EXHIBIT O

DEPARTMENT OF HUMAN SERVICES, AGING & ADULT SERVICES

SUBJECT: Attendant Care for a Beneficiary of the Alternatives for Adults with
Physical Disabilities Medicaid Waiver Program

DESCRIPTION: Pursuant to Medicaid Regulations, the Department of Human
Services, Division of Aging and Adult Services is proposing a new Certification and
Medicaid Provider Application for Attendant Care for a Participant of the Alternatives for
Adults with Physical Disabilities Medicaid Waiver Program and Agreement Between
Attendant Care Provider and Beneficiary.

Attendant Care providers must be certified by the Division of Aging and Adult Services.
To be certified, providers must meet all requirements to provide attendant care to AAPD
clients and complete the Certification and Medicaid Provider Application, which collects
all necessary information from potential providers to ensure that they meet these
requirements and that the health, safety, and well-being of clients is protected. This
packet includes the following: an explanation of the Alternatives for Adults with
Physical Disabilities (AAPD) waiver program and the purpose of the application; an

) Employer Information form, which details information regarding who holds authority to
manage the participant’s healthcare and decisions; the Application for AAPD
Certification/Medicaid Provider; the Provider Eligibility Requirements form; and an
explanation of DHS Policy 1088 (Participant Exclusion Rule), which must be signed by
the applicant.

The AAPD Waiver Program Agreement between Attendant Care Provider and
Beneficiary must be signed by the attendant care provider and the AAPD participant. The
Agreement Between Attendant Care Provider and Beneficiary ensures that both parties
understand and accept the responsibilities of self-direction and their specific roles in the
process.

PUBLIC COMMENT: No public hearing was held. The comment period expired on
October 13, 2012. No public comments were submitted. The proposed effective date is
January 1, 2013.

CONTROVERSY: This is not expected to be controversial.

FINANCIAL IMPACT: There is no financial impact.

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."







ARKANSAS Division of Aging

EXHIBIT O -

pEpARfMENf OF. and Adult Services
} ( u PO Box 1437,- Slot 8-530 - Little Rock, AR 72203-1437
SERVICES 501-682-2441 - Fax: 501-682-8155 - TDD: 501-682-2443

September 12,2012

Domna K. Dav1s, Legislative Analyst
Subcommittee on Administrative Rules and Regulatmns
Aikansas Legislative Council
Bureau of Legislative Research
Room 315, State Capitol Building
- Little Rock, AR 72201

Dear Ms. Davis:

Re: Certification and Medicaid Provider Application for Attendant Care for a Participant of
the Alternatives for Adults with Physical Disabilities Medicaid Waiver Program and -
Agreement Between Attendant Care Provider and Beneficiary

Attached are: ' '

o . Two copies of the Certification.and Medicaid Provider Application for Attendant Care for a
Participant of the Alternatives for Adults with Physical Disabilities Medicaid Waivér Program
Two copies of the Agreement Between Attendant Care Provider and Beneficiary

Two copies of the Questionnaire for Filing Proposed Rules and Regulatlons

Two copies of the Financial Impact Statement

Two copies of the policy summary

e & & ¢

In order to be certified, providers must meet all requirenents to provide attendant care to AAPD clients
and complete the Certification and Medicaid Provider Application, which collects all necessary
information from potential providers to ensure that they meet these requirements and that the health,
safety and-well-being of clients is protected. The AAPD Waiver Program Agreement between Attendant
Care Provider and Beneficiary must be signed by the attendant care provider and the AAPD participant to
ensure that both parties understand and accept the respon31b1ht1es of self-direction and theix Spec1ﬁc roles
in the process.

Please arrange for the rules to be reviewed by the Administrative Rules and Regulations Subcommittee, If
you have any questions or need additional information, please contact Erica Sweeney, Policy
Development Coordinator, Division of Aging and Adult Services, at 501-320-6555,
erica.sweeney(@arkansas.gov or PO Box 1437, Slot S-530, Little Rock, AR 72203-1437,

Sincerely,
Rusdes 7 9%&
Krista Hughes, Director
‘Division of Aging and Adulf Services

. www.arkansas.gov/dhs :
Serving more than one million Arkansans each year






; 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 Aging and Adult Services

DIVISION DIRECTOR Krista Hughes

CONTACT PERSON Erica Sweeney

ADDRESS PO Box 1437, Slot 8530, Little Rock, AR 72203

PHONE NUMBER 501-320-. FAXNUMBER 501-682-8155 E- erica.sweeney@arkansas.gov
6555 MAIL
INSTRUCTIONS

A, Please make copies of this form for future use.

