7] Legal Guardian
Provider Specifications:

Provider Category{ Provider Type Title
Agency Higher Education
Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service -
Service Name: Consultative Clinical and Therapeutic Services

Provider Category:
 Age
Provider Type:
Higher Education
Provider Qualifications
License (specify):

Certificate (specify):

H
H

Other Standard (specify):

An Institution of Higher Education (4 year program) with the capacity to conduct research specific to

Autism Spectrum Disorders. Staffed by professionals from multiple disciplines with a minimum ofa

master’s degree in psychology, special education, speech-language pathology or a related field and 3

years of experience in providing interventions to young children with Autism Spectrum :

Disorders. Must have a central/home office located within the state and have the capacity to provide

services in all areas of the state. Must have a graduate level curriculum developed and a minimum of

3 years of experience in providing training toward a graduate certificate in Autism Spectrum

Disorders, recognized by the Arkansas Department of Higher Education. An institution with

experience in providing a graduate level certificate (autism certificate) for individuals to work with

children with autism. These waiver services will be provided by multi-disciplinary professionals with

a minimum of a master's degree in psychology, special education, speech-language pathology or

related field and experience in providing/overseeing intervention with young children with autism.
Verification of Provider Qualifications : :

Entity Responsible for Verification:

The Operating Agency (Partners) will recertify providers using the same process as used for the

initial certification.

Frequency of Verification:

Annmually

Appendix C: Participant Services
~C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
Service Type: . . .

+ Other Service v ‘
As provided in 42 CFR §440.180(b}(9), the State requests the authority to provide the following additional service
not specified in statute.

Service Title:

Individual Assessment, Program Development/Training

Service Definition (Scope): '

Assess the waiver participant by completing an adaptive assessment and a functional behavioral assessment.

The instruments used will be determined by the Consultant and may include tools such as the Verbal Behavior
Milestones Assessment and Placement Program (VB-MAPP) or the Assessment of Basic Language and Learning
Skills-Revised (ABLLS-R). Other instruments and clinical judgment of the Consultant may also be utilized so
long as they render a detailed profile of the child's skills and deficits across multiple domains, including
language/communication, cognition, socialization, self-care and behavior. The Consultant will develop an
Individual Treatment Plan based on the assessment utilizing exclusively evidence-based practices (as outlined in
the provider manual) and will train key personnel to implement the intervention(s) and collect detailed data
regarding the child's progress. Training will be offered to Lead and Line Therapists and parents/guardians.

On-site refers to in-home and community settings. The location will be primarily the child’s home but other
community locations, identified by the parent, such as the park, grocery store, church, etc. might be
included. Specific locations will be selected based on the skills and behaviors of the child that need to be

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

Limited to 23 hours per year at a rate of $104.40 per hour.

The services proposed in this waiver are not provided under the IDEA Parts B or C. These services are provided
through an intensive, one-on-one model in the child’s home by highly qualified interventionists. Additionally,
these treatment interventions-do not address-educational goals and-objectives. R

These services are niot offered through the State plan or EPSDT.
Service Delivery Method (check each that applies):

I3 Participant-directed as specified in Appendix E
[7] Provider managed

Specify whether the service may be provided by (check each that applies):
[7] Legally Responsible Person

f7] Relative
7] Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency Community-based non-profit corporations

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Individual Assessment, Program Development/Training

Provider Category:
Agency  +-
Provider Type:
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Community-based non-profit corporations

Provider Qualifications
License (specify): ! -
Licensed by the State of Arkansas to provide Developmental Day Treatment Clinic Services
(DDTCS) to children '
Certificate (specify):
Certified by the State of Arkansas to provide full array services under the Developmental Disabilities
Services (DDS) Home and Community-Based Waiver program

Other Standard (specify)):
Must have 2 minimum of three years experience providing services to individuals with autism

Includes any non-profit organization formed as a coliaborative organization made up of a group of
licensed/certified providers as described above. In the case of a collaborative, the individual
experience of its members will be considered to qualify the organization to participate in the progrant.

Additionally: the personnel hired by these non-profit providers to render the Intensive Autism
Intervention Services miust meet the following standards to be considered qualified
professionals/paraprofessionals:

+Hold a certificate from the Behavior Analyst Certification Board (BCAB) as a BCBA (Board

Certified Behavior Analyst) or BCaBA (Board Certified Assistant Behavior Analyst) plus have a

minimum of 2 years of experience developing/providing intensive intervention or overseeing the

intensive intervention program for children with autism, or . '

«Hold a minimum of a master's degree in Psychology, Speech-Language Pathology, Occupational

Therapy or Special Education plus have a minimum of 2 years experience providing intensive

intervention or overseeing the intensive intervention program for children with autism
Verification of Provider Qualifications

Entity Responsible for Verification: :

Partners will be responsible for certifying providers as eligible to participate in the Autism Waiver

Certified provider agencies will be responsible for hiring qualified personnel to implement the
programs. Partners and the Consultative Clinical and Therapeutic Services provider will both monitor
that personnel meet applicable standard. Partners will also maintain a data-base of qualified personnel
involved in the program for the purpose of referrals as new children are added to the program and for
the purpose of moitoring supply and demand across the state.

The Operating Agency (Partners) will recertify providers using the same process as used for the

initial certification.
Frequency of Verification:
Annually

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

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

Service Type: .. = . .

. Other Service '

As provided in 42 CFR §440.180(b}(9), the State requests the authority to provide the following additional service
not specified in statute. _ :
Service Title:

Lead Therapy Intervention

Service Definition (Scope):

Assurance that the treatment plan is implemented as designed; weekly monitoring of implementation and
effectiveness of treatment plan; reviewing all recorded data collected by the Line Therapist and the
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parent/guardian; providing guidance and support to the Line Therapist(s); receiving parent/guardian feedback and
responding to concerns or forwarding to appropriate person; and notifying the Consultant when issues arise. The
monitoring under this service is conducted for the purpose of determining implementation fidelity. Any

problems noted by the Lead Therapist will be reported to the Consultant who will make any necessary
adjustments in the Individual Treatment Plan. .

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

6 hours per week

The services proposed in this waiver are not provided under the IDEA Parts B or C. These services are provided
through an intensive, one-on-one model in the child’s home by highly qualified interventionists. Additionally,
these treatment interventions do not address educational goals and objectives.

These services are not offered through the State plan or EPSDT.
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):
Legally Responsible Person

£ Relative
77 Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency Community-based non-profit corporation

Appendix C: Participant Services |
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Lead Therapy Intervention

Provider Category:
Agency |
Provider Type:
» Community-based non-profit corporation
Provider Qualifications
License (specify):
Licensed by the State of Arkansas to provide Developmental Day Treatment Clinic Services
(DDTCS) to children.
Certificate (specify)): _
Certified by the State of Arkansas to provide full array services under the Developmental Disabilities
Services (DDS) Home and Community-Based Waiver program. Certified by the Operating Agency
(Partners) to provide Autism Waiver Services.
Other Standard (specify): .
Maust have 2 minimum of three years experience providing services to individuals with autism

Includes any non-profit organization formed as a collaborative organization made up of a group of
licensed/certified providers as described above. In the case of a collaborative, the individual
experience of its members will be considered to qualify the organization to participate in the program.

Additionally: the personnel hired by these non-profit providers to render the Intensive Autism
Intervention Services must meet the following standards to be considered qualified
professionals/paraprofessionals:
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+Hold a minimum of a bachelor's degree in education/special education, psychology, speech-language
pathology, occupational therapy or related field, and )

«Have completed 120 hours of specified autism training (training content specified in the provider
manual)* or have completed the Autism Certificate offered by the University of Arkansas, and
«Have.a minimum of 2 years experience in intensive intervention programs for children with autism

*Note: In a hardship situation, Partners may issue a provisional certification to enable services to be

delivered in a timely manner. A hardship situation exists when a child is in need of services and staff

is not available who meet all training requirements. Provisional certification of a particular staff

person requires that the total number of training hours be completed within the first year of service.
Verification of Provider Qualifications

Entity Responsible for Verification: :

Partners will be responsible for certifying providers as eligible to participate in the Autism Waiver

Program. _ _

Certified provider agencies will be responsible for hiring qualified personnel to implement the
programs. Pariners and the Consultative Clinical and Therapeutic Services provider will both monitor
that personnel meet applicable standard. Partners will also maintain a data-base of qualified personnel
involved in the program for the purpose of referrals as new children are added to the program and for
the purpose of monitoring supply and demand across the state.

The Operating Agency (Partners) will recertify providers using the same process as used for the
initial certification. ,
Frequency of Verification:

Annually

C-1/C-3: Service Specification

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

Service Type: PO
- Other Service o
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service
not specified in statute. ‘

Service Title:

Line Therapy Intervention

Service Definition (Scope): . :
On-site (in-home and community settings) implementation of the interventions according to the treatment plan;
recording of data according to the treatment plan; and reporting progress/concerns to the Lead
Therapist/Consultant.

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

30 hours per week

The services proposed in this waiver are not provided under the IDEA Parts B or C. These services are provided
through an intensive, one-on-one model in the child’s home by highly qualified interventionists. Additionally,
these treatment interventions do not address educational goals and objectives.

These services are not offered through thie State plan or EPSDT.
Service Delivery Method (check each that applies):

£ Participant-directed as specified in Appendix E

i Provider managed
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Specify whether the service may be provided by (check each that applies):
7] Legally Responsible Person

[7] Relative
Legal Guardian
Provider Specifications:

Provider Categoery Provider Type Title
Agency Community-based non-profit corporation

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Line Therapy Intervention

Provider Category:
‘Agency  *
Provider Type: ,
Community-based non-profit corporation
Provider Qualifications
License (specifyy): . , 7
Licensed by the State of Arkansas to provide Developmental Day Treatment Clinic Services
(DDTCS) to children.
Certificate (specify): :
Certified by the State of Arkansas to provide full array services under the Developmental Disabilities
Services (DDS) Home and Community-Based Waiver program. Certified by the Operating Agency
(Partners) to provide Autism Waiver Services. '
* Other Standard (specify)): : .
" Must liavé 4 firiimum of three years expérience providing services to individuals with autism

Includes any non-profit organization formed as a collaborative organization made up of a group of
licensed/certified providers as described above. In the case of a collaborative, the individual
experience of its members will be considered to qualify the organization to participate in the program.

Additionally: the personne! hired by these non-profit providers to render the Intensive Autism
Intervention Services must meet the following standards to be considered qualified
professionals/paraprofessionals:

+Hold a high school diploma or GED, and
«Have completed 80 hours of specified autism training (training content specified in the provider

manual)*, and
«Have a minimum of 2 years experience working directly with children with autism. -

*Note: In a hardship situation, Partners may issue a provisional certification to enable services to be

delivered in a timely manner. A hardship situation exists when a child is in need of services and staff

is not available who meet all training requirements. Provisional certification of a particular staff

person requires that the total number of training hours be completed within the first year of service.
Verification of Provider Qualifications

Entity Responsible for Verification:

Partners will be responsible for certifying providers as eligible to participate in the Autism Waiver

Program.

Certified provider agencies will be responsible for hiring qualified personnel to implement the
programs. Pariners and the Consultative Clinical and Therapeutic Services provider will both monitor
that personnel meet applicable standard. Partners will also maintain a data-base of qualified personnel
involved in the program for the purpose of referrals as new children are added to the program and for
the purpose of monitoring supply and demand across the state.
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The Operating Agency (Partners) will recertify providers using the same process as used for the
initial certification.

Frequency of Verification:

Annually

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

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

Service Type: ‘ ,

. Other Service ' :

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service
not specified in statute. :

Service Title: _
Plan Implementation and Monitoring of Intervention Effectiveness

Service Definition (Scope):

Oversight of implementation of evidence-based intervention strategies by the Lead therapist, the Line therapist
and the family; ongoing education of family members and key staff regarding treatment; monthly on-site (in-
home and community settings) monitoring of treatment effectiveness and implementation fidelity; modification
of treatment plan as necessry; and modification of assessment information as necessary. The monitoring under
this service will be for the purpose of modifying the design of the Treatment Plan and is conducted monthly by
the Consultant. o

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

Limited to 5.5 hours per month. . .
The services proposed in this waiver are not provided under the IDEA Parts B or C. These services are provided
through an intensive, one-on-one model in the child’s home by highly qualified interventionists, Additionally,
these treatment interventions do not address educational goals and objectives.

These services are not offered through the State plan or EPSDT.
Service Delivery Method (check eéch that applies):

& Participanthirected as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
% Legally Responsible Person

[¥] Relative
7] Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency Community-based non-profit corporation

AEEendix C: ParticiEant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service 7
Service Name: Plan Implementation and Monitoring of Intervention Effectiveness

Provider Category:
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Agency

Provider Type:

Community-based non-profit corporation

Provider Qualifications
License {(specify):
Licensed by the State of Arkansas to provide Developmental Day Treatment Clinic Services
(DDTCS) to children.
Certificate (specify)): .
Certified by the State of Arkansas to provide full array services under the Developmental Disabilities
Services (DDS) Home and Community-Based Waiver program. Certified by the Operating Agency
(Partners) to provide Autism Waiver Services.

Other Standard (specify)):
Must have a minimum of three years experience providing services to individuals with autism

Includes any non-profit organization formed as a collaborative organization made up of a group of
licensed/certified providers as described above, In the case of a collaborative, the individual
experience of its members will be considered to qualify the organization to participate in the program.

Additionally: the personne! hired by these non-profit providers to render the Intensive Autism
Intervention Services must meet the following standards to be considered qualified
professionals/paraprofessionals: :

+Hold a certificate from the Behavior Analyst Certification Board (BCAB) as a BCBA {Board

Certified Behavior Analyst) or BCaBA (Board Certified Assistant Behavior Analyst) plus have a

minimum of 2 years of experience developing/providing intensive intervention or overseeing the

intensive intervention program for children with autism, or

+Hold a minimum of a master's degree in Psychology, Speech-Language Pathology, Occupational

Therapy or Special Education plus have a minimum of 2 years experience providing intensive

_intervention or overseeing the intensive intervention program for children with autism

Verification of Provider Qualifications o e

Entity Responsible for Verification:

Partners will be responsible for certifying providers as eligible to participate in the Autism Waiver

Program.

Certified provider agencies will be responsible for hiring qualified personnel to implement the
programs. Partners and the Consultative Clinical and Therapeutic Services provider will both monitor
that personnel meet applicable standard. Partmers will also maintain a data-base of qualified personnel
involved in the program for the purpose of referrals as new children are added to the program and for
the purpose of monitoring supply and demand across the state.

The Operating Agency (Partners) will recertify providers using the same process as used for the
initial certification.

Frequency of Verification:

Annually

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

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

Service Type: . ... .

_Other Service ',
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service
not specified in statute. ‘

Service Title:
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Provision of Therapeutic Aides and Behavioral Reinforcers

Service Definition (Scope):

Provision of necessary therapeutic aides and behavioral reinforcers in the home. If the provider determines that
availability is insufficient for implementation of the Individual Treatment Plan, the provider (Consultant) will
determine what therapeutic aides are needed and provide those therapeutic aides for use in improving the child's
language, cognition, social and self-regulatory behavior.

Examples of items that might be provided include: picture cards, games selected for social interaction, stickers,
tokens, books, cause-effect toys, blocks or other buildirig materials, crayons/markers, age-appropriate toys for
pretend play, behavioral reinforcers, etc..

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

Limited to a one-time maximum of $1,000.00 per participant; only in situations where insufficient materials are
available. Items provided will remain with the child at the conclusion of the program so long as satisfactory
participation requirements are met. Satisfactory participation is not connected to the child’s progress but rather
compliance with attending the treatment sessions, assisting with the intervention, data collection, etc. If the
child does not complete the program as required, the therapeutic aides will be retained by the Operating Agency
(Partners) for use with another child in the program. ‘ :

The services proposed in this waiver are not provided under the IDEA Parts B or C. These services are provided
through an intensive, one-on-one medel in the child’s home by highly qualified interventionists. Additionally,
these treatment interventions do not address educational goals and objectives.

These.services are not offered through the State plan or EPSDT.
Service Delivei'y Method (check each that applies):

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

Specify Whether the service may be provided by (check each that applies):
[%; Legally Responsible Person
= Relative

Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency Community-based non-profit corporations

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Provision of Therapeutic Aides and Behavioral Reinforcers

Provider Category: -

 Agency

Provider Type:

Community-based non-profit corporations

Provider Qualifications
License (specify):
Licensed by the State of Arkansas to provide Developmental Day Treatment Clinic Services
(DDTCS) to children.
Certificate (specify):
Certified by the State of Arkansas to provide full array services under the Developmental Disabilities
Services (DDS) Home and Community-Based Waiver program. Certified by the Operating Agency
(Partners) to provide Autism Waiver Services..
Other Standard (specifi’):
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Includes any non-profit organization formed as a collaborative organization made up of a group of
licensed/certified providers as described above. In the case of a collaborative, the individual
experience of its members will be considered to qualify the organization to participate in the program.

