EXHIBIT

DEPARTMENT OF HUMAN SERVICES, MEDICAL SERVICES

SUBJECT: AAPDWVR 1-12; Alternatives for Adults with Physical Disabilities
(AAPD) Waiver Application

DESCRIPTION: CMS approved Arkansas’s request to make changes to the
Alternatives for Adults with Physical Disabilities (AAPD) waiver. Effective January 1,
2013, the Department of Human Services, Division of Aging and Adult Services
(DAAS), the operating agency for the waiver, will implement an electronic universal
assessment tool called ArPath for beneficiary assessments, reassessments, and plan of
care development. The Implementation of ArPath will impact processes used for record
review, maintaining records, and providing freedom of choice of providers to
beneficiaries. AAPD providers of Agency Attendant Care Services will now be
recertified by DAAS every three years, rather than annually. The Medicaid program’s
Provider Enrollment Unit will continue to annually verify the provider’s license and
qualifications. All other AAPD providers will continue to be recertified by DAAS
annually. The process for provider training and in-services has been revised and will be a
collaborative effort of DAAS and the Division of Medical Services (DMS), the Medicaid
state agency.

PUBLIC COMMENT: No public hearing was held. The public comment period
expired on October 13, 2012. No public comments were submitted. Due to internal
comments, the department added Section 213.405 regarding counseling support
management instructions for environmental accessibility adaptations/adaptive equipment.
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."”







QUESTIONNAIRE FOR FILING PROPOSED RULES AND REGULATIONS

WITH THE ARKANSAS LEGISLATIVE COUNCIL AND JOINT INTERTM COMMITTEE

DEPARTMENT/AGENCY Department of Human Services

DIVISION Division of Medical Services

DIVISION DIRECTOR _Andrew Allison, PhD

CONTACT PERSON _Diana Carey _

ADDRESS P.O Box 1437, Slet $295, Little Rock, AR 72203 :
PHONE NO. 682-3328 FAX NO. 682-2480 E-MAIL Diana.Carey@arkansas.gov
NAME OF PRESENTER AT COMMITTEE MEETING Marilyn Strickland
PRESENTER E-MAIL marilyn.strickland@arkansas.gov

INSTRUCTIONS

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

B Please answer each question completely using }ayman terms, You may use additional sheets, if
Nnecessary.

C. H you have 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 questionnaire and financial impact statement attached to the front
of two (2) copies of the preposed rule and required documents. Mail or deliver to:

Donna K. Davis

Administrative Rules Review Section
Arkansas Legislative Council
Bureau of Legislative Research
Room 315, State Capitol

Litile Rock, AR 72201
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1. What is the short title of this rule?
AAPDWVR-1-12

2. What is the subject of the proposed rule?
To authorize services through use of the ARPath Assessment Tool for patticipants in the Home and
Community-Based Services waiver programs and IndependentChoices, to clarify documentation
requirements and establish policy consistent with the CMS approved waiver application.

Additional funding will not be required for this amendment.

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



10.

I1.

12,
13.

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

Is this a new rule? Yes No _X  Ifyes, please provide a brief summary explaining the
regulation,

Does this repeal an existing rule? Yes No_X _Ifyes, acopy of the repealed rule is to be

included with your 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 X  No 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 Statute 20-76-201
What is the purpose of this proposed rule? Why 1s it necessary?

The purpose of this proposed rule is to allow the Division of Aging and Adult Services (DAAS), as
operating agency for the 1915(c) HCBS Alternatives for Adults with Physical Disabilities (AAPD)
waiver, to implement an electronic universal assessment tool for the purpose of beneficiary
assessment, reassessment, and plan of care development, and to revise processes for provider
certification and provider training.

The rule is necessary to comply with CMS approved changes to the AAPD waiver program.

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:

Whe_n does the public comment period expire for permanent promulgation? (Must provide aldate.)
October 13,2012

What is the proposed effective date of this proposed mile? (Must provide a date.)

January 1, 2013

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.

Medical associations, interested providers, and advocacy organizations. Their positions for or against
are not known at this time.



FINANCTAL IMPACT STATEMENT
PLEASE ANSWER ALL QUESTIONS COMPLETELY

DEPARTMENT Department of Human Services

DIVISION Division of Medical Services

PERSON COMPLETING THIS STATEMENT Thomas Carlisle

TELEPHONE NO. 682-0422 FAXNO. 82-3889 EMAIL: Thomas.carlisle@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 - AAPDWVR-1-12

L Does this proposed, amended, or repealed rule have a financial impact?
Yes No X .

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
Eeonomic 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.

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 Next Fiscal Year
(General Revenue Geperal Revenue
Federal Funds Federal Funds
Cash Funds Cash Funds
Special Revenue ) Special Revenue
Other (Identify) Other (Identify)
Total Total

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.

€urrent Fiscal Year Next Fiscal Year

None : None



Summary for
Alternatives for Adulis with Physical Disabilities (AAPD) Waiver 1-12

CMS approved Arkansas’ request to make changes to the Alternatives for Adults with Phys:cal
Disabilities {(AAPD} waiver. Effective January 1, 2013, the Department of Human Services,
Division of Aging and Adult Services (DAAS), the operatmg agency for the waiver, will implement
an electronic universal assessment tool called ArPath for the purpose of beneficiary assessments,
reassessments, and plan of care development. The implementation of ArPath will impact processes
used for record review, maintaining records, and providing freedom of choice of providers to
beneficiaries. AAPD providers of Agency Attendant Care services will now be recertified by DAAS
every three years, rather than annually. The Medicaid program’s Provider Enrollment Unit will
continue fo annually verify the provider’s license and qualifications. All other AAPD provnders will
continue to be recertified by DAAS annually. The process for provider training amd in-services has
been revised and will be a collaborative effort of DAAS and the Division of Medical Services (DMS),
the Medicaid State Agency.



‘AR K A- II S A S '
D!PART’MEHT OF

)'1":;g=gs=:;::!f;

- To0: _

. D'A?E;: o
. sumecT¥ '

R REMOVE ’

"Section - -
201,000

| 201100 -

© 214,000
© 212,000
212 100 -

$12.200 -

212,300

- 212400 - .

213410

293120

213,200
213210
[213.220.

. 213.230

213.320°

213330 -1
243400 -

. _"ba’.te‘_ L
L7

7182
L 71509
71509
-

+ 7-15-09

- 11308
o 7-1542
- T107

7107

. 7-1-07

709
g

ot

'_.-q:

o —

I‘Jms;on of Medlcal Servrces Lo
Program Development& Quahty Assurance )
P.0. Box-1437, Slot §-295 - Little Rock, AR 72203-1437.

t501-682-8368 - Fax: 501-682-2480 -

':'-_January1 2013 L

msem"’
L 'Sec.'glqni
*":201.000
.. 201100
| 201405
L m 211,000 .
. 212.000
212,100
L. 2120200
212400
212400
- 213.100°
- - 213410
e 213411
~ 213492
213420 -
- 213.200 |
. 213210
. 213.220
" 213230°
213231
| i2{32%. . ¢
Coo213s000
2133200
Ck 213330
213400 -
213410
213420
. 2134300
.21'3.'4'40; '

www. azkansas gov/ dhs

o Prov!der Manual Update Transrnittai APDWVR-1 -12

" Date
1-1-13.
C 1448
A3
o 1413
4143
L1143
L4113
© 1443
SLo3
S 14113
L4113
o118
D 14118
. 1413
. 4113
" A4113
1193 © ..
R T INEE
SEAMAG L
Dk I
.n,&ﬂdaiffgu e
 1143'
X
343 - Ve
NEERT A
”a1143r

’ Semng mote thas orie million Atkansans each year

R :Ark"’“sas Medlcald Heaith Gare Providers Alternatives for Adults wlth :
- Physical| Disabllities Wamer . ) .



C 242210

Arkansas Medicaid Health Care Providers - Alternatives for Adults with Physlcal Disabnlltles Waaver .

Provider. Manual Update APDWVR-‘! 12

;F’agaz

REMOVE
- Section

214 000.
. 214100
- 215.000° -
$ 215,100, ©
. 216.400 -
- 2162007
216.400
216.500.
216,510 -
219,000
231.000°

| 241.000°
242,200
242,201

';342'.310
242.311

B 54"_2.320_

_ 7407 L
7-15:09- "
) a .7-:1 5“09
L 11509
o 707
L TA07
" 7107

7-1-07

716-00
10-13-03

7-1-07

7407
L7107
L TA0T
7107
f . 7107

- 7-158-09

-Explana;;on of Umates

Sections 201. 000, 201.100, 211 000, 242, 000 212 100 212.200, 212.300, 212. 400 213 110,
- 213.120; '213.200, 213 210, 213.220, 218.230, 213.300, 213.320, 213.330, 213. 400 214.000,.
. 214, 100 215.000, '215: 100 219:000, 231 000, 241 .000,.242.200; 242.201, 242 210 242, 310
242311, and 242 320.are updated to reflect the most current rules and regulations for the -
Altefnatives for Adults with Physical Disab:htles (AAPD} Walver program basad oma recen‘l

- amendment to the AAPD

Sections 201, 105 '213.100; 243.111, 2‘13 112 213, 231 213, 232 2134‘10 213420 213430

Waiver.

" INSERT
-Section
. 213.450
. 213480
2134707 -
. 21348077 .
218480 .. . T
. 214,000 -

Lt 214.400°
1 215.000
915100 -
.-, 216,100

. .216.200
< 216400
. 1216500
. 216510
L 219.000
. 231,000
231,400
T 241.000
- 242200
242201
242,210
242310
. .24231
242812
- 242:313
242,320

- Date

141:13

TR

418

4113

4113
1418
. 4113

C 1143

C 13
- 1-1-13

1_-1-13.
o r1-1-13 -

o 1113

113

© 14443
. 1113

1113 -

o A1
1143
1443

1113

- 1113

L1143

o143

R

213.440, 213.450, 213.460, 213. 4?0 213; 480 '213.490, 231,100, 242.312, and 242.313 are added -

to reflect the most current rules and regufations for the Alternatwes for AduEts with Physical
. Disabliities (AAPD) waiver program based on afecent amendment to the AAPD Wawer

: Sectson 216.100.Is' set to “Reserved" and its content is moved to Sectlon 213 410. .



Arkansas Medlcald Health Care Provrders Altematwes for Adults with Physrcal Dlsabtrﬁes Waiver
Provrder Manual Update APDWVR~ 1-12 T ,
Paga 3

Sectlon 216 200 is set to “Reserved” and rts content is moved to Sechon 213 420 . Pﬁdpﬁi
'Sectlon 218 400 is- set to “Ressived” and its content is ‘moved to Section 213.450, . Ry g .
:3Sec‘hon 216,500 js Set to “Reseived” and ifs content s moved fo Section 213,460, . - ,' S

- Section 218. 510 1§ set fo “Reserved” and its: content is: moved to Seclion 213.490,; -

- ' Rews:ons to-the’ AAPD provlder manuai comply wnth rewslens t6 the waiver amendment approved

- by CMS effective January 1, 2013. The revisiohs ware riiade to-ensure agreement betweenthe -

S app,roved walver document and the provider nanual, to clarify policy applicable to wajver services

© provided through the ¢onsumer:direction model, ‘provide further details regafding docUmentation
-requuements and prrmanly fo provide policy regarding im plementation of the universal assessment
_process for level of care determmat[ons for ttus Home and Commumty~Based Servrees walver
program. - .. - . SR N - :
" The papery versron of thrs update transmrttal mcludes revrsed pages that may be ﬁled En yeur prowder
manual - See Section 1 for mstructlons on updatmg the paper versron of the manual For electromc

- versrons these changes hiave. already been mcorporated EN

ifyou have questwns regardmg this transmrttal pléasé contact the HP Enterpnse Serwces Provrder '
. Assrstance Center at 1»800-457-4454 (Tall Freej Wlthll’l Arkansas or tocally and Out-of-State at (501)

376-2211 -
1f you 'heed thls matenal inan alternatwe format such as Iarge print, please eontact ourAmencans
with, Disabiiities ‘Act GCoordinator at 501-682-6453 (Lodal); 1: -800-482-5850, extension 2-6453 (Toll-
: .Free) orto obtain access to these numbers through volce relay. 1 800—87? 89?3 (TI‘ Y Heanng

Impa:red) o

“Arkansds Msdtcard provuder manLraIs (mcludlng update transrnlttaIS) ofﬁcial notloes netlces of fule :
. making and remittance advice'(RA) messages are avallable for dovmleadmg from the Arkansas
" Medicaid website: www.gedicaid state.ar.us. -

.Thank you for your paltlapatron in the Arkansas l\tledlcatd Program

- “FhD
Director-y ./ - . -



Alternatives for Adults with Physical Disabilitias Waiver Section i
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201.000

Arkansas Medicaid Enrollment Requirements for Alternatives for 1-1-13
Adults with Physical Disabilities (Alternatives Waiver)

Alternatives for Adults with Physical Disabilities Waiver Program providers must meet the
Provider Participation and enroliment requirements contained within Section 140.000 of this
manual as well as the following criteria to be eligible to part:c:pate in the Arkansas Medicaid
Program:

A

Consumer-Directed Attendant Care

Consumer-Directed Attendant Care providers must be certified by the Division of Aging
and Adult Services (DAAS) as having met all Centers for Medicare and Medicaid Services
(CMS)-approved provider criteria for the services to be provided.

DAAS certification of Attendant Care providers is contingent upon participation in the
financial management services process as required by federal guidelines for consumer-
directed programs. Participation in the financlal management services process does not
change the procedure for filing claims. Claims are submitted to HP Enterprise Services
and are processed by HP Enterprise Services. Prior to payment, the fiscal intermediary
deducts appropriate withholdings and processes Medicaid payment to the provider.

NOTE: For a beneficiary to qualify for self-direction, the beneficiary must be able to
perform the tasks of an emplovyer {recruit, hire, train, manage and fire his/her
attendant care provider), as well as monitor the emplovee’s timesheets and
approve payment.

If the beneficiary cannot perform the emplover duties, a leqal representative
{i.e. legal guardian, Spouse or attorney-in-fact}, may act on the beneficiary’s

behalf in the role of employer. An attorney-in-fact is a person who has been
given the authority by the beneficiary under a power of attorney to direct the
beneficiary’s care. Direct‘_g a beneficiary’s care would include recruiting,

hiring. tfraining, managing. terminating attendants, monitoring attendan
service timesheets and approving payment.

If a beneficiary eannot perform the duties of an emplover and does not

already have a spouse, leqal quardian or attorney-in-fact to direct the
beneficiary’s care, the beneficiary must receive services through an agency.

During assessment and reassessment if determined the beneficiary is able
to self-direct, the DAAS RN/Counselor will obtain the beneficiary’s signhature

on the verification of ability to self-direct.
Consumer-Directed Agency Attendant Care

Consumer-Directed Agency Attendant Care providers must be certified by the Division of -
Aging and Adult Services (DAAS) as having met all CMS-approved provider criteria for the
services to be provided.

Traditional Agency Attendant Care

Traditional Agency Attendant Care providers must be certified by the Division of Aging and
Adult Sedrvices {DAAS) as having met all CMS-approved provider criteria for the services {6
be provided.

Environmental Accessibility/Adaptations/Adaptive Equipment
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Envirenmental Accessibility/Adaptations/Adapfive Equipment providers must be certified by
the Division of Aging and Adult Services (DAAS) as having met all CMS-approved provider
criteria for the services to be provided.

E. Case Management/Counseling Support

Case Management/Counseling Support providers must be certified by the Division of Aging
and Adult Services (DAAS) as having met all CMS-approved provider criteria for the
services to be provided.

It is the responsibility of all providers of Altematives Waiver services 16 maintain current Division
of Aging and Aduit Services (DAAS) certification to avoid loss of provider eligibility. Required
materials must be submitted to the Division of Aging and Adult Services. View or print the
Division of Aging and Adult Services contact information. Certifications are renewed
annually,_with the exception of Agency Attendant Care providers, whose certifications are
renewed syery thres years. If required recertification documents are not received by the Division
of Aging and Adult Seivices prior to expiration of the current certificate, action will be taken to
close the provider's idenfification number and Medicaid provider number. Payment cannot be

authorized for services provided beyond the certification period.

Once received and it is determined that eligibility requirements are met for cerification, DAAS
will forward a copy of the DAAS cettificate and licensure, if applicable, to HP along with the
Medicaid coniract and appfication.

201.100 Praviders of Alternatives for Adults with Physical Disabilities o 141413
Waiver Services in Arkansas and Bordering States

Providers of Alternatives for Adults with Physical Disabilities Waiver services In Arkansas and
the six bordering states (Louisiana, Mississippi, Missouri, Oklahoma, Tennessee and Texas)
may be enrolled as routine services providers if they meet all Arkansas Medicaid participation
requirements ouliined in the Medicaid provider manual.

A routine services provider may be enrofled in the program as a provider of routine Alternatives
services to eligible Arkansas Medicaid beneficiasies. Relmbursement may be available for alt
Attendant Care Services, Environmental Accessibility Adaptation/Adaptive Equipment Services,
and Case Management Services covered in the Arkansas Medicaid Program. Clahms must be
filed according to instructions in this manual,

201.1065 Provider Assurances PROPOSED 1-1-13
~ A.__Agency Staffing - .

The Provider agrees that he or she will maintain adeguate staffing levels to ensure timely
and consistent delivery of services to ali beneficiaries for whom they have accepted an

Alternatives Waiver Plan of Care.

The Provider agrees:

1. Personnel responsible for direct service delivery will be properiy trained and in

compliance with all applicable licensure requirements. The Provider agrees to
require personnet to participate in any appropriate training provided by, or requested
by, the Department of Human Servigces. The Provider acknowledges the cost of
training courses for cedification and/or licensure Is not reimbursable through DHS,
Direct care workers and Counseling Support Managers must be trained prior to
providing services to an AAPD beneficiary.

