EXHIBIT L

DEPARTMENT OF HUMAN SERVICES, COUNTY OPERATIONS

SUBJECT: Form DCO-9700, TEFRA & Autism Waiver Application for Assistance;
Medical Services Policy 26400 through 26450, Autism Waiver

DESCRIPTION: The autism waiver will provide Medicaid services to children with
autism who are between the ages of 18 months through 6 years. Coverage will end the
day before the child’s 7" birthday. Medical Services Policy MS 26400 through 26450
provides policy and procedures for determining eligibility for the autism waiver program
for children 18 months through 6 years.

Form DC0-9700, TEFRA and Autism Waiver Application for Assistance, will be used to
apply for assistance in the TEFRA and Autism Waiver Program.

PUBLIC COMMENT: No public hearing was held. The public comment period
expired on July 12, 2012. No public comments were submitted.

Jessica Sutton, an attorney with the Bureau of Legislative Research, asked the following
question:

1 have a question 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.

CONTROVERSY: This is not expected to be controversial.

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

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.



QUESTIONNAIRE FOR FILING PROPOSED RULES AND REGULATIONS
WITH THE ARKANSAS LEGISLATIVE COUNCIL AND JOINT INTERIM COMMITTEE

DEPARTMENT/AGENCY: Arkansas Department of Human Services
DIVISION: Division of County Operations
DIVISION DIRECTOR: Joni Jones
CONTACT PERSON: Linda Greer
ADDRESS: P.O. Box 1437, Slot S-332, Little Rock, AR 72203-1437
PHONE NO.: 501-682-8257 FAX NO.: 501-682-1597 E-MAIL: Linda.Greer@arkansas.gov
PRESENTER AT COMMITTEE MEETING: Lorie Williams
PRESENTER E-MAIL: loric.williams@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 ®Wp

Donna K. Davis

Administrative Rules Review 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?

Form DCO-9700, TEFRA and Autism Waiver Application for Assistance.
Medical Services Policy 26400 through 26450, Autism Waiver.
2. What is the subject of the proposed rule?

Form DCO-9700, TEFRA and Autism Waiver Application for Assistance, has been created for
individuals to apply for the TEFRA and Autism Waiver Program.

Medical Services Policy MS 26400-26450 provides policy and procedures for determining
eligibility for the autism waiver program for children ages eighteen (18) months through six (6)
years.

3. Is this rule required to comply with a federal statute, rule, or regulation? Yes No X
If yes. please provide the federal rule, repulation, 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? N/A
When does the emergency rule expire? N/A

Will this emergency rule be promulgated under the permanent provisions of the Administrative
Procedure Act? Yes No



10.

11.

12
13.

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

Act 1198 of the 2007 Legislative Session authorized the establishment of a specialized Medicaid
services program specifically for children with Autism. Medical Services Policy 26400-26450 was
developed to establish the eligibility criteria and application process for the Autism waiver. Form
DCO0O-9700, TEFRA and Autism Waiver Application for Assistance, has been created for
individuals to apply for the TEFRA and Autism Waiver Program.

Does this repeal an existing rule? Yes  No X If yes, a copy of the repealed rule is to be
included with vour completed questionnaire. If it is being replaced with a new rule. please
provide a summary of the rule giving an explanation of what the rule does.

Is this an amendment to an existing rule? Yes No X If yes, please attach a mark-up showing

the changes in the existing rule and a summary of the substantive changes. Note: The summary
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 Code Annotated 20-76-201 and Act 1198 of the 2007 Legislative Session

What is the purpose of this proposed rule? Why is it necessary?

The purpose of this rule is to implement a policy establishing the eligibility criteria and application
process for the Autism waiver and to provide an application that will capture the specific

eligibility criteria to determine eligibility for the Autism waivers Medicaid category.

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).

hitp://humanservices.arkansas.gov/Pages/LegalNotices.aspx

Will a public hearing be held on this proposed rule? Yes No X
If yes, please complete the following:

Date:

Time:

Place:

When does the public comment period expire for permanent promulgation?

July 12, 2012

What is the proposed effective date of this proposed rule?

October 1, 2012

Do you expect this rule to be controversial? Yes No X If yes, 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.

Medicaid associations, interested providers, and advocacy organizations. 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 FAXNO. 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_ X .

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 contract;
therefore, no additional cost to implement this change will be incurred.