Additionally, the personnel hired by these non-profit providers to render the Intensive Autism
Intervention Services must meet the following standard to be considered qualified
professionals/paraprofessionals:

*Hold a certificate from the Behavior Analyst Certification Board (BCAB) as a BCBA (Board

Certified Behavior Analyst) or BCaBA (Board Certified Assistant Behavior Analyst) plus havea

minimum of 2 years of experience developing/providing intensive intervention or overseeing the

intensive intervention program for children with autism, or . ‘

sHold a minimum of a master’s degree in Psychology, Speech-Language Pathology, Occupational

Therapy or Special Education plus have a minimum of 2 years experience providing intensive

intervention or overseeing the intensive intervention program for children with autism
Verification of Provider Qualifications

Entity Responsible for Verification:

Partners will be responsible for certifying providers as eligible to participate in the Autism Waiver

Program.

Certified provider agencies will be responsible for hiring qualified personnel to implement the
programs. Partners and the Consultative Clinical and Therapeutic Services provider will both monitor
that personnel meet applicable standard. Partners will also maintain a data-base of qualified personnel
involved in the program for the purpose of referrals as new children are added to the program and for
the purpose of monitoring supply and demand across the state.

The Operating Agency (Partners) will recertify providers using the same process as used for the
initial certification. T
Frequency of Verification:

~ Anpually - - :

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

b. Provision of Case Management Services to Waiver Participants. Indicate how case management is furnished to
walver participants (select one):.
@ Not applicable - Case management is not furnished as a distinct activity to waiver participants.
% Applicable - Case management is furnished as a distinct activity to waiver participants.

Check each that applies:
=] As a waiver service defined in Appendix C-3. Do not complete item C-1-c. :

7] Asa Medicaid State plan service under §1915(i) of the Act (HCBS as a State Plan Option), Complete

item C-1-c. _
[7] As a Medicaid State plan service under §1915(g)(1} of the Act (Targeted Case Management). Complete

item C-1-c.
[~] As an administrative activity. Complete item C-1-c.
c. Delivery of Case Management Services, Specify the entity or entities that conduct case management fimctions on
behalf of waiver participants:

Appendix C: Participant Services
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a. Criminal History and/or Background Investigations. Specify the State's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

4% No. Criminal history and/or background investigations are not required.

&) Yes, Criminal history and/or background investigations are required.

‘Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, (c) the process for ensuring that
mandatory investigations have been conducted. State laws, regulations and policies referenced in this description
are available to CMS upon request through the Medicaid or the operating agency (if applicable):

All Autism waiver providers employing persons providing direct services shall not knowingly employ a person
who has been found guilty or has pled guilty or nolo contendere to any disqualifying criminal offense.

Each Autism waiver provider must obtain from each employee and from each applicaht for employment a signed
authorization permitting disclosures to the Autism provider of criminal history information as defined in Ark.
Code Ann., Section 12-12-1001.

Each Autism waiver provider receiving payment under the Autism program must, as a condition of continued
participation in the Autism program, comply with this rule requiring criminal history checks for new employees,
and requiring periodic (at least annually) criminal history checks for all employees. The scope of the criminal
background checks is national. This requirement applies to any employee who in the course of employment may
have direct contact with an Autism participant. At the time of initial certification and annual re-certification,
providers must submit a list of all direct care of services staff and the dates of their last criminal background

check. . . R . o .

Before making a temporary or permanent offer of employment, an Autism waiver provider shall inform
applicants and employees that continued employment is contingent upon the results of periodic criminal record
checks and that the applicant or employee has the right to obtain a copy of the report from the identification
Bureau of the Department of Arkansas State Police.

When a person applies for a position as an employee of an Autism waiver provider and if the Autism provider
intends to make an offer of employment to the applicant, the applicant shall complete a criminal history check
form furnished by the Autism provider and shall submit the form to the Autism provider as part of the
application process. If the Autism provider intends to make an offer of employment to the applicant, the Autism
provider shall, within five (5) days of such decision, forward the criminal history check form to the Bureau
accompanied by appropriate payment and request the Bureau to review the Bureau's indes of criminal history
checks on persons caring for the elderly or persons with disabilities. An Autism provider may make an offer of
temporary employment to an applicant pending receipt of notification from the Bureau.

If the results of the criminal history check establish that the applicant was found guilty of , or pled nolo .
contendere (no contest) to a disqualifying offense under Ark. Code. Ann., Section 20-33-203 ("disqualifying
offense”), then the Autism waiver provider may not employ, or continue to employ, the applicant. Disqualifying
offenses do not include misdemeanors that did not involve exploitation of an adult, abuse of a person, neglect of
a person, theft, or sexual contact. :

In addition, the Arkansas Medicaid Program requires criminal background checks on all Medicaid providers,
regardless of provider type, prior to Medicaid enroliment. This process is accomplished through the state's

- claims processing contractor. :
b. Abuse Registry Screening. Specify whether the State requires the screening of individuals who provide waiver

services through a State-maintained abuse registry (select one): :

£% No. The State does not conduct abuse registry screening.

@ Yes. The State maintains an abuse registry and requires the screening of individuals through this registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which
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abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have
been conducted. State laws, regulations and policies referenced in this description are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable):

Abuse registry screening of all Autism waiver providers providing intensive intervention services are monitored
at initial certification: and annual re-cestification. This is a reguired part of the certification and re-certification
process. In addition, agency providers must submit a list of all direct care of services staff and dates of their last
criminal background checks. Each year, agency providers are recertified and must sign Provider Assurances
stating the criminal background checks are performed on their employees. This signed assurance form is
maintained in the provider's file. ' '

A central registry check of both the Child Maltreatment and Adult Maltreatment and criminal background checks
will be reviewed by Partners during the certification and recertification process.

As part of the provider certification review, the DMS Waiver QA Unit verifies that the provider file contains the
Jist of direct care staff and the dates the criminal background checks were completed.

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

c. Services in Facilities Subject to §1616(c) of the Social Security Act. Select one:

@ No. Home and community-based services under this waiver are not provided in facilities subject to §1616
(e} of the Act. '

1 Yes, Home and community-based services are provided in facilities subject to §1616(e) of the Act. The
standards that apply to each type of facility where waiver services are provided are available to CMS apon
request through the Medicaid-agency or the operating agency (if applicable). T T

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Care or Similar Services by Legally Responsible Individuals. A legally responsible
individual is any person who has a duty under State law to care for another person and typically includes: (a) the parent
(biological or adoptive) of a minor child or the guardian of a minor child who must provide care to the child or (b) a
spouse of a waiver participant. Except at the option of the State and under extraordinary circumstances specified by the

State, payment may not be made to 2 legally responsible individual for the provision of personal care or similar
services that the legally responsible individual would ordinarily perform or be responsible to perform on behalf of a

waiver participant. Select one:

@ No. The State does not make payment to legally responsible individuals for furnishing personal care or
similar services. :

i%: Yes. The State makes payment to legally responsible individuals for furnishing personal care or similar
services when they are qualified to provide the services. '

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they
may provide; (b) State policies that specify the circumstances when payment may be authorized for the provision
of extraordinary care by a legally responsible individual and how the State ensures that the provision of services
by a legally responsible individual is in the best interest of the participant; and, (¢} the controls that are employed
to ensure that payments are made only for services rendered. 4/so, specify in Appendix C-1/C-3 the personal care
or similar services for which payment may be made to legally responsible individuals under the State policies

specified here. .
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e : o - [P—— ) . L
'e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians, Specify
State policies conceming making payment to relatives/legal guardians for the provision of waiver services over and
above the policies addressed in Item C-2-d. Select one:

@ The State does not make payment to relatives/legal guardians for furnishing waiver services.

% The State makes payment to relatives/legal gnardians under specific circumstances and only when the
relative/guardian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed
to ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver
service for which payment may be made to relatives/legal guardians.

# Relatives/legal guardians may be paid for providing waiver services whenever the relative/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.

i

& Other policy.

Specify:

P -

f. Open Enroliment of Providers, Specify the prdéesses that are employed to assure that all williiié and qugﬁﬁéd' B
providers have the opportunity to enroll as waiver service providers as provided in 42 CFR §431.51: ‘

Autism provider enroliment is open and continuous. Any individual or agency interested in becoming an Autism
provider can contact PARTNERS for information and to obtain certification materials. There are no restrictions

applicable to requesting this information.

The provider certification process is open and available to any interested party. All providers must meet the state's

' certification requirements and the Arkansas Medicaid enrollment criteria. Requirements for certification by
PARTNERS are detailed in all provider certification applications. Medicaid enrollment requirements are detailed in
the Medicaid provider contact, which is included in the application packet.

Potential providers are allotted as much time as needed to complete the certification materials. Once the provider
certification application packet is complete and correct, PARTNERS processes applications and forwards them to the
Medicaid fiscal agent responsible for provider enrollment functions, for Medicaid enrollment. Providers must be
recertified each year.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the State’s quality improvement strategy, provide information in the Jfollowing fields to detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Qualified Providers

- mm a wm - a4 ar i LV T W o Nl N
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i. Sub-Assurances:
a. Sub-Assurance: The State verifies that providers initially and continually nieet required licensure
and/or certification standards and adhere to other standards prior to their furnishing waiver services.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the aggregated datg that will enable the State
to analvze and assess progress toward the performance measure. In this section rovide 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:

Number and percent of providers, by type, which obtained the appropriate
certification in accordance waiver provider qualifications prior to delivering
services. Numerator: Number of providers with appropriate certification prior to
delivery of services; denominator: Number of new providers.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

_ Provider Certification database (PARTNERS)

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

(check each that applies).
‘(check-each that applies):-} - -~ - ~- oo

Sampling Approach
(check each that applies):

M State Medicaid
Agency

| Weekly

100% Review

Operating Agency

7] Monthly

Less than 100%
Review '

[:7] Sub-State Entity

= Quarterly

[} Representative

Sample
Confidence
Interval =

=] Other 1 Annuall Stratified
1l y £
Specify: Describe
Continuously and [Z] Other
Ongoing Specify:
;r

Other
Specify:
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- Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):

State Medicaid Agency -

T Weekly.

Operating Agency

Monthly

Sub-State Entity

=] Quarterly

9 Other Annually
Specify:
Continuously and Ongoing
= Other '
Specify:
Performance Measure:

Number and percent of providers, by provider type, which obtain re-certification
in accordance with waiver provider qualifications. Numerator: Number of
providers with recertification; Denominator: Total number of providers,

Data Source (Select one):

Other

If 'Other’ is selected, specify:
Provider certification database (PARTNERS)

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):

7] State Medicaid
Agency

Weekly

Bl 100% Review

[#] Operating Agency

] Monthly

w3 Less than 100%
Review

=7 Sub-State Entity

=] Quarterly

[ Representative

Sample
Confidence
Interval =

Annually

Speeiy gescribe
oroup:
L
[#] Continuously and 9 Other
Ongoing Specify:
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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

=3 Sub-State Entity Quarterly

[ Other - { [7] Annually

Specify: |

[f] Continuously and Ongoing

Other
Specify: .

Performance Measure:

Number and percent of certified providers files, by provider type, which contain a
copy of the required provider assurances in accordance with waiver provider
qualifications. Numerator: Number of providers files with copy of assurances;
Denominator: Total number of providers files.

Data Source (Select one):
Other

If 'Other' is selected, specify:

Provider certification files

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 Weekly [7} 100% Review
Agency
[¥] Operating Agency Monthly 77} Less than 100%
o Review
[F] Sub-State Entity [] Quarterly [7] Representative
Sample
Confidence

Interval =
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[ Other Annually 17 Stratified
Specify: Describe
Group:
[#) Continuously and [FF] 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 =7 Weekly
[E] Operating Agency .. 7 Monthly
Sub-State Entity =1 Quarterly
[] Other = Annually
Specify:

[7] Continuously and Ongoing

= Other
Specify: -

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to
waiver requirements. :

For each performance measure/indicator the State will use fo assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance

measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance meagsure, provide information on the aggregated data that will enable the State

to analyze and assess progress toward the performance measure. In this section rovide 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,

¢. Sub-Assurance: The State implements its policies and procedures for verifying that provider training
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is conducted In accordance with state requirements and the approved waiver.

For each performance measurefindicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

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 formulated where appropriate.

Performance Measure:

Number and percent of providers meeting waiver provider training requirement
as evidenced by the signature on the provider assurances. Numerator: Number of
providers indicating training by signature on provider assurances; Denominator:
Total number of providers

Data Source (Select one):

Other

If 'Other is selected, specify:

Provider Certification Monthly Report

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 Weekly 7] 160% Review
Agency '
. [#] Operating Agency | 7] Monthly [c] Less than'100%

" Review

Sub-State Entity

7 Quarterly

Representative

Sample
Confidence
Interval =

=7 Other [:] Annually Stratified
Specify: Describe
Group:
Continuously and [7] Other
Ongoing Specify:

1 Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

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

State Medicaid Agency

=1 Weekly

Operating Agency %] Monthly

27 Sub-State Entity 7 Quarterly

=] Other : ] Annually
Specify: : '

Continuously and Ongoing

22 Other
Specify:

ii. 1f 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. '

PARTNERS issues provider certifications for one year; providers must be recertified annually. Providers
must supply a copy of all applicable licenses and certificates as proof of certification. Chart reviews assure
that certification remains current. All providers must be certified by PARTNERS and enrolled as Medicaid

providers. . . .

Thie state identifies and rectifies situations where providers do not meet requirements. Through monitoring
certification expiration dates within MMIS and continuing communication with the Medicaid fiscal agent
responsible for provider enroflment functions, monthly reports are reviewed to identify providers whose
participation is terminated for inactivity or violations. Participation in provider training is documented and
monitored with monthly activity reports.

The state verifies that providers meet required certification standards and adhere to other state standards
periodically. PARTNERS staff maintains a database to trace certification dates of all participating and active

providers.

Each month the provider choice list is updated to identify providers who are new, continuing or who have
been reinstated in the Autism waiver program. The parents will be presented with a provider choice list for
Intensive Autism Intervention services providers at each assessment and reassessment to give clients a free
choice of providers for each service included in the plan of care. This choice will remain in place util such
time as the parent chooses to change. A parent can change providers at any point. Since there is only one
provider for the Consultative Clinical and Therapeutic Services, the parent will be made aware of who will
provide this service and advised that there is no choice available.

Training requirements are explained in the provider assurances and signed by each provider. In addition,
PARTNERS staff is responsible for contacting new providers within the first 30 days of new enrollment to
provide information regarding proper referrals, eligibility criteria, documentation requirerments, forms,
reporting, general information about the Autism waiver, Section If of the Autism Medicaid provider manual,
claims processing problems, etc. Within three months of appearing on the provider choice list, PARTNERS
staff must meet with each new provider face-to-face to discuss all of the above and any problems noted by the

provider within the first three months of program participation.

PARTNERS staff must contact each established provider twice per year, either face-to-face or via telephone,
to discuss any problems, program policy or general information.

PARTNERS must schedule at least two in-services per year with all new and established providers. The in-
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service must be a scheduled meeting with an agenda, sign-in sheet, evaluation, etc. that discusses at a
minimum all of the information above. -

The Medicaid fiscal agent provides PARTNERS access to Provider Certification Status. This data is reviewed
monthly and compared with PARTNERS provider database and provides a second monitoring tool for

compliance.

The Medicaid contract signed by each waiver provider states compliance with required enrollment criteria is
mandatory. Failure to maintain required certification results in loss of their Medicaid provider activity. Each
provider is notified in writing at least two months and again 30 days prior to the certification expiration date
that renewal is due and failure to maintain proper certification will result in loss of Medicaid enrollment.

Provider assurances signed by each provider prior to certification and at each recertification includes quality
controls regarding orientations. The provider agrees to require staff to attend orientation training prior to
allowing the employee to deliver any waiver service. This orientation shall include, but not be limited to,
descriptions of the purpose and philosophy.of the Autism Waiver program; discussion and distribution of the
provider agency's written code of ethics; activities which shall and shall not be performed by the employee;

instructions regarding Autism Waiver record keeping requirements; the importance of the plan of care;

procedures for reporting changes to the client’s condition; discussion, including potential legal ramifications of
the client's right to confidentiality.

All waiver providers are responsible for all provider requirements as detailed in Sections I1 of the Autism
Waiver Medicaid Provider Manual. Section I of the Autism Waiver Medicaid Provider Manual (specifically
Sections 140 and 150) details all provider participation requirements, and penalties/sanctions applicable for
non-compliance that are applicable to all provider types.