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

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

D. Submit two (2) copies of this questlonnalre and financial impact statement attached to the front of two

(2) copies of the proposed rule and required documents. Mail or deliver to:

Donna K. Davis :

Subcommittee on Administrative Rules and Regulations
Arkansas Legislative Council

Bureau of Legislative Research

Room 315, State Capitol

Little Rock, AR 72201

**************************************************'k***'k*****************‘k*****************

1.

2.

3.

What is the short title of this rule?
Certification and Medicaid Provider Application for Attendant Care for a Participant of the
Alternatives for Adults with Physical Disabilities Medicaid Waiver Program and Agreement Between
Attendant Care Provider and Beneficiary

What is the subject of the proposed rule?
Attendant Care Providers must be certified by the Division of Aging and Adult Services. The
Certification and Medicaid Provider Application is a packet of forms that must be completed in order
for providers to be certified. This packet includes the following: an explanation of the Alternatives for
Adults with Physical Disabilities (AAPD) waiver program and the purpose of the application; an
Employer Information form, which details information regarding who holds authority to manage the
participant's healtcare and decisions; the Application for AAPD Certification/Medicaid Provider; the
Provider Eligibility Requirements form; and, an explanation of DHS Policy 1088 (Participant
Exclusion Rule), which must be signed by the applicant.

The AAPD Waiver Program Agreement between Attendant Care Provider and Beneficiary must be
signed by the attendant care provider and the AAPD participant.

Ts this rule required to comply with federal statute or regulations? Yes [ ] No [



10. .

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

Was this rule filed under the emergency provisions of the Administrative Procedure Act? Yes [JNo
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 a new rule? Yes No ] If yes, please provide a brief summary explaining the regulation.

Does this repeal an existing rule?  Yes [ ] No [X] Ifyes, a copy of the repealed rule is to be included
with the completed questionnaire. If it is being replaced with a new rule, please Drowde 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 markup showing the changes in the existing rule and a summary of the substantive
changes. Note: The summary should explain what the amendment docs, 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.
N/A

What is the purpose of this proposed rule? Why is it necessa:fy‘?
Providers must meet all requirements in order to be certified by DAAS to provide attendant care to
~ AAPD clients. The Certification and Medicaid Provider Application collects all necessary information

" from potential providers to ensure that they meet these requirements and that the health, safety and

well-being of clients is protected.

The Agreement Between Attendant Care Provider and Beneficiary ensures that both parties understand
and accept the responsibilities of self-direction and their specific roles in the process.

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? (Must provide a date.)
Oct. 13, 2012 :

‘What is the proposed effective date of this proposed rule? (Must prov1de a date.)
Jan, 1,2013




11. Do you expect this rule to be controversial? Yes [_] No [X
If yes, please explain. -

12.  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.

Names Category For Agé.inst

HiEEIEIN
M




FINANCITAL IMPACT STATEMENT

PLEASE ANSWER ALL QUESTIONS COMPLETELY
DEPARTMENT: Arkansas Department of Health and Huoman Services

DIVISION: Division of Aging and Adult Services

PERSON COMPLETING THIS STATEMENT: Erica Sweeney

PHONE NUMBER: 501-320-6555

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: Certification and Medicaid Provider Application for Attendant Care for a
Participant of the Adults with Physical Disabilities Medicaid Waiver
Program and Agreement Between Attendant Care Provider and

Beneficiary
1. Does this proposéd, amended, or repealed rule or regulation have a ﬁnancial.impact?
Yes ] No
2. If you believe that the development of a financial impact statement is so speculative as to be cost

prohibitive, please explain.

3. If the purpose of this rule or regulation is to implement a federal rule or regulation, please give the
incremental cost for implementing the regulation. Please indicate if the cost provided is the cost of the

programi.
Current Fiscal Year | ‘ Next Fiscal Year
General Revenue General Revenue
Federal Funds Federal Funds
Cash Funds _ Cash Funds
Special Revenue : Special Revenue
Other - Other
Total _ Total

4. ‘What is the total estimated cost by fiscal year to any party subject to the proposed, amended, or repealed
rule or regulation? Identify the party subject to the proposed regulation, and explain how they are

affected.
Current Fiscal Year Next Fiscal Year
$ _ $
5. What is the total estimated cost by fiscal year to the agency to implement this regulation?
Current Fiscal Year Next Fiscal Year

$ $




Summary of Policy

Pursuant to Medicaid Regulations, the Arkansas Department of Human Services, Division of Aging and Adult
Services is proposing a new Certification and Medicaid Provider Application for Attendant Care for a
Participant of the Alternatives for Adults with Physical Disabilities Medicaid Waiver Program and Agreement
Between Attendant Care Provider and Beneficiary.