Current Fiscal Year Next Fiscal Year

$0 $0




Summary of Rule
Medical Services Policy MS 26400 - MS 26450 and
Form DCO-9700, TEFRA and Autism Waiver Application for Assistance

The Autism waiver will provide Medicaid services to children with autism who are
between the ages of eighteen (18) through six (6) years. Coverage will end the day
before the child’s seventh (7™ birthday.

Medical Services policy MS 26400-MS 26450 provides policy and procedures for
determining eligibility for the autism waiver program for children ages eighteen (18)
months through six (6) years

Form DCO-9700, TEFRA and Autism Waiver Application for Assistance, will be used to
apply for assistance in the TEFRA and Autism Waiver program.

The effective date is October 1, 2012,



Medical Services Policy Manual, Section 26000

26400 Autism Waiver

MS 26410 Waiver Services

26400 Autism Waiver
MS Manual 10-1-12

The Autism waiver provides one-on-one, intensive early intervention treatment for children
ages eighteen {18) months through six (6) years who have a diagnosis of autism. The waiver
participant must have a diagnasis of autism, a disability determination and meet the ICF/MR
level of care.

For the first year of the program, there will only be 100 slots available. When the 100 slots are
filled, the remainder of the applications will be put on a waiting list maintained by Partners for
Inclusive Communities {Partners).

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

MS 26410 Waiver Services
MS Manual 10-1-12

The services offered through the Autism waiver are as follows:
e [ndividual Assessment, Program Development/Training
» Provision of Therapeutic Aides and Behavioral Reinforcers
¢ Plan Implementation and Monitoring of Intervention Effectiveness
» Lead Therapy Intervention
o Line Therapy Intervention

These services are designed to maintain Medicaid eligible children at home in order to prevent
or postpone institutionalization of the child.

MS 26420 Eligibility Criteria
MS Manual 10-1-12

To qualify for coverage under the Autism Waiver, a child must meet the following criteria:
1. Age-To apply for services, the child must be between eighteen (18) months and 5 years

old. A child 5 years and 1 day old is over the age limit for application. If approved,
coverage will be for a minimum of 2 years and a maximum of 3 years. If coverage has



Medical Services Policy Manual, Section 26000

10.

11.

12.

26400 Autism Waiver

MS 26420 Eligibility Criteria

not ended prior to the child’s seventh {7} birthday, coverage will end the day before
the child’s seventh (7 birthday.

Citizenship or Alien Status-The child must be a US citizen or a qualified alien.

Residency-The child must be a resident of Arkansas.

Diagnosis-The child must have a medical diagnosis of autism by a speech-language
pathologist, a physician, and a psychologist.

Disability-The child must have a disability determination from either the Social Security
Administration (SSA) or the Medical Review Team (MRT).

Social Security Enumeration-The child must meet the Social Security Enumeration
requirements as stated in MS 1390.

Income-The child’s income must be at or below three times (300%) the SSI income level.
Parental income will be disregarded.

Resources-The child’s countable resources cannot exceed $2,000.00. Parental resources
will be disregarded.

Child Support-Referral to or cooperation with child support is voluntary if the custodial
parent does not receive Medicaid.

Cost Effectiveness-The average cost of services provided to the child in the community
must be less than the cost of services for the child if he or she was in an institution. The
Division of Medical Services determines the cost effectiveness,

Medical Necessity-The child must meet the ICF/MR level of care. The level of care will
be determined by the Office of Long Term Care (OLTC), Utilization Review Team based
on information submitted by Partners.

Pian of Care-Each child eligible for the Autism waiver must have an individualized plan of
care. The plan of care will be developed by Partners and forwarded to the Autism
service provider chosen by the child’s parent(s) or guardian.
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26400 Autism Waiver

MS 26430 Application Process

MS 26430 Application Process
MS Manual 10-1-12

If a parent or guardian inquires at the county office ahout the Autism Waiver, county office

personnel will:

a. Provide the Autism Waiver brochure.
Inform the inquirer that he or she must contact Partners at the phone number
listed on the brochure for more information or to start the application process.
c. If the child doesn’t have a pending Medicaid application or an open Medicaid
case, explain Medicaid/ARKids requirements and assist the parent or guardian
if he or she wishes to apply for Medicaid or ARKids.