The Division of Medical Services (DMS) QA audit reflects internal review of the billing process by Medicaid
providers of the Autism Waiver. The DMS performs 100% review of all active providers.

b. Methods for Remediation/Fixing Individual Problems

Describe.the. State’s 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. '

PARTNERS and DMS participate in quarterly team meetings to discuss and address individual problems
related to qualified providers, as well as problem correction and remediation. PARTNERS and DMS have an
Interagency Agreement that includes measures related to the qualified providers that are certified to provide

services under the waiver.

PARTNERS requires that all providers obtain recertification;annnally in order to continue providing
services. In cases where providers are not recestified, PARTNERS remediation includes certifying the
provider upon discovery that the provider was not recertified, closing the provider, recouping payment for
services provided after certification expired and allowing the client to choose another provider.

Upon certification and recertification, providers are required to sign Provider Assurances, which include
assurances that the agency will provide to its employees the required amount and type of training needed to
provide Autism Waiver services. If the provider neglects to sign this form, PARTNERS will deny the
provider's certification or recertification. In some cases, DMS will impose provider sanctions on those failing
to meet this requirement, :

Remediation Data Aggregation

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

Responsible Party (check each that applies): z;!eg;e;cc);:g‘:ta:;l;%egs;?gatlonAand analysis

[%] State Medicaid Agency 71 Weekly
[z] Operating Agency Monthly
I Sub-State Entity Quarterly
[*] Other 7] Annually

Specify:
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[# Continuously and Ongoing

7] Other
Specify:

¢. 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 Qualified Providers that are currently non-
operational. .
@ No
£ Yes - : :
Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

T s

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' is incorporated into Section C-1 "Waiver Services.'

Appendix C: Participant Services - _
C-4: Additional Limits on Amount of Waiver Services

a. Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the following
- additional limits on the amount of waiver services (select one).

£% Not applicable - The State does not impose a limit on the amount of waiver services except as provided in
Appendix C-3. '
@ Applicable - The State imposes additional limits on the amount of waiver services.

When a limit is employed, specify: (8) the waiver services to which the limit applies; (b) the basis of the lmit,
including its basis in historical expenditure/utilization patterns and, as applicable, the processes and ‘
methodologies that are used to determine the amount of the limit to which a participant's services are subject; (c)
how the limit will be adjusted over the course of the waiver period; (d) provisions for adjusting or making
exceptions to the limit based on participant health and welfare needs or other factors specified by the state; (¢) the
safeguards that are in effect when the amount of the limit is insufficient to meet a participant's needs; (f) how
participants are notified of the amount of the limit. {check each that applies)

[7] Limit(s) on Set(s) of Services. There is a limit on the maximum dollar amount of waiver services that is

authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.

7] Prospective Individual Budget Amount, There is a limit on the maximum dollar amount of waiver services
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State Participant-Centered Service Plan Title:
Autism Waiver Plan of Care

a. Responsibility for Service Plan Development, Per 42 CFR §441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):
[} Registered nurse, licensed to practice in the State

[77 Licensed practical or vocational nurse, acting within the scope of practice under State law
[} Licensed physician (M.D. or D.0)
['7} Case Manager (qualifications specified in Appendix C-1/C-3)
77 Case Manager (qualifications not specified in Appendix C-1/C-3).
Specify qualifications:

] Social Worker.
Specify qudalifications:

5

& Other
Specify the individuals and their qualifications:

Autism Waiver Coordinators, employed by PARTNERS, will have a minimum of a master's degree in
Psychology, Nursing, Speech-Language Pathology, Education or related field plus two years experience
associated with provision of services to young children with autism

Appenc'li'xwﬁiﬂ'IA’iamrft'i'c_iEﬁ'ﬁf;ééﬁféféﬁmi’flhlih'i'llg—";'iiiﬂ Séf*vicé"ﬁeiivéﬂ o

D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:
® Entities and/or individuals that have responsibility for service plan development may not provide other
direct waiver services to the participant,
i3 Entities and/or individuals that have responsibility for service plan development may provide other direct
waiver services to the participant.
The State has established the following safeguards to ensure that service plan development is conducted in the
best interests of the participant. Specify:

Appendix D: Participant—Céntered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)

c. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in
the service plan development process and (b) the participant's authority to determine who is included in the process.

During the planning process, the parent/guardian of the child, caregivers, professional service providers and others of
the parent/guardian’s choosing may provide input. The information obtained will be used by the Autism Waiver
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Coordinator, employed by PARTNERS, to develop the Plan of Care (POC) in collaboration with the parent/guardian.
The parent/guardian will receive a copy of the POC upon completion. Copies will be provided to others who
participated in its development at the parent/guardian's request. Copies will also be provided to the provider agency ‘
selected by the parent/guardian to implement the services and to the Consultative Clinical and Therapeutic Services

provider.

AEEendix D: ParticiEant-Centered Planning and Service Déliverz : '

D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan;
(b) the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant is informed of the
services that are available under the waiver; (d) how the plan development process ensures that the service plan
addresses participant goals, needs (including health care needs), and preferences; () how waiver and other services are
coordinated; (f) how the plan development process provides for the assignment of responsibilities to implement and
monitor the plan; and, (g} how and when the plan is updated, including when the participant's needs change. State laws,
regulations, and policies cited that affect the service plan development process are available to CMS upon request

through the Medicaid agency or the operating agency (if applicable):

The Plan of Care (POC) is developed by the Autism Waiver Coordinator in collaboration with the parent/guardian
based on the assessment of the waiver participant's strengths/needs and the parent/guardian’s preferences. The
strengths/needs of the participant will be assessed through use of instruments such as the Vineland Adaptive Behavior
Scales, Second Edition (Vineland-11) and the Temperament and Atypical Behavior Scale (TABS) both of which will
be a part of the child's assessment battery for determining Level of Care eligibility. The Vineland-1I provides detailed
information regarding the child's strengths and weaknesses in areas including communication, daily living skills,
socialization, motor skills and maladaptive behavior. The TABS provides additional detail regarding atypical
behavior by assessing four categories of behavior: detached, hypersensitive-active; under reactive and-dysregulated.
Since the parent/guardian is thé primary informant for completion of these assessments, the parent/guardian’s
perspective and concerns will be central to the discussion with the Autism Waiver Coordinator during plan
development. -

The POC is developed prior to the delivery of a waiver service and must be updated at least annually.

Parents/guardians are informed at the time of enrollment of the services offered through the autism waiver. If there are
amendments to the waiver that impact the services available, the updated information will be provided to all
participants at such time as amendments are approved and ready for implementation.

Panidipation by parents/guardians, khowledgeable professionals, and others of the parentfguardian's' choosing in the
planning process assures that the POC addresses the individualized needs of the child. The plan will include a
statement of the child's need; the service(s) to meet the need, the amount, frequency and duration of the service and

the type of provider who will furnish the service. :

The POC will include roles and responsibilities of the Autism Waiver Coordinator, the Consultative Clinical and
Therapeutic Services Specialist (also referred to as the Clinical Services Specialist), and the parent/guardian for the
services included in the plan. The Autism Waiver Coordinator will have primary responsibility for coordinating the
services but must rely on the parent/guardian to choose a service provider from among those available and participate
fully in the intervention by complying with the terms of the Parent/Guardian Participation Agreement. This agreement
will outline specific participation requirements to be fulfilled by the parent/guardian with a minimum of fourteen
hours per week required as a condition of participation in the program. The Clinical Services Specialist will be -
primarily responsible for providing independent review of implementation of the Individual Treatment Plan
developed by the Consultant.

Parents will be required to complete at a minimum 14 hours of participation in the therapy services. The 14 hours
required of parents includes times and routines that will be agreed upon between the parent and the provider and
delineated specifically as part of the intervention plan. The specific activities/strategies will be individualized for
each child and outlined in the plan. Training will be provided to the parents by the provider to equip the parent to

fulfill this requirement.

At a minimum, the Autism Waiver Coordinator (Partners) will have monthly contact with a member of the -



Application for 1915(c) HCBS Waiver: AR.0936.R00.00 - Oct 01, 2012 - Page 78 of 135

intervention team (Consultant, Lead Therapist, Line Therapist, and/or parent/guardian) either face-to-face or by
phone. At a minimum, the Clinical Services Specialist will have monthly on-site contact for the first quarter of service
and then quarterly contact thereafter with the intervention team. On-site refers to in-home and community

settings. The location will be primarily the child’s home but other community locations, identified by the parent, such
as the park, grocery store, chureh, etc. might be included. Specific locations will be selected based on the skills and
behaviors of the child that need to be targeted. If either of these individuals detenmine that there are problems with the
treatment, contact will be made with the Consultant who designed the treatment plan and the intervention team
members as appropriate. If any members of the team report that the Parent/Guardian Participation Agreement is not
being followed, a meeting with the parent/guardian will be scheduled to review the terms for participation in the
program, explain the consequences of failing to comply with the terms of participation, and develop a plan detailing
the deadline for compliance with the terms of participation. This meeting will be docurnented as an attachment to the
Parent/Guardian Participation Agreement. If the parent/guardian fails to meet the deadline for compliance. or chooses
not to participate according to the terms of the agreement, the child will be removed from the program following a 10

day notice.

Participants may be involuntarily disenrolled in cases where failure to participate in the program occurs and without
parental participation there is a risk of ineffective treatment and potential jeopardy for health and welfare of the
waiver participant. Each case will be evaluated on a case-by-case basis. This decision will be made as a joint decision
by the Autism Waiver Coordinator and the Clinical Services Specialist only after the parent/guardian has been
counseled and offered an opportunity for corrective action. This counseling will occur during an on-site visit with the
parent/guardian and will be documented on the Parental Participation Agreement Form. If the treatment plan or
schedule for delivery of services can be modified to better facilitate program participation, the Autism Waiver
Coordinator and parent/guardian will make such adjuslments The Autism Waiver Coordinator will then forward the

- modifications to the agency providing the child’s services.

The following circumstances may result in involuntary disenrollment:

* Failure to provide information on the child that is needed for development of the treatment plan (strengths,
weaknesses, behaviors, ete.)

« Failure to attend training on the child’s treatment plan provided by the Consultant

» Failure to meet scheduled appointments for delivery of therapy

» Failure to implement treatment strategies in accordance with the treatment plan

Changeé to the POC will be made as needed by the Autism Waiver Coordinator when the results of the monitoring or

when information obtained from the parent/guardian or members of the treatment team indicates the need fora
change. A copy of the revised POC will be provided to the parent/guardian, the Consultant, and the Clinical Services

Specialist.

Appendix D: Participant-Centered Planning and Service Delivery .

€.

" D-1: Service Plan Development (5 of 8)

Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant
needs and preferences. In addition, describe how the service plan development process addresses backup plans and the

arrangements that are used for backup.

The child's needs, including potential risks, will be assessed during the planning process and considered during the
de_velopment of the Plan or Care and the subsequent Individual Treatment Plan. The Treatment Plan will include a
section for emergency intervention as well as preventive strategies to avoid emergencies and deescalate behaviors that
could potentially lead to emergencies. These intervention strategies will focus on positive approaches to supporting
appropriate behavior, thus avoiding the use of restraint, seclusion and other punitive practices. Since the
parent/guardian will be present and actively involved in the treatment provided through this waiver, his/her
relationship and intimate knowledge of the child will be utilized to avoid emergency situations.

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (6 of 8)
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f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting
from among qualified providers of the waiver services in the service plan.

Parents/guardians will be provided a list of all available waiver providers from which they will be able to select the
provider of their choice. The list will include contact person's names and telephone numbers. In situations where there
are multiple providers available, parents/guardians will be encouraged to contact providers or further research the
experience/reputation of these providers to make an informed choice. The parent/guardian’s choice of provider will be
documented on the Plan of Care. : '

Appendix D: Particinant-Centered Planning and Service Delivéry

. .D-1: Service Pian Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which
the service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)}(1)(i):

The plan of care document and description of the planning process will be approved by the Medicaid agency prior to
implementation. Copies of individual plans will be available upon request.

rendix D: Partici ant-Centered Planning and Service Delive
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update, The service plan is subject to at least annual periodic review and update to assess
the appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the
review and update of the service plan: :

£1 Every three months or more frequently when necessary
£5 Every six months or more frequently when necessary
{@ Every twelve months or more frequently when necessary

£ Other schedule
Specify the other schedule:

!

i, Maintenance of Service Plan Forms. Written cdpies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each

that applies): ,
7 Medicaid agency :

[7] Operating agency
7 Case manager

Appendix D: Participant-Centered Planning and Service Delive
D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
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implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that
are used; and, (c) the frequency with which monitoring is performed.

At a minimum, the Autism Waiver Coordinator will have monthly contact with a member of the intervention team
(Consultant, Lead Therapist, Line Therapist, and/or parent/guardian) either face-to-face or by phone. If there are
problems identified, contact will be made with the Consultant who designed the intervention plan to address the issue
(s). All contacts will be documented as case notes in the child's file maintained at PARTNERS.

Additionally, the Individual Treatment Plan will be monitored by the Clinical Services Specialist, a professional
independent of both the provider agency dehvenng the intensive intervention and the administrative agency. This
professional will review for programmatic fidelity, data accuracy, use of evidence-based interventions and child
progress. If the Clinical Services Specialist identifies problems with the implementation of the treatment plan, those
issues will be addressed with the appropriate member(s) of the intervention team. If the identified issues are related to
program compliance (for example, lack of provision of services identified in the plan, use of unqualified providers,
failure to cooperate with terms of Parent/Guardian Participation Agreement)the Clinical Services Specialist will
contact the Autism Waiver Coordinator to solicit their involvement in resolving the issue(s).

The plan of care (service plan) and the treatment plan are two different documents. The plan of care (POC) will be
developed by the Operating Agency’s Autism Waiver Coordinators and will address issues around the provision of
services such as amount, frequency and duration of both waiver services and state plan services; client’s risks and
goals; client’s choice of services and providers; contact person and emergency backup plans and approptiate
signatures. The plan of care is focused on the services and who will provide them.

The individual treatment plan will be developed by the Consultant following a thorough evaluation of the child and
will include the following: specific treatment goals and objectives in domains such as communication/language,
socialization, self-care/self-regulation, and cognition as wells as detailed instructions for implementation and data
collection. Additionally the treatment plan will include the results of a functional analysis of behavior, a positive
behavior supports plan for maladaptive behavior, and a behavioral reinforcer survey. This plan is focused on the
specifics of the treatment/intervention for the child that comes as a result of the POC.

Smce the parent will-be: present dunng the intervention in this. program there-is-no-risk that the.child will be
unattended if there is an emergency that prevents the Line Therapist from keeping the appointment for the treatment.
Also, since this is a tiered service, the Lead Therapist could be scheduled to cover for the Line Therapist if situations
where the Line Therapist is unable to maintain an appointment time. As an additional back-up strategy, the parent is
required to participate in this program with a minimum of 14 hours of intervention per week. This intervention could
occur during a time when the Line Therapist is unavailable so the child continues to receive the treatment. Since the
Line Therapist, Lead Therapist and parent are all trained in implementation of the treatment by the Consultant,
substitution of personnel will still allow the child to receive appropnate intervention.
Participants’ needs, including potential risks associated with their situations, are assessed during the planning process
and considered during plan development. The Plan includes a section for a description of the plan to be implemented
during an emergency or natural disaster and a description for how care will be provided in the unexpected absence of
a caregiver/supporter.

b. Monitoring Safeguards. Select one:

! Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver services to the participant.

{% Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver services to the participant
The State has established the following safeguards to ensure that monitoring is conducted in the best interests of
the participant. Specify:

AERendix D: Participant-Centered Planning and Service Delivery

Quality Improvement: Service Plan

As a distinct component of the State's quality improvement strategy, provide information in the following fields to detail the
State ’s methods for discovery and remediation.
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a. Methods for Discovery: Service Plan Assurance/Sub-assurances
i. Sub-Assurances: '
a. Sub-assurance: Service plans address all participants’ assessed needs (including health and safety
risk factors) and personal goals, either by the provision of waiver services or through other means.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

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

Performance Measure:

Number and percent of participants reviewed who had service plans that were
adequate and appropriate to their needs as indicated by the assessment(s).
Numerator: number of participants with service plans that address needs;
Denominator: number of records reviewed. '

Data Source (Select one):
.Other o ‘
If'Other’ is selected, specify:
Case Record Review
Responsible Party for | Frequency of data {Sampling Approach
~ ldsta— ~ - |collection/generation | (check each that applies):
collection/generation . | (check each that applies): |~ =~
(check each that applies): ‘
7 State Medicaid =] Weekly 100% Review
Agency :
Operating Agency | = Monthly ‘ Less than 100%

Review

5] Sub-State Entity | [7 Quarterly =1 Representative '

Sample
Confidence
Interval =

i Other 2 Annually 7 Stratified

Specify: | " Describe
t Group: ,

NSRRI

Continuously and 7 Other
Ongoing Specify.