Attendant Care Providers must be certified by the Division of Aging and Adult Services. In order to be certified,
providers must meet all requirements to provide attendant care to AAPD clients and complete the
Certification and Medicaid Provider Application, which collects all necessary information from potential
providers to ensure that they meet these requirements and that the health, safety and well-being of clients is
protected. This packet includes the following: an explanation of the Alternatives for Adults with Physical
Disabilities (AAPD) waiver program and the purpose of the application; an Employer Information form, which
details information regarding who holds authority to manage the participant’s healthcare and decisions; the
Application for AAPD Certification/Medicaid Provider; the Provider Eligibility Requirements form; and, an
explanation of DHS Policy 1088 (Participant Exclusion Rule), which must be signed by the applicant.

The AAPD Waiver Program Agreement between Attendant Care Provider and Beneficiary must be signed by
the attendant care provider and the AAPD participant. The Agreement Between Attendant Care Provider and
Beneficiary ensures that both parties understand and accept the responsibilities of self-direction and their
specific roles in the process.

The revised policy will be effective January 1, 2013.






Certlflcatlon and I\/Iedlcald
Prowder Appllcatlon -

| Attendant Care for a Beneﬂcnary of the o
| -ALTERNATlVES FOR ADULTS WITH PHYSICAL DISABlLlTlES o
| Medlcatd Waiver Program |

'f ARKANSAS nemam:mor HUMAH ssmces B
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lltllll i

The Alternatrves for Adults wrth Physmal Drsabrhtres
e (AAPD) Warver Program e

~ The Alternatwes for Adults wrth Physrcal Dlsabrlrtles (AAPD) Walver Program allows A
. enrolled benefrclanes to reoe[ve servrces at home as opposed to an m patrent care -
- facrlrty Please refer to the Alternatrves forAduIts W!fh Physrcal Drsabrlrtres Warver |
Program Medrcard Manua! for regulatrons The manual lS avarlable at

htﬁ_js‘://w;medicaiol.statefar;us_/.lhte'rnetsol'uti_on'[Pro\rl_c_ler/plooslap_d?wvr'.-aepx o

, The offer of employment does not mdrcate approval as a Med|ca|d Prowder You are
not authorrzed to begrn work as a Medicald Provrder untrl and unless you are approved |

S 'ThlS offrce W|Il revrew your appllcat|on to ensure you meet the ellgrblllty requrrements ,
| publlshed in the Med|card IVIanual Your applrcatron W|il then be conS|dered accordlng to ,'
. the elrgrbrlrty standards of all Medrcard Provrders The benet'c:larys Home and.
E Communlty-Based Servroes nurselcounselor or Counselrng and Support Manager'
-(CSM) wrll alert your employer when a determlnatron on’ your Med|ca:d Provrder'

-:_'_Applrcatron rsmade S ' '



BENFICIARY/EMPLOYER INFORMATION

This form must be completed in full and included with your ceriification apphcatlon If
the beneficiary has a legal guardlan or an attorney-in-fact who "holds authority to
manage the beneficiary’s healthcare services and decisions, a copy of the court
document/legal instrument that established the authority must be mcluded

oY

Beneficiary’s _ o
Name: ' Medicaid #
Medicaid Provider -

Applicant’s .

Name: : : E Date:

The beneﬁciafy will 'ﬁerform all employer tasks -without any assistance
(recruiting, hiring, training, supervision, terminating, monltorlng my timesheets
and approving payment). :

Beneficiary/Employer’s Sjgnature

HCBS NurselCounsélor or CSM

The beneficiary will perform all employer tasks W|th asmstance from a Decision-
- Making Partner. : :

Beneficiary/Employer’s Signature
Name of
Decision-Making Partner:

Telephone Number:

Email Address: .

Is the Decision-Making Partner authorized to sign your employee’s timesheets?

YES NO

Declsion-Making Partner’'s Signature

HCBS Nurse/Counselor or CSM



'-ia' 20 h
e if .
h - . _Employer Information Continued:

The beneficiary's spouse will perform all emr)loYef tasks '(r'ecrui‘cing, iring,
‘training, supervision, termmatmg, monitoring my: tlmesheets and approvmg
payment). w

Name of SpouselE}anoyer:

Telephone Nur_l_jaber:

Email Address:

Spouse/Employer’s Sign;iture

A legal representative (i.e. legal guardian or attorney—in-fact) performs all
employer tasks (recruiting, hiring, fraining, supervision, terminating, monitoring
my timesheets and approving’ payment) for the benef[mary

Name of Legal
Representative/Employer:

Authority Source:

Telephoné Number:

Email Address

The court document/legal mstrument that grants authorlty to perform
the duties of employer for the beneficiary’s care providers is attached.