2. Each service worker possesses the necessary skills to perform the specific services
required to meet the needs of the beneficiary he/she is fo serve.
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3.  Slaff are required to attand ofientation training prior to allowing the employee tg
deliver any Alternatives Waiver service(s). This orientation shall include, but nat be

limited to, a;
a. Description of the purpose and philosophy of the Alternatives Waiver Program;
b. __ Discussion and distribution of the provider agency's written code of ethics:

C. Discussion of activifies which shall and shall not be performed by the
amploves;

d. Discussicn, including instructions, regarding AlternatwesWaiverrecord

@ keeping requirements;
@ Discussion of the importance of the Plan of Care;

Discussion of the agency’s procedure for regorimg changes in the beneficiary's
condition;

4. Discussion, including potentiat legal ramifications, of the beneficiary’s right to
confidentiality;

h. _Proper completion of all forms, including the Attendant Care Provider
Cerlification/Medicaid application

B. Code of Ethics {(Agency and Consumer-Directed Services)

The Provider agrees to follow andfor enforce for each employee providing services to an

Alternatives Waiver beneficlary s written code of ethics that shall inglude, but not be limited
to, the following:

1. No consumption of the beneficiary's food or drink;

2. o use of the beneficiary's tel for personal galls;

3. No discussion of one's persenal problems, religious or pelifical beliefs with the
beneficiary;

4. Mo acceptance of gifis or tips from the beneficiary or their caregiver;

5. No friends or relatives of the employee or upauthorized individuals are to accompany
the emplovee to beneficiary’s residence;

8. No consumption of alcoholic beverages or use of non-prescribed drugs prior to or
during service delivery;

7. No smoking in the beneficiany’s residence;

8. No sqlicitation of meney or goods from the keneficiary;
Q. No breach of the beneficiary’s privacy or confidentiality of records.

211.000 Scope 1-113

The Arkansas Medigald Program offers certain home and community-based oulpatient services
as an alternative {0 nursing home placement. These services are avallable o individuals age 21
through 64 who have received a determination of physical disability by SSI/SSA or DHS Medical
Review Team (MRT} and who, without the provision of home and commurity-based services,
would require a nursing facility (NF) intermediate level of care. The beneficiary’s income miust
be equal to or less than 300% of the S8l eligibility fimit.

The community-based services offered through the Alternatives for Adults with Physical
Disahilities Home and Community-Based Waiver, described herein as Altematives, are as
follows:

1.  Environmental Accessibility Adaptations/Adaptive Equipment
2.  Aftendant Care — Consumer-Directed
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3.  Agency Altendant Care — Traditional and Consumenr-Directed
4. Case Management/Counseling Support

These services are designed to maintain Medicaid eligible beneficiaries at home in order to
preclude or postpone institutionalization of the individual,

Please note that in accordance with 42 CFR 441.301 {(b){1)(i)), Altematives services are not
covered for inpatients of nursing facilities, hospitals or other inpatient institutions.

212.000 Eligibility for Alternatives for Adults with Physicai Disahbilities 1-1-13

A.  To qualify for the Aiternatives for Adults with Physical Disabilifies Program, an individual
must meet the tarqeted population as described in this manual, and must be found to
require a nursing facility intermediate level of care. Individuals meeting the skilled level of
care, as determined by the Office of Long Term Care, are not eligible for the AAPD Waiver
Program.

B. The beneficiary intake and assessment process for the Alternatives Program includes_a
determination of categorical eligibility, a nursing facility level of care determination, the
development of a Plan of Care, and the beneficiary's notification of his or her choice
between home and community-based services and institutional services.

C. Candidates for participation in the program (or their representatives} must make
application for services at the DHS office in the county of their residence, Medigaid
eligibility is determined by the DHS County Office and is based on non-medical and

medical criteria. Income and resources comprise the non-medical criteria. Medically, the
candidate must be an individual with a functional disability.

D. _To be determined an individual with a functional disability, an individual must meet at ieast
one of the following three criteria, as determined by a licensed medical professional:

1. The individual is unable to perform either of the following:

a At least 1 of the 3 activities of daily [iving {(ADLs) of transferring/locomotion,
eating, or teileting without extensive agsistance from or total dependence upan
another person; o

b.__Atieast 2 of the 3 ADLs of transferring/logomotion, eating, or toileting without
limited assistance frotn another person; or

2. Medical assessment results in a score of three or more on Cognitive Performance
Scate; or

3. Medical assessment resuits in a Changes in Heaith, End-Stage Disease and
Sympfoms and Signs (CHESS) score of three or more.

E. Mo Individual who is otherwise eligible for waiver services shall have his or her eligibility
denied or terminated solely as the result of a disqualifying episodic medical condlition that
is temporary and expected to last no more than 21 days. However, that individual shalt not
receive waiver services or benefits when subject to a condition or change of condition that

would render the individual ineligible if the condition or change in conditlon is expected to
last more than 21 days.

F. _ Individuals diagnosed with a serious mental illness or mental retardation are not eligible for
the Alternatives for Adults with Physical Disabilities program unless they have medical
needs unrelated fo the diagnosis of mental illness or mental retardation and meet the other
gualifying criteria. A diagnosis of severe mental illness or mental retardation must not bar
eligibility for individuals having medical needs unrelated to the diagnosis of serious mental
illness or mental refardation when they meet the other qualifying criteria.
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G.  The Allernatives for Aduits with Physical Disabilities waiver provides for the entrance of all
eligible persons on a first-come, first-served basis, onca individuals meet all medical and
financial eligibility requirements. However, the walver dictates a maximum number of
unduplicated beneficiaries who can be served in any waiver year. Once maximum number
of unduplicated beneficiaries is projected to be reached considering the number of active
cases and the number of pending applications, a waiting list will be implemented for this
program and the foliowing process will apply:

1. Each Alternatives application will be accented and medicai and financial eligibility wil
be determined, '

2. If all waiver slots are fllled, the applicant will be notified of his or her eligibility for

services, that all waiver slots are filled. and that the applicant is number X in ling for
an avaitahle slot, '

3. Entry to the waiver will then be prioritized hased on the following criteria;

a Waiver application determination date for persons inadvertently omitted from
the waiver waiting due to administrative error;

_ ‘& b. Waiver application determination date for persons being discharged from &
@ nursing facility after a 90-day stay: waiver application determination date for
C.

persons residing in an approved Level Il Assisted Living Facility for the past six
months or longer:

Waiver application determination date for parsons in the custody or DHS Adult
Protective Services (APS)

d. Waiver application determination date for all other persons.’

212.100 Level of Care Determination 1-1-13

A prospective Alternatives beneficiary rust require a nursing facility intermediate level of care.
Registered Nurses and Rehabilitation Counselors employed by the Division of Aging and Aduit
Services (DAAS RN/Counselors) perform a comprehensive assessment of each applicant to
determine his or her personal assistance and health care needs. The assessment tool is ArPath,
the electronic interRAL home care instrument, which evaluates the candidate’s level of care
need.

The intermediate level of care determination is made by medical staff with the Department of
Huran Services Office of Long Term Care, _The determination is based on the comprehensive
assessment performed by a DAAS RN/Counselor, using standard criteria for functional disability
in evaluating an individual's need for nursing home placement in the absence of community
alternatives. The level of care defermination, In accordance with nursing home admission

. criteria_ must be completed and the individual deemed eligible for an intermediate Ievel of care
by a licensed medical professional prior to receiving Alternatives services.

Reevaluations will be performed annually by the DHS medical staff to determine the beneficiary's
confinuing need for an intermediate level of care. The DAAS RN/Counselor performs a.
comprehensive assessment periodically (at least annually), and the Office of Long Term Care re-
determines level of care annually. The results of the level of care determination and the
reevaluation are documented on forrn DCO-704 Decision for Nursing Home Placemeant.

NOTE: While federal guidelines require leval of cara reassessment at [east annually,
DAAS may reassess a beneficiary’s level of care and/or need any time it is
deemed appropriate by the DAAS RN/Counselor to ensure that a beneficiary is

appropriately placed in the Alternatives Program and is receiving services
guitable to his or her needs.

212,200 Plan of Care 1113
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A.  Each beneficiary in the Alternatives program must have an individualized Alternatives Plan
of Care (AAS-8503). The authority to develop an Aliernatives Plan of Care is given to the
Medicaid State agency's deSIgnee, the Division of Aging and Adult Services RN/Counselor,
At the discrefion of the beneficiary, the Alternatives Plan of Care is developed with the

Alternatives beneficiary, a representative or the beneficiary’s famrly, o[ anvone requested
by the beneficiary.

B. When developing the waiver Plan of Care, the beneficiary may freely choose a family
member or individual to appeint as Decision Making Partner. The beneficiary, Decision
Making Partner and/or leaal representative may participate in all desisions reqarding the
types, amount and frequency of services included in the Plan of Care. The Decision

Making Partrier of legal representative may participate in choosing the provider(s) for the

beneficiary, [f anyone other thap the beneficiary chooses the provider, the DAAS
RN{Counselor will identify that individual on the Plan of Care.

The Alternatives Plan of Care developed by the DAAS RN/Counselor includes, but is not
limited to, the following:

1o

1. Beneficiary identification and contact Information to Include full name and address,
phone number, date of birth, Medicaid number and the effective date of Allematives
waiver eligibilify.

2. Primary and secondary dmgnosm PROPOSED
3. Contact person.

4.

5

Physician's name and address.

The amount, frequency and duration of Allernatives waiver services and the name of
the service provider chosen by the beneficiary, Decision Making Pariner or legal
representative to provide the services.

8. Other services outside the Aifernatives services, regardless of payment source,
identified and/or ordered to meet the beneficiary’s needs.

7. __ The election of community services by the waiver bepeficiary or beneficiary's
Decision Making Partner or legal representafive; and

8. The name and title of the DAAS RN/Counselor responsible for the development of
ihe beneficlary's Plan of Care.

D. | waiver eligibility is approved by the DHS county office, a copy of the Plan of Care sianed
by the DAAS RN/Counselor, and the waiver beneficiary, Decision Making Pariner or legal
representative. will be forwarded to the beneficiary or representative and the certified
Medicaid service provider(s) included on the Plan of Care. The service provider and the
Alternatives beneficiary must review and follow the'signed authorized Plan of Care.
Services cannot begin until the Medicaid provider receives the authgorized Plan of Care
from the DAAS Rehab Counselor or RN. The originai Plan of Care will be maintained by
the DAAS RN/Counselor,

E. Theimplementation of the Plan of Care by a provider must ensure that services are:
1. Individualized to the beneficiary's unique circumstances;

2. Provided in the least restrictive environment possibie;

3. Developed within a process assuring participation of those concerned with the
beneficiary's welfare;

4.  Monitored and adjusted as needed, based on changes authorized and reporied by
the DAAS/RN Counselor reqarding the waiver Plan of Care;

Provided within a system that safeguards the beneficiary's rights to quality services
as authorized on the waiver Plan of Care; and

ien
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Documented carefully, with assurance that required information is recorded and
maintained.

NOTE: Each service included on the Alternatives Plan of Care must be justified by

the DAAS RNiCounselor. This justification is based on medical necessity,
the beneficiary's physical, mental and functional status, other support

services available to the beneficiary. and other factors deemed appropriate
by the DAAS RN/Counselor,

Each Alternatives service must be provided according to the beneficiary Plan of Care. Providers
may bill only for services in the amgount and frequency that is authorized in the Plan of Care. As
detailed in the Medicaid Program provider contract, providers may bill only after services arg

provided,

REVISICNS TO A BENEFICIARY PLAN OF CARE MAY ONLY BE MADE BY THE DAAS
RN/COUNSELOR,

_ .

&
=
S

212.300

NOTE: All revisions to the Plan of Care must be authorized by the DAAS

RNICounselor. A revised Plan of Care will be sent to each appropriate

rovider. Reqardless of when services are provided, unless the provider
and the service are authorized on an Alternatives Plan of Care. services are
considered non-covered and do not qualify for Medicaid reimbursement.
Medicald expenditures paid for services not authorized on the Alternatives
Plan of Care are subject to recoupment.

Temporary Absences from the Home 1-1-13

Once an Alternatives efigibility application has been approved, waiver services must be provided
in order for eligibifity to continue. Unless stated otherwise below, the county Depariment of
Human Services (DHS) office must be notified immediately by the DAAS RN/Counselor when
waiver services are discontinued, and action will be initiated by the DHS county office to close
the waiver case. Providers will be notified by the DAAS RN/Counselor.

A.

Absence from the Home — Institutionalization

An individual cannot receive waiver services while in an institution. The following policy
applies to any inpatient stay where Medicaid pays the facility for the date of admission, i.e.
hospitals, nursing homes, rehab facilities, ete., for active waiver cases when the
beneficiary is hospitalized or enters a nursing facility for an expected stay of short duration.

1.

When a waiver beneficiary is admitted to a hospital, the DHS county office will not
take action to close the waiver case, unless the beneficiary does not return home
within 30 days from the date of admisslon. (f, after 30 days, the beneficiary has not
returned home, the DAAS RN/Counselor will notify the DHS county office and action
will be initlated by the DHS county office to close the walver case,

If the DHS county office becomes aware that a benefigiary has been admitted to a
nursing facility and it is anticipated that the stay will be short (30 days or less), the
waiver case will be closed effective the date of admission, but the Medicaid case will
be left open. When the beneficiary returmns home, the waiver case may be reopened
effective the date the beneficiary returns home. A new assessment and medical
gligibility determination will not be required unless the last review was completed
more than 8 months prior to the beneficiary’s admission fo the facility.

NOTE: The Arkansas Medicald Program conslders an individual an inpatient
of a facility beginning with the date of admission. Therefore, payment
to the inpatient facility begins on the date of admissian. Payment to
the inpatient facility does not Include the date of discharge.

Section ll
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Payment for attendant care services may be allowed for the date of a
beneficiary’s admission to an inpatient facility if the provider can
provide verification that services were provided before the beneficiary
was admitted. In order for payment to be allowed, providers are
responsible for obtaining the following:

¢ Copies of claim forms or timesheets listing the tlmes that
attendant care was provided -

* Astatement from the inpatient facility showing the time that the
beneficiary was admitted

This information must be submitted to DAAS within 10 working days of
receiving a request for veriflcation.

If providers are unable to provide proof that attendant care services
were provided before the beneficiary was admitted to the inpatient
facility, then payments will be subject to recoupment. Attendant care
services provided on the same day the beneficiary is discharged from
the Inpatient facility are billable when provided according fo policy and
after the beneficiary was discharged.

B.  Absence due to Reasons Other than Institutionalization

When a waiver beneficiary is absent from the home for reasons other than
institutionalization, the DHS county office will not be notified unless the beneficiary does
not return home within 30 days. If, after 30 days, the beneficiary has not returned home
and the providers can no Jonger deliver services as prescribed by the Plan of Care (e.g.,
the beneficiary has left the state and the retum date is unknown), the DAAS RN/Counseior
will notify the DHS county office. Action will be taken by the DHS county office to close the

waiver case.

C. __ Providers Accompanying Cllents during Absences from the Home

In cases where the beneficiary is absent from the home for reasons other than

institutionalization, such as a vacation or attending college, and the benefigiary asks the
provider to accompany him/her and to continue providing serviges, authorization from the
DAAS/RN Counselor is required. If Medicaid reimbursement will be requested upon their

refurn to the home, prior to arrangements being finalized, authorization from the DAAS
RN/Counselor must be secured by the CSM. As this decision will be discussed with DAAS
and DMS steff, the request must be submitted to the DAAS RN/Counselor at least 2 weeks
prior to the date of travel. The request must include the travel destination, means of travel,
how long the beneficiary will be absent from the home, and the purpose of the trip. Each

case will be handled individually, taking into account the heneficiary's status_medical
condition and the circumstances of the absence,

The CSM must report via the AAS-8511 andfor e-mail any instances where the beneficiary

will be absent from the home for any length of time, and the provider is with them.

NOTE: it is the responsibility of the provider to notify the DAAS RNICounselor

immediately via form AAS-9511 upon learning of a change in the
beneficiary's status.

212.400 Reporting Changes in Participant's Status - 1113

Because the provider has more frequent contact with the beneficiary, many times the provider
becomes aware of changes in the beneficiary's status socner than the DAAS RN/Counselor
Counseling Suppott Manager, or DHS County Office. It is the provider's responsibiiity to report
these changes immediately so proper action can be taken. Providers must complete the Waiver
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Provider Communication-Change of Client Status Form (AAS-8511) and send it to the DAAS
RN/Counselor. A copy must be retained in the provider's beneficiary case record. Regardless of
whether or not the change may result in action by the DHS county office, providers must
immediately report all changes in the beneficiary’s status to the CSM.

The Counseling Support Manager (case manager{CSM) is responsible for monitoring the
beneficiary's status on a reqular basis for changes in service need, referring the beneficiary for

reassessment if necessary and reporting any beneficiary complaints and changes in status te the
DAAS RN/Counselor, or Nurse Manager, immediately upon learning of the change.

213.100 Environmental Accessibility Adaptations/Adaptive Equipment 1113

Envirgnimental Accessibility Adaptationg/Adaptive Equipment services enable the individual to —
increase. maintain andfor improve hig or her functicnal capacity t¢ perform daily life tasks that 'ﬂ?:g
would not be possible otherwise. Environmental Accessibility Adaplations/Adaptive Equipment D
are physical adaptations to the home that are ngcessary to ensure the health, welfare and safety ﬁ
EE
=

of the: beneficiary, to function with areater independence in the home, and preclude of postpone
insfitutionalization. Adaptive equipment also enables the Altematives beneficiary to increase,
maintain_and/for improve his/her functional capacity o perform daily life tasks that would not be
possible otherwise, and perceive, control or communicate with the environment in which he or
she lives.

Excluded are adaptations or improyvements to the home which are of general ufility, and are not
of direct medical or remedial benefit to the individual. such as carpeting, roof repair. air
conditioning and others. Adaptations which add to the total square footage of the home are
excluded from this benefit. All services must be in accordance with applicable state or locel
building codes. All dwellings that receive adaptations must be in goed repair and have the
appearance of sound structure.

f adaptations are made to rental propery, it is the responsibility of the beneficiary and the CSM
to obtain written parmission from the property owner prior to the DAAS RN/Coungelor
implementing the adaptation on the Plan of Care. In addifion, the beneficiary must have a
current 12-month lease for the rented property.