=7 Other
Specify:
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Data Agpregation 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 ] Annually
Specify: '
Continuously and Ongoing
[Z] Other
Specify:
Performance Measure:

Number 2nd percent of participants reviewed who had service plans that
_addressed personal goals. Numerator: iumber of participants service plans that
address personal goals; Denominator: number of records reviewed.

Data Source (Select one):
Other

If 'Other’ is selected, specify:
Case Record Review

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):

Sub-State Entity

State Medienid- - | [ Weeldy f#] 100% Review
Agency
[} Operating Agency | [7] Monthly [5] Less than 100%
Review
[Z] Quarterly [} Representative

Sample
Confidence

Interval= |

Other
Specify:

Annually

[ Stratified

Describe
Group:
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[#] Continuously and
Ongoing

5 Other

Specify:

Data Aggregation and Ahalysis:

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

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

State Medicaid Agency

7 Weekly

Operating Agency

Monthly

57 Sub-State Entity

Quarterly

% Other =7 Annually
Specify: '
[5) Continuously and Ongoing
74 Other
Specify:
1
Performance Measure:

Number and percent of participants reviewed who had service plans that
addressed risk factors. Numerator: number of participants service plans that
address risk factors; Denominator: number of records reviewed.

Data Source (Select one):
Other .

If 'Other' is selected, specify:
Case Record Review

Responsible Party for
data o
collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

7] State Medicaid
Agency

=] Weekly

ey 100% Review

[F Operating Agency

7 Monthly

==l Less than 100%
Review

7 Sub-State Entity

%1 Quarterly

75 Representative

Page 83 of 135
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Sample
Confidence
Interval =
1 Other =] Annually Stratified
Specify: Describe
Group:

[#] Continuously and 73 Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of dats aggregation and
aggregation and analysis (check each |analysis (check each that applies):
that applies):
‘State Medicaid Agency - T Weekly - - -

[¢] Operating Agency Monthly

Sub-State Entity Quarterly

Other Annually

Specify:

Continuously and Ongoing

[5] Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
procedures. .

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the agg:eg' ated data that will enable the State
1o analyze and assess progress toward the performance measure. [n this section provide information on
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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: 7

Number and percent of service plan development procedures that are completed as
described in the waiver application. Numerator: number of participants service
plans completed according to waiver procedures; Denominator: number of records
reviewed. '

Data Source (Select one):
Other

If 'Other’ is selected, specify:
Case Record Review

Responsible Party for | Frequency of data Sampling Approach
data , collection/generation {check each that applies):
collection/generation (check each that appiies):
(check each that applies):

State Medicaid Weekly [7} 100% Review

- Agency
Operating Agency | [ Monthly £7 Less than 100%
Review
[ Sub-State Entity 1 Quarterly - 77 Representative
~ Sample -
Confidence

Interval =

== Stratified
Describe

7] Annually

Fz] Continuously and
Ongoing

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
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[7] Other [7] Annually
Specify:

Continuously and Ongoing

Other
Specify:

c. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changes in
the waiver participant’s needs.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each peformance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

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 Qr_'ovide information on
the method ich each source of data is analyzed statistically/deductively or inductively, how themes

are identified or conclusions drawn,_and hiow recommendations are formulated, where appropriate.

Performance Measure: S _
-Number and percent of service plans that were reviewed and revised as warranted
on or hefore waiver participant's annual review date, Numerator: number of -
participant's service plans that were reviewed and revised before annual review
date; Denominator: number of records reviewed.

Data Source (Select one):
Other

If 'Other is selected, specify:
Case Record Review

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 Weekly 100% Review

Agency :
[#] Operating Agency =] Monthly { [T} Less than 100%
Review

7] Representative
Sample

7 Sub-State Entity Quarterly

Confidence
Interval = _
[7] Other Annually 7 Stratified
Specify: Describe

Group:
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Continuously and
Ongoing

] 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):

77 State Medicaid Agency Weekly

Operating Agency Monthly
[Z] Sub-State Entity

= Quarterly

=3 Other

Continuously and Ongoing

[z Other
Specify:

d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service plan.

Pgrl‘brmance Measures

For each performance measure/indicator the State will use 1o assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the aggregated data that will enable the State
lo_analyze and assess progress foward 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: '

Number and percent of participants reviewed who received services in the type,
scope, amount, frequency and duration specified in the service plan. Numerator:
Number of participants’ service plans who received service specified in the service
plan; Denominator: number of records reviewed.
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Data Source (Select one):
Other

If 'Other’ is selected, specify:
Case Record Review

00 - Oct 01, 2012

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):

[i7] 100% Review

= State Medicaid = Weekly
Agency :
Operating Agency | [7j Monthly 7] Léss than 100%
_ . Review
Sub-State Entity [77 Quarterly 7| Representative
Sample
Confidence
Interval =
i~
; Fu
[7] Other [7] Annually Stratified
Specify: Describe
A Group:
{71 Continuously and [7] Other
- - Ongoing - - - - . Speclfyk,

B 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):

T State Medicaid Agency

Weekly

[Z] Operating Agency

Monthly

[7] Sub-State Entity

=} Quarterly

[7} Other
Specify:

i

| [F] Annually

Continuously and Ongoing

Other
Specify:
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e. Sub-assurance: Participants are afforded choice; Between waiver services and institutional care; and
between/among waiver services and providers.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the aggregated data that will enable the State
to analvze and assess progress toward th ormance 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:

Number and percent of waiver participant records reviewed with an appropriately
completed plan of care that specified choice was offered between institutional care
and waiver services and among waiver services. Numerator: Number of
participant's service plans with a choice between institutional care and waiver
services and among waiver services; Denominator: Number of records reviewed.

Data Source (Select one):
Other
" If 'Other’ is selected, specify:
‘Case Record Relvew N
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
Agency

[ Weekly

i 100% Review

Operating Agency

Monthly

=) Less than 100%
Review

I ‘Sub-State Entity

Quarterly

i7] Representative

Sample
Confidence
Interval =

=7 Other =1 Annuall = Stratified
I A H
Specify: Describe
Group:
g7] Continuously and [ Other
Ongoing Specify:
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[] 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):

[F] State Medicaid Agency Weekly

[7j Operating Agency Monthly

[z} Sub-State Entity 7] Quarterly

Other Annually

Specify:

s

g InE N

Continuously and Ongoing

Other
Specify:

Performance Measure: :

Number and percent of waiver participant records reviewed with appropriately
completed and signed freedom of cheice forms that specified choice of providers
was offered. Numerator: number of participants with freedom of choice forms
with choice of providers; Denominator: number of records reviewed.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

Case Record Review

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):

=3 State Medicaid [ Weekly {7} 100% Review
Agency
[7] Operating Agency | [ Monthly (7] Less than 100%
' Review
[7] Sub-State Entity Quarterly = Representaﬁve
Sample
Confidence
Interval =

7 Other =1 Annually 1 Stratified
L] 3 [
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Describe

Specify:

Continuously and
Ongoing

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 : Menthly
73 Sub-State Entity 7 Quarterly
7% Other ' Annually
. Specify: . ' T '
Continuously and Ongoing
Other |
Specify:

ii. Ifapplicable, 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. _ .
The state currently operates a system of review that assures completeness, appropriateness, accuracy and

freedom of choice. This system focuses on client-centered service planning and delivery, client rights and
responsibilities, and client outcomes and satisfaction.

Individual charts are reviewed by PARTNERS for completeness and accuracy and reéulting data is made
available for the production of the Chart Review Summary Report. A DMS QA audit is also conducted from a
review of a random sampling of reports, to confirm that service plans are updated and revised as warranted by

changes in the client's needs.

The state also uses billing data from MMIS to compare with the random review of app_roved individvalized
plans of care to check for amount, duration and frequency of services rendered.

Charts are reviewed to assure that a Freedom of Choice form was presented to the client, that provider
assurances against coercion and solicitation have been signed, and that a complete list of providers has been

made available to the client.
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Chart reviews of the overall program files are thorough and include a review of all required documentation
regarding compliance with the plan of care development assurance and plan of care delivery. Reviews
include, but are not limited to completeness of the plan of care; timeliness of the plan of care developments
process; appropriateness of all medical and non-medical services; consideration of clients in the plan of care
development process; clarity and consistency; compliance with program policy regarding all aspects of plan of
care development, changes and renewal.

Some measures have multiple factors that are reviewed to determine if the area is in compliance. These
measures are directly related to the CMS waiver assurance areas.

PARTNERS staff monitor 25% of their active caseload on an annual basis. This process also provides an
additional level of service plan review for compliance and service delivery. PARTNERS reviews the recipient
profiles from MMIS on a quarterly basis. This profile is compared to the plan of care and reviewed for lack of
service billing, under utilization or overpayment, and appropriate provider of services. The Quarterly
Recipient Profiles process is a completely separate process from the chart review process reflected in the
Annual Report, It provides an additional monitoring tool utilized to verify plan of care compliance and
appropriate billing practices. Discrepancies are identified, changes are made as necessary and proper action is

taken.

The State Medicaid Agency, DMS, assures compliance with the service plan subassurances through a review
of random sample of all active waiver participants' case records. Reference performance measures three and
four under Appendix A, under administrative authority.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information

ji.

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information
on the methods used by the State to document these items. _

PARTNERS and DMS participate in quarterly team meetings to discuss and address individual problems
related to plan of care, as well as problem correction and remediation. PARTNERS and DMS have an

. _Interagency Agreement that includes measures refated to the plans of care as part of the waiver.

In cases where clients’ plans of care are inadequate or inappropriate, do not address clients' personal goals or
risk factors, are not completed as described in the waiver application, and are not reviewed or revised as
needed, PARTNERS remediation includes revising the plan of care accordingly and providing additional
training to staff who complete plans of care. This remediatior: also applies when clients do not receive the
type, scope, frequency and duration of services as specified in the plan of care, or when clients are not offered
choice between institutional care and waiver services and among waiver services when the plan of care is
developed. In addition, the plan of care form includes information on the client's personal goals, risks and
choices (between and among institutional care and waiver services, and among waiver services), and
completeness of this form is checked during the chart review process.

If a client's record does not include a completed and signed Freedom of Choice form indicating that a choice
of providers was offered, PARTNERS remediation includes completing the Freedom of Choice form
accordingly and additional staff training in this area.

The tool used to review waiver client's record captures and tracks remediation in these areas.

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):

7] State Medicaid Agency

Weekly

Operating Agency

Monthly

[ Sub-State Entity

Quarterly

[] Other
Specify:

[ Annually
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=} Continuously and Ongoing

L

Other
Specify:

¢. 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 Service Plans that are currently non-operational.
& No
i Yes’
Please provide 2 detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

i

AEEendix E: ParticiEant Direction of Services

Applicability (from Appl:'catfon Section 3, Components of the Waiver Request):

£ Yés. Thi;i wawer brﬁviﬂes participint direction -t;hboriunitiéé. deﬁﬁlé{é-fhe remainder of the Appendix.
No. This waiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMS urges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed
budget or both. CMS will confer the Independence Plus designation when the waiver evidences a strong commitment to

participant direction.

Indicate whether Independence Plus designation is requested (se/ect one):

#2 Yes. The State requests that this waiver be considered for Independence Plus designation.

{# No. Independence Plus designation is not requested.

| Appendix E: ParticiEant Direction of Services o

E-1: Overview (10f13)

Answers provided in Appendix E-0 indicate that you do ot need to submit Appendix E.

Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

- Appendix E: Participant Direction of Services
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Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Partircipalit Direction of Services_

E-1: Overview (4 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

- E-1: Overview (5 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (6 of 13)

Answers provided in Appendix E-0 indicate that you do not need ¢o submit Appendix E.

AEEendix E: ParticiEant Direction of Services :

E-1: Overview (7 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit AppendixE. __~ ~

AEEendix E: ParticiEant Direction of Services -

"E-1: Overview (8 of 13)

Answers provided in Appendix E-0 indicate that you do not need to subrﬁit Appendix E.

Appendix E: Participant Direction of Services
E-1: Overview (9 of 13)

Answers provided in Appendix E-0 indicate that you do not need fo submit Appendix E.

ApEendix E: ParticiEant Direction of Services

E-1: Overview (10 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services

E-1: Overview (11 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E,
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Appendix E: Participant Direction of Services
E-1: Overview (12 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

AEBendix E: ParticiEant Direction of Serviceé |

E-1: Overview (13 of 13)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant Direction (1 of 6)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (2 of 6)

Answeré provided in Appendix E-0 indicate that you do not need to submit Appendix E.

A’EEendix E: Participant Direction of Services

~___ E-2: Opportunities for Participant-Direction (3.0f6).

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Aeeendix E: Part_icinant Direction of Services : )
E-2: Opportunities for Participant-Direction (4 of 6)

Answers provided in Appendix E-0 indicat_e that vou do not need to submit Appendix E.

Appendix E: Participant Direction of Services _ -' -

E-2: Opportunities for Participant-Direction (5 of 6)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (6 of 6)

Answers provided in Appendix E-0 indicate that you do not need to submit Appendix E.

ém)endix F: Pafticigant Rights
Appendix F-1: Opportunity to Request a Fair Hearing
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The State provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuals: (a) who are not
given the choice of home and community-based services as an alternative to the institutional care specified in ltem 1-F of the
request; {b) 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. The State provides notice of action as required in 42 CFR §431.210.

Procedures for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his/her legal
representative) is informed of the opportunity to request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s)
that are used to offer individuals the opportunity to request a Fair Hearing, State laws, regulations, policies and notices
referenced in the description are available to CMS upon request through the operating or Medicaid agency.

Waiver participants are advised on the DCO-700 (Notice of Action) or the system-generated Notice of Action of their right to
appeal when adverse action is taken to deny, suspend, reduce or terminate services. The notice is issued by the Division of
County Operations (DCO). The notice explains the participant's right to a fair hearing, how to file fora hearing, and the
participant's right to representation. Notices of adverse actions and the opportunity to request a fair hearing are kept in the
participant's eligibility case record. If the participant files for a fair hearing during the advanced notice period, services may
continue at the participant's request until a decision is made on the appeal. If the findings of the appeal are not in the
participant’s favor, and the participant had elected the continuation of benefits, the participant will owe the State of Arkansas

restitution through an overpayment,

During the initial and-annual recertification process, PARTNERS explains to the participant the choice of home and
community-based services vs. institutional services, the waiver participant is provided with a program brochure which also
includes instructions for filing an appeal.

Assistance in the fair hearing process is available via the HCBS Ombudsman, targeted case manager, representative, if
applicable, and legal aide.

énpendix F: Particieant-RiEhts
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the State operates another dispute resolution
process that offers participants the opportunity to appeal decisions that adversely affect their services while preserving
their right to a Fair Hearing. Select one:

@ No. This Appendix does not apply

% Yes. The State operates an additional dispute resolution process
b. Description of Additional Dispute Resolution Process. Desctibe the additional dispute resolution process, including:
(a) the State agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes), including
the types of disputes addressed through the process; and, (c) how the right to a Medicaid Fair Hearing is preserved
when a participant elects to make use of the process: State laws, regulations, and policies referenced in the description
are available to CMS upon request through the operating or Medicaid agency.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

¢%: No. This Appendix dees not apply
7® Yes. The State operates a grievance/complaint system that affords participants the opportunity to register

grievances or complaints concerning the provision of services under this waiver
b. Operational Responsibility. Specify the State agency that is responsible for the operation of the grievance/complaint
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system:

The operating agency, UAMS Partners is reponsible for complaints pertaining to the Autism waiver.

c. Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints
that participants may register; (b) the process and timelines for addressing grievances/complaints; and, (¢} the
mechanisms that are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the
description are available to CMS upon request through the Medicaid agency or the operating agency (if applicable).

Complaints are resolved expeditiously as received by the appropriate party. The type of complaint determines how
the complaint is handled. Complaints concerning abuse and neglect are routed to the Child Protective Services Unit
immediately for appropriate action. Complaints about provider staff not providing the services required and
complaints about how the waiver operates are reviewed by the PARTNERS administrative staff to determine if there
is a problem and whether the issue can be resolved based on laws, regulations and policies. Complaints are recorded
by the party receiving the information. '

Every effort is made to resolve the issue as quickly as possible, but must be resolved within 30 business days from the

date the complaint was made. A follow-up call or correspondence is made with the reporter, if appropriate, to discuss
. how the issue was resolved without violating confidentiality rules. The participant or his/her representative is

informed of his/her right to appeal any decision and that filing a complaint is not a prerequisite or substitute for a fair

hearing. :

A complaint database is designed to register any type of complaint, related to the waiver, from any source. Waiver
participants and others may register complaints by calling a toll-free number or in writing to PARTNERS,

Based on the data entered, the complaint can be 1.)tracked by type of complaint (service, provider, etc.); 2.)tracked by
complaint source (participant, county office, family, etc.); and 3.)monitored for trends, action taken to address
complaint, access, quality of care, health and welfare. The complaint database provides a means to address any type

complaint filed by any source.