When the parent or guardian contacts Partners, Partners will:

Explain the program and program requirements.
. Screen the applicant to determine if he or she meets the program criteria.
¢. Send the following forms to the parent or guardian, if the child meets the
therapeutic requirements:
1. DCO-9700, TEFRA and Autism Waiver Application;
2. If a disability determination is needed , a DCO-108C, Social
Report for Children;
3. DCO-106, Disability Worksheet; and
4. DHS-4000, Authorization to Disclose Health Information.
d. Advise the parent or guardian to return completed forms to Partners.

Upon receipt of the application and documentaticn, Partners will:

a. Review the application and documentation to determine if the application
should be denied based on Partners’ autism diagnosis assessment.

b. Send the application and documentation to the Area TEFRA Processing Unit
(ATPU).

c. Complete form DHS-703, Evaluation of Medical Need Criteria if the
applicant meets Partners medical criteria and forward it to the
Office of Long Term Care (OLTC). OLTC will document the level of care
determination on the DHS-704 and return the form to Partners. Partners
will forward the completed DHS-704 to the appropriate ATPU.



Medical Services Policy Manual, Section 26000

26400 Autism Waiver

MS 26440 Reevaluation Process

d. Send notification of ineligibility denial to ATPU via the DHS-3330 if the
applicant does not meet medical criteria.

ATPU will:

a. Register all applications received from Partners in category 41 {Autism Non-5SI)
or category 45 (Autism SSI).

b. Deny application and send the applicant’s parent or guardian a system
generated notice of denial, if the applicant is determined not to be eligible
based on Partner’'s medical criteria,

c. Determine financial eligibility, if the child meets the autism criteria.

Forward medical records {Forms DCO-106, DCO-108C and DHS-4000) to MRT
while determining financial eligibility, if a disability determination is required.

e. Determine financial eligibility and if found not eligible:

1. Deny the application.
2. Send the parent or guardian a system generated notice of denial and a
- DHS-3330 to Partners.
3. Notify MRT to stop the disability determination if the
determination has not been received.

f. Approve the application, if the applicant is medically and financially eligible:

1. The Medicaid begin date will be the date the application is approved.
2. Send the parent or guardian a system generated notice of approval and
a DHS-3330 to Partners.

The application will be processed within 45 days or 90 days, if a MRT disability decision is
required.

MS 26440 Reevaluation Process
MS Manual 10-1-12

Autism Waiver cases will be reevaluated every 12 months by the ATPU. ATPU will mail the
parent or guardian a DCO-7779 to redetermine eligibility. A MRT disability redetermination may
or may not be necessary at the time of the reevaluation.. A need for a disability
redetermination by MRT will be indicated on the DCO-109 received during the initial
determination and case reviews, if applicable. When certification was made based on a
previous $S| determination of disability and there has been no SSI payments or subsequent
redetermination by SSA, a MRT disability redetermination will be made one year after the initial



ARKANSAS DEPARTMENT OF HUMAN SERVICES
TEFRA and AUTISM WAIVER

Application for Assistance

If you need this material in a different format, such as large print, please contact your local DHS county office.
Si necesita este formulario en Espancl, llame al 1-800-482-8988 y pida la versién en Espaniol.

What type of services are you requesting? £ TEFRA O Autism Waiver

Child’s Name: Social Security Number | Male O U.S. Citizen
Female O Yes[l No [
Date of Birth: Age: years months

Parent/Guardian:

Current Address:
City: State: Zip: County:

Phone: Email:

1. Does the child you are applying for have income? [l Yes [ No If yes, list the child’s income below.

Source of Income Gross Amount (Before How often?
deductions)

Social security

Ssl

Veteran's benefits

Child support

Other

2. Does the child you are applying for have resources? [1 Yes [] No If yes, list the child’s resources.

Source of Resource Amount or Value Location of Resource

Cash, Checking, Savings or
Christmas Club Account

Stocks, Bonds, Trust Fund,
Certificate of Deposit, Mutual
Fund, etc.

Other

3. Does the child you are applying for have health insurance? U Yes [ No
If yes, please provide a copy of the front and back of the child’s insurance card.

4. Primary Care Physician

Autism Diagnosis [ Yes [ No Date of Diagnosis

5. Do you expect a change in any of the above? [l Yes [l No If yes, what?

When?