Legal RepresentativeiEmhloye'r’s Signature

"IF NONE OF THE STATEMENTS ABOVE APPLY:
Please contact the HCBS nurse/counselor or CMS immediately.

The beneficiary’s eligibility to self-direct must be re-assessed before a
Certification/Medicaid Provider Application can be reviewed.




ARRA 1=
-~ APPLICATIONFOR E‘?{jf ,?Ssi’ﬁ
AAPD CERTIFICATION / MEDICAID PROVIDER

Medicaid Provider Applicant’s First Name Mi Last Name

Mailing Address (where you want impoﬁant documents to be mailed)_

City/State/Zip Code

Street Address (where you live)

CityiState/Zip Code

Home Phone (Area Code and Number) "' Cell Phona (Area Code and Number)
E-Mail Address
Name of the AAPD Beneficiary _ Medicaid Number

who indicated aninterest in hiring you 7

AAPD Beneficiary’s Home Address "~ Home Phone Number

, AR
City - . Zip Code Cell Phone Number




PROVIDER ELIGILBILITY REQUIREMENTS

1. Are you legally responsible for the AAPD Beneficiary?

a. Spou's.er o _ - __YES - ___-NO
b. Legal Guardian - ___YES ___NO
c. Attorney-in-Fact _-YES .. ___NO
d. Decision-Making Partner ,
chosen by the Beneficiary ___YES ___NO
2. Are you 18 years of age or older? ___YES - " NO
a. Date of Birth:
mm/dd/year
b. Place of Birth: . _ .
: City/State/County

3. Are you a United States citizen or legal immigrant authorized to work in the
uss ; _ ! HOWOTR LR

____YES ___NO
4. Are you free from evidence of the following?
| a.. Abuse or fraud in any setting o ___YES o ____NO
b, ‘_Vidlétions in the care of a
d_ejpendent population ___YES R NO .
¢. Conviction of a crime related to
a d_ependent population ___YES _ NO

* d. Conviction of & violent crime YES NO



5. Are you able to read and wrlte ata Ievel sufﬁclent to fol!ow wrltten
' mstructlons and malntam records’? ‘ S -

s e
If nd, idehtify'the pel_'eo'n Whe will read wiritten iristl'r'uetiens. to -fﬁé_ j_a;')'p'li‘ea‘ht:‘

Name of Assmtant

" ‘ Telephone Number : _ R
EmallAddress :-_ B ﬁ ﬁ@nh =

i‘m UB&B

: '._ Asswtant’s Slgnature, :

- 6. Are'you able to do simple math in order to complete billing ¢laim forms.

Cves 0 iwo

If hd: iﬁde;njﬁfy :Th_eipers‘ojh who Wili peffefni tHis task for.ihejapb]iea"rjt}' S o

Name of Asei'st_ant;

"Te]ephjone-Num_ber; -

* Email Address:

. .Assistant’s Signature ‘

NOTE: To jﬁétify'péyment'of Medicaid funds dur;lng-eudifs, written claim forms . .

that reflect the actual.time worked must still be prepared;, complete with-
_ agnatures and mamtamed even if claims are submltted electromcally

_ 'Do you accept thls reqwrement‘? .* 5 _ YES | o " o NO .
7. Are y_g'ii ih'-adedu'at_e phyeieal health io'p_'er;forr'n the job tas'ks_'required?' :

YES . __NO



10.
L -_ Medlcaxd Manual‘?

Do .you'lha_\?eja'ny disease that can bevtrahsmit'ted -t_hll"ou'gh‘_cas_ual_.eqhtapt?,' ‘

YES . __'No

. 'Aré'y.qu_ avetate_emploxee?"f- _;]_ L _YES . NO

'If yes attach a wr:tten walver of § 19 11-705 whtch refers to employee ¥
. conflict of interest, by the .director of the Department of .Finance and -
. Administration. grantlng permlssmn to proceed with the transaction to ‘such

- - extent and upon such terms and cconditions as - ‘may be specn‘" ied. Such
- U waiver and pérmission may be granted when the interests of the state so
o -reqmre or when the ethtcal confllct is msubstantlal or remote : '

Have you read and do you accept the regulatlons publlshed in the AAPD

https /Iwww med [cald state ar. us/lntemetSoIutloanrovsder/docsladevr aspx |

YES - . . NO



Alternatives for Adults with Physical Disabilities (AAPD)
Waiver Program

Service Agreement between
Beneficiary/Legal Representative Employer

and. - s | i FF;

Attendant Care Provider Employee | o

Benefiéiary:

Legal Representative:  _
(if applicable)

Attendanit Care Provider
Hiring Choice:

As -beneficiary. or legal representative of a beneficiary in the AAPD program, | have
chosen to self-direct by hiring the above-mentioned individual as AAPD-Aitendant Care
Provider, and, as such, |.am the employer. | understand that, as employer, it is my
responsibility to train, manage and terminate, if necessary, this attendant care
provider/employee, as well as monitor the employees c!a!ms/tlmesheets for accuracy
and approve payment. .