4

PARTNERS staff enters information pertaining to complainfs made by participants against providers providing
services to them, against DHS county offices pertaining to their financial eligibility determination; against waiver
operating agency staff or taigeted case managers working with them, or participants’ complaints pertaining to their
medical need/level of care eligibility determination. Information that is entered into.the database includes the
complaint source and his/her contact information, participant information, person or provider for whom the complaint
is being made against, the person who received the complaint, the person to whom the complaint is assigned for
investigation, the complaint being made, and the action taken relative to investigation findings. The following reports

can be generated from this database:

1) Comﬁlaint Report for each complaint received;

2) Compléted complaint processing form for each complain received.

3.) Complaints received listing persdn/proﬁder names sorted by date received;

4,) Listing of complaints received for specific providers sorted by date received;

5.) Total counts per provider of complaints received sorted alphabetically by provider name;
6. Total counts of complaints received grouped by month/year,

7.} Total counts of complaints received by county;

8.) Total counts of complaints received for waiver providers grouped by service name;

9.) Total counts of éomplaints received for specific providers;

10.) Complaints completed listing ﬁameslproviders for whom/which the complaints have been made grouped by
waiver service name;

11.) Provider totals of complaints completed sorted alphabetically by provider name;
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12.) Total counts of complaints completed grouped by month/year.

The cdmplaint database was developed for tracking complaints; providing trends; and monitoring access, quality of
care, health, and welfare.

Appendix G: Participant Safeguards . -
Appendix G-1: Response to Critical Events or Incidents :

a. Critical Event or Incident Reporting and Management Process. Indicate whether the State operates Critical Event
or Incident Reporting and Management Process that enables the State to collect information on sentinel events
occurring in the waiver program.Select one:

@ Yes. The State operates a Critical Event or Incident Reporting and Management Process (complete ltems b
through e}

¢+ No. This Appendix does not apply (do not complete Items b through e)
If the State does not operate a Critical Event or Incident Reporting and Management Process, describe the process
that the State uses to elicit information on the health and welfare of individuals served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the State requires to be reported for review and follow-up action by an
appropriate authority, the individuals and/or entities that are required to report such events and incidents and the
timelines for reporting. State laws, regulations, and policies that are referenced are available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

The focal point for incident management in Arkansas is Child Protective Services (CPS), which is located in the
Division of Children and Family Services (DCFS). CPS works with a legislative mandate to accept reports,
investigate, substantiate and resolve incidents of abuse, neglect and exploitation of children in Arkansas. All waiver
staff, providers and their staff and anyone receiving reimbursement for work with a Medicaid participant are
identified in the law at Arkansas Code Title 12 Chapter 18, the Child Maltreatment Act, as mandatory reporters,
Mandatory reporters are required by the law to report incidents immediately.

The Department of Human Services (DHS) has a department-wide database to report incidents throughout the ten
Divisions (including the Division of Developmental Disabilities Services, Division of Medical Services, Division of
Children and Family Services, Division of County Operations and others) that affect the health and welfare of
program participants. This Incident Reporting System (IRIS) is used to document incidents in real time and has the
ability to generate management reports quickly and efficiently. Incidents that have, or are expected to, receive media
attention are to be reported via telephone to the DHS Communications Director within one hour, regardless of the .
hour. Incidents regarding suicide, death from adult abuse, maltreatment or exploitation, or serious injury are to be
reported to the DHS Chief Counsel via telephone within one hour, regardiess of the hour, An investigation must begin
within two business days of the incident following DHS Policy 1106.0. A formal report on IRIS must be submitted
no later than the end of the second business day following the incident.

The Arkansas Child Maltreatment Hotline must accept reports of alleged maltreatment. If the nature of a child
malireatment report (Priority I or If) suggests that a child is in immediate risk, the investigation will begin
immediately or as soon as possible. DCFS has jurisdiction to investigate all cases of child maltreatment in conjunction
with Arkansas State Police Crimes Against Children Division (CACD) who is responsible to assess most Priority 1
allegations of child maltreatment. DCFS is responsible for ensuring the health and safety of the children even if the
primary responsibility for the investigation belongs to CACD. The DHS County Supervisor/designee assigns the
report to a Family Service Worker(s) or a Unit Group who will conduct the assessment. ‘The Family Service Worker
will begin the Child Maltreatment Assessment immediately and no later than 24 hours after receipt of report by the
Hotline, if severe maltreatment (Priority I) is indicated. All other Child Maltreatment Assessments must being within
72 hours of the report. A Health and Safety Assessment is comipleted in conjunction with the Child Maltreatment
Assessment. An investigative determination shall be made within thirty days. If the circumstances of the child present
an immediate danger of severe maltreatment, the Family Service Worker will take the child into protective custody
for up to 72 hours. The Operating Agency (Partners) reviews and evaluates all incident reports involving a participant
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in the Autism Waiver to ensure correct procedures and time frames are followed. In the event DHS provider staff has
failed to notify proper authorities such as the Child Abuse Hotline, or the police department, the Operating Agency
(Partners) wil! ensure the notifications are made immediately. If an incident warrants investigation, the Operating
Agency (Partners) will investigate and submit findings of the review to the DMS. The Operating Agency (Partners)
notifies the Autism Waiver Provider involved.

The provider is required to submit a plan of correction to the Operating Agency (Partners), and the DMS Quality
Assurance staff. The Operating Agency (Partners) and DMS will perform necessary follow-up to monitor progress

toward compliance.

Deaths and critical incidents are reported as received by the Operating Agency (Partners) to the DMS Quality
Assurance.

Incidents are reported using the IRIS system, the Child Abuse Hotline or the Incident Report Form DHS 1910. The
Incident Report Form DHS 1910 is used in the absence of computer transmission capability. The forms are
transmitted to the appropriate Division contact (for Autism waiver participants that will be Partners) for entry into

IRIS.

Incidents of child abuse called into the Child Abuse Hotline are investigated by the Arkansas State Police Crimes
Against Children Division.

Incidents of child maltreatment reported using the IRIS system or the Incident Repoft Form DHS 1510 are
investigated by the Division of Children and Family Services (DCFS) with some information shared between DCFS
and Partners if the report involves a Autism waiver participant. '

Any other incidents that may affect the health and safety of Autism Waiver participants and occurrences that interrupt
or prevent the delivery of DHS services must be reported to Partners and the DHS Director’s Office.

Partners will be given access to IRIS to query incidents reported for Autism waiver participants. Partners will use the
IRIS database to monitor incidents for participants in the Autism waiver program and will address any concerns

according to the following timeframes:

As soon as the incident report is received by Partmers, it is reviewed and prioritized. DHS Policy 1090 requires that
investigations begin within 24 hours (next business day) from time of receipt. .

Within five working days from the start of the investigation, telephone contact with the complainant is required. If
unable to contact by telephone and the complainant is known, a certified letter is sent to the complainant requesting
the complainant contact Partners within three working days of the date of the letter. .

Within ten working days of receipt of the report, Partners gathers information and c{;mpletes their investigation.. If
timely contact with the involved parties is not possible, the process may be extended an additional ten days.

Within fifteen days working days of completion of the investigatidn, Partners will submit a written report to the
affected entity (if applicable} and DMS. '

With five working days of receipt of the written report, the affected entity may request 2 meeting with Partners to
discuss the findings. If the Partners determines there is credible evidence to support the complaint, Partners will
request a time bound plan of correction and ensure necessary follow-up to monitor progress toward compliance.

Al critical incidents reported to Partners (regardless of type) are reviewed, triaged and prioritized by Partners within
24 working hours. In instances of alleged abuse or neglect, there is immediate referral to the applicable Arkansas
Protective Services Agencies with deferral to these constraining requirements (in accordance with their

policies). Specific to critical internal incidents, the completion time frame is within 10 working days. Exceptions
may occur if circumstances justify an extension.. All extensions will be monitored with the annual report to identify
any system problems that may require policy changes. All internal issues are investigated by Partners with a report to
DMS for final approval. :

c. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) conceming protections from abuse, neglect, and exploitation,
including how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or
entities when the participant may have experienced abuse, neglect or exploitation.

A brochure developed and provided by the Child Protective Services (CPS) Unit is provided to the waiver applicant
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and his/her family by PARTNERS when initial contact is made. Duplicate copies of the brochure are available should
additional copies be needed to provide to the applicant's/participant’s other family members or friends. The brochure
includes information on what constitutes abuse, the signs and symptoms of abuse, the persons required to report
abuse, and how reports should be made. '

PARTNERS reviews the information in the CPS brochure with participants/family members in annual contacts after
participation in the Autism waiver program begins. Duplicate copies of the brochure are available.

d. Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or entities) that
receives reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such
reports, and the processes and time-frames for responding to critical events or incidents, including conducting

investigations.

The DHS Client Advocate reviews all incidents in the IRIS database and generates reports. Partners will have access
to the IRIS database. All relevant information about Autism waiver participants is reviewed by PARTNERS waiver

staff.

Information from all complaints entered into the complaint database, including information on resolution of the
incidents is reviewed by PARTNERS waiver staff. Results of these complaint reviews that identify a situation in
which the Autism waiver participant was compromised are further investigated with appropriate action taken, if
necessary. The complaint database will generate monthly and annual reports to the Partners Waiver Program
Administrator who reviews these reports to identify patterns and make systematic corrections when necessary.

The participant and other relevant parties are informed of investigation results by telephone or written form.
¢. Responsibility for Oversight of Critical Incidents and Events. Identify the State agency (or agencies) responsible
for overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this

oversight is conducted, and how frequently.

PARTNERS as the operating agency for the waiver, will assume responsibility for compiling all incident reports from
all sources into a single source for review and action. PARTNERS waiver staff will review this single source to
identify patterns and make systematic corrections when necessary. Critical incidents and events are reviewed on a
case by case basis by administrative staff. A monthly report is compiled based on incidents and events keyed into the
Compilaint Database.

Appendix G: Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions
(1 of 2) '

1

a. Use of Restraints or Seclusion. (Select one):

@ The State does not permit or proh'ibits the use of restraints or seclusion

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restraints or seclusion and
how this oversight is conducted and its frequency:

Both the Auvtism Waiver Coordinator-and the Clinical Services Specialist will be responsible for monitoring for
unauthorized us¢ of restraints or seclusion as treatment/intervention strategies during regular contact with
participants. Autism Waiver Coordinators will have monthly contact with participants and Clinical Services
Specialists will have quarterly contact with the participants. Information about the prohibition of restraints and
seclusion will be included in the training of all providers and in the program description provided to
parents/guardians. If there is any report of the use of these unauthorized techniques, an immediate investigation
will be conducted by the Autism Waiver Coordinator and approprate action taken to ensure that their use is

immediately discontinued.

The only use of any physical intervention allowable under this program is as an emergency intervention to
protect the safety of the child. An "emergency" is defined as a situation which poses imminent risk of injury to
the child or another person. Physical intervention is allowable only during the context of the emergency and only
for the duration of that emergency. It cannot be used as a contingent punitive consequence for non-cooperative or
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non-compliant behavior.

Prevention of unauthorized use of physical intervention is a top priority for the Medicaid Agency (DMS) and the
Operating Agency (Partners) in this waiver program. The documentation regarding this issue will be reviewed
during 100% of the administrative on-site contacts. Additionally, any reports via telephone of such use will be
followed with an on-site visit to discuss the situation, address the regulations of the program, and develop a
strategy to prevent future occurrence. This will be documented in the case notes and possibly in the individual

" treatment plan, if the situation reflects a need for modification of the plan.

e

The use of restraints or seclusion is permitted during the course of the delivery of waiver services. Complete
Items G-2-a-i and G-2-a-ii. ' ‘

i. Safeguards Concerning the Use of Restraints or Seclusion. Specify the safeguards that the State has
established concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints,
mechanical restraints or seclusion). State laws, regulations, and policies that are referenced are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable). .

H
H
3

ii. gfhte Oversight Responsibility. mépecify the State agency' (rbi"“égcncies) fééponsiblemfai';_\}éfgégﬁig{ﬁe use
of restraints or seclusion and ensuring that State safeguards concerning their use are followed and how
such oversight is conducted and its frequency:

E

:
!
i

Appendix G: Participant Safeguards - )

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventiohs
(2 of 2) .

b. Use of Restrictive Interventions. (Sefect one).

& The State does not permit or prohibits the use of restrictive interventions

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions
and how this oversight is conducted and its frequency:

Both the Autism Waiver Coordinator and the Clinical Services Specialist will be responsible for monitoring for
unauthorized use of restrictive interventions during regular contact with participants. Information about the
prohibition of the use of restrictive interventions will be included in the training of all providers and in the
program description provided to parents/guardians. If there is any report of the use of these unauthorized
techniques, an immediate investigation will be conducted by the Autism Waiver Coordinator and approprate
action taken to ensure that their use is immediately discontinued. »

% The use of restrictive interventions is permitted during the course of the delivery of waiver services

Complete Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive Interventions. Specify the safeguards that the State has
in effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, Iocations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the
specification are available to CMS upon request through the Medicaid agency or the operating agency.

:
ii. State Ove;sf'iglf;?ﬁespdnsibilit; Spec‘igwtile State aééhcy '(olr agencnes)responmblét%rmon;taﬁlgand
overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:
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Appendix G: Participant Safeguards _
Appendix G-3: Medication Management and Administration (1 of2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed
living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix
does riot need to be completed when waiver participants are served exclusively in their own personal residences or in the

home of a family member.

a. Applicability. Select one:

@ No. This Appendix is not applicable (do not complete the remaining items)

¢ Yes. This Appendix applies (complete the remaining items)
b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medication regimens, the methods for conducting monitoring, and the frequency of monitoring.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s} that the State uses to ensure that
participant medications are managed appropriately, including: (a) the identification of potentially harmful
~ practices (e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on
potentially harmful practices; and, {c) the State agency (or agencies) that is responsible for follow-up and-
oversight. ‘

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (2 of 2)

¢. Medication Administration by Waiver Providers

Answers provided in G-3-a indicate you do not need to complete this section
i. Provider Administration of Medications. Select one:

%: Not applicable. (do not complete the remaining items)

% Waiver providers are responsible for the administration of medications to waiver participants who
cannot self-administer and/or have responsibility to oversee participant self-administration of
medications. (complete the remaining items)

ii. State Policy. Summarize the State policies that apply to the administration of medications by waiver providers
or waiver provider responsibilities when participants self-administer medications, including (if applicable)
policies concerning medication administration by non-medical waiver provider personnel. State laws,
regulations, and policies referenced in the specification are available to CMS upon request through the

Medicaid agency or the operating agency (if applicable).
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iii. Medication Error Reporting. Select one of the following:

#: Providers that are responsible for medication administration are required to both record and report

medication errors to a State agency (or agencies).
Complete the following three items:

(a) Specify State agency ((;r agencies) to which errors are reported:

;
:

|

i

(b) Specify the types of medication errors that providers are required to record:

(c) Specify the types of medication errors that providers must report to the State:

H
i, ;

¢ Providers responsible for medication administration are required to record medication errors but
make information about medication errors available only when requested by the State.

Specify the types of medication errors that providers are required to record:

TR

iv. State Oversight Responsibility. Specify the State agency (or agencies) responsible for monitoring the
performance of waiver providers in the administration of medications to waiver participants and how

monitoring is performed and its frequency.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

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

a. ‘Methods for Discovery: Health and Welfare
The State, on an ongoing basis, identifies, addresses and seeks to prevent the occurrence of abuse, neglect and

exploitation.
i. Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory assurance
complete the following. Where possible, include numerator/denominator. Each performance measure must be
specific to this waiver (i.e., data presented must be waiver specific). '

For each performance measure, provide information on the aggregated data that will enable the State to

analvze and assess provress 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 recompiendations gre formulated_where appropriate.
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Performance Measure:

Number and percent of participant records reviewed where the participant and/or
family or legal gnardian received information about kow to report abuse, neglect,
exploitation and other critical incidents as specified in the waiver application.
Numerator: Number of participants receiving information on abuse, neglect, exploitation
and critical inidents; Denominator: Number of records reviewed.