DCO-9700 (10M12)
Page 1 of 2




For TEFRA only

Information needed to determine the TEFRA premium:
» Please attach the most recent Federal Income Tax Return and Schedule A for the child’s parent(s).
» The total number of dependents that live in your household including yourself:

For Autism Waiver only

If this application is for the Autism Waiver, please attach an evaluation report from each of the following indicating
that the child has a diagnosis of autism. Please place a check mark beside each item that is attached.

O Physician Report

(¢ Psychologist Report

 Speech-language Pathologist Report

0 Adaptive Behavior Assessment Report (such as Vineland)

Read carefully before you sign this application

The PRIVACY ACT of 1974 requires the Depariment of Human Services (DHS) to tell you: {1) whether disclosure of your SSN is voluntary
or mandatory; {2} How DHS will use your SSN; and (3} The law or regulation that allows DHS to ask you for the SSN. We are authorized to
collect from your household certain information including the social security number (SSN) of each eligible household member. For the
TEFRA and Autism Program, this authority is granted under Federal Laws codified at 42 U.S.C. §§1320b-7(a) {1) and 1320b-7{b) (2). This
information may be verified through computer matching programs. We will use this information to determine program eligibility, to monitor
compliance with program rules, and for program management. This information may be disclosed to other Federal and State agencies and
to law enforcement officials. If a claim arises against your household, the information on this application, including all SSNs, may be
provided to Federal or State officials or to private agencies for collection purposes. * EXCEPTION: In the Medicaid Program, information is
disclosed without the individual’s written consent only to: authorized employees of this Agency, the Social Security Administration, the U.S.
Department Of Health and Human Services, the individual's attorney, legal guardian, or someaone with power of attorney; or an individual
who the recipient has asked to serve as his representative AND who has supplied confidential information for the case record which helped
to establish eligibility, or court of law when the case record is subpoenaed.

® | understand that | must help establish my eligibility by providing as much information as | can and in same situations | may be required
to provide proof of my circumstances.

® | authorize the Department of Human Services (DHS) to obtain information from other state agencies and other sources to confirm the
accuracy of my statements.

® | understand Social Security Numbers (SSNs) will be used in a computer match to detect and prevent duplicate participation. SSNs
are also used in a match through the State Income and Eligibility Verification System to secure wage, unearned income and benefit
information from the Social Security Administration, Department of Workforce Services, and Internal Revenue Service. Information
received may be verified through other contacts when discrepancies are found by DHS and may affect eligibility or level of benefits.

® | understand that no person may be denied Medicaid benefits on the grounds of race, color, sex, age, disability, religion, national origin,
or political belief.

® | may request a hearing from DHS if a deciston is not made on my case within the proper time limit or if | disagree with the decision.

® | agree to notify the DHS county office within 10 days if | or any of my dependents cease to live in my home, if | move, or if any other
changes occur in my circumstances.

® | authorize DHS to examine all records of mine or records of those who receive or have received Medicaid benefits through me to
investigate whether or not any persan has committed Medicaid fraud, or for use in any legal, administrative or judicial proceeding.

Assignment of Medical Support. |'authorize any holder of medical or other information about me to release Information needed for an
Medicaid claim to DHS. | further authorize release of any infermation to other parties who may be liable for my medical expenses. As an
eligibility condition, | automatically assign my right to any settlement, judgment, or award which may be obtained against any third party to
DHS to the full extent of any amount which is paid by DHS for my behalf. 1 authorize and request that funds, settlement or other payments
made by or on behalf of third parties, including tortfeasors or insurers arising out of an Medicaid claim, be paid directly to DHS. My
application for Medicaid benefits shall in itself constitute an assignment by operation of law and shall be considered a statutory lien of any
settlement, judgment, or award received by me from a third party. A third party is any person, entity, institution, organization. or other source
who may be liable for injury, disease, disability or death sustained by me or others named herein, including estates of said individuals. [ also
assign all rights in any settlement made by me or on my behalf arising out of any claim to the extent medical expenses paid by DHS,
whether or not a portion of such seftlement is designated for medical expenses. Any such funds received by me shall be paid to DHS. A
copy of this authorization may be used in place of the original.

| DECLARE UNDER PENALTY OF PERJURY THAT THE ABOVE IS TRUE AND CORRECT. If | receive benefits to which 1 am not

entitled because | withheld information or provided inaccurate information, such assistance will be subject to recovery by the Department of
Human Services, and [ may be subject to prosecution for fraud and fined and/or imprisoned.

Signature Date

DCO-9700 {10/12)
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