213.110 Benefit Limit - Environmental Accessibility Adaptaticns/Adaptive 1113
Equipment '

The overall cap for Environmental Accessibility Adaptations/Adaptive Eguipment is $7,500 per
the lifetime of the eligible Alternatives waiver beneficlary. If a waiver beneficiaty is receiving
Environmental Accessibility Adaptations and Adaptive Equipment, the combined cost cannot
exceed the $7,500 overall cap. A waiver benefigiary may access through the waiver several
occurrences of Environmental Accessibility Adaptations or for several items of Adaptive
Equipment over a span of years, or he/she may access the whole $7,500 at one time. Once the
$7,500 per eligible beneficiary is reached, no further Environmental Accessibility
Adaptations/Adaptive Equipment can be accessed through the waiver by the eligible waiver
beneficiary during his/her remaining lifetime.

213.111 Examples of Acceptable Envl ental Accessihili 1113
Adaptations/Adaptive Egqiipment

Acceptable environmental accessibility adaptations/adaptive equipment must be necessary for
the welfare of the Alternatives beneficiary and may include, but are not limited to:

» Installing and/or repairing ramps and grab-bars
»  Widening doorways
» Madifying bathroom facilities
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213.112

Installing specialized electronic and plumbing systems

Instaliing an electrical entry door to the home — if based on need and accessibility
Replacing the motor on a wheelchair lift

installing overhead tracks for transferring

staliing hand controls for a vehicle owned by the beneficiary PHOP USED

installing a van/automobile lift
Durable Medicat Equipment not payable by Medicare/Medicaid
Generators for ventilator-dependent beneficiarties

Exampies of Unacceptable Environmental Accessibility 1-1-13

Adaptations/Adaptive Equipment

Unacceptable environmental accessibility adaptations/adaptive eguipment to the home include, but

are hot limited to:

213.120

Those that are of general utility

These not of direct medical or remedial benefit to the individual, such as carpeting, roof
repair, central air condifioning, etc.

Those that add to the total square footage of the home

Purchase of any vehicle, such as automobile/van, regardless of previously instailed
maodifications or adaptations

o Policy prohibits the purchase of a vehicle. Prior to authorizing vehicle
modifications, verification must be provided showing the beneficiary owns, or is
purchasing, the vehicle for which medifications are requested. This must be

verified by viewing the title or the financial contract between the beneficiary and
ihe title holder.

Replacement of all carpeting when door widening is completed

Repairs or updates necessary in order fo complete the environment accassibility

_ adaptatiens/adaptive equipment

Examples:

o Inorder to install a ramp, repairs to the porch or deck must be made to support
the ramp. The ramp could be approved; the repairs to the existing porch or deck
could not be approved.

o Bathroom needs adaptation to install a new commode for disabled individual. In
order fo replace the commode, the flooring must be replaced due to dry rot or
decay. The new commode could be approved. The sub-flooring, etc,, could not
be approved.

Provider Qualifications Environmental Accessibility 1-1-13
Adaptations/Adaptive Equipment

Individuals seeking certification by the Division of Aging and Adult Services and enroliment as
Medicaid providers of Alternatives environmental accessibility adaptations/adaptive equipment
services must meet the following criteria:
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A.  The provider of services must be a builder, tradesman or contractor.

B. The provider must be licensed {where applicable} as appropriate for home improvement
contracting or adaptation and equipment provided.

The provider must certify that his or her work meets state and local building codes.

D.  The provider must be knowledgeable of and comply with, the Americans with Disabilities
Act Accessibility Guidelines.

E. Contractors are required to adhere to the Uniform Federal Accessibility Standards.

NOTE: All environmental modifications requiring electrical or plumbing work st

@ be completed by a licensed professional. If a contractor subcontracts with

an electrician or plumber, verification of the subcontractor s license will be
requested.

213.200 Consumer-Directed Attendant Care Service 1-1-12

Consumer-Directed Attendant Care service is assistance 1o a medically stable AAPD beneficiary
in accomplishing tasks of daily living that the beneficiary is unable to complete independently.
Assistance may vary fram actually doing a task for the beneficiary, to assisting the beneficlary to
perform the task or providing safety support while the beneficiary performs the task.
Housekeeping activities that are incidental to the performance of care may alsc be furnished.
Housekeeping activities as described above may not exceed 20% of the atlendant's overall time
worked as authorized on the waiver Plan of Care. Copnsumer-Directed Attendant Care services
may also include supervision, companion services, socialization, and fransportation assistance
when it is incidental to providing Attendant Care services, accompanying a beneficiary to assist
with shopping, errands, etc.

NOTE: For a beneficlary to qualify for selfdirection, the beneficiary must be able to
perform the tasks of an employer {recruit, hire, train, manage and fire histher
attendant care provider). as well ag monitor the emgloxee’s timesheets and
approve payment,

If the beneficiary cannot perform the employer duties. a legal representative
{i.e., legal guardian, spouse or attorney-in-fact} may act on the beneficiary’s
behalf in the role of emplover. An attorney-in-fact is a person who has been
given the authority by the beneficiary under a power of attorney to direct the
beneficiary’s care by recruiting, hiring. training, managing. terminating
attendants, monitoring attendant service fimesheets and approving
payment.

If a beneficiary cannot perform the duties of an employer and does not

already have a spouse, legal quardian or attomey-in-fact to perform ctto perform those
duties, the beneficiary must receive services through an agency,

During assessment and reassessment, if determined the beneficiary is able

to self-direct, the DAAS RN/Counselor wlll obtain the beneficiary's signhature
on the verification of ability to self-direct.

A.  If the beneficiary is deemed appropriate for consumer-diracted services and Attendant
Care service is selected, a consumer-directed approach will be used in the provision of -
Attendant Care services. The beneficiary or representative is free to select the tasks within
the Plan of Care to be performed and when these tasks will be accomplished. Each
beneficiary or representative who elects to receive Consumer-Directed Attendant Care
services must agree {0 and be capable of recruiting, hiring, training, managing and
terminating attendants. The beneficiary or representative must alsg monitor Consumer-
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Directed Attendant Care service timesheets and approve payment to the attendant for
services provided by signing the timeshesats.

Beneficiaries or representatives who can comprehend the rights and accept the
responsibilities of consumer-directed care may wish to have Alternatives Consumer-
Directed Attendant Care services included on their Plan of Care.

NOTE: Policy applicable to the consumer-direction model requires action by the
beneficiary or their representative in the direction of their care. If the

beneficiaty is capable of meeting the requirements of consumer-direction,

but allows a Decision Making Partner to assist them in making decisions,
the Decision Making Partner does not have to meet the definition of a legal
representative. However if the beneficiary is not capahle of meeting the
reguirements of consumer-direction, the representative directing the
beneficiary’s care must meet the definitlon of a legal representative, as
explained in this manual.

The ArPath comprehensive assessment completed by the DAAS RN/Counselor for each
Alternatives Waiver applicant will contain information refative to the beneficiary's functional,
social and environmental situation.

@

O

The beneficiary’s CSM will assist the beneficiary or histher legal representative in fulfilling
the responsibilities of employing an atiendant care provider, including understanding the
minimum qualifications set forth [n this manual for provider certification and the Medicaid
enroliment and reimbursement process. During the initial assessment and prior to waiver
approval, the beneficiary will be instructed to notify the DAAS RN/Counselor when an
attendant has been recruited and a formal service agreement between the beneficiary and
the attendant, form AAS-9512, Self-Directed Attendant Care Service Agreement, has been
completed and signed. Instructions are provided with the Attendant Care packet. Once
approved for the waiver, this process Is the responsibility of the Counseling Support

Managqer {CSM).

Jo avoid a delay in or absence of services, the beneficiary is encouraged to choose an
agency attendant care provider to work pending the intended emplovee’s certification and
Medicaid application process. Itis also recommended that the beneficiary maintain the
services of an agency provider for purposes of back-up, in the event the employed
attendant is unable fo work due to illness or vacation or resigns or is terminated from
employment.

When the AAS-9512, Attendant Care Service Agreement, is finalized between the
beneficiary and the attendant, the attendant will apply for DAAS certification and Medicald
provider enroliment. The provider applicant is not authorized to begin AAPD services
before being approved as a Medicaid provider and receiving_from the RN/Counselor a
current copy of the beneficiary’s Plan of Care. As an envolled Medicaid provider, the
attendant will be responsible for all applicable Medicaid participation requirements,
including maintaining current certification and claims submission.

il

)

Service agreements and required tax documents do not transfer from one waiver
beneficiary to another or from one waiver provider to another. All sefvice agreements and
tax forms are specific to each employer and employee working arrangement.

E. Referto Section 241.100 of this manual for the procedure code to be used with filing
© claims for this service.

213.210 Tasks Related to Attendant Care Services 1-1-13
Tasks related to Attendant Care services may include one or more of the following:

» Feeding Assistance
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« Encourage Fluids

»  Grooming/Oral Care
« Bathing

« Shampoo

s Mobilify/Transfer Assistance

o Shave P
¢ Supervise/Assist with Ambuiation 414 OSFﬁ

+ Skin Care
+« Range of Motion Exercise
+» Toileting

Catheter Care: To be in compliance with the Nurse Practice Act, ONLY a family member who
has been trained by a medical professional to-perform catheter ¢are procedures is allowed to
perform catheter care. Therefore, ONLY Attendant Care aldes who are family members, and
who have been trained by a medical professional, are allowed fo provide catheter care.

Medication Assistance: To be in compliance with the Nurse Practice Act, a family member is
allowed to perform medication assistance. A non-reflated Attendant Care Aide Is allowed to
perform medication assistance ONLY if:

s The Alternatives beneficiary is mentally capable of understanding what medications he or
she is taking, and

= The Alternatives beneficiary is mentally capable of understanding the purpose of taking
the medication and when the medication must be taken, and

« The Alternatives beneficiary's physical limitations prevent him or her from getiing the
medication out of its container and getting it info his or her mouth,

if the Alternatives beneficlary is mentally capable, based on the above, and can tell the non-
refated Attendant Care Aide the following three things, the non-refated Altendant Care Alde is
allowed to dispense medication to the Alternatives beneficiary:

+ The Allernatives beneficiary can fell the non-related Attendani Care Aide that it is tame to
take his or her medication,_and

¢ The Alternatives beneficiary can tell the non-refated Attendant Care Aide to open the
medication bottle and get out the required amount of medication, and

* The Alternatives beneficiary can tell the non-related Attendant Care Aide to put the
medication in his or her mouth.

Mea! Preparation: Meal preparation is hands-on assistance with tasks involved in preparing
and serving a meal and cleaning articles and utensils used in the meal preparation. Meal
preparation is allowed ONLY for the Alternatives beneficiary. Meal preparation is not allowed for
other members of the household. if the beneficiary lives in a house with other household
members, meal preparation for the other members of the household is not allowed as pait of the
Alternatives waiver services.

Housekeeping: Incidental housekeeping means cleaning of the floor and fumiture ONLY in the
room, space or location occupled by the Altermalives benefictary; for example, the beneficiary's
hedroom. Incidental housekeeping Is hands-on assistance with waiver-covered tasks that the
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PROPISED

beneficiary cannot physically perform himself or herself. This does not mean cleaning the whole
house. [fthe beneficiary lives in a house with other household members, housework for the
other members of the household is not allowed as part of the Alternatives waiver services.

Laundry: Incidental laundry means washing items incidental to the care of the beneficiary. Itis
hands-on assistance with covered laundry tasks such as laundering the benefigiary's ciothing,
bed linens and towels that the beneficiary cannot physically perform himse!f or herself. This
does not mean washing for the whole household. If the beneficiary lives in a house with other
household members, washing laundry for the other members of the household is not allowed as
part of the Alternatives waiver services.

Shopping/ErrandsiTransportation: Incidental shopping means shopping for the beneficiary or
assisting the beneficiary with his or her shopping needs. Itis hands-on assistance with covered
tasks the beneficiary cannot physically perform hiraself or herself. This does not include
shopping for the whole household If there are other household members. [f the beneficiary lives
in a house with other household members, shopping for the other household members is not
allowed as part of the Alternatives waiver services.

Errands means peiforming tasks outside of the beneficiary’s home for the beneficiary, such as
picking up prescriptions at the pharmacy. This does not mean running errands for the whole
household if there are other household members. If the beneficiary lives in a house with other
household members, running errands for the other household members Is not allowed as part of
the Alternatives waiver services.

Transportation through the Alternatives waiver is non-medical transportation and is for the
benefit of the beneficiary in his or her activities in accessing the community, such as transporting
the beneficiary to the grocery store, transporting the beneficiary to activities like bingo,
transporting the beneficiary to visit friends or community centers. This does not include
transportation for the whole househald if there are other household members. If the beneficiary
lives with other household members, fransporting the other household members is not allowed
as part of the Alternatives waiver services.

Transportation to and from doctors’ appointments is to be handied through the Arkansas
Medicald Transportation Program.

213.220 Benefit Limit Consumer-Directed Attendant Care 1113

One unit of consumer-directed attendant care service equals a full 15 minutes. The established
benefit limit for Alternatives Attendant Care Service is 11,648 units per state fiscal year.
Services are relmbursable when provided according to the beneficiary’s approved Plan of Care,

A maximum of & hours per day, 7 days per week is allowed. The number of hours inclided on a
beneficiary’s Plan of Care is based on a medical assessment, the individual's needs and other
suppon systems in place.

213.230 Provider Qualifications Consumer-Directed Atfendant Care 1-1-13

Services

Provider qualifications for Consumer-Directed Attendant Care are as foliows:

A. The Attendant Care provider shall not be an individual who is legally responsible for the
beneficiary, i.e., spouse or legal guardian or attorney-in-fact authorized to direct the
beneficiary's medical and service needs,

B. The Attendant Care provider shall not be an individual chosen by the beneficiary as histher
- Declsion-Making Partner.

The Attendant Care provider must be 18 years of age or oider.

o
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D. The Attendant Care provider must be a United States citizen or legat immigrant authorized
to work in the U.S. ‘

E. The provider of Attendant Care Services must be free from evidence of the following:

1.  Abuse of fraud in any setiing ,

2. Violations in the care of a dependent papulation ﬁ/ _—

3. ' Conviction of 2 crime related to a dependent population ; '...-_,{)“{ﬂ ?ﬁ
4.  Conviction of a violent crime -

E. The Affendant Care provider must be able {o read and write at a level sufficient to follow
written instructions and maintain records.*

G. The Atfendant Care provider must be able to do simple math in order fo complete the
Alternatives Attendant Care Provider Claim Form {AAS-9553).

H. The Altendant Care provider must be in adequate physical health to perform the job tasks
required.

The Attendant Care provider must be free from diseases transmittable through casual
contact,

J.  The Attendant Care provider must agree to a criminal history background check.

K. The Attendant Care Provider shall not be a state employee unless provided a written
waiver of § 19-11-705, which refers to employee conflict of interest, by the director of the
Department of Finance and Administration granting permission to proceed with the

ransaction to such extent and upon such terms and conditions as may be sp_gciﬁed Such
waiver and perniission may be granted when the interests of the siate so require or when

. the ethical conﬂlct is insubstaniial or remote.

NOTE: Ifan Attendant Care provider cannot read, write or do simple math, he/she must
provide written documentation and give the name, address and telephone
number of the person who will read to him/her any written instructions, who will
complete and maintain accurate records for him/her and who will complete billing
claim forms for him/her. This arrangement does not remove or alter any
contractual agreement between the provider and the Arkansas Medicaid Program
or the Division of Aging and Adult Services.

2143.231 Attendant Address Changes 1113

If an attendant plans to ¢hange address, he/she must notlfv the Division of Aging and Aduit
Services in writing prior to the move via form "Authorization for Change of Address”. which can

be found at the DAAS website (hitp:ifwww.daas.ar.gov/). View or print the AAPD Attendant
Care Manual. If this form is not submitted timely, Medicaid reimbursement may be delayed.

Change in address MUST BE IN WRITING.

The change of address information for the attendant care provider shall not be inciuded on the

bottom of claim form {AAS-3559) maijled to HP. The ONLY way a new address change can be
made is to follow the instructions above.

The CSM should assist the beneficiary in reporting ali attendant care provider address changes
fo the DAAS RN/Counselor via the Change of Beneficiary Status (AAS-8511).

213,232 Attendant Care Provider Name Change 1-1-13

if a provider’s name has changed for any reason (such as in marriage of divorce), the atlendant
care provider must get a new Social Security card, If the name on the payment and Social
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Security information does not maich, the internal Revenue Service mav suspend the money from
the attendant care provider's claims. |f the name on the Social Security card Is not correct, the
attendant should contact the Social Security office in the counfy where they live. Social Security
will assist the affendant in making the correction. Once the correct Socia) Security card is
received, the aitendant should send a copy to DAAS.

The CSM should assist the beneficiary in reporting all attendant care provider name changes to
the DAAS RN/Counselor via the AAS-9511.

213.300 Agency Attendant Care P ROP OSED 1-1-13

Ageney Attendant Care service js assistance to a medically stable AAPD beneficiary in
accomplishing tasks of daily fiving that the beneficiary is unable to complete independently. The
services are performed by an Attendant Care employee hired by an agency selected by the
waiver beneficiary, Assistance may vary from actually doing a task for the individual to assisting
the individual with the task or to providing safefy support while the individual performs the task.
Housekeeping activities that are incidental to the performance of care may also be furnished.
Housekeeping activities as described above may not exceed 20% of the attendant's overall time
worked as authorized on the waiver Plan of Care. Agency Attendant Care Service may also
include supervision, comparnion services, socialization, and transportation assistance when itis

incidental to providing Attendant Care Services while accompanying a bensficiary to assist with
shopping, errands, efc.

if Agency Attendant Care Service [s selected, beneficiaries choose to have their services
provided through an agency that Is certified by the Division of Aging and Adult Services o
provide Agency Attendant Care. When the beneficiary chooses to have Attendant Care Service
provided through an agency, the beneficiary may choose one of two agency Attendant Care
Service options: 1) beneficiary/co-employer where the beneficiary functions as the co-employer
(managing employer) of employees hired by an Attendant Care agency, and the agency
manages the hiring and fiscal responsibilities or 2 ) a traditional agency model for Attendant Care
Service where the agency performs both the managing of the Attendant Care employee and
hiring and fiscal responsibilities.