Data Source (Select one):
Other )

If 'Other’ is selected, specify:
Case Record Review

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation |collection/generation each that applies):
(check each that applies): | (check each that applies):
[7] State Medicaid 7] Weekly I3] 100% Review
Agency
[F] Operating Agency [] Monthly Less than 100%
' ' Review
Sub-State Entity 7 Quarterly ] Representative
‘ Sample
Confidence
Interval =
77} Other 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
[7] Operating Agency Monthly
[] Sub-State Entity Quarterly
[7} Other Annually

Specify:
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Continuously and Ongoing

Other
_ Specify:

Performance Measure:

Number and percent of critical incidents that were reported within required time
frames. Numerator: Number of critical incidents reported within required time frames;
Denominator: Number of critical incidents reviewed. '

D.ata Source (Select one):

Other

If 'Other is selected, specify:

Case Record Review :
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation |collection/generation each that applies):
(check each that applies):  |(check each that applies):

[ State Medicaid Weekly 100% Review
Agency _ '
. [F8 Operating Agency Monthly [ Less than 100%
Review
=] Sub-State Entity 77 Quarterly 71 Representative
' Sample
_...Confidence

- I—nlerval =

=% Annually

Continuously and [} Other
Ongoing Specify:

Data Aggregation and Analysis:

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

= State Medicaid Agency Weekly

Operating Agency Monthly
7 Sub-State Entity

= Quarterly
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[7] Other =] Annually
Specify: '
[£] Continuously and Ongoing
Other
Specify:
Performance Measure:

Number and percent of critical incident reviews/investigations that were initiated and
completed according to program policy and state law. Numerator: Number of critical
incident investigations intitiated/completed according to policy/law; Denominator:
Number of critical incidents reviewed.

Data Source (Select one):
Other

If'Other’ is selected, specify:
Case Record Review

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation |collection/generation each that applies):
(check each that applies): | (check each that applies):
7] State Medicaid Weekly |71 100% Review
__Agency ) L
‘. OperatmgAgency 7| ' Monthly o v Less than 100%
- Review -
[} Sub-State Entity 7] Quarterly Representative
Sample
Confidence
Interval =

{7 Other Annually [} Stratified
Specify: Describe Group:
Continuously and 7] Other
Ongoing Specify:

Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data aggregation |Frequency of data aggregation and
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and analysis (check each that applies): analysis (check each that applies):
State Medicaid Agency 72 Weekly
[f] Operating Agency Monthly
[F] Sub-State Entity 7 Quarterly
77 Other = Anpually
Specify:
=7 Continuously and Ongoing
7 Other
Specify:
Performance Measure: —

Number and percent of critical incident requiring review/investigation where the state
adhered to follow-up methods as specified. Numerator: number of critical incident
reviews/investigations that had appropriate follow-up; Denominator; number of critical
incidents reviewed. ' :

Data Source (Select one):
Other

If 'Other’ is selected, specify:
Case Record Review

Responsible Party for
data collection/generation
(check each that applies):

{Frequency of data -

collection/generation
(check each that applies):

: Sémpling Approach(check

each that applies):

71 State Medicaid
Agency

‘5] Weekly

i 100% Review

77| Operating Agency

5] Monthly

75 Less than 100%
Review

7| Sub-State Entity

Quarterly

=] Representative

Sample
Confidence
!_rlt“ervaI =

7 Annually

Stratified
_Qescribe Group:

[# Continuously and-
Ongoing

[ Other
Specify:
!

I

1 Other
Specify:
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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 [7) Monthly
Sub-State Entity

=1 Quarterly

=1 Other [F] Annually
Specify:

7 Continuoasly and Ongoing

Other
Specify:

Performance Measure:

Number and percent of unexplained, suspicious and untimely deaths for which
review/investigation resulted in the identification of unpreventable and preventable
causes. Numerator: number of deaths with unpreventable causes; Denoniinator: number
of deaths. ‘

Data Source (Select one):

Other _ ‘
If 'Other' is selected, specify: -
Unexpected Death Report
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation |collection/generation each that applies):
(check each that applies): |(check each that applies): -
[] State Medicaid Weekly [#] 100% Review
Agency '
[5] Operating Agency 77 Monthly =] Less than 100%
Review
Sub-State Entity £7] Quarterly Representative
Sample
Confidence
Interval =
i
[7] Other Annually £ Stratified
Specify: Describe Group:
H oo [y
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[ Continuously and - [ Other
Ongoing - Specify:

Data Aggregation and Analysis:

Responsibi¢ Party for data aggregation |Frequency of data aggregation and
and analysis (check each that applies): analysis (check each that applies):

State Medicaid Agency =7 Weekly

Operating Agency Monthly

[ Sub-State Ellltityr Quarterly

[7] Other ' [f%] Annually
Specify: .

=1 Continuously and Ongoing

[E Other ~~
Specify:

Performance Measure:
Number of substantiated complaints. Numerator: number of substantiated complaints;
Denominator;: Number of complaints

Data Source (Select oné):

Other
If 'Other’ is selected, specify:

Complaint Database ' _
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation {collection/generation each that applies): - : E
(check each that applies): | (check each that applies):

[} State Medicaid Weekly i7) 100% Review
~ Agency |
[7] Operating Agency =] Monthly Less than 100%
. Review
Sub-State Entity : Quarterly =7 Representative
: . Sample
Confidence
Interval =

_
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J71 Other
Specify:

[[] Annually

A B

{=] Stratified
Describe Group:

2

Continuously and

' [7] Other
Ongoing Specify:
[} Other
Specify:

Data Apgregation and Analysis:

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

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

=] State Medicaid Agency

Weekly

Operating Agency

=) Monthly

1 Sub-State Entity Quarterly
=] Other 7] Annually
Specify:
Continuously and Ongoing

Other
Specify:

Performance Measure:
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Number and percent of complaints addressed within required time frame. Numerator:

number of complaints addressed in time frame; Denominator: Number of complaints

Data Source (Select one):
Other

If 'Other’' is selected, specify:
Complaint database

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):

v State Medicaid
Agency

=] Weekly

100% Review

[7] Operating Agency [F] Monthly

Ei Less than 100%
Review

[7] Sub-State Entity Quarterly

Representative

=
Sample
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Confidence
Interval =

Other
Specify:

Stratified
Describe Group:

[# Continuously and 7 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):

77 State Medicaid Agency Weekly
i7 Operating Agency. | [E Monthly .
Suib-State Entity " | [ Quarterly

=} Other =3 Annually

Specify:

Specify: -

it. Ifapplicable, 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. , '
Arkansas addresses this assurance with a three-step process that involves chart review, ongoing
communication with Child Protective Services (CPS), and DMS audits of waiver participants' records.
Monthly chart reviews are performed by PARTNERS staff to assure that report incidences of abuse or neglect,
that safety and protection are addressed at initial assessment and periodic reassessment, and reported in the
Chart Review Summary Report. CPS reports specific cases of abuse and neglect affecting waiver participants
to waiver staff, And finally, findings are reported to DMS QA Administrator. '
PARTNERS complaint database was designed to track complaints of all types, including abuse and neglect
reports.
The IRIS system is used by PARTNERS to report incidents involving state staff, including incidents that
involve abuse and neglect of waiver participants.
PARTNERS staff are required to review the CPS information with participants and other parties of interest
during each assessment and reassessment process. Compliance with this requirement is documented on plan
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of care in cach chart. Compllance is a part of the chart review and annual reporting process.

The process for reporting child maltreatment as established in Arkansas Code Title 12 Chapter 18, the Child
Maltreatment Act. (Child Abuse/Neglect) is that anyone who has reasonable cause to suspect that a child has
been subjected to abuse, sexual abuse, neglect, sexual exploitation or abandonment by the caregiver of the
child (a parent, guardian, custodian, or foster parent) is responsible for making a report to the Arkansas Child
Abuse Hotline at 1-800-482-5964, Mandatory reporters under state law include such individuals as physicians,
nurses, social workers, psychologists, therapists, teachers, counselors, etc. In addition to those persons and
officials required to report suspected child maltreatment, any other person may make a rcport 1f the person has
reasonable cause to suspect that a child has been abused or neglected. ‘

Policy requires compliance and mandates DHS staff report alleged abuse to Child Protective Services. All
reports of alleged abuse, follow-ups and all actions taken to investigate the alleged abuse, along with all
reports to CPS must be documented in the participant's chart. Chart reviews include verification of this
requirement and are included on the annual report.

The Division of Medical Services (DMS) QA audit reflects internal review of the billing process by Medicaid
providers of the Autism waiver, The DMS QA audit completes a 100% review.

b. Methods for Rémediatioanixing Individual Problems

.
|8

Describe the State’s 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.

PARTNERS and DMS meet quarterly to discuss and address problems related to client health and welfare, as
well as problem correction and remediation. PARTNERS and DMS have an Interagency Agreement that
includes measures related to client health and welfare for the waiver.

PARTNERS remediation efforts in cases where clients or their family members or legal guardians have not
received information about how to report abuse, neglect, exploitation or critical incidents include providing the
appropriate information to the client and family member or legal guardian upon discovery that this information
has not previously been provided and providing additional training for PARTNERS staff.

In cases where critical incideﬁté Were not repoﬁéd vﬁthin requii-éd time frames, PARTNERS brdﬁdéé
remediation, including reporting the critical incident immediately upon discovery, and providing additional
training and counseling to staff.

If critical incident reviews and investigations are not initiated and completed according to program policy and
state law, PARTNERS remediation includes initiating and completing the investigation immediately upon
discovery and providing additional training and counseling to staff. When appropriate follow-up to critical
incidents is not conducted according to methods discussed in the waiver application, PARTNERS will provide
immediate follow-up to the incident and staff training as remediation.

PARTNERS provides remediation in cases of investigation and review of unexplained, suspicious and
untimely deaths that did not result in identification of preventable and unpreventable causes to include staff
and provider training, implementing additional services and imposing provider sanctions. PARTNERS plans a
review of the Unexpected Death report to ensure that remediation of preventable deaths is captured and that

remediation data is collected appropnately

PARTNERS remediation for complaints that were not addressed during required time frames includes
PARTNERS addressing the complaint immediately upon discovery and providing additional staff training.

The case record review tool captures and tracks remediation in all of these areas.

All substantiated incidents are investigated by the PARTNERS Autism Waiver Program Director or his/her

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

Responsible Party (check each that Frequency of data aggregation and
applies): analysis (check each that applies):
[¥] State Medicaid Agency [} Weekly
[} Operating Agency r7i Monthly
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[ Sub-State Entity

[# Quarterly

i Other
Specify:

:

H

Annually

¢, Timelines

When the State does not have all elements of the Quality Improve

7| Continuously and Ongoing

Other
Specify:
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ment Strategy in place, provide timelines to design

methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-

operational.
@ No
& Yes

Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing

identified strategies, and the parties responsible for its operation.

1

Appendix H: Quality Improvement Strate

Under §1915(c) of the Social Security Act and 42 CFR §441 3
determine that the State has made satisfactory assurances conce:
accountability and other elements of waiver operations. Renewa
a finding by CMS that the assurances have b
has designed the waiver’s critical processes,

s Quality Improvement is a critical operational feature th
operates in accordance with the approved design of its program, meets statutory and regu
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depen
population, the services offered, and the waiver’s refationship to other public programs,
requirements. However, for the purpose of this application, the State is expected to have, at the minimum,
measure and improve its own performance in meeting six specific waiver assurances and requirements.

(Yof2)

een met. By completing

02, the approval of an HCBS waiver requires that CMS

ming the protection of participant health and welfare, financial
] of an existing waiver is contingent upon review by CMS and
the HCBS waiver application, the State specifies how it
structures and operational features in order to meet these assurances.

at an organization employs to continually determine whether it
latory assurances and

ding on the nature of the waiver target
and will extend beyond regulatory

systems in place to

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CMS recognizes the value of this approach and will ask the state to identify other waiver programs and long-term

care services that are addressed in the Quality Improvement Strategy.

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the

waiver in the appendices corresponding to the statutory assurances an
available to CMS upon request through the Medicaid agency or

d sub-assurances. Other documents cited must be
the operating agency (if appropriate). '

In the QMS discovery and remediation sections throughout the application (located in Appendices A, B, C,D,G,and I}, a

state spells out:



Application for 1915(c) HCBS Waiver: AR.0936.R00.00 - Oct 01, 2012 Page 114 of 135

» The evidence based discovery activities that will be conducted for each of the six major waiver assurances;
n The remediation activities followed to correct individual problems identified in the implementation of each of the

assurances;

In Appendix H of the application, a State describes (1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the cormespondent
roles/responsibilities of those conducting assessing and prioritizing improving system corrections and improvements; and (3)
the processes the state will follow to continuously assess the effectiveness of the OMS and revise it as necessary and

appropriate.

If the State’s Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state
may provide a work plan to fully develop its Quality Improvement Strategy, including the specific tasks the State plans to
undertake during the period the waiver is in effect, the major milestones associated with these tasks, and the entity (or entities)

responsible for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid State plan, specify the control numbers for the other waiver programs and/or identify the other long-term services
that are addressed in the Quality Improvement Strategy. In instances when the QMS spans more than one waiver, the State
must be able to stratify information that is related to each approved waiver program.

Appendix H: Quality Improvement Strategy (2 of2)

H-1: Systems Improvement

a., System Improvements

i. Describe the process(es) for trending, prioritizing; and implementing system improvements (i.e., design

changes) prompted as a result of an analysis of discovery and remediation information. '
DMS analyzes all discovery and remediation results to determine if a system improvement is necessary. Ifa
possible system improvement is identified, DMS will meet with PARTNERS to discuss what system or
program changes are necessary based on the nature of the problem, complexity of the solution, and financial
impact. If it is determined that a system change is needed, a customer service request (CSR) will be submitted
to the Medicaid Management Information and Performance Unit (MMIP) within DMS. MMIP prioritizes
system changes to MMIS and coordinates implementation with the Medicaid fiscal agency. An action plan is
developed and information is shared with the appropriate stakeholders for comments. Implementation of the
plan is the final step. The MMIP unit and the DMS QA unit monitor the system changes. An online CSR
Management system is used to monitor and track the status of customer service requests.

ii. System Improvement Activities

Frequency of Monitoring and Analysis (check each

Responsible Party (check each that applies): that applies):
State Medicaid Agency Weekly
fi7] Operating Agency Monthly
Sub-State Entity 1 Quarterly
1 Quality Improvement Committee Annually
[3 Other Other

Specify:
ip. fy Specify:

Ongoing, as neeeded

b. System Design Changes
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i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & assessing system
design changes. If applicable, include the State’s targeted standards for systems improvement.

PARNTERS and DMS empioy staff to assist in system design. Meetings are held, as needed, to develop
needed CSRs, review progress, develop new elements and components and test system changes. The meetings
involve participation in current programming activities on an as needed basis with the assigned DHS
information technology consulting firm, Medicaid's fiscal agent, the PARTNERS waiver program director,
DMS QA staff and others deemed appropriate. '

DMS analyzes all discovery and remediation results to determine if a system improvement is necessary. If a
possible system improvement is identified, DMS will meet with the operating agency (Partners) to discuss
what system or program changes are necessary, if any, based on the nature of the problem (health and safety
issue, etc.), complexity of the solution (does it require an amendment to the waiver application), and the
financial impact. If it is determined that a system change is needed, a computer service request will be
submitted to the Medicaid Management Information and Performance Unit (MMIP) within DMS and a
priority status is assigned, MMIP prioritizes system changes to MMIS and coordinates implementation with
the State’s fiscal agent. An action plan is developed and information is shared with the appropriate
stakeholders for comment. Implementation of the plan is the final step. The MMIP Unit and the DMS QA Unit
. monitor the system changes. An online CSR Management System is used to monitor and track the status of

comptter service requests.

As a result of the discovery process: o
» The interagency agreements may be revised to provide a more visible product to clarify roles and

responsibilities between the Division of Medical Services (Medicaid agency) and the Operating Agency
(Partners).
» The agreement between the two divisions will review at least annually. _
« Medicaid related issues are documented by waiver staff and reviewed by DMS QA staff, and recorded on a
monthly report to identify, capture and resolve billing and claims submission problems. Error reports are
worked and billing issues are resolved by the Operating Agency (Partners). QA staff reviews reports for proper
resolution. These activities occur-on.a daily basis, and reviews occur monthly by DMS QA staff. . .

~ + A separate Quality Assurance Unit was formed within the Division of Medical Services (Medicaid agency)
to monitor and advise Home and Community-Based Waiver Program Operating Agencies.

DMS will produce a report of the findings for each quarter and distribute to Partners. DMS and Partners will
meet quarterly to discuss and address any issues/findings for that quarter.

In December of each year, DMS runs a report to identify the number of active Autism waiver participants and
conducts a review of 100% of the charts. DMS divides the active population number into a monthly review
and reviews the participant records. As part of DMS’s review of all active Autism waiver participants' records,

DMS verifies the following:

Health and welfare
Plans of care

Qualified provider
Level of care

Financial accountability

DMS and Partners ensures enroliment stays within approved limits by monitoring both the number of active
and the number of unduplicated participants served within the approved limits. The monthly ACES Report of
_ Active Cases and queries run from the MMIS are utilized to determine the number of active and the number of

unduplicated participants served at any point in time.