As emp!b_yer_, I wili direct the attendant care provideflemp[oyee to deliver the types of
services as outlined in Medicaid policy and in accordance with the Plan of Care. | also
will direct the schedule this attendant care provider/employee will follow.

| understand | must comply with the AAPD Medicaid pblicies.

This agreement will automatically terminate on the date this employee’s Provider
Certlﬁcatlon expires, unless terminated earlier by me.

Employer Signature Date
Beneficiary/Legal Representative

Employee Signature . . ' B Date



POSEp

Arkansas Department of Human Services
Participant Exclusion Rule
DHS Policy 1088

The term “participant” in this policy means a person seeking to become a parly to a
- contract with DHS fo furnish services (i.e. AAPD Attendant Care Medicaid Provider).

1088.1.1 Purpose

DHS shall conduct business only with responsible participants. Participants
will be excluded from participation in DHS programs not as penalty, but
rather to protect public funds, the integrity of publicly funded programs, and
public confidence in those programs. it is also the intent of this policy to -
prevent excluded participants from substituting others, usually immediate
family members, as surrogates to continue the practlces that caused DHS to
exc[ude the participant. :

1088.2.3 Causes for Exclusion

- DHS shall automatically exclude a participant if the participant is the subject
of final determination that the participant has wrongfully-acted or failed to
‘act with respect 10, or has been found gu:lty, or pled gu:lty or nolo
contendere to any crlme related to: O

A. Obtalnlng, attemptlng to obtain, or performlng a publ:c or pnvate
contract or subcontract

B. _Embezzlement theft forgery, bnbery, fals:ﬂcatlon or destruction of

" . records, any form of fraud, receipt of stolen property, or any other

offense indicating ‘moral turpitude or a lack of business integrity or
honesty

C. Dangerous er.l-gs. 'o'ontrolled' eubetances, or other drug'-related
offenses when the offense isa felony

D: Federal antitrust statutes _
E. The submission of bids or proposals
F. Any physical or sexual abuse or neglect when the offense is a felony

Based on this policy, all AAPD Medicaid Provider Applicants must understand and
acknowledge the following:

Your application will be provided to HP Enterprises, a Medicaid Contractor, to ensure
that all qualifications required of a Medicaid Provider of AAPD Attendant Care are met.
Your application’s review will include a national and state background check to



determine if you are placed on the DHS Provider Exclusion List or have a criminal
record that contains a conviction. If a positive finding results, it will be reviewed by legal
staff within the Medicaid Program Integrity Section, who will advise HP on whether a
Medicaid Provider Identification Number (PIN) can be assigned. '

You will be made aware of any adverse decision in wri%ing by the Medicaid Program
Integrity Section, along with what action to take if you desire to appeal the decision.
Medicaid Provider Applicant Acknowledgement:

‘By signing below, you indicate that you have read and understand the provided portions
of DHS Policy 1088:

Medicaid Provider Applicant’s Printed Name

Medicaid Provider Applicant’s Sighature ' Date






Alternatives for Adults with Physical Disabilities (AAPD) Waiver Program
Agreement between Attendant Care Provider and Beneficiary .

Beneficiary:

AAPD Attendant Care Provider:

As Beneficiary in the AAPD program, I have chosen to self-direct my care by hiring the
individual above as my AAPD Attendant Care Provider.

I understand as employer, I recruit, hire, train, manage and fire my attendant care provider, as
well as monitor the employee’s timesheets and approve payment.

Asremployer, I direct the A’gtendant Caré Provider to deliver the types of services as outlined in
Medicaid policy and in accordance with my Plan of Care. I also direct the schedule the
Attendant Care Provider will follow.

I understand I must comply with the AAPD Medicaid policies.
This agreement will automatically terminate one year from the date of signing by the parties or

the date the certification expires, unless terminated by the beneficiary earlier due to
unsatisfactory services by the Attendant Care Provider. :

Beneficiary Signature Date

Attendant Care Provider Signature ' , Date

Agreement Between Beneficiary and AC Provider