A.  If the beneficiary chooses the_beneficiary/co-employer (managing employer) option, the
beneficiary performs duties such as determining the Attendants' duties consistent with the
service specification in the approved Plan of Care, scheduling Attendants, orienting and
instructing Attendants’ duties, supervising Attendants, evaluating Attendants’ performance,
verifying time worked by Attendants, approving time sheets and discharging Attendants
from providing services. The beneficiary may also recruit prospective Attendant Care
Aides who are then referred to the agency for consideration for hiring. The agency chosen
by the beneficiary to provide Attendant Care Service is the employer of beneficiary-
selected/recruited staff and performs necessary payroll and human resources functions,

If the beneficiary chooses the traditional agency model option, the agency performs both
the responsibilities of managing the Attendant Care employee and the hiring and fiscal
responsibilities. Beneficiaries who decide to have their Attendant Care services provided

through an agency may wish to have Alternatives Agency Attendant Care Service included
on their Plan of Care.

In eithey case, the agency must ensure thal the Attendant meets the following criteria;

1. The Attendant Care provider shall not be an individual who is legaily responsible for

the beneficiary, i.e., sbouse ¢r legal quardian or attomey-in-fact autharized 1o direct
the beneficiaries medical and service needs.

2. __The Attendant Care provider shall not be an individual chosen by the beneficiary as
hisiher Decision-Making Partner,

3. The Attendant Care provider must be 18 vears of age or older.
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4. The Attendant Care provider must be a United Siafes cifizen or legal immigrant
authorized to work in the LS,

6.  The provider of Attendant Care Services must be free from evidence of the foliowing:
a. __ Abuse or fraud in any setting'

b. _ Violations in the care of 4 dependent population P ROPOSED

c.  Conviction of a crime related to a dependent population
d. _ Conviction of a violent crime

6. The Attendant Care provider must be able to read and write at a level sufficient to
follow written instructions and maintain records.

7. _ The Attendant Care provider must be free from diseases transmittable through
casual contact,

8. The Attendant Care Provider shall not be a state employee unless provided a written
waiver of § 19-11-708, which refers to emplovee conflict of interest, by the director of
the Department of Finance and Administration granting perroigsion to proceed with
the transaction to such extent and upon such terms and conditions as may be
specified. Such waiver and permission may be granted when the interests of the
state g0 require or when 1he ethical conflict is insubstantial or remote.

B, The comprehensive assessment completed by the DAAS RN/Counselor for each
Alternatives Waiver applicant contains information relative to the beneficiary’s functional,
social and environmental situation.

C. The Attendant Care agency musl staff ard notify the DAAS RN/Counselor via the AAS-
9510, according to established program policy, when an Attendant has been assigned to a
waiver beneficiary. In addition, prior to Medicaid reimbursement, an agency must enter
into an Allernatives Attendant Care Service Agreement, AAS-8512, signed by the agency
representative and the waiver beneficiagy. This agreemeni must be sent fo the DAAS
Central Office prior to ¢lairms submigsion.

D. The Attendant Care agency will review the weekly time sheets of each Alternatives
attendant in its employ to ensure that time sheets are accurate and have been signed by
the beneficiary or other responsibie party.

E.  The Attendant Care agency will visit each Allernatives beneficiary's home at least once
every ninety davs to evaluate beneficiary satisfaction and aiendant performance,

E.  Asan enrolled Medicaid provider, the Attendant Care agency is responsible for all
applicable Medicald particlpation requirements, including claims submission.
213.320 Benefit Limit - Agency Attendant Care ' 1-1-13

Cne unit of agency Attendant Gare services equals a full 15 minutes. The established benefit
limit for Altematives Agency Attendant Care Services is 11,648 units per state fiscal year.
Services are reimbursable when provided according to the beneficiary's approved Plan of Care.

NOTE: The benefit limit established per SFY for Attendant Care services includes
Attendant Care, Agency Attendant Care, or a combination of the two, The
maximum of 8 hours per day, 7 days per week also includes Aftendant Care,
Agency Attendant Care, or a combination of the two.

213.330 Provider Quatifications Agency Attendant Care 1-1-43
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Class A or Class B Home Heaith Agencies licensed by the Arkansas Department of Health to
provide personal care and enrolled in the Arkansas Medicaid Program as a personal care
provider may apply to enroll as a Medicaid Alternatives Agency Attendant Care provider,
twww.daas ar.gov)

Private Care agencies licensed by the Arkansas Department of Health to provide personal care
and enrolled in the Arkansas Medicaid Program as a personat care provider may apply to enroll
as a Medicaid Alternatives Agency Attendant Care provider, (www.daas.ar.qov)

Agency Attendant Care providers assure that attendanis are qualified by education and/or
experience to pedorm Alternatives services, are properly trained and in compliance with all
applicable licensure requirements, possess the necessary skills to perform the specific services
required to meet the needs of the beneficiary, are bonded to protect the beneficiary from loss

due to misconduct or mismanagement of the beneficiary’s affairs, and are covered under liability

insurance.,
213.400 Counseling Support Management {(CSM) Services 1-1-13

CSMs must roinely monitor beneficiary's needs and circumstances. This consists of

maintaining regular contact, either face-to-face or tefephone, with beneficiaries and reporting
their status and any changes to the DAAS RN/Counselor imimediately.

The responsibilities of the providers of counseling support management services include, but are
niot limited to:

+ Orientation to the concept of consumer-direction. This includes:

o Explaining Alternatives for Adults with Physical Disabilities (AAPD) program

policy to beneficiary

o Providing skift fraining on how to recruit, interview, hire, evaluate, manage, or
dismiss Attendant Care provider

.':;'?57 o Assisting with completion, and distribution to destgnated parties, of all necessary
t“i‘:l, federal and state forms required for beneficiary to be employer
q.:u::b

o Assisting the beneficiary’s hire choice(s) for Attendant Care provider in applying
for and maintaining DAAS certification and Medicald provider enroliment

o Asslsting beneficiary in fraining Attendant Care providerfemployee

o Training beneficiary and Attendant Care provider in propef billing procedures,
comnletion of all required forms. and maintenance of reguired documeniation.

+ Monitor beneficiary’s needs, emplover status and circumstances

o Maintain regular contact, face-to-face and telephone, with beneficiary

o Monitor beneficiaty compliance with AAPD program policy
o Monitor other services (waiver and non-waiver) provided to AAPD beneficiary for

compliance with plan of eare and appropriateness of service and reporting
concerms to DAAS RN/Counselor

o Reporting when padicipation in consumer-direction model is no longer
appropriate to the DAAS RN/Counselor

o Dscument beneficiary’s condition, condition_of home, living environment, overall
success of beneficlany/attendant care provider arrangement during home visits

o Measure beneficiary’s progress toward Plan of Care qoais
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o Assess beneficiary’s personal emergency preparedness plan, including risk
factors, and what to do in an emergency

o Report beneficiary status and any changes in beneficiary condition, need, or
circumstances to DAAS RN/Counse(or immediately

o Monitor beneficiary maintenance of required documentation such as Plan of
Carg, timesheets. and copies of Attendant Care Claim Form DH3-8559 {for
claims not submitted electronically)

o Provide management reports to DAAS | P ROPOSE D

s Asgsess beneficiary’s service needs and refer {o resources

o Assess beneficiary's service needs to assist In acgessing services that currently
may or may not be jn place {This does not refer to a medical assessment nor
replace any eligibility requirements for any Medicaid program)

o Schedule appointments related to gaining access to medical, social, edycational,
and other services appropriate {o beneficiary's needs {includes, but is not limited
to. medical appointments, fransportation services, and appointments with DHS)

o Refer beneficiary for community resources such as enerqy assistance, legal
assistance, or emergency housing

o Assist beneficiary in completing applications for assistance; conference with
others, on behalf of, to assist in application process for services

o Assist beneficiary in accessing envirgnmental modifications/adapiive equipment
gervice according to established procedures provided by DAAS andfor DMS.

NOTE: If the CSM is an emplovee of a provider type 84 that is submitting a bid
to provide a waiver service, the CSM may not assist the waiver
beneficiary in securing the other fwo required bids.

o Assist bepeficiary in accessing alternate funding sources if beneficiary has
exhausted the $7800 lifetime benefit for environmentatl modificatipns/adaptive
equipment semvice, and has a need for further modifications/equipment

« Provide counseling suppoit to beneficiary

o Provide support to the exient the beneficiary needs assistance

o If well-being of beneficiary is compromised due to poor choices by beneficiary,
work to resolve in 8 manner respectful of beneficiary's independence and
integrity

o Contact DAAS RN/Counselor to report any difficulties beneficiary is having with
consumer direction and request assistance from DAAS If needed

o Report to DAAS RN/Counselor if beneficiary, in the C8M's professional
judgment, is not appropriate for consumer-direction '

. Attend fraining as provided or required by DAAS

213.405 Counseling Support Management {nstructions for Environmental 1143
Accessibility Adaptations/Adaptive Equipment

A, _The DAAS RN/counselor will send the waiver Plan of Care to all providers and the CSM for
a|l beneficiaries with pending environmental accessibility adaptations/adaptive equipment.
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1. Claim forms for environmental accessibility adaptationsfadaptive equipment may be
sent to the CSM along with the Plan of Care.

2. The Plan of Care must describe the type of environmental accessibility
adaplations/adaptive eguipment needed, and be as clear and specific as possibie.

3. For environmental accessibility adaptations/adaptive equipment not included on the
existing Plan of Care, the CSM must contact the DAAS RN/counselor.

B. __The CSM is responsible for securing bids for the environmentaj accessibility

adaptationsfadaptive equipment service. Once blds are secured, the CSM will accent,
denv or ask for additiona! informatior.

1. Three bids miust be obfained.
a. If three bids cannot be obtained, the CSM supervisor must approve the
submission of two bids.
In these cases, jusfification for why three bids could not be obtained must be
documented in the beneficiary's record, .
2. Providers must know what type of envirgnmental accessibility adaptations/adaptive
equipment they are to provide before going to the homs.

3. The CSM should schedule and meet with each provider in the beneficiary's home to
go over the environmental accessibility adaptations/adaptive equipment

recommendafions listed in the Plan of Care.

4. __The Property Owner’s Consent for Home Modifications form must be completed and
signed by the home's owner if the beneficiary does not own the home t¢ be modified.

a. it must also be verified that the beneficiary has a 12-month lease with the
proberiy owner,

b. A copy of the lease agreement compieted by the homeowner and beneﬁcang
must also be included.

5. The CSM must obtain proof of vehicie ownerghip for environmental accessibility
adaptaticns/adaptive equipment fo vehicles. A copy of a vehicle title will suffice.

a. _ Payments may be authorized for modifications to vehicles owned by a

beneficiary’s parent or spouse when the beneficiary depends on the parent or
spouse for transporiation.

C. The CSM will send the following to his or her supesvisor:
1. AllBids

2. Copy of the beneficiary's Plan of Care with a very specific description of the fype of
job fo be completed

3. Property Qwner's Consent for Environmental Accessibility Adaptations/Adaptive
Equipment form

4 Lease agreement
8. Proof of vehicle ownership

D.__ The CSM's supervisor will review and approve bids. Once a bid is approved, the CSM's
supeivisor will initial and date the approved bid,_and send it to the CSM.

E.  Within five working days of receiving the information from thejr supervisor, the CSM will
send a copy of the approved bid to the beneficiary and to the environmental accessibility
adaptafions/adaptive eguipment provider so that the provider can begin the project.

F.__The contractoriprovider will have 45 days from the date of netification of approval to begin
work,

AUALSED
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G, Within five working days of beind notified that the project is complete, the CGSM or CSM's
supervisor must conduct final inspection of the environmental accessibility

adaptations/adaptive equipment,
1. The CSM will complete the Client Satisfaction Statement and obtain the beneficiary's
signatures and other information requested.
a.  The CSM will complete the claim form and obtain the beneficiary and provider’'s
signatures. ‘

b. The CSM will send the completed and sianed claim form to the DAAS Central
office, PO Box 1437, Slot S630, Little Rock, AR, 72203-1437, Attn:
Alterpatives.

H. The CSM will file the following in the beneficiary’s regord for audit purposes, and send a
copy to the DAAS RN/counselor:

1. Al bids for the project

2. Satistaction Statement PROPOSED |

2. Approval letier
4.  Copy of claim form

NOTE: Neither GSMs nor CSM supervisors are liable for payment of approved bids.

213.410 CSM Assessmant/8ervice Plan Development 1-1-13

This component is an annual face-to-face contact by the CSM with the waiver beneficiary and
contact with other professionals, caregivers or other parlies on behalf of the beneficiary.
Assessment is performed for the purpoge of collecting information about the beneflciary's
situation and functioning and to determine and identify the beneficiary’s problems and needs.

This component includes activities that focus on needs identification. Activities, at a minimum,
include;

A.___The assessment of the beneficiary to determine the need for any medical. educational,
social and ofher services. Specific assessment activities include:

1. Taking beneficiary history

2. ldentifying the needs of the beneficia
3. Completing related documentation

4, Gathering information from cther sources, such as family members. medical
providers and educators. if necessary, to form a complete assessment of the
beneficiary

B. Anassessment may be completed between annual assessments, if the CEM deems it
necessary,

1. Dacumentation in the benefigiary's case file must support the assessment, such as
{fe-chanding diagnoses. major changes in circumstances, death of a spouse, change
in_primary caregiver, etc.

2, _Anylime an assessment is completed. the circimstances resulting in a new
assessment rather than a monitoring visit mist be documented and must support this

activity.

C. _Senice plan development builds on the information eollected through the assessment

phase and includes ensuring the active participation of the beneficiary. The goals and
acfions in the care plan must address medical, social, educational and other services

needed by the beneficiary. Service plans must;
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1. Be specific and explain each service needed by the beneficiary.
2. _Include all services, reqardless of payment source,

3. Include support services available {o the beneficiary from family, community, church
or other suppont systems and what needs are met by these resources.

4. __ ldentify immediate, short term and long term ongoing needs as well as how these
needs/goals will be met, :

5. Assess the beneficiary’s individualized need for services and identify each service to
be provided along with goals, ‘

D. _The assessment and the service plan may be accomplished at the same time, during the
same visit, or separately.

213.420 Service ManagementiReferral and Linkage 1113

This component includes activities by the CSM that help link waiver beneficiaries with medical

soclal, educational providers andfor other programs and services that are capable of providing
needed services. For example, making referrals to providers for needed services and
scheduling appointments may be considered counseling support management.

This component details functions and processes that include contacting service providers

selected by the beneficiary and negotiation for the delivery of services identified in the service
plan. Comntacts with the beneficlary and/or professionals, caregivers or other parties on hehalf of
the beneficiary may be a part of service management. PR OP S

0 ED 1-1-13

213.430 CSM Monitoring

Counseling support managers must maintain contact with beneficiaries as frequently as needed.
but af least once a month to help determine whether services are being furnished according to

the beneficiary’s Plan of Care: the adequacy of the services in the Plan of Care: and changes in
the beneficiaty’s needs or status. CSMs must give beneficiaries their office phone numbers, and

leave a business card or contact sheet in the beneficiary's home in case of concerns or
gquestions.

CSMs must initially meet with the beneficiary face-to-face within 10 working days of recelving the
AAPL waiver Plan of Care from the DAAS RN/Counselor to discuss the beneficlary’s needs and
find out who is_currently providing any or all of their services. This includes beneficiaries new to
the program and beneficiaries transferring from one county o another. Following the initial home
visit, CSMs must make unannounced face-to-face monitoring visits once a month for the first
three menths. If the beneficiary’s circumstances are not stable or if there have been changes in
providers during the previous 3 months. monthly visits must continue. Onca the beneficiary's
circumstances are stable, no attendant care provider changes are made and no problems noted,
unannounced face-to-face monitoring vigits may be reduced to once every 3 months. As long as
the CSM believes, in their professional judgment, that the beneficiary's circumstances are not
stable or have not been stable for at least 3 months, monthly visits must continue. During

months a face-to-face visit is not required, a telephone contact is required, The CSM rmust
speak to the beneficiary unless a legal representative has been identified.

A CSM Monitoring Form must be completed for all face-to-face monitoring contacts. A contact is
not considered a face-fo-face “monitoring contact” unless the required raonitoring form is

completed, dated and signed by the CSM and filed in the bensficiary's record. Documentation in
the narrative of the bensficiary's record will suffice for telephone contacts rather than completing
the actual monitoring form. Al face-fo-fage and telephone contacts must be documented in the
beneficiary’s case file for review and audit purposes. During each home visif, the CSM must
document the beneficiary’s condition, the condition of the home, living environment, attendant's
duties and overall success of the beneficiary/attendant arrangement. The CSM must view the
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beneficiary's copy of the current AAPD plan of care and Medicaid claims submitied for self-
directed Attendant Care services, For claims filed electronically, CSMs must review the
documentation the provider used to complete electronic ctaims, which most often will be a copy
of the Attendant Care Claim Form or similar documentation. Any problems, changes,
complaints, observations, concerns or other beneficiary issues {e.g. attendant care changes,
problems, information regarding change of condition. hospital admissions, hospital discharges,
address changes, telephone number changes, deaths. any change in waiver or nonwaiver
services) must be documented in the beneficiarny's record and reported immediately to the DAAS
RN/counselor via the Change of Beneficiary Status form {(AAS-3511} of e-mail. Copies of

required forms and/or communication must be maintained in the beneficiary's record.

CSMs review the Plan of Care with the beneficiary during all face-to-face visits to ensure that
services are being provided according to the plan and required documentation is available for

rewew The CSM must also measura the beneficlary's progress toward Plan of Care goals. itis
the CSM's responsibility to report to the DAAS RN/Counselor if, in their professional judgment,

the individual is_pot appropriate for consumer-direction. At that time, action will be taken to
secure Agency Attendant Care for the paricipant.

NOTE: EXCEPTIONS 1O “UNANNOUNCED” HOME VISITS

While the purpose of unannounced visits is primarily directed fowards ensuring the beneficiary's
health and welfare, it is not intended to be less than reasonable and productive. Therefore
please congider the following when planning for home visits to beneficiaries. IF “unannounced”
has not proven successful;

« s the beneficiary's residence in an extremely rural area and mere than 30 miles from the
CSMs office?

Has at least one attempt been made for an unannounced visit with no suceess?

if the answer to those questions above are “ves.” please;

Qt.}".sg"
@ o Contact the beneficiary and schedule a week or a range of several days that you
S S

will be in the area for a home visit.

o Verify the beneficiary and attendanf {or provider) will be available during that
period of time. (It is still preferred to avoid giving a specific day.}

o Conduct the home visit during the fime period scheduled with the beneficiary,

Face-to-face home visits are required and must be completed. If the beneficiary fails to
cooperate in meeting with the C8M, the DAAS RN/Counselor must be notified and aggrognate
action will be taken, which may include closure of the case.