Any findings discovered in the review are transmitted to Partners for resolution. Partners will respond to DMS
describing the action taken to resolve the finding and submitting any documentation relevant to the

resolution. If resolution of the finding requires a systems change or improvement, DMS will work with
Partners to implement the change or improvement. Changes or improvements requiring promulgation are
published for 30 days to allow stakeholders an opportunity to comment. Any revisions to policy are
transmitted to providers utilizing a provider manual update, an official notice or a remittance advice

message. If resolution requires additional provider training, Partners will conduct the training and notify

DMS.
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App

DMS maintains a Monitoring/Tracking database to document and track findings. DMS will share review
results with Partners and will track any necessary remediation and improvement. DMS also reviews quarterly
reports of the results of any Partners monitoring activities. DMS and Partners meet quarterly or more often as
necessary to discuss findings of the reports and any issues or concerns. At these meetings priorities are
established and strategies are developed for any necessary remediation and improvement.

At the end of each waiver year, DMS compiles an annual report based on discovery findings from the reviews.
The annual report includes any key findings, including status of remediation and improvement activities.
ii. Describe the process to periodically evaluate, as appropriate, the Quality Improvement Strategy.

PARTNERS and DMS$ monitor the Quality Improvement Strategy (QIS) on an ongoing basis and review the
QIS annually. A review consists of analyzing reports and progress toward stated initiatives, resolution of
individual and systematic issues found through discovery and notating desired outcomes. When change in the
strategy is indicated, a collaborative effort between PARTNERS and DMS is set in motion to complete a
revision to the QIS which may include submission of a waiver amendment. DMS QA staff utilize the QIS

during the QA reviews.

endix I: Financial Accountability
I-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that are employed to ensure the integrity of payments that have been made for
waiver services, including: (a) requirements conceming the independent audit of provider agencies; (b) the financial audit
program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services,
including the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsible for conducting the
financiel audit program, State laws, regulations, and policies referenced in the description are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).

Expenditure reports-are reviewed monthly for-each-participant;-and data-is-aggregated-by- PARTNERS.-MMIS .claims
data are audited periodically for program policy alignment, and claims processing worksheets are audited; processed and
returned on a daily basis. Discovery and monitoring also includes an ongoing review of CMS-372 reports and CMS-64
reports. And finally, the DMS Program Integrity Unit includes a review of claims paid in accordance with waiver

participants’ service plan.

Monitoring is conducted on an on-going basis and is tracked through the monthly activity report and the quarterly
participant profiles.

Tracking of the number of monitoring visits is now a part of the monthly activity report.
Monitoring of financial reports is also on-going as reports are produced and réviewed monthly.
An independent audit is required annually of the provider agency when:

State expenditures are $100,000 or more;

Federal expenditures are $300,000 or more; or

" The contract the Department of Human Services (DHS) has with the provider agency requires an independent audit,

regardless of funding level.

If the federal expenditures are $300,000 or more, the audit must be performed in accordance with OMB Circular A-133,
which implemented the Single Audit Act as amended. A Government Auditing Standards (GAS) audit must be
performed if DHS funding provided is $100,000 or more of federal, state, or federal and state combined. In addition, the
DMS Program Integrity Unit conducts an annual random review of HCBS waiver programs. If the review finds errors in
billing, and fraud is not suspected, Medicaid recoups the money from the waiver provider. If fraud is suspected, the
DMS Program Integrity Unit refers the waiver provider to the Arkansas Attorney General's Office for appropriate

action.

The DHS Office of Chief Counsel, Audit Section is responsible for reviewing all independent audits. The provider's
audit report is reviewed by the Audit Section to determine whether:
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Requirements of applicable authorities and those contained in agency policy were ﬁet;

Material weaknesses in internal control exist;

Material n;mcompliance with the provision of érants, contracts, and agreements occurred; and

The report included findings, recommendations, and responses thereto by ménageﬂlent.

Material wéaknesses and noﬁ compliance, other findings, recommendations, and responses will be recorded and

communicated to DMS, the administrative authority of the Autism waiver. DMS will take appropriate action to resolve
 audit findings within 90 days of the referral of the finding from the Audit Section.

Appendix I: Financial Accountabili

Quality Improvement: Financial Accountability

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

a. . Methods for Discovery: Financial Accountability
State financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement
methodology specified in the approved waiver.
i. Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory assurance
complete the following. Where possible, include numerator/denominator. Each performance measure must be
specific to this waiver (i.e., data presented must be waiver specific). ‘

dnilyze and assess progress i ' : . ;
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:

Number and percent of waiver claims reviewed that were paid using the correct rate as
specified in the waiver application. Numerator: Number of claims paid at the correct
rate; Denominator: number of claims ‘

Data Source (Select one}:

Other

If 'Other’ is selected, specify:
Recipient Claims History Profile

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

7] Weekly [# 100% Review

State Medicaid
Agency

Operating Agency 7] Monthly [¥] Less than 100%
Review
77 Sub-State Entity Quarterly ' [ Representative
Sample
Confidence

Interval =
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[7] Other
Specify:

Annually

] Stratified

Describe Group:

Data Aggregation and Analysis:

7 Continuously and [] Other
Ongoing Specify:
=7 Other
Specify:

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

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

|7] State Medicaid Agency Weekly
[ Opgrating Agency Monthly

7 Sub-State Entity Quarterly
[*] Other 7| Annually
Specify: SRR
Continuously and Ongoing
7 Other
Specify: |
o
Performance Measure:
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Number of failed MMIS edit checks which are corrected to assure appropriate payment.

Numerator: Number of corrected MMIS edit checks; Denominator: Number of edit

checks

Data Source (Select one):
Other
If'Other’ is selected, specify:

Daily LTCU Update Error 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
Agency

Ej Weekly

100% Review

I7] Operating Agency [7] Monthly [] Less than 100%
Review
[7] Sub-State Entity [} Quarterly {7] Representative
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Sample
Confidence

[# Other
Specify:

= Annually

w3 Stratified

Data Source (Select one):
Other ‘
If 'Other’ is selected, specify:

771 Continuously and (&1 Other
Ongoing Specify:
Other
Specify

Daily Waiver Update Error Report

Responsible Party for
data collection/generation
(check each that applies): ...

Frequency of data
collection/generation

Sampling Approach(check
each that applies):

[} State Medicaid
Agency

(check each that applies):
£} Weekly o

| G 100% Review

N Operating Agency

= Monthly

i7 Less than 100%
Review

=] Sub-State Entity

Quarterly

F7 Representative

Sample
Confidence
Interval =

=7 Annually

[ Stratified
Describe Group: |

=7 Continuously and
Ongoing

o Other
Specify:

Data Source (Select one):
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Other
If 'Other’ is selected, specify:
Weekly Worksheets .
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation |collection/generation each that applies):
{check each that applies): |{check each that applies): _
{7} State Medicaid 7] Weekly [F 100% Review
Agency
Operating Agency 7| Monthly 7 Less than 100%
_ Review
[7] Sub-State Entity Quarterly ] Representative
Sample
Confidence
Interval = _
[-] Other 7] Annually [7] Stratified
Specify: . Describe Group:
Continuously and Other
Ongoing Specify:
" | [5] Other
' Specify:
s
-

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):

[7] State Medicaid Agency Weekly
QOperating Agency 7 Monthly
il Sub-State Entity [ Quarterly
Other Annually

Specify:

Continuously and Ongoing

] Other
Specify:
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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.
NA

b. Methods for Remedfntinanixing_ Individual Problems ‘
i. Describe the State's 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.

PARTNERS and DMS participate in quarterly team meetings to discuss and address individual problems
related to financial accountability, as well as problem correction and remediation. PARTNERS and DMS
have an Interagency Agreement that includes measures related to financial accountability for the waiver.

The performance measure for number and percent of waiver claims paid using the correct rate specified in the
waiver application will always result in 100% compliance because the rates for services are already set in
MMIS; therefore, claims will not be paid at any other rate. -

PARTNERS remediation for failed MMIS checks not corrected to assure appropriate payment includes
correcting the issue upon discovery, making system changes and training staff.

PARTNERS remediation for claims for services not specified in the client’s service plan includes revising the
client’s plan of care if necessary, recouping payment to the provider, imposing provider sanctions, training
providers and conducting a client monitoring visit.

The tool used for case record review captures and tracks remediation in these areas.
ii. Remediation Data Aggregation ’ :

Remediation-related Data Aggregation and Analysis (including trend identification)
Frequency of data aggregation and analysis
(check each that applies):

Responﬁible Party (check each that applies):

“[7] State Medicaid Agency - |- Weekly - -
5] Operating Agency | g Monthly
[} Sub-State Entity | @ Quarterly
[=] Other 7 Annually

Specify:

=1 Continuously and Ongeing

Other
Specify:

¢. 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 Financial Accountability that are currently non-
operational. ‘
@& No

::A’j;g Yes : ‘ .
Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.
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Appendix I: Financial Accountability
1-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider
payment rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any
opportunity for public comment in the process. If different methods are employed for various types of services, the
description may group services for which the same method is employed. State laws, regulations, and policies
referenced in the description are available upon request to CMS through the Medicaid agency or the operating agency

(if applicable).

A listing of certified providers for this type service was accessed through the licensure group for providers in
Arkansas and bordering states. An electronic survey was then disseminated via Survey Monkey to all these providers
with a number of questions, not the least of which was their current rate charged for such services. The rates utilized
in this application were set based on the results of this survey in order to ensure that rates were based on the current
market value for comparable services provided by similarly qualified professionals.

Rates for the Consultants and Lead therapists were determined by:
- Online survey sent to all certified providers in Arkansas and surrounding states of Louisiana, Texas, Oklahoma,
Missouri, Tennessee, and Mississippi who currently provide home-based intensive interventions for children
diagnosed with autism. While rates varied a bit between individual providers, most Consultants reposted billing
$100/hr - $175/hr and most Lead therapists reported billing $50/hr - $65/hr. Of the 7 states surveyed, only one,
Louisiana, required insurance coverage for such therapies, and so most of these therapies are funded entirely out of
pocket, which would account for the range of fees. We then examined what other funding sources existed for these
types of treatments and found that Tricare insurance covers such treatments in Arkansas and nationwide for active
duty military personnel at a rate of $100/hr.
O A handful of states have similar waiver programs to provide early intervention services for children with
autism, Of all these states the two that have been operating such programs longest are Wisconsin (since January
 2004) and South Carolina (since June 2007). We contacted the state agency responsible for administering these

programs in each state to find out how the programs are structured and to discuss reimbursement for providers. The
two programs are similar in the kinds of interventions provided and the number of years children can be served in the
waiver (3 years maximum), When asked what problems they have encountered with providing the services under the
program both states reported difficulty recruiting and maintaining direct line staff. Based on our discussions with
providers in both states, it became clear that reimbursement for direct line staff needed to be set higher to ensure we
could attract skilled, motivated individuals to the program. An examination of reimbursement rates for the Tier 1 and
11 therapists in each program found significant differences in how the service is reimbursed. In Wisconsin, the rate for
all 3 tiered professionals is “bundled”, and usually the top-tier consultant is the employer of the tier Il and line
therapists. The top-tier consultant takes a percentage of the bundled fee and then pays the tier II and line
therapist. The difficulty with such a bundled rate is that (1) there is no assurance that the top-tier consultant is even
making contact with the family/child or how often that is happening, and (2) there have been instances of fraudulent
billing practices such as billing for travel time, and finally (3) direct line therapists are reimbursed at rates barely
above minimum wage and so recruiting and maintaining staff for this position was made extremely difficult. South
Carolina, on the other hand, developed a 3-tier/rate service which makes it far easier for the administering agency to
review plans of care and billing records to ensure that the top-tier consultant and middle-tier therapist are maintaining
contact with the family and are providing appropriate supervision for the line therapist. The reimbursement rates for
services in the Arkansas waiver application are most similar to the South Carolina program.
[ The $1,000 flat rate for behavioral reinforcers was determined through discussions (focus group) with professionals
credentialed at the Consultant level and delivering a similar service currently. This was an amount considered
appropriate to support delivery of the Intensive Autism Intervention service for families who may not already have
sufficient materials on hand in the home.

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly
from providers to the State's claims payment system or whether billings are routed through other intermediary entities.
If billings flow through other intermediary entities, specify the entities: .

Waiver providers bill for the waiver services and are reimbursed directly through the MMIS.

Appendix I: Financial Accountability
I-2: Rates, Billing and Claims (2 of 3)
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¢. Certifying Public Expenditures (select one):
@ No. State or local government agencies do not certify expenditures for waiver services.
£ Yes. State or local government agencies directly expend funds for part or all of the cost of waiver services

and certify their State government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

=7 Certified Public Expenditures (CPE) of State Public Agencies.

Specify: (a) the State government agency or agencies that certify public expenditures for waiver services; (b)
how it is assured that the CPE is based on the total computable costs for waiver services; and, (¢) how the
State verifies that the certified public expenditures are eligible for Federal financial participation in
accordance with 42 CFR §433.51(b).(Indicate source of revenue for CPEs in Item I-4-a.)

H

tertiﬁed Public Expenditures (CPE) of Local Government Agencies.

Specify: (a) the local govemment agencies that incur certified public expenditures for waiver services; (b)
how it is assured that the CPE is based on total computable costs for waiver services; and, {c) how the State

 verifies that the certified public expenditures are eligible for Federal financial participation in accordance
with 42 CFR §433.51(b). (Indicate source of revenue for CPEs in Item 1-4-b.)

!
i
i

endix I: Financial Accountabili
I-2: Rates, Billing and Claims (3 of3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal .
financial participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the
individual was eligible for Medicaid waiver payment on the date of service; (b) when the service was included in the

participant's approved service plan; and, (c) the services were provided:

The MMIS verifies participant waiver eligibility and current provider Medicaid enroliment for the date of service
prior to paying a waiver claim. Waiver staff verifies quarterly services were provided according to the service plan
through an internal monthly monitoring system and a review of participant profiles. All waiver claims are processed
through the MMIS, using all applicable edits and audits, to assure claims are processed appropriately, timely, and
compared to the Medicaid maximum allowable. _

e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims
(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and
providers of waiver services for a minimum period of 3 years as required in 45 CFR §92.42.

Appendix I: Financial Accountabili
I-3: Payment (1 of 7)

a. Method of payments — MMIS (select one):

i@ Payments for ali waiver services are made through an approved Medicaid Management Information
System (MMIS).
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i Payments for some, but not all, waiver services are made through an approved MMIS.

Specify: (a) the waiver services that are not paid through an approved MMIS; (b) the process for making such
payments and the entity that processes payments; (c) and how an audit trail is maintained for all state and federal
fuinds expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these

expenditures on the CMS-64:

7 Payments for waiver services are not made through an approved MMIS,

e

Specify: (a) the process by which payments are made and the entity that processes payments; (b) how and through
which system(s) the payments are processed; (c) how an audit trail is maintained for all state and federal funds
expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these expenditures on

the CMS-64:

N—— RSP N Biullor

[I—

% Payments for waiver services are made by a managed care entity or entities. The managed care entity is
paid a monthly capitated payment per eligible enrollee through an approved MMIS.

Describe how payments are made to the managed care entity or entities:

Appendix I: Financial Accountability
I-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, payments for waiver services are made utilizing one or more of the following arrangements (select at least

oney:

™ The Medicaid agency makes payments directly and does not use a fiscal agent (com prehensive or limited)

or a managed care entity or entities.
[7] The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid

program.
r— The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal agent.

Specify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the
functions that the limited fiscal agent performs in paying waiver claims, and the methods by which the Medicaid
agency oversees the operations of the limited fiscal agent:

[} Providers are paid by a managed care entity or entities for services that are included in the State's contract
with the entity.

Specify how providers are paid for the services (if any) not included in the State's contract with managed care
entities. '
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i

Appendix 1: Financial Accountability
I-3: Payment (3 of 7)

¢. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments for services be consistent with
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to States for
expenditures for services under an approved State plan/waiver. Specify whether supplemental or enhanced payments
are made. Select one:

{& No. The State does not make supplemental or enhanced payments for waiver services.

£% Yes. The State makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for
which these payments are made; (b) the types of providers to which such payments are made; (c) the source of the
non-Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the
supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the State to CMS.
Upon request, the State will furnish CMS with detailed information about the total amount of supplemental or
enhanced payments to each provider type in the waiver.

!
i
£
i
&

Appendix I: Financial Accountability S N R
I-3: Payment (4 of 7) : = .

d. Payments to State or Local Government Providers. Specify whether State or local government providers receive
payment for the provision gf waiver services. '

% No. State or local government pfoviders do not receive payment for waiver services. Do not complete Item I-
3-e. '
@ Yes. State or local government providers receive payment for waiver services. Complete Item I-3-e.

Specify the types of State or local government providers that receive payment for waiver services and the services
that the State or local govemment providers furnish: Complete item I-3-e. '

An institution of Higher Education, a State agency, will provide the Consultative Clinical and Therapeutic
Services specified in this waiver.