213,440 Change inn Altendant Provider 1-1-13

The CSM must notify the DAAS RN/Counselor immediately via form AAS-9511 when an
attendant is no fonger working. This change should be reported on an attendant change farm.

The CSM should assist the beneficiary's hire choice in completing the provider application
packet and sending it ta DAAS.

The CSM will document who is no longer working and if the beneficiary has another individual

ready to hire. A Changing or Adding an Attendant form must be completed and copies mailed to
the DHS RN/counselor. This form should be used for agency attendant ¢are as well.

The CSi will send a copy of the Changing ot Adding an Attendant form to DAAS ceniral office
- and to thé RN/counselor. It is very important for the elient or representative to report the
attendant care provider's last day worked on the aftendant change form and mail it to the DHS
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RN/counselor. DAAS central office will lock the Aiternatives provider out of the MMIS upon
receipt of the form to preclude unguthorized billing.

itis important that the (ast date of service reported is correct. It cannot be changed at a later
date.

Consider the following when completing the Changing or Adding an Attendant form:
« The form must be complete.

« |t should list the client's current providers, as well as the attendant that is no [onger
working or the attendant that is being added.

» The person completing the form must either type or write his or her name and the date
oh the form. ‘

« The attendant no longer working MUST have a termination date. Please obtaln that date
from the client or client’s representative. Explain o the client or client's representative
that it is very important to keep up with the time worked for each agency and attendant,
aespecially their [ast day worked, which must be accurate,

« CSMs must understand the importance of giving the correct last day worked on an
attendant because it affecis the attendant's pay.

» Also, if the change involves an agency, be specific by noting the complete agency name
and locatien. Report if an agency is replacing a provider or if the client is adding the
agency as an additional provider.

The Allernatives provider cannot remain an active provider without a client. Once the

Alternatives provider clpses, the only way they can become active again is to re-enroll as a
provider by filling gut the reguired application and tax packet. CSMs should not leave application

packets with the clients for attendants to complete. The CSM should assist the attendant in
completing the packet to ensure that it is completed correctly and completed by the correct

person. -
213.450 Support of Financial Management Services P ROP OSED 1113

Counseling support management providers also support the work of the confracted fiscal

intermediary by completing with the benefictary and distributing to the designated party all
necessary Federal and Stafe forms required for the beneficiary to be an employer and by
completing with the beneficiary and his/her attendant all necessary formns for hiring a new

attendant, This includes assisting in compliance with pregram policy regarding fiscal
intermediary services,

213.460 Counseling Support 1-1+13

Consumer-direction offers greater cholce and control over all aspects of service provision
Including the hiring of an attendant, defining the atiendant's dufles and deciding when and how
specific tasks or services are performed. Beneficiaries in the Alternatives waiver program are
afforded as much independence and autonomy as possible in deciding the fybes, amounts and
sources of Attendant Care services, Environmental Modifications/Adaptive Equipment sepvices
and other support services they receive at the time the walver plan of care is developed.
Counseling Support Management rust be available to the exient the beneficiary desires, [fthe
well-being of a beneficiary is compromised because of peor choices made by the beneficiary, the
counseling support mapagement provider will work o resolve those situations in a manner
respectful of the independence and integrity of the beneficiary. DAAS is available to assist in
resolving these Issues. This counseling support ig crucial to the success of the beneficiary and
is coverad exiensively In training prior to any Counseling Support Manager being assigned an
APD beneficiary.
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213.470 Requirements for the Tickler System 1-1-13

Each Counseling Support Manager (CSM) must maintain a tickler system for tracking purposes.
A, The fickler system must track and notlfy the CSM of the following activities;

1. __ Each active beneficiary in the CSM’s caseload PROI
2. Date-CSM services began

3. Expiration date of any Medicaid waiver Plan of Care applicable to a given beneficiary
4, Medicaid eligibility date and waiver eligibility date

5. The beneficiary's case reevaluation date. as established by DHS, Division of County
Operations

8, Name, address and telephone number of each attendant ar agency providing
Attendant Care services to waiver beneficiary

7.  The certification expiration dates of beneflciary’s smployees

It is the responsibility of the CSM to maintain a tickler system as described above for those

beneficiaries in their specific caseload. However, the record keeping requirements and
documentation requirements musi be maintained in the beneficiary's file.

213.480 Provider gualiﬁcationé'(:ase Management/Counsgling Suppert 1113
Management

Entifies seeking cedification by the Division of Aging and Adult Services {(DAAS) and enroliment
as Medicaid providers of Alternatives Case Management/Counseling Support Management
services must meet the following critenia;

A, The provider must be an agency having demonstrated at ieast one year of experience

providing case management services to individuals age 21 and older with physical
disabilities,

B. _ The provider agency must employ gualified case managers who shall be licensed jn the
state of Arkansas as a Social Worker, Registered Murse or Licensed Practical Nurse, o1
have a bachelor's degree from an accredited institution, or have peiformed satisfactorily for

a period of two years providing case management services to adults with physical
disabilities.

C.  The agency must have an administrative capacity 1o ensure quality of services in
accordance with state and federal requlationg

D. The agency must have the financial management capacity and gy stem that provides
documentation of services and costs

E. The agency must have the capacity to document and maintain individual case records In
accordance with state and federal requiations.

F.__ A counseling support manager (CSM) employed by the agency to provide Alternafives
counseling suppori management services must receive fraining provided by DAAS and/or
the cerified CSM provider prior to providing services to the Alternatives beneficiary.

213.490 Benefit Limit - Case Management/Counseling Support 1-1-13

Cne unit of Case Management/Counseling Support equals one month of service. The
established benefit |jmit for Alternatives Case Management is fwelve {12} months per SFY.
Services are reimbursable wheri provided accoiding to the beneficiary’s approved Plan of Care
and according to established Medicaid and DAAS policy. All required components, tagks,
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sewice?s and support described in this manual and provided 1o case manggement providers
either in writing or verbally through DMS and/éor DAAS training classes are a part of the overall
monthly CM/CS service. The monthiy service varies depending on the needs of the waiver

beneficlary.
214.80G Counseling Support Management Documentation in Beneficiary 1-113
Files

Documentation in the beneficiany's case file must support al} activitles provided by the CSM
provider for which Medicaid is billed.

The Counseling Support Manager (CSM) must develop and maintain sufficient written
documentation to support each service for which billing is submitted, Written description of
services provided must emphasize how the goals and objectives of the service plan are being
met or are not being met. All entries in a beneficiary's file must be signed and dated by the C8M
who provided the service, along with the individuals title. The documentation must be kept in
the beneficiary's case file. Providers' failure fo maintain sufficient doctmentation to support their

billing practices may result in recoupment of Medicaid payment. Documentation must conslst of,
at @ minimum, material that includes:

¢ The heneficlary’s name and Medicald nutber _ FROPOSED
s A copy of the waiver beneficiary’s AAPD Plan of Care ;

» A description of the beneficiary's participation in consumer-direction of attendant care
services, if applicable

¢ A brief description of the specific services rendered

« The type of service rendered. assessment, service management and/or monitoring

» The type of contact: face to face or telephone

+ The date and actual clock time for the service rendered, including the start time and stop
time for each service

¢ The name of the person providing the service, The CSM providing the service must
initial each entry in the case file. If the process is automated and all records are
computerized, no signature is required. However, there must be an agreement or
process in place showing the responsible party for each entry.

= The place of service {where the service took place: e.g. office, home)
¢ Updates describing the nature and extent of the referral for services delivered

¢ Description of how case management and other in-home services are meeting
beneficiary’s needs

e Progress notes on beneficiary's conditions, whether deterlorating or improving and the
reasons for the change; CSMs must notify the DAAS RN/Counselor via form AAS-9511
of any change in a beneficiary's condition.

» Process for tracking the date the beneficiary is due for reevaluation by the Divisien of
County Operations. The tracking is to avoid a beneficlary's case from being closed
unnecessarily

Documentation, as described above, is required each time a case management or counseling
function is provided.

NOTE: Documentation must be specific and descriptive as it relates to the
individuai beneficlary. While checklists may be used, inforrnation must be




Alternatives for Adults with Physical Disabilities Waiver Section |l

sufficient in supporting the beneficiary was indeed contacted, whether by

phone or by a home visit. Providers must make every affort to avoid
duplicative documentation that cannot he linked to the specific beneficiary

and hisiher circumstances, EB
214.100 Retention of Records PROPOS 1-1-13

Providers must maintain all records regarding the participation of the beneficiary and the provider
in the Arkansas Medicaid Program for a period of gix (6} years from the date of service or until all
audit questions, appeal hearings, investigations or court cases are resolved, whichever is longer.
The records must be made available to authorized representatives of the Arkansas Division of
Medical Services, the Arkansas Division of Aging and Adult Services, the state Medicaid Fraud
Control Unit, representatives of the Department of Human Services and its authorized agents or
officials. _

All documentation must be made available to representatives of the Divisioh of Medical Services
at the time of an audit by the Medicaid Fleld Audit Unit, All documentation must be available at

the provider's place of business, except for services provided under the consumer-directed
meadel. Reguired documentation, as described in this manual, for consumer-directed services
may be maintained at the beneficiary’s home or the Attendant Care provider’s home. |t is the
responsibility of the beneficiary and the provider to provide requested information for audit
purposes. If an audit determines that recoupment is necessary, there will be only thirty (30) days
after the date of the recoupment notice in which additional documentation will be accepted.
Addltional documentation will not be accepted at a later date.

215.000 Record Keeping Requirements (Consumer Directed Seirvices 1143

Excluded) :

DHS requires retention of all records for six (6) years. All medical records shall he completed
prompily, filed and retained for a minimum of six (8) years from the date of service or until all
audit questions, appeal hearlngs, investigations or court cases are resolved, whichever is lohger.
Failure to furnish records upon request may result in sanctions belhg imposed.

A.  The provider must contemporaneously create and mainfain records that completely and
accurately explain all evaluations, care, diagnoses and any other activities of the provider
in connection with any Medicaid beneficiary.

B.  Providers furnishing any Medicaid-covered good or service for which a prescription is
required by law, by Medicaid rule, or both, must have a copy of the prescription for such
good or service. The provider must obtain a copy of the prescription within five {5)
business days of the date the prescription is written.

C.  The provider must maintain a copy of each relevant prescription in the Medicaid
beneficiary's records and follow all prescriptions and care plans.

D. Providers must adhere to all applicable professional standards of care and conduct.

E. The provider must make available to the Division of Medical Services, its contractors and
designees, the state Medicald Fraud Control Unit, Program Integrity, representatives of the
Center for Medicare & Medicaid Services (CMS) and its authorized agents or officials, all
records related to any Medicaid beneficiary.

1. All documentation must be available at the provider's place of business.

2. When records are stored off-premise or are in active usae, the provider may certify in
writing that the records in question are in active use or in off-premise storage and set
a date and hour within three (3) working days, at which time the records will be made -
available. However, the provider will not be allowed fo delay for matters of
convenience, including availability of personnel.
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3. If an audit determines that recoupment is necessary, there will be no more than thirty

{30} days after the date of the recoupment notice in which additional documentation
will be accepted.

215,100 Record Keeping Requirements for Consumer-Directed Services 1-4-13

DHS requires retention of all records for six {(6) vears from _the date the attendant care service

was provided, or until all audit questions, appeal hearings, investigations or court cases are
resolved, whichever is longer.

A.  The Consumer-Directed Aftendant Care provider must maintain sufficient written
documentation to support the Aliernatives attendant care service for which billing is
submitted to Medicaid for reimbursement. As the definition of Attendani Care Services s a
bundled service that may include several different tasks as directed by the beneficiary on
any given day, the signature of the beneficiary on the DHS-8559 supports that the service
was provided based on the waiver Plan of care and was sufficient and satisfactory. No
dally log or additional documentation is required te support the provision of Attendant Care
Services under the consumer-directed model.

NOTE: For Consumer-Directed Aftendant Care providers submitting paper claims
to HP for processing, the claim form will be maintained by HP for audit

purposes. Malntaining a copy of the claim form in the beneficiary’s home or
the Aftendant Care provider's home is not required. For Attendant Care
providers submitting claims to HP through other means {electromcally}, itis
the provider and beneficiary’s responsibility to malntain at least one copy of
the DHS-9559 for audit purposes. The copy may be at the beneficiary's

residence or the provider's residence,

Regardiess of the billing method ¢hosen, every billing claim form MUST be
signed by both the Attendant Care provider AND the beneﬁclag

Maintaining a copy of the waiver plan of care in the beneficiary's home ig
reguired, regardiess of the claims submission process chosen.

B. __Failure to maintain sufficient documentation to support billing practices may result in
recoupment of Medicaid payment made to the provider.

C. __All written documentation must be made available 1o authorized representatives of DAAS,
the Divislon of Medical Services (DMS}, the stale Medicaid Fraud Control Unit, Program
Integrily, representatives of the Center for Medicare & Medicald Services (CMS) and its
authorized agents or officials, if requested.

216.140 Reserved PROPOSED 11413
216.200 Reserved 1-1-13
216.400 Reserved 14113

216.600 Reserved 1-1-13
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216.510 Reserved 1113
219.000 Beneficiary Appeal Process 14-13

When Altermnatives for Adults with Physical Disabilities Waiver services are denied, the
beneficiary may request a fair hearing from the Department of Human Services according to
Sections 191.000 — 191.008 of the Arkansas Medicaid Provider Manuals.

Appeal requests must be submitted to the Department of Human Services Appeals and Hearings
Section. View or print DHS Apneals and Hearings Section contact information.

231.000 Method of Reimbursement 1-1-13

The reimbursement rates will be according to the lesser of the billed amount or the Title XiX
(Medicaid) maximum for each service._Each provider hired by an AAPD waiver beneficiary fo
provide self-directed Attendant Care must accept payment as elecironic fund transfer or via
prepaid credit card. Electronic Funds Transfer ¢EFT) or prepaid credit card allows providers o
have their Medicaid payments autormatically deposited instead of receiving a check,

231.100 Counseling Support Management Reimbursement 1-1-13

As stated earlier in this manual, one unit of CSM equals one month of service, To determine if
relmbursement is allowable, the CSM agency may bill on a new beneficiary as soon as they
receive the beneficiary and begin CSM services. However. for an existing active beneficiary who
fransfers to an agency, regardless of the time of the month the transfer ocours, the CSMis
allowed to start billing the month foliowing the month in which they received the beneficiary and
begin CSM services. For example, if a beneficiary is with a CSM provider but wants to change
to ancther CSM agency starting on 3-158-13. the first CSM provider may bill for the month of
March and the new CSM receiving the transferred case may start billing for April, if services have
begun. '

244,000 Introduction to Billing 11-13

Alternatives providers of Agency Attendant Care and Case Management/Counseling Suppott
Management services may bill the Arkansas Medicaid Program either on paper or electronicaliy
utiizing the CMS-1500 form for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only ene beneficiary,

Alternatives providers of Environmental Accessibility Adaptations/Adaptive Equipment may bill
the Arkansas Medicaid Program on paper only utifizing the CMS-1500 form for services provided
to eligible Medicaid beneficiaries, as the CMS-1500 claim form must be approved by the DAAS
RN/Counselor before submission to the HP Enterprise Services Claims Depariment. Each claim
may contain charges for only one beneficiary.

Alternatives providers of Attendant Care Services may bill the Arkansas Medicald Program either
on paper or electronically utilizing the AAS-8559 (Alternatives Attendant Care Provider Claim
Form) for services provided to eligible Medicaid beneficiaries. Each claim may contain charges
for only one beneficiary.

Section lII of this manual contains information about Provider Electronic Sclutions (PES) and
other available options for electronic claims submission.

242.200 Alternatives Consumer-Directed Attendant Care Provider Claim 4113
Form (AAS-9559) Billing Instructions
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HP Enterprise Services offers Attendant Care providers several options for electronic bilfing.
Attendant Care Service providers may submit claims electronically or oh paper.,

To bill for Consumer-Directed Attendant Care Services, use the Alternatives Attendant Care

Provider Claim Form (AAS-9559). View a sample ARternatives Attendant Care Provider
Claim Form {Form AAS-9558.) The AAS-9559 billing claim forms may be obtained from the
Altematives beneficiary or the Alternatives Counselor or RN. An AAS-9559 bifling claim form
must be completed and submitted to the HP Enterprise Services Claims Department in order for

payment to be received,
242.201 Completion of Alternatives Attendant Care Provider Claim Form 1-1-13
AAS-9559

Only original AAS-8559 claim forms are acceptable. Xerox copies will not be accepted.

If a billing claim form is completad properly and mailed within the specified time, payment should
be received within two weeks. If the claim form is filled out incomectly, the form will be returned

to the provider, and payment will be delayed. The payroll schedule for the Alternatives waiver
program is every other Friday.

The Attendant Care provider and the waiver beneficiary must sign and date the AAS-9559 claim
form. If both signatures are not included, the claim form will be returned and payment will be
delayed. Original signatures only are accepted on the billing claim form. Do not fax AAS-9559
claim forms to the Alternatives Office or to HP Enterprise Services, The AAS-9559 claim form

must be mailed to:
HP Enterprise Services
DAAS Claims
P O Box 709 L

Little Rock, AR 72203

242.210 Billing Instructions for Agency and Consumer-Directed Attendant 1-1413
Care Providers '

The following instructions must be read and carefully followed so that HP Enterprise Services
can efficiently process claims. Accuracy, completeness and clarity are important. Claims cannot
be processed if applicable information s not supplied or is illegible. Claims should be typed
whenever possible.

Regardiess of the date that Attendant Care services begin for an Alternatives beneficiary,
Medicaid reimbursement is not allowed prior to the effective date of the Medicaid Provider
Identification Number (PIN) as issued by the Medicald fiscal agent, HP Enterprise Services,

NOTE: itis very important to submit a completed provider certification packet
immediately. Each packet must include alt of the required documents, tax
forms and copies of identification as required for the individual service.
Packets received and processed will establish a provider's eligibility as
stated in this manuak. Provider eligibility will not begin prior to the first
day of the month that a corractly completed DAAS certification/Medicaid
Attendant Care provider enroliment packet is received by DAAS.
Therefore, packets must not be held and mailed in for processing at a later
date.

For example, the walvar eligibility effective date for the Alternatives
beneficiary is 1-15-07. The Attendant Care provider and the Alternatives
beneficlary signed the Alternatives Attendant Care Service Agreement
{AAS-9512) on 1-20-07. A correctly completed DAAS certification/Medicaid
Attendant Care provider enrolfment packet was received by DAAS on 2.10-
07. Services provided on or after 2-1-07 will be eligible for reimbursement,
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« The Attendant Care Service Agreement (AAS-8512) cannot be back dated.

» Once signed and dated by the provider and the waiver beneficiary, the Attendant Care
Service Agreement (AAS-9512) must be postmarked within 14 calendar days of the
signatures on the agreement.

» Prior to providing attendant care services, the provider must be cettified by DAAS,
possess an active Medicaid PIN issued on behalf of the Arkansas Medicaid Program and

have a gopy of the emplover/beneficiany’s cuirent Plan of Care provided by the DAAS
Rehab Counselor or RN,

Medicaid méy be billed only for the amount of services authorized in the Alternatives Plan of
Care and only for what the Attendant Care provider has aclually provided. MEDICAID CANNOT
BE BILLED FOR FUTURE DATES OF SERVICE. '

Following Is the address and telephone number for the HP Enterprise Services Provider
Enrollment Unit in the event there are questions about a PIN number:

HP Enterprise Services
Provider Enroliment Unit

aANA/TN
PO Box 8105 H(UPO& tb
Litde Rock, AR 72203-8105
{501) 376-2211 or 1-800-457-4454

Following is the address and telephone number for the HP Enterprise Services Provider
Assistance Center in the event there are questions about a ¢claim:

HP Enterprise Services
Provider Assistance Center
PO Box 8036

Little Rock, AR 72203-8036

(501) 376-2211 or 1-800-457-4454

if an Attendant Care provider quits working for an Alternatives beneficiary, the DAAS
RN/Counselor must be notified immediately in writing, citing the last day of employment.

242,310 Attendant Care Services 1-1-13

Claims for Attendant Care Services must be filed in 15 minute units with a daily maximum of 32
units.

Attendant Care Services may be billed either electronically or on paper, Refer to Section i of
this manual for information on electronic billing. ‘

242,311 Consumer-Directed Attendant Care Services 11413

When filing paper claims for Consumer-Directed Attendant Care, Form AAS-9569 must be used.
Billing will be monitored to ensure compliance with the waiver Plan of Care. All billing will be
reviewed based on the number of units authorized per week, Sunday through Saturday, When
computing units, the provider must bill no more than the number of units authorized per week
beginning on Sunday. All reviews are conducted based on the number of units billed Sunday
through Saturday each week. Units billed outside this timeframe and over the number of
authorized units are subject to recoupment.

Regardless of the number of walver beneficiaries for whom an Attendant Care provider works,
no mare thap 12 hours per day are eligible for reimbursement consideration by the Arkansas
Medicaid program. in addition, if an Attendant Care provider is employed by another waiver
heneficiary OR another employer, all hours of emplovment will be considered when authorizing
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Attendant Care services for a waiver beneficiary, No more than a total of 12 hoursiday including
ALL employment, will be allowed for an Attendant Care provider.

Regardiess of the number of providers a waiver beneficiary hires, no more hours than authorized
on the waiver Plan of Care are eligible for reimbursement consideration by the Arkansas
Medicaid Program.

im e Rahatad """,
The beneficiary or legal representative must slgn and date the claim form. If the beneficiary is
unable to sign, he of she may make an “X” and a Decision Making Partner may write
‘beneficiary’s mark,” followed by their name and relationship to the beneficiary. If the beneficiary
is unable to make a mark, a legal representative may sign the beneficiary’s name then write “by”

and his or her namea and relationship to the beneficiary. If the claim form is not correctly signed, it
will be returned to the attendant care provider. and payment will be delayed.

242.312 Signatures on AAS-9559 1-1-13

The Attendant Care provider Is not allowed to sian for the beneficiary, regardless of the
circumstances.

242313 Adency Attendaat Care Services 1-1-13

Agencies billing for Attendant Care Services may not span a date of service when Agency
Attendant Care was not provided. Under no circumstances may spanning include more than

one week, Sunday through Saturday. Attendant Care Services billing is monitored for
compliance with plans of care and billings are compared to the number of hours authorized per
week, Sunday through Saturday.

242320 Environmental Modifications/Adaptive Equipment 1113

Prior to payment for this service, the waiver beneficiary is required to secure 3 separate itemized
bids for the same service. The bids are revlewed by the DAAS RN/Counselor or designee prior
to submission for Medicaid payment. If only two bids can be secured due to a shortage of
qualified providers in the service area, documentation attesting to the aiternpt to secure bids and
the shortage of providers must be provided.

Each claim must be signed by the provider, the waiver beneficiary, and DAAS RN/Counseler, or
designee. A-statement of satisfaction form must be signed by the waiver beneficiary prior to any
claim being submitted.
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201.000 Arkansas Medicaid Enrollment Requirements for Alternatives for 740711 -
Adults with Physical Disabilities {Alternatives Waiver] 13

Alternatives for Adults with Physical Disabilities Waiver Program praviders must meet the
Provider Participation and enrollment requirements contained within Section 140.000 of this
marnual as well as the following criteria to be eligible to participate in the Arkansas Medicaid
Program:

A

Consumer-Directed Attendant Care

Consumer-Directed Attendant Care providers must be certified by the Division of Aging
and Adulf Services (DAAS) as having met all Centers for Medicare and Medicaid Services
(CMS) approved prowder cnterla for the semces to be prov:ded pFGWéE-FG—Gf—A-R&HQE%W&S

DAAS certification of Attendant Care providers is contingent upeon pariicipation in the
financial management services process as required by federal guidelines for consumer-
directed pregrams. Participation in the financial management services process does not
change the procedure for filing ¢laims. Claims will-continue-te-beare submitted to HP
Enterprise Services and are processed by HP Enterprise Services. Prior to payment, the
fiscal intermediary deducls appropriate withholdings and mails-theprocesses Medicaid
payment to the provider.

NOTE: For a beneficiary to gualify for seif-direction, the beneficiary must be able to
perform the fasks of an empioyer (recruit,_hire, train, manage and fire hisfher
attendant care provider), as well as monitor the employee’s timesheets and
approve payment.

If the beneficiary cannot perform the employer dutles, a legal representative
{i.e. legal guardian, spouse or attorney-in-fact}, may act on the beneficiary’s
behalf in the role of employer. An attornev-in-fact is a8 person who has been
given the authority by the beneficiary under a power of attorney to direct the
beneficlary’s care- Directing a beneficiary’s care would include by
recruiting, hirlng, tralning, managing, terminating attendants. monitoring
agttendant service timesheets and approving payment.

If a beneficiary cannot pei’form the duties of an employer and does not

already have a spouse, leqal quardian or atformey-in-fact to direct the
beneficiary’s car ies, the beneficiary must receive

services through an agency.

During assessment and reassessment, if determined the beneficiary is able
to self-direct, the DAAS RN/Counselor will obtain the beneficiary’s signature

on the verification of ability to self-direct.
Consumer-Directed Agency Attendant Care

Consumer-Directed Agency Attendant Care providers must be certified by the Division of
Aging and Aduit Services {DAAS) as having met all CMS-approved provider criteria for the
services to be provided.,

Traditional Agency Attendant Care
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Traditional Agency Attendant Care providers must be certified by the Division of Aging and
Adult Services (DAAS) as having met all CMS-approved provider criteria for the services to
ke provided.

D. Environmental Accessibility/Adaptations/Adaptive Equipment

Environmenta! Accessibility/Adaptations/Adaptive Equipment providers must be certified by
the Division of Aging and Adult Services (DAAS) as having met all CMS-approved provider
criteria for the services to be provided.

E. Case Management/Counseling Support

Case Management/Counseling Support providers must be certified by the Division of Aging
and Aduit Services (DAAS) as having met all CMS-approved provider criteria for the
services to be provided.

itis the résponsibility of ali providers of Altermatives Waiver services to maintain current Division
of Aging and Adult Services (DAAS) certification to avoid loss of provider eligibility. Required
materials must be submitted to the Division of Aging and Adult Services. View or print the

Division of Aging and Adult Services contact information, Cerfifications are renewed

annually, with the exception of Agency Attendant Care providers, whose certifications are
renewed every three years. If required recertification documents are not received by the Division

of Aging and Adult Services prior to expiration of the current certificate, action will be taken to
close the provider’s identification number and Medicaid provider number._Payment cannot be

authorized for sefvices provided beyond the certification period.

Once received and it is determined that eligibility requirements are met for certification, DAAS
will forward a copy of the DAAS certificaie and licensure, if applicable, to HP along with the

Medicaid contract and apgplication.

201.100 Providers of Alternatives for Adufts with Physical Disabilities 70711
Waiver Services in Arkansas and Bordering States 13

Providers of Alternatives for Adults with Physical Disabilities Waiver services in Arkansas and -
the six bordering states (Louisiana, Mississippi, Missouri, Oklahoma, Tennessee and Texas)
may be enrolled as routine services providers if they meet all Arkansas Medicald participation
requirements outlined in Section-201-000the Medicaid provider manual,

A routine services provider may be enrolied in the program as a provider of routine Alternatives
services to eligible Arkansas Medicaid beneficiaries. Reimbursement may be available for all
Attendant Care Services, Environmental Accessibifity Adaptation/Adaptive Equipment Services,
and Case Management Services covered in the Arkansas Medicaid Program. Claims must be
filed according to Section-240-080-efinstructions in this manual.

201.105 Provider Assurances 11413

A. _ Agency Staffing

The Provider agrees that he or she will maintain adequate staffing levels fo ensure timely

and consislent delivery of services to all beneficiaries for whom they have accepted an

Alternatives Waiver Plan of Care,

The Provider agrees:

1, Personnei responsible for direct service delivery will be properly trained and in
compliance with all applicable licensura requirements. The Provider agrees to

Seetion il
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recuire rgersonnel to participate in any appropriate fraining provided by, or requested
by, the Departiment of Human Services. The Provider acknowledges the cost of
training_courses for certification andfor licensure ig not reimbursable through DHS.

Direct care workers and Counseling Support Managers must be frained prior fo
providing services to an AAPD beneficiary,

2. Each service worker possesses the necessary skills to perform the specific services
required to meet the needs of the benediciary hefshe is {0 serve.

3. Staff are required to attend crientation fraining pior fo allowing the employee to

deliver any Alternatives Waiver service{s). This orientation shall include, but not be
limited to, a:

a. Desgription of the purpose and philosophy of the Alternatives Waiver Program;
b. Discussion and distribution of the provider agency’s written code of eihics;

c. Discussion of activities which shall and shall not be performed by the
e ee;

d. Discussion, including instructions, regarding Alternatives Waijver record
keeping requirements:

e. Discussion of the importance.of the Plan of Care;
i Discussion of the agency's procedure for repering changes in the beneficlary’s

condition;
d. Discussion, including potential legal ramifications, of the beneficiary's right to
confidentiality;

h. Proper completion of all forms, including the Attendant Care Provider
CertiﬁcationlMedicaid application

B.  Cuode of Ethics (Agency and Consumer-Directed Services)

The Provider agrees to follow andfor enforce for each empioyee providing services {¢ an
Alternatives Waiver beneficiary a written code of ethics that shall include, but not be limited
o, the following:

1, No consumption of the beneficiary's food or drink;
2. Nouse of the beneficiary's {elephone for personal calls;

3. No discussion of one's personal prablems, reliaious or political beliefs with the
beneficiary;

4. No acceptance of gifis or tips from the beneficiary or their careqiver;

5, No friends or relatives of the employee or unauthotized individuals are to accompany
the employee to beneficiary's residence;

6. Ne consumption of alcoholic beverages or use of non-prescribed drugs prior to or
during service delivery;

7. No smoking in the beneficiary's residence:

8. No solicitation of money or goods from the beneficiary;

8. Ng breach of the beneficiary's privacy or confidentiality of records.

211.000 Scope A4

| wle

-1

2]

The Arkansas Medicaid Program offers certain home and community -based ouipatient services

asan altematwe to nursing home placement. These services are available to individuals-with
age 21 through 64 who have received a determination of physnca[ disahility

by SSIFSSA or DHS Medical Review Team {MRT) and who, without the provision of home and
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community-based services, would require a nursing facility (NF) intermediate level of care. The
parlisipants-beneficiary's Income must be equal to or less than 300% of the SSI eligibility limit.

The community-based services offered through the Altematives for Adults with Physical

Disabilities Home and Community-Based Waiver, described herein as Alternatives, are as
follows:

1. Environmental Accessibility Adaptations/Adaptive Equipment
Agensy-Attendant Care — Consumer-Directed

2
3. Agency Attendant Care — Traditional and Consumer-Directed
4.  Case Management/Counseling Supperi

These services are designed to maintain Medicaid eligible beneficliaries at home in order to
preciude or postpone institutionalization of the individual.

Please note that in accordance with 42 CFR 441.301 (b)(1)(ii}, Aalternatives services are not
covered for inpatients of nursing facilities, hospitals or other inpatient insfitutions.

212.000 Eligibility Assossmentfor Alternatives for Adults with Physical 7-15-091-
Disabhilities

e
[]

2l

A.  To gualify for the Alternatives for Adults with Physical Disabilities Program, an individual
must meet the targeted population as described in this manual, and must be found to
require a nursing facility intermediate level of care. Individuals meeting the skilled leve| of
care. as determined by the Office of Long Term Care, are not eligible for the AAPD Waiver
Program.

B. The slientbenefi 01an lntake and assessment process for the Alternatlves Proqram
includes applica .

GGUH%LBﬁee—m—#le—beneﬁsfaw-s-Fesident—emmtyra detenmnatlon of categoﬂcal ehglh:llty a
nu rsmg facmty Ievel of care determmatlon the development of a plan-af—ea\cePlan of Care,

the benef csar_y s notcﬁcatton of his or hera chonce between home and commumty based
services and institutional services.

C. _ Candidates for participation in the program (or their representatives} must make
application for services at the DHS office in the county of their residence. Meadicaid
eligibility is determined by the DHS County Office and is based on non-medical and

medical criteria, Income and resources comprise the non-medical criteria. Medically, the
candidate must be an individual with a functional disability.

D.  To be determined an individual with a functional disability. an individual must meet at least
one of the following three criteria. as determined by a licensed medical professional;

1. The individual is unabile to perform either of the following:
a. At least 1 of the 3 activities of daily living (ADLs) of transferring/iacomotion.

eating, or tolleting without extensive assistance from or total dependence upon
angther person; or

b.  Atleast 2 of the 3 ADLs of transferringflocomotion, eating, or toileting without
limited assistance from another person; or

2. Medicai assessment resulis in a score of three ar more on Cognitive Parfermancge
Scale: or

3. Medical assessment results in g Changes in Health, End-Stage Disease and
Symptoms and Sians (CHESS) score of three or mare.

E. _ No individual who is otherwise eligible for waiver services shall have his ar her eligibility
denied of terminated solely as the result of a disqualifying episodic medical condition that
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is temporary and expected to last no mare than 21 days. However, that individuai ghall not
receive waiver seirvices or henefits when subject to a condition or change of condition that
would render the individual ineligible if the candifion or change in condition is expected to
last more than 21 days.

F. Individuals diagnosed with a serious mental illness or mental refardation are not efigible for

the Alternatives for Adulis with Physical Disabilities program unless they have medical
needs unrelated to the diagnosis of mental iliness or mental retardation and meet the other
qualifying criteria. A diaghosis of severe mental iliness or mental retardation must not bar

eligibility for individuals having medical needs unrelated to the diagnosis of serious menial
illness or mental retardation when they meet the gther qualifying criteria.

G. __The Alternatives for Adults with Physical Disabilities waiver provides for the entrance of all

glinible persons on a first-come, first-served basis, once individuals meet all medical and
financial eligibility requirements. However, the waiver dictates a maximum number of

unduplicated beneficiaries who can be served in any waiver year. Once maximum number
of unduplicated beneficiaries is projected to be reached considering the number of active
cases and the number of pending applications, a waiting list will be implemented for this
pragram and the following process will apoly:

1. Each Alternatives application wili be accepted and medical and finangizal eligihility will
be determined.

2, If all waiver slots are Tilled, the applicant will be notified of his or her eligibility for

sewvices, that all waiver slots are filled, and that the applicant is number X in line for
an available slot.

3. Entry to the waiver will then be prioritized based on the following criteria:

a.  Waiver application defermination date for persons inadvertently emitted from
the wajver waiting due to administrative error; A
bh.  Waiver application determination date for persons being discharged from a

nursing facility after 2 96-day stay; waiver application determination date for
persons residing in an approved Level Il Assisted Living Facility for the past six
months or longer:

(o Waiver application determination date for persons in the custody or CHS Adult
Protective Services (APS)
d.  Waiver application determination date for all other persons.

212.100 Level of Care Determination 3-4—4?%

A prospective Alternatives pardicipant-beneficiary must require a nursing facility intermediate
level of care. Registered Nurses and Rehabilitation Counselors emplayed by the Division of
Aging and Aduit Services {DAAS RN/Counselors) perform a comprehensive assessment of each
applicant to determine his or her personal assistance and health care needs. The assessment
tool is ArPath, the electronic interRAl home care instrument, which evaluates the candidate’s
level of care need.

The_ infermediate level of care determination is made by medical staff with the Department of
Human Services, Office of Long Term Care._ The determination is based on an-the
comprehensive assessment presess-performed by a BANS-Rehabilifation-Counselor{Rehab
Gounselor-er-DAAS RN/Counselor-registered-nurse-{RMN}, using standard criteria for_functional
disability in evaluating an individual's need for nursing home placement in the absence of
community alternatives._The level of care determination, in accordance with nursing home
admission criteria, must be compteted and the individual deemed sligible for an intermediate
level of care by g licensed medical professional prior to receiving Alternatives services.
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Reevaluations will sesur-be performed annually by the
DHS medical staff fo determine the beneficiary’s continuing need for an intermediate level of
care. The DAAS RN/Counselor performs a comprehensive assessment periodically (at least
apnually), and the Office of Long Term Care re-determines level of care annually. The results of
the level of care determination and the reevaliation are documented-respestively on the-form
DCO-704,-Decision for Nursing Home Placement-Eorm,

NOTE: While federal guidelines require level of care reassessment at least annuaily, the
Bivision-of-Aging-and Adult ServicasDAAS may reassess a beneficiary’s
partisipant’s level of care and/or need any time itis deemed appropriate by the
DAAS Rehab-GounselororRN/Counselor to ensure that a beneficiary is
appropriately placed in the Alternatives Program and is receiving services

suitable to his or her neads.