AEEendix 1: Financial Accountabilitz :

1-3: Paymeni {5 of 7)

e. Amount of Payment to State or Local Government Providers.

Specify whether any State or local govemment provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how
the State recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report.

Select one:
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@ The amount paid to State or local government providers is the same as the amount paid to private
providers of the same service.

£ The amount paid to State or local government providers differs from the amount paid to private providers'
of the same service. No public provider receives payments that in the aggregate exceed its reasonable costs
of providing waiver services.

#% The amount paid to State or local government providers differs from the amount paid to private providers
of the same service. When a State or local government provider receives payments (including regular and
any supplemental payments) that in the aggregate exceed the cost of waiver services, the State recoups the
excess and returns the federal share of the excess to CMS on the quarterly expenditure report,

Describe the recoupment process:

Appendix I: Financial Accountability
1-3: Payment (6 of 7)

f. Provider Retention of Payments. Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver. Sefect one:

@ Providers receive and retain 100 percent of the amount claimed to CMS for waiver services.
{ Providers are paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Specify whether the monthly capitated payment to managed care entities is reduced or returned in part to the State.

i

Appendix I: Financial Accouhtabilig

I-3: Payment (7 of 7)

g. Additional Payment Arrangements

i, Voluntary Reassignment of Payments to a Governmental Agency. Select one:

@ No. The State does not provide that providers may voluntarily reassign their right to direct
payments to a governmental agency.

£ Yes, Providers may voluntarily reassign their right to direct payments to a governmental agency as
provided in 42 CFR §447.10(¢).

Specify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System. Select one:
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@ No. The State does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions of 42 CFR §447.10.

% Yes. The waiver provides for the use of Organized Health Care Delivery System arrangements
under the provisions of 42 CFR §447.10. : .

Specify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS; (b) the procedures for direct provider enroliment when a provider does not
voluntarily agree to contract with a designated OHCDS; (c) the method(s) for assuring that participants
have free choice of qualified providers when an OHCDS arrangement is employed, including the selection
of providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that furnish
services under contract with an OHCDS meet applicable provider qualifications under the waiver; () how
it is assured that OHCDS contracts with providers meet applicable requirements; and, () how financial
accountability is assured when an OHCDS arrangement is used:

iii. Contracts with MCOQOs, PIHPs or PAHPs. Select one:

@ The State does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services.

i The State contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health
plan(s) (PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of
the Act for the delivery of waiver and other services, Participants may voluntarily elect to receive
waiver and other services through such MCOs or prepaid health plans. Contracts with these health
plans are on file at the State Medicaid agency. .

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915(2)(1); (b}
the geographic areas served by these plans; (c) the waiver and other services furnished by these plans; and,
(d) liow payiments are made to the health plans. o T |

This waiver is & part of a concurrent §1915(b)/§1915(c) waiver. Participants are required to obtain
waiver and other services through a MCO and/or prepaid inpatient health plan (PTHP) or a prepaid
ambulatory health plan (PAHP). The §1915(b) waiver specifies the types of health plans that are
used and how payments to these plans are made,

Appendix I: Financial Accountability — ; e
I-4: Non-Federal Matching Funds (1 of 3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the State source or sources
of the non-federal share of computable waiver costs. Select af least one:

£7]. Appropriation of State Tax Revenues to the State Medicaid agency
F} Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.

If the source of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the State
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by State agencies as CPEs, as indicated in Item I-

2-c
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7 Other State Level Soﬁrce(s) of Funds.

Specify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the
mechanism that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an
Intergovemmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are directly
expended by State agencies as CPEs, as indicated in Item I-2- c: '

(a)Tobacco Tax - Arkansas Act 180 of 2009; (b)Department of Human Services, Division of Developmental
Disabilities; and (c)Intergovernmental Transfer (IGT).

Appendix I: Financial Accountability N )
I-4: Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the source
or sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

3 Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

i Applicable
Check each that applies:
7t Appropriation of Local Government Revenues.

Specify: (a) the local government entity or entities that have the authority to levy taxes or other revenues; (b)
the source(s) of revenue; and, (c) the mechanism that is used to transfer the funds to the Medicaid Agency or
Fiscal Agent, such as an Intergovernmental Transfer (IGT), includiiig any matchinig arrangement (indicate
any intervening entities in the transfer process), and/or, indicate if funds are directly expended by local
government agencies as CPEs, as specified in Item I-2-c: :

] Other Local Government Level Source(s) of Funds.

Specify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the State Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any matching arrangement, and /or, indicate if funds are directly
expended by local government agencies as CPEs, a$ specified in Item I1-2- c:

Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)

¢. Information Concerning Certain Sources of Funds. Indicate whether any of the funds listed in Items I-4-a or I-4-b
that make up the non-federal share of computable waiver costs come from the following sources: (a) heaith care-related
taxes or fees; (b) provider-related donations; and/or, (c) federal funds. Sefect one:

% None of the specified sources of funds contribute to the non-federal share of computable waiver costs
& The following source(s) are used
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Check each that applies:
& Health care-related taxes or fees

[ Provider-related donations
1 Federal funds

For each source of funds indicated above, describe the source of the funds in detail:

Tobacco tax - Arkansas Act 180 of 2009

Appendix I: Financial Accountabili
1-5: Exclusion of Medicaid Payment for Room and Board

a, Services Furnished in Residential Settings. Select one:

@ No services under this waiver are furnished in residential settings other than the private residence of the

individual.
2% As specified in Appendix C, the State furnishes waiver services in residential settings other than the

personal home of the individual.
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes

te uses to exclude Medicaid payment for room and board in residential settings:
Do not complete this item. ‘

Appendis I: Financial Accountability
1-6: Payment for Rent and Food Expenses of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Personal Caregiver. Select one:

& No. The State does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver
who resides in the same household as the parficipant,

#% Yes. Per 42 CFR §441.310(a)(2)(ii), the State will claim FFP for the additional costs of rent and food that can
be reasonably attributed to an unrelated live-in personal caregiver who resides in the same househoid as the
waiver participant. The State describes its coverage of live-in caregiver in Appendix C-3 and the costs
attributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D
(cost of waiver services) in Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when
the participant lives in the caregiver's home or in a residence that is owned or leased by the provider of

Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food attributable
to the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method
used fo reimburse these costs: '

Appendix I_:_Financial Accountability :
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)




Application for 1915(c) HCBS Waiver: AR.0936.R00.00 - Oct 01, 2012 Page 130 of 135

a. Co-Payment Requirements. Specify whether the State imposes a co-payment or similar charge upon waiver
participants for waiver services. These charges are calculated per service and have the effect of reducing the total
computable claim for federal financial participation. Select one:

@ No. The State does not impose a co-payment or similar charge upon participants for waiver services.

(%} Yes. The State imposes a co-payment or similar charge upon participants for one or more waiver services.
i. Co-Pay Arrangement. '

Specify the types of co-pay arrangements that are imposed on waiver participants (check each that
applies).

Charges Associated with the Provision of Waiver Services (if any are checked, complete Items I-7-a-ii
through I-7-a-iv):

Nominal deductible
[%] Coinsurance
7] Co-Payment
=7} Other charge

Specify:

Appendix I: Fmanclal Accountability
- I-T: Partlclpant Co—Payments for Wawer Servnces and Other Cost Sharmﬁ (2 o!‘ 5)

a. Co-Payment Requirements.

ji. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

EBendlx I Financial Accountablllg
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements,

ili. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability
1-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.
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Answers Erovided in Aggendix 1-7-a indicate that you do not need to comEIete this section. ‘

Appendix I: Financjal Accountability .
1-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)

b. Other State Requirement for Cost Sharing, Specify whether the State imposes a premium, enroliment fee or similar
cost sharing on waiver participants. Select one: ,

& No. The State does not impose a premium, enrollment fee, or similar cost-sharing arrangement on waiver
participants. ‘

@ Yes, The State imposes a premium, enrollment fee or similar cost-sharing arrangement.

Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment
fee); (b) the amount of charge and how the amount of the charge is related to total gross family income; (c) the
groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1: Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Complete the fields in Cols. 3, 5 and 6 in the following table for each waiver year. The fields in
Cols. 4, 7 and 8 are auto-calculated based on entries in Cols 3, 5, and 6. The fields in Col. 2 are auto-calculated using the
Factor D data from the J-2d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of
Factor D tables in J-2d have been completed.

Level(s) of Care: ICF/MR

[Col. 1] Col 2 Col. 4 Col. 5 | CoL6 - Col.7 | Col. 8
Factor G' Total: G+G'[Difference {(Col 7 less Columnd

1 123882.0 53444.0
2 B3osod 78592.00
3 139307.00 85999.00
Appendix J: Cost Neutrality Demonstration
TR R

J-2: Derivation of Estimates (Lof7)

a. ‘Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a
who will be served each year that the waiver is in operation. When the waiver serves individuals under more than one
level of care, specify the number of unduplicated participants for each level of care: . :

Table: J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants

Waiver Year Total Number Unduplicated Number of by Level of Care (if applicable)
Participants (from Item B-3-2) Level of Care:
ICF/MR

Year1 100|
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Year? s 150,
Years s 150

Appendix J: Cost Neutrality Demonstration  ~
J-2: Derivation of Estimates (2 of 7)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participants
in item J-2-a.

Most participants in the Autism Waiver will receive services for a three year period, the maximum allowed on this

program. In some situations where the child is enrolled in the program later, he/she may only receive two years of

service, the minimum required for program participation. Each participant will stay on the waiver for 365 days per
year. ‘

Appendix J: Cost Neutralisx' Demonstration .

J-2: Derivation of Estimates (3 of 7)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
following factors.

i. Factor D Derivation, The estimates of Factor D for each waiver year are located in Item J-2-d. The: basis for
these estimates is as follows: - A R et e
Factor D reflects the number of participants the State will be able to serve in the Autism waiver based on the

allotted funding. :
ii. Factor D' Derivation. The estimates of Factor D' for each waiver year are included in Item J-1. The basis of

these estimates is as foliows:

Factor D' is computed based SFY 2011 Actual Data on children aged 18 months through age 6 in the MMIS
system with Autism as their primary or secondary diagnosis and the related member months. The Inflation %
was obtained using The Consumer Price Index for medical services averaged overa 5 year period.

jii. Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of

* these estimates is as follows:

Factor G reflects the average cost of the level of care that would be otherwise furnished to participants. Costs
of all indirect services were removed to avoid double accounting of non-waiver expenses. All figures are

based on actual expenses experienced in 2010,
iv, Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Item J-1. The basis of

these estimates is as follows:

Factor G' reflects the average cost of non-facility services that would be otherwise furnished to
participants. Cosis of all direct facility services were removed to avoid double accounting of non-waiver
expenses. All figures are based on actual expenses experienced in 2010.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (4 of 7)

Component management for waiver services. If the service(s) below includes two or more discrete services that are
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reimbursed separately, ot is a bundled service, each component of the service must be listed. Select “manage components” to

add these components.

Waiver Services

Consultative Clinical and Therapeutic Services

Individual Assessment, Program Development/Training

Lead Therapy Intervention

Line Therapy Interven

tion

Plan Implementation and Monitoring of Intervention Effectiveness

Provision of Therapeutic Aides and Behavioral Reinforcers

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (5 of 7)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. Complete the following table for each waiver year. Enter daté into the Unit, # Users, Avg.
Units Per User, and Avg, Cost/Unit fields for all the Waiver Service/Component items, Select Save and Calculate to

automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be

completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 1

~Waiver Serviu!anmponent—

. Unlt - - -

- W Users ..

-1 Avg, Units Per User

Component

- Avg. Cost/Unlt. | " mele ™

“Total Cost.

Therapeutic Services Total:

Consultative Clinicaland - | -

T 375840.00

Consultative Clinicat and
Therapeutic Services

S S———
. . 1
515 minutes ;

7
100}

144.00!f

; 2&10; 375840.00

Jndividual Assessment,
Program :
Development/Training Total: -

240120.00

Individual Assessment,
Program Development/Training

1 15 minutes E

i
100}

| 20l

:!6.105g 240120.00

Lead Therapy Intervention -
Total:

936000.00

Lead Therapy Intervention

k.

Hsminwes

8

j 1243-00}%

7.50}{ s36o00.00

Line Therapy Intervention
Total: -

2808000.00

Line Therapy Intervention

15 minutes

L sx00]

4,5__(}j| 2808000.00|

Pian Implementation and
Mounitoring of Intervention
Effectiveness Total:

689040.00

Plan Implementation and
Monitoring of Intervention
Effectiveness

bt
[~]
LS |

H [ |
1 26400

26.10§ 689040,00

Provision of Therapeutic
Aides and Behavioral
Reinforcers Total:

160000.00

Provision of Therapeutic
Aides and Behavioral
Reinforcers

Mpackge |

| .00}

1000_00§ 100000.00

GRAKD TOTA

Lz

Tatal Estimated Unduplicated Participants:
Faclor B {Divide total by number of participants):

S145000,00
100
51490.00
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Awverape Length of Stay on the Waiver: 365 h

AEEendix J: Cost Neutralitz Demonstration

J-2: Derivation of Estimates (6 of 7)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculate to
avtomatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table. :

Waiver Year: Year2

Waiver Service/ Component Unit. # Users Avg. Units Per User |  Avg. Cost/ Unit Cnlrg:::unt Total Cost

Consuliative Clinical and

Therapeutic Services Total: 375840.00
Consultative Clinical and 70700 ™ K " ‘ ! il

Therapeutic Services mintes 100} ]449()}5 26,10} 375840.00

Individual Assessment,

Program 120060.00

Development/Training Total:
Individual Assessment, Tsmimates 1l f f 0

Program DevelopmenyTraining [11 e ] L.m..h_...mm.,,s,gjlL,..,_‘_,pwwg_g.;g_[?.’lé.,_n 2610} 12006000

Lead Therapy Intervention - {- - - - - - - . e - 03600000 -

 Frotat: S I R e . — R R L

Lead Therapy Intervention {15 minwtes __||. o 100 L 1248.00}| 7.50]| “936000.00)

Line Therapy Intervention

Total: ) 2808000.00

4.50j| 2808000.00

Line Therapy Intervention |15 minutes |

Plan Implementation and )
Monitoring of Interveation 689040.00
Effectiveness Total:
Plan Implementationand | e —— |- -|; 1] .
Moenitoring of Intervention ;15 minutes i 100} 264.00 1 26,]0{ 689040.00
Eifectivcness e B D e B scrrre e o o e by A
Provision of Therapeutic
Aides und Behavioral 50000.00
Reinforcers Total:
Provision of Therapeutic JEE—— 1 1. '
Aides and Behavioral 1 package i 504! 1.00}: 1000.00}] sooon.00
Reinfomers Bttt vt S8 2 TR L e mirns e e et W e - LR
' GRAND TOTAL: 4978940.00
Tota! Estimated Unduplicated Particip 150
Factor D (Divide totat by number of participants): 33193.00
Aveeape Length of Stay on the Waiver: 365 :

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (7 of 7)

d. Estimate of Factor D.
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i. Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 3

Componest | 1o10) Cost

Waiver Service/ Comﬁaneut Unit ) # Users Avg, Units Per User |  Avg. Cost/ Uit
Cost
Consultative Clinical and
Therapeutic Services Total: _ 3753_40"”
Consultative Clinical and 19—'——'—‘7. ! il il ]
Therapeutic Services iISminutes L. ‘ 1001 144.00{f ~26.10 37584000
Individus! Assessment, ’
Program 120060.00
Development/Training Total: .
Individual Assessment, [anewmrrE— ] i 1
Proggam Development Triing | 15 mimes | solfl 9200 26.10]f 1zs000
Lead Therapy Intervention ' '
936000,00
Total; |
Lead Therapy Intervention ;15 minutes ; 1 100; i 1243_0()_] ; 7‘50} 936000.00
#Ll::l‘zl‘heripy Intervention . . . 2808000.00
Line Therapy Intcrvention {15 minutes ] % 10’0] l 5240.00; % 4.501 2808000.00
Plan Implementation and A )
Monitoring of Intervention ) i £85040,00
Effectiveness Total:
Plan Implementationand . fo— e
Monitoring of Intervention 15 minutes i 100} { 264,00! ! 26.101| 68%040.00
Effectivencss b - e | }
Provision of Therapeutic - — . - - — o o f T I D T
Aides and Behavioral - - . I B T T T T ) se000.00
Reinforcers Total:
Provision of Therapeutic |, — ; |
Aides and Behavioral i1 package i 50; g 1.001 E 1000.00:| soo00.00
Reinforcers . ol iSO il P uYi
GRAND TOTAL: 497204000
Total Esbimated Unduplicated Farticip 50
3319300

Factor b (Divide totsl by namber of participants):

Aversge Length of Stay on the Waiver: i 365 %