212,200  Plan of Care 7150911

1

15

A.___Each beneficiary in the Alternatives program eligible-for-senvices-must have an
individualized Alternalives Plan of Care (AAS-8503). The authority to develop an

Aiternatives plan-Plan of sare-Care is given to the Medicaid sState agency's designee, the
Division of Aging and Adult Services Rehab-Gounseloror-RNiCounseior. Fhe-At the
discretion of the beneficiary, the alternatives-Alternatives plan-Plan of eare-Care is
developed-in-regstiation with the Altematives padtisipantbeneficiary, a-orlegal
representative or beth-and-atthe discretion-of-the-partisipantorthe participant’s
beneficiary's family, or anvone reguested by the beneficiary.

B. When developing the waiver Plan of Care. the beneficiary may freely choose a family

member or individual to appoint as Degision Making Partner. The beneficiary, Decision
Making Partner and/or legal representative may participate in all decisions regarding the

tvpes. amount and frequency of seivices included in the Plan of Care. The Decision
Mzking Partner or legal representative may participate in choosing the provider(s) for the

beneficiary. If anvone other than the beneficiary chooses the provider, the DAAS

RN/Counselor will identify that individual_on the Plan of Care.
BC. The Alternatlves ﬁlan—Pian of Ga;e—Care develogeci by the DAAS RNlCounseior

ei-ea;ewll—:ncludes bUUS not hmlted fo, the fo1low1ng

1. ParticipantBeneficiary identification and contact infarmation to include full name and
address, phone number, date of birth, Medicaid number and the-participant's-waiver
eligibility efiective date of Alternatives waiver ehmbﬂﬁyaad—e*pwehe&date

2 Primary and secondary dlagnosis.
3 Contact person.

4.  Physician's name and address.

5 . .

mount, freguency and duratlon of Alternatlves walver senvices and the name of the
service provider chosen by the beneficiary, Decision Making Partner or legal
representative o provide the services,

8. Other services outside the Alternatives services, regardless of payment source,

identified and/or ordered to meet the beneficiary’s needs,
7. _The election of community services by the waiver beneficiary or beneficiary's
Decision Making Partner or legal representative: and

68. The name and title of the DAAS Rehab-GounselororRN/Counselor responsibie for
the development of the padicipant's-beneficiary's plan-Plan of eareCare.
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"D, waiver eligibility is approved by the DHS county office, aA copy of the signed plaa-Plan of
care-Care signed by the DAAS RN/Counseler, and the waiver beneficiary, Decision Making
Partner or legal representative, will be forwarded to the waiverpardisipantbeneficiary or

representative and the certnf ed Medlca[d serwce prowder(s) mcluded on the Pian of

aﬁpﬁeveé-bﬁheaﬁs-eem#;—eﬁﬁee The servlce prowder and the Alternatlves aamerpanfe
beneficiary must review and follow the signed authorized plan-Plan of eareCare. Seryices
canagt begin until the Medicaid pravider receives the authorized Plan of Care from the
DAAS Rehab Counselor or RN. The original plan-Plan of care-Care will be maintained by
the DAAS Rehab Counseloror-RN/Counselor.

E. The implementation of the pltan-Plan of sare-Care by a provider must ensure that services
are;

1. Individualized to the pariisipant's-beneficiary's unique circumstances;-

2. Provided in the least restrictive environment possible;

23, Developed within a process assuring participation of those concerned with the
padicipants-beneficiary’s welfare;:
34. Monitored and adjusted as needed, based on changes authorized and reported by

he DAAS/RN Counselar reqarding the waiver Plan of Care! lereflestchangesinthe
participartsreed-:

45. Provided within a systemway that safequards the partisipants-beneficiary's rights ta
quality services as authorized on the waiver Plan of Care; and-

§6. Deocumented carefully, : .
pehery-ﬁegaacém&g—veseﬁkretenhenwuth assurance that rec:u:red mformatlon is fecorded

and maintained.

NOTE: Each service included on the Alternatives Plan of Carg must be justified by
the DAAS RN/Counselor. This justification js based on medical necessity,
the heneficiary's physical, mental and functional status, other support
services available to the beneficiary, and other factors deemed approptiate
by the DAAS RN/Counselor.

Each Alternatives service must be provided aceerding fo the beneficiary Plan of Care. Providers
may bill only for seryices In the amount and freguency that is avthorized in the Plan of Care, As
detailed in the Medicaid F’roqram provider cantract, providers may bill only after services are

provided,

REVISIONS TO A BENEFICIARY PLAN OF CARE MAY ONLY BE MADE BY THE DAAS
RN/COUNSELOR.

NOTE: All revisions to the Plan of Care must be authorized by the DAAS
RN/Counselor. A revised Plan of Care will be sent ta each appropriate

provider. Regardiess of when services are provided, unless the provider

and the service are authorized on an Alternatives Plan of Care, services are
considered non-covered and do not qualify for Medicaid reimbursement.

Medicaid expenditures paid fo expenditures paid for services not authorized on the Alternatives

Plan of Care are subject to recoupment.
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212.300 Temporary Absences Erom-from the Home 7-4-441-1-

Once an Alternatives eligibility application has been approved, waiver setvices must be provided
in order for eligibllity to confinue. Unless stated otherwise below, the county Department of
Human Services (DHS) office must be notified Immediately by the DAAS RN/Counselor when
waiver services are discontinued, and action will be initiated by the DHS county office to close
the waiver case. Providers will be nofified by the DAAS RN/Counselor,

A.  Absence from the Home — Institutionalization

An individual cannot receive waiver services while in an institution. The following policy

applies fo any inpatient stay where Medicaid pays the facility for the date of admission, i.e.
hospitals, nursing homes, rehab facilities, etc., for active waiver cases when the paricipant
beneficiary Is hospitalized or enters a nursing facility for an expected stay of short duration.

1. When a waiver beneficiary is admitted to a hospital, the DHS county office wili not
take action to close the waiver case, unless the beneficiary does not return home
within 30 days from the date of admission. If, after 30 days, the beneficiary has not

’ returned home, the DAAS RN/Counselor will notify the DHS county office via-form
DME-3330-and action will be initiated by the DHS county office to close the waiver
case.

| 2. ifthe DHS county office becomes aware that a paricipant-beneficiary has been
© admitted to a nursing facility and it is anticipated that the stay will be short (30 days
or iess), the waiver case will be closed effective the date of admission, but the
Medicaid case will be left open. When the paricipantbeneficiary returns home, the
waiver case may be reopened effective the date the parisipantbeneficiary returns
home._A new assessment and medical eligibility determination will not be required

unless the last review was completed more than 6 months prior to the beneficiary's
admission to the facility.

NOTE: The Arkansas Medicaid Program considers an individual an inpatient
of a facility beginning with the date of admission. Therefore, payment
to the inpatient facility begins on the date of admission. Payment to
the inpatient facility does not include the date of discharge.

Payment for attendant care services may be allowed for the date of a
beneficiary’s admisslon to an inpatient facility If the provider can
provide verification that services were provided before the beneficiary
was admitted. In order for payment to be allowed, providers are
responsible for obtaining the following:

¢ Copies of clalm forms or timesheets listing the times that
attendant care was provided
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» A statement from the inpatient facility showing the time that the
beneficiary was admitted

This information must be submitted to DAAS within 10 working days of
receiving a request for verification.

If providers are unable tc provide proof that attendant care services
were provided before the beneficiary was admitted to the inpatient
facility, then payments will be subject to recoupment. Attendant care
services provided on the same day the beneficlary Is discharged from
the inpatient facility are billable when they-areprovided according fo
policy and after the heneficiary was discharged.

B. Absence due to Reasons Other than institutionalization

When a walver participantbeneficiary is absent from the home for reasons other than
Institutionalization, the DHS county office will not be notified unless the partisipant
beneficiary doas not return home within 30 days. I, after 30 days, the participant
beneficiary has net returned home and the providers can no longer deliver services as
preseribed by the plan-Plan of eare-Care (e.g., the participantbeneficiary has left the state
and the retum date is unknown), the DAAS RN/Counselor -will notify the DHS county
office. _Action will be taken by the DHS county office to close the waiver case. Neo

C. Providers Accompanying Clients during Absenges from the Home

in cases where the beneficiary is absent from the home for reasons other than
institutionatization, such as a vacation or attending coliege, and the beneficiary asks the
provider fo aceampany him/her and to continue providing services, authorization from the

DAASIRN Counselor is required. 1f Medicaid reimbursement will be requested upen iheir
refurn to the home. prior to arrangements being finalized, authorization from the DAAS
RN/Counselor must be secured by the CSM. As this decision will be discussed with DAAS
and DMS staff, the request must be submitted to the DAAE RN/Counselor at least 2 weeks
priar to the date of travel. The request must include the travel destination, means of travel,
how [gng the beneficiary will be absent from the home, and the purpose of the irip. Each
case will be handled individually, taking into account the beneficiary's status, medical
gondition and the circumstances of the absence.

The CSM musi report via the AAS-8511 and/or e-mail any instances where the bepeficiary
will be absent from the home for any length of time, and the provider is with them.

NOTE: It is the responsibility of the provider to notify the DAAS RN/Counselor
immediately via form AAS-9511 upon iearning of a change in the

beneficiary’s status.

e

-1
1

212.400 Reporting Changes in Participant's Status +45-08

;

)

Because the provider has more frequent contact with the participantbeneficiary, many times the
provider-fay becomes aware of changes in the pariisipant's-beneficiary's status sooner than the
BAAS Rehab GounselorRN/Counselor, Counseling Support Manager, or DHS County Office. It
is the provider's responsibility to report these changes immediately so proper action can be
taken. Providers must complete the Waiver Provider Communication-Change of Client Status
Form {(AAS-08029511) and send it fo the DAAS Rehab-Geunselaror-RN/Counselor, A copy
must be retalned in the provider's padieipani-beneficiary case record. Regardless of wiwhether
or nof the change may ¢rmay-netresult in actlon by the DHS county office, providers must
immediately report ali changes in the partisipant's-beneficiary's status to the BAAS Rehab
Geounselor-or-RNCEM.
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The Counseling Support Manager (case manager/CSM) is responsible for monitoring the
beneficiary’s status on a regular basis for changes in service need, referring the beneficiary for
reassessment if nacessary and reporting any beneficiary complaints and changes in status to the
DAAS REN/Counselor, or Nurse Manager, immediately upon learning of the change.

213.100 Environmental Accessibility Adaptations/Adaptive Equiprmegnt 1-1-13

Envirenmental Accessibility Adaptations/Adaptive Equipment services enable the individual to
increase. maintain and/or improve his or her functional capacity to perform daily life tasks that
would not be possible otherwise. Environmental Accessibility Adaptations/Adaptive Equipment
are physical adaptations to the home that are necessary to ensure the health, welfare and safety
of the benefigiary, to function with greater independence in the home. and preciude or postoone

institutionalization. Adaptive equipment also enables the Alternatives beneficiary to increase,

thaintain and/gr improve hisfher functional capacity to perform daily life tasks that would not be
possible otherwise, and perceive,_contral or communicate with the environment in which he or
she lives.

Excluded are adaptations or improvements to the home which are of general utility, and are not
of direct medical or remedial benefit to the individual, such as carpeting, roof repair, air

conditioning and others. Adaptations which add tg the total square footage of the home are
exclyded from this benefit, Alt services must be in accordance with applicablg state or local
building codes. All dwellings that receive adaptations must be in good repair and have the
appearance of sound structure.

If adaptations are made to rental property, it is the responsibility of the beneficiary and the CSM
to obtajn written permission from the property owner prior to the DAAS RN/Counselor

implementing the adaptation on the Plan of Care. In_addition, the beneficiary must have a
current 12-month lease for the rented propery.

213.110 Benefit Limit - Environmental Accessibility Adaptations/Adaptive T-4-074-1-

Equipment 1

[]

The overall cap for Environmental Accessibility Adaptations/Adaptive Equipment is $7,500 per
the [ifetime of the eligible Altematives waiver participantbeneficiary. If a walver parisipant
beneficiary is receiving Environmental Accessibility Adaptations and Adaptive Equipment, the
combined cost cannot exceed the $7,500 overall cap. A waiver paricipantbeneficiary may
access through the waiver several occurrences of Environmental Accessibility Adaptations or for
several items of Adaptive Equipment over a span of years, or he/she may access the whole

| $7.500 at one time. Once the $7,500 per eligible participant-peneficiary is reached, no further
Environmental Accessibility Adaptations/Adaptive Equipment can be accessed through the
waiver by the eligible waiver partisipant-beneficiary during his/her remaining lifetime. As-with-any

P’
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213,114 Examples of Acceptable Environmental Accessibility 1143
Adaptations/Adaptive Equipment

Acceptable envirenmental accessibility adaptations/adaptive equipment must be necessary for
the welifare of the Alternatives bengficiary and may include, but are not fimited to:

s __Installing and/or repairing ramps and grab-bars
o Widening doorways

»  Modifving bathroom facilities

« installing specialized electronic and plumbing systems
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« |Installing an electrical entry door to the home — if based onh need and accessibility

= Replacing the_motor on_ a wheeichair lift

« Installing overhead tracks for transferring

« Installing hand controls for a vehicie owned by the beneficiary

+ Instalfing a van/automobile lift

o Durable Medical Equipment not payable by Medicare/Medicaid

« Generators for ventilator-dependent beneficiaries

213.112 Examples of Unacceptable Environmental Accessibility ' 14.43
Adaptations/Adaptive Equipment

Unacceptable environmental accessibility adaptationsfadaptive eguipment to the home include, but
are not limited fo;

Those that are of general utility

Those not of direct medical or remedial benefit to the individual, such as carpeting, roof
repair, central air conditioning, etc.

»

Those that add to the total square footzge of the home

»

Purchase of any vehicle, sugh as automohile/van, reqardless of nrevicusly installed
rmodifications or adaptations

o Policy prohibits the purchase of a vehicle. Prior to authorizing vehicle
modifications, verification must be provided showing the beneficiary owns. or is
purchasing, the vehicle for which modifications are requested. This must be
varified by viewing the title ar the financial contract beiween the beneficiary and
the tifle holder,

Replacement of all carpeting when door widening is completed

+__Repairs or updates necessary in order to compiete the environment accessibility
adaptationsfadaptive equipment

Examples:

o__In order o install a ramn.' repairs to the porch or deck must be made {o support
the ramp. The ramp could be approved: the repairs to the existing porch or deck
could not be approved.

o _ Bathrocom needs adapiation to install a new commode for disabled individual, In

order to replace the commode, the flooring must be replaced due to dry rof or
decay. The new commode could be approved. The sub-flooring, etc., could not

be approved.
213.120 Provider Qualifications Environmental Accessihility 3513031
Adaptations/Adaptive Equipment 113

Individuals seeking certification by the Division of Aging and Adult Sesvices and erroliment as
Medicaid providers of Alternatives envircnmental accessibility adaptafions/adaptive equiprent
services must meet the following criteria;

A.  The provider of services must be a builder, tradesman or confractor.
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B.  The provider must be licensed (where applicable} as appropriate for home improvement
contracting or adaptation and equipment provided.

The provider must certify that his or her work meets state and local building codes.

The provider must be knowledgeable of and comply with, the Americans with Disabilities
Act Accessibility Guidelines.

E.  Contractors are required to adhere to the Uniform Federal Accessibility Standards.

NOTE: All environmental modifications requiring electrical or plumbing work must
be completed by a licensed professional. If a contractor subcontracts with
an electriglan or plumber, verification of the subcantractor’s license will be

requested.

213.200 Consumer-Directed Attendant Care Service +i5-12141-
13

Consumer Dlrected Attendant Care Service-seivice is assistance to a medically stable individual

AAFD beneficiary in accomplishing tasks of daily living that the
participant-beneiiciary Is unable to complete independently, Assistance may vary from actually
doing a task for the participanibeneficiary, to assisting the paricipant-bensficiary to perform the
task or-te providing safety support while the parieipantbeneficiary performs the task.
Housekeeping activities that are incidental to the performance of care may also be fumished.
Housekeeping activities as described above may not exceed 20% of the Atepdants-attendant's
overall time worked as authorized on the waiver plan-Plan of sareCare. Consumer-Cirected
Attendant Care Servises-services may also include supervision, companion services,
socialization, and transpertation assistance when it Is incidental to providing Attendant Care
services, accompanying a partieipant-beneficiary to assist with shopping, errands, etc.

NOTE: For a beneficiary to gualify for self-direction, the beneficiary must be able to

perform the tasks of an employer (recruit, hire, train, manage and fire his/her

‘attendant care provider), as well as monitor the employee’s timesheets and
approve payment,

If the beneflciary cannot perform the employer duties, a legal representative
(i.e., legal guardian, spouse or attorney-in-fact} may act on the beneficiary’s
behalf in the role of emplgyer. An aftorney-in-fact is a person who has been
given the authority by the beneficiary under a power of attorney to direct the
beneficiary’s care by recruiting, hiring, training, managing, terminating
attendants, monitoring attendant service timesheets and approvmq
payment.

if a beneficiary cannot perform the duties of an empiover and does not
already have a spouse, legal guardian or attorney-in-fact to perform those
duties, the beneficiary must receive services through an agency.

Buring assessment and reassessment, if determined the beneficiary is able

to self-direct, the DAAS RNICounselor will obtain the beneficiary’s signature
on the verification of ability to self-direct.

A.  ifthe beneficiary is deemed appropriate for consumer-directed services and Attendant
Care Serviss-service is sefected, a consumer-directed approach will be used in the

provision of Attendant Care services. The participant-beneficiary or representative is free
to select the tasks within the Plan of Care to be performed and when these tasks will be
accomplished. Each padicipantbeneficiary or representative who elects to receive
Consumer-Birected Atendant Care Sepvises-services must agree to and be capable of
recruiting, hiring, training, managing and terminating Attendantsattendants. The pasicipant
beneficiary or representative must also monitor Consumer-Directed Attendant Care
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| Service-service timesheets and approve payment to the Attendantattendant for services
provided by signing the timesheets.

Pardicipants-Beneficiaries or representatives who can comprehend the rights and accept
the responsibilities of consumer-directed care may wish to have Alternatives Consumear-
Dxrected Attendant Care Semee&semces included an thenr plawPlan of e-afeCare T—he

NOTE: Pclicy applicable to the consumer-direction model requires action by the
beneficiary or their representative in the direction of their care. [f the

beneficiary is capable of meeting the requirements of consumer-direction,
but atiows a Decision Making Partner to assist them in making decisions,
the Decision Making Partner doeg not have to meet the definition of a legal
representative. However, if the beneficiary is not capable of meeting the
reauirements of censumer-direction, the representative directing the

beneficiary’s care must meet the definition of a tegal representative, as
explained in this manual.

B. The Evaluation-ofMeed for Nursing Home Care-Form{DHS-703ArPath comprehensive
assessment completed by the DAAS Rehab-Counssler-erRN/Counselor for each
Alternatives Waiver applicant will contain information relative to the participants
beneficiary’s functional, soclal and environmental situation.

C  The beneficiary's CSM will assist the berneficiary or his/her legal representative in fulfilling
the resgonmbnlltles of emg[oy[ng an attendant care gm\nder, tncludmg understandmgle—md
AEaH : 3 d-of the minimum
quallﬁcatlons set forth_in thls manual for prowder cernf' cahon-{See—Seehea—Q—i%Q—Z@} and
the Medicaid enroliment and reimbursement process. During the initial assessment and
prior o waiver approval, The-the partisipant-beneficiary will be instructed to notify the
DAAS Rehab-CoeunselerorRN/Counselor when an attendant has been recruited_and—¥he
DAAS Waiver CounselorerRN-wil-facilitate-the-development-of a formal service
agreement between the parisipant-beneficiary and the Attendantattendant, using-the-form
AAS-3512, Self-Directed Attendant Care Service Agreement, has been completed and
signed. _Instrucfions are provided with the Attendant Care packet._Once approved for the
walver, this progess is the respensibility of the Counseling Support Manager (CSM}.

To avoid a delay in or absence of services, the beneficiary is encouraged to choose an
agency attendant care provider to work pending the intended employee's cerification and
Medicaid application process. [t is also recommended that the beneficiary maintain the
services of an agency provider for purposes of back-up, in the event the emploved
aitendant is unable to work due to illness or vacation of resigns or is terminated from
employment.

D When the AAS-9512, Attendant Care Service Agreement, is finalized between the
beneficiary and the attendagt the Attendant-attendant will apply for DAAS certification and
Medicaid provider enrollment. The-BDAAS-Rehab-CounselerorRN-or-designeswill-assist
as-readedio-expedite-this-procass—

The provider applicant is not authorized to bedin
AAPD services before being approved as a Medicaid provider and receiving frem the

sounselot/RN/Counselor a current copy of the beneficlary’s Plan of Care. As an enroiled
Medicaid provider, the attendant will be responsible for all applicable Medicaid participation
requirements, including maintaining current cettification and claims submission,

Service agreements and required tax documents do not transfer from one waiver client
beneficiary to another or from one waiver provider to another. All service agreements and
tax forms are specific to each employer and employee working arrangement.

E.  Refer to Section 241,100 of this manual for the procedure code to be used with filing
claims for this service.
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213.210 Tasks Related to ARtendant Care Services 7-4-071-

|a[:-

Tasks related to Attendant Care services may include one or more of the following:
» Feeding Assistance
» Encourage Fluids
*  Grooming/Oral Care
+ Bathing
» Shampoo
+  Mobility/Transfer Assistance
» Shave
+  Supervise/Assist with Ambutation
+ Skin Care
+ Range of Motion Exercise
» Toileting

Catheter Care: To be in compliance with the Nurse Practice Act, ONLY a family member who
has been trained by a medical professional to perform catheter care procedures is allowed to
perform catheter care. Therefore, ONLY Attendant Care aides who are family members, and
who have been trained by a medical professional, are allowed to provide catheter care.

Medication Assistance: To be in compliance with the Nurse Practice Act, a family member is
aliowed to perform medication assistance. A non-related Attendant Care Aide is allowed fo
perform medication assistance ONLY if:

» The Alternatives partisipant-beneficiary is mentally capable of understanding what
medications he or she is taking, ang-

» The Alternatives partisipant-beneficiary Is mentally capabie of understanding the purpose
of taking the medication and when the medication must be taken, and-

= The Alternatives partisipant’s-beneficiary's physical limitations prevent him or her from
getting the medication out of its container and getting it intoc his or her mouth,

If the Alternatives participant-beneficiary is mentally capable, based on the above, and can tell
the non-related Attendant Care Aide the following three things, the non-related Aftendant Care
Aide is allowed to dispense medication to the Alternatives pariciparibeneficiary

« The Altematives partisipant beneficiary can tell the non-related Attendant Care Alde that
it is time to take his or her medication, and:

» The Alternatives parisipant-beneficiary can tell the non-related Attendant Care Aide to
open the medication batlle and get out the required amount of medication, and:

= The Altematives participant-beneficiary can fell the non-related Attendant Care Alde to
put the medication in his or her mouth.

Meal Preparation: Meal preparation is hands-on assistance with tasks involved in preparing
and serving a meal and cleaning articles and utensils used in the meal preparation. Meal
| preparation is allowed ONLY for the Altemnatives paricipantbeneficiary, Meal preparation Is not
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213.220 Benefit Limit - Consumer-Directed Attendant Care

allowed for other members of the household. if the particigantbeneficiary lives in a house with
other household members, meal preparation for the other members of the household is not
allowed as part of the Alternatives waiver services.

Housekeeping: Incidental housekeeping means cleaning of the floor and furniture ONLY in the
room, space or locafion occupied by the Alternatives parisipantbeneficiary; for example, the
participant's-beneficiary's bedroom. Incidental housekeeping is hands-on assistance with
walver-covered tasks that the partisipantbeneficiary cannot physically perform himself or herself, .
This does not mean cleaning the whole house. [f the paricipant-beneficiary lives in a house with
other household members, housework for the other members of the household is not allowed as
part of the Alternatives waiver services.

Laundry: Incidental laundry means washing items incidental to the care of the
patticipantbeneficiary, It Is hands-on assistance with covered laundry tasks such as laundering
the padicipant's-beneficiary’s ¢lothing, bed linens and towels that the paricipant-beneficiary
cannot physically perform himself or herself. This does not mean washing for the whole
household. If the pardisipant-beneficiary lives in a house with other household members,
washing laundry for the other members of the household is not allowed as part of the
Alternatives waiver services.

Shopping/Errands/Transportation: Incidental shopping means shopping for the participant
beneficiary or assisting the partisipant-beneficiary with his or her shopping needs. [tis hands-on
assistance with covered tasks the padisipantbeneficiary cannot physically perform himself or
herself. This does not include shopping for the whole household if there are other household
members. If the pastisipartpeneficiary lives in a house with other household members,
shoppmg for the other househecld members is not allowed as part of the Alternatives waiver
services.

Errands means performing tasks outside of the beneficiary’s home Fuﬂniﬁg—e#ané&for the
participanibeneficiary, such as plcking up prescriptions at the phammacy. This does not mean
running errands for the whole household if there are other household members. If the participant
beneficiary lives in a house with other household members, running errands for the other
household members is not allowed as part of the Alternatives waiver services.

Transportation through the Altematives waiver is non-medical transportation and is for the
benefit of the padicipantbeneficiary in his or her activities in accessing the community, such as
and-includes such-transporiation-as transporting the partisipant-beneficiary to the grocery store,
transportlng the participantbeneficiary to activities like bingo, transporting the participant '
beneficiary to visit friends or community centers. This does not include transportation for the
whole household if there are other household members. If the pafisipart-beneficiary lives with
other household members, transporting the other househaold members is not allowed as part of
the Alternatives waiver services.

Transportation to and from doctors’ appointments is to be handled through the Arkansas
Medicaid Transporiation Program.

i
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One unit of consumer-directed attendant care service equals a full 15 minutes, The established
henefit limit for Alternatives Attendant Care Service is 11,648 units per state fiscal year.
Services are reimbursable when provided according to the parisipants-beneficiary’s approved
plan-Plan of eare-Careand-theformal-service-agroement,

A maximum of 8 hours per day, 7 days per week is allowed. The number of hours Included on a
partisipants-beneficiary's plan-Plan of sare-Care is based on a medical assessment, 1he
individual's needs and other suppert systems in place,
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213,230 Provider Qualifications ~-Consumer-Directed Attendant Care 24071
Services

!,
PN
i

o
(]

Promder quainf catlons for Consumer—Dwected Attendant Care are as follows: Ekgib#&-A#ema&ves

A.  The Attendant Care provider shall not be an individual who is-censidered legally

responsible for the parisipantheneficiary, e-g:i.e., spouse or legal guardian or attorney-in-
fact authorized to direct the beneficiary's med!cal and service needsanyene—aeﬂag—aswa

guardian.

B.  The Aftendant Care provider shail not be an individual chosen by the beneficiary as histher
Decision-Making Partner.

BC. The Attendant Care provider must be 18 years of age or older.

D, The Attendant Care provider must be a United States citizen or legal immigrant authorized
" to work in the U.S.

BE. The provider of Attendant Care Setvices must be free from evidence of the following:
1. Abuse or fraud in any setfing
2.  Violations in the care of a dependent population
3.  Conviction of a crime related to a dependent population
4,  Conviction of a violent crime

EF. The Attendant Care provider must be able to read and write at a level sufficient to follow
written instructions and maintain records.*

£G. The Aftendant Care provider must be able to do simple math In order to complete billing
claim-forms=the Alternatives Attendant Care Provider Claim Form (AAS-8559).

GH. The Attendant Care provider must be in adequate physical heaith to perform the job tasks
required.

HIl. The Attendant Care provider must be free from diseases transmittable through casual
contact.

J. The Attendant Care provider must agree to a criminal history background check.

K. _The Attendant Care Provider shall not be a state emplovee unless provided a written
waiver of § 19-11-705, which refers to emplovee conflict of interest, by the director of the

Depariment of Finance and Adminjstration granting permission to proceed with the
transaction to such extent and upen such lerms and conditions as may be specified. Such
waiver and permission may be granied when the interests of the state so require or when
the ethical conflict is insupstantial or remote.

NOTE: If an Attendant Care provider cannot read, write or do simple math, he/she must
provide written documentation and give the name, address and telephone
number of the person who will read to him/her any written instructions, who will
complete and maintain accurate records for him/her and who will complete billing
claim forms for him/her. This arrangement does not remove or alter any
contractual agreement between the provider and the Arkansas Medicald Program
or the Division of Aging and Adult Services.

243.231 Aftendant Address Changes i-1-13
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if an attendant plans to change address, he/she must notify the Division of Aging and Adult
Services in_writing_prior to the move via form “Authorization for Change of Address”, which can
be found_at the DAAS website {http:/lwww.daas.ar.gov/). View or print the AAPD Attendant

Care Manua! —{nasertlink} If this form is not submitted timely, Medicaid reimbursement may be
delayed. Change in address MUST BE IN WRITING.

The change of address infoermation for the attendant care provider shali not be included on the

bottom of claim form (AAS-8558) mailed to HP. The ONLY way a hew address change ¢an be

made is to follow the instructions ghove,

The CSM should assist the beneficiary in reporting all attendant care provider address changes
to the DAAS RN/Counselar via the Change of Beneficiary Status (AAS-9511).

213.232 Attendant Care Provider Name Change ' 1413

if a provider's name has changed for any reascn (such as in marriage or divorce), the attendant
care provider must get a new Social Security card. If the name on the payment and Social
Security information does not match. the Internal Revenue Service may suspend the maney from
the attendant care provider's claims. [f the_ name on the Social Security card is not correct, the
attendant should contact the Social Security office_in the county where they live. Social Security

will assist the aftendant in_making the correction, Qnce the correct Social Security card is
received, the attendant should send a copy to DAAS.

The CSM should assist the beneficigry in reporting all attendant care provider name changes to
the DAAS RN/Counselor via the AAS-8511.

=i

213.300 Agency Attendant Care ‘ 45121
1

1

i

Agency Attendant Care services [s assistance to a medically stable AAPD beneficiary in
accompl;shlnq tasks of daily Iwmq that the benef cuaw a;e%hep;ewe&ea—ef-as&stanee—te—a

the—mdmdaal—ts unable to complete mdependentiy. The serwcesaad—that are performed by an
Attendant Care employee hired by an agency selected by the waiver pariicipantbeneficiary.
Assistance may vary from actually doing a task for the individual to assisting the individual with
the task or to providing safety support while the individual performs the task. Housekeeping
activities that are incidental fo the perforrnance of care may alse be furnished. Housekeeping
aclivities as described above may not exceed 20% of the attendant's overall time worked as
] authorized on the waiver plan-Plan of eareCare. Agency Attendant Care Services may also
include supervision, companion services, socialization, and transportation assistance when it is
| incidental to providing Attendant Care Services while accompanylng a partisipantbenefi clag to
assist with shopping, errands, etc.

| If Agency Attendant Care Services are-ig selected, paricipanis-beneficiaricsmay choose to have
their services provided through an agency that is certified by the Division of Aging and Adult
Bervices to provide Agency Attendant Care, When the participant-beneficiary chooses to have
Attendant Care Services provided through an agency, the garticipant-beneficiary may choose
one of two agency Attendant Care Services options: 1) partisipantbeneficiary/co-employer
where the participantbeneficiary functions as the co-employer (managing employer) of
employees hired by an Attendant Care agency, and the agency manages the hiring and fiscal

| responsibilities or 2 ) a traditional agency mode! for Attendant Care Services where the agency
peirforms both the managing of the Attendant Care employee and hiring and fiscal
rasponsibilities,

A. Ifthe parisipantbeneficiary chooses the paricipartheneficiary/co-employer (managing
employer) option, the paricipant-beneficiary performs duties such as determining the
Attendanis’ duties consistent with the service specification in the approved plan-Plan of
sareCare, scheduling Attendants, orienting and instructing Aftendants' duties, supervising
Attendants, evaluating Attendants' performance, verifying time worked by Attendants,
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approving time sheets and discharging Attendants from providing services. The pardisipant
beneficiary may also recruit prospective Attendant Care Aides who are then referred to the
agency for consideration for hiring. The agency chosen by the participant-beneficiary to
provide Attendant Care Services is the employer of participantbeneficiary-
selectedfrecuited staff and performs necessary payroll and human resources functions.

| If the parisipart-beneficiary chooses the traditional agency model option, the agency
performs both the responsibilities of managing the Attendant Care employee and the hiring
| and fiscal responsibilities. Radisipants-Baneficiaries who decide to have their Attendant
Care services provided through an agency may wish to have Alternatives Agency
Attendant Care Services !noluded on the[r p&an—PIan of eaFeCare Ihep&memaaﬁs—plan»ef

In_either case, the agency must ensure that the Attendant mests the following eriteria:

1. The Aftendant Care provider shall not be an individual who is legally responsible for

the beneficlary, i.e., spouse or legal guardian or attorney-in-fact authorized to direct
the beneficiacies medical and service needs.

2. The Attendant Care provider shall not be an individual chosen by the beneficiary as
his/her Decision-Making Partner.

3. The Aftendant Care provider must be 18 years of age ar older.

4. The Attendapt Care provider must be a United States citizen or legal immigrant
authorized to werk in the U.S.

5. The provider of Attendant Care Services must be free from evidence of the following:
2, Abuse or fraud in any setting
b, Violations in the care of a dependent population

C. Conviction of a crime related to a dependent population
d. Conviction of a violent ¢rime

8. The Attendant Care provider must be able to read and write at a level sufficient to
follow written instructions and maintain records.

7. The Atlendant Care provider must be free from diseases transmittable through
casual contact.

8. The Attendant Care Provider shall not be a state employee unless provided a written
waiver of § 19-11-705, which refers to employee conflict of interest, by the director of
the Department of Finance and Administration granting permission to proceed with
the transaction to such extent and upon such terms and conditions as may be
specified. Such waiver and permission may be granted when the interests of the
slate 50 require or when the ethical confiict is insubstantial or remote.

B. The EvaluationofNeedforNursing Home-Gare Form(BHS-703)comprehensive
assessment completed by the DAAS Rehab-CounselororRN/Counseior for each

Alternatives Waiver applicant contains information relative to the paricipant's-beneficiary's
functional, social and environmental situation.

C. The Attendant Carg agency must staff and notify the DAAS Rehab-Counselor-of
RN/Counselor via the PAAS-8519, according to established program policy, when an
Aitendant has been assigned to a waiver paricipanibeneficiary. In addition, prior to
Medicald reimbursement, an agency must enter into an Allernatives Attendant Care
Service Agreement, AAS-9512sesure-a-service-agreement, signed by the agency
representative and the waiver participantbeneficiary. This agreement must be senf to the
DAAS Central Office prior to ¢laims submission.
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D. The Attendant Care agency will review the weekly time sheets of each Alternatives
aftendant in its employ to ensure that time sheets are accurate and have been signed by
the beneficiary or other responsible party.

E. The Attendant Care agency will visit 2ach Alternatives beneficiary'’s home at least once

every ninety days fo evaluate beneficiary satisfaction and attendant performance.

BE. As an enroiled Medicaid provider, the Attendant Care agency is responsible for ail
applicable Medicaid participation requirements, including claims submission.

213.320 Benefit Limit - Agency Attendant Care 7-4-071-1-

One unit of agency Aftendant Care services equals a full 15 minutes. The established benefit
lirnit for Alternatives Agency Attendant Care Seivices is 11,848 units per state fiscal year,
Services are reimbursable when provided gccording ta the participants-beneficiary’s approved
plan-Plan of sare-Careand-theformal serviceagreement,

NOTE: The henefit limit established per SFY for Attendant Care services includes
Attendant Care, Agency Attendant Care, or a combination of the two. The
maximum of 8 hours per day, 7 days per wesk also includes Attendant Care,
Agency Attendant Care, or a combination of the two.

-

-1

213.330 Provider Qualifications Agency Attendant Care F418-09 -

Lk

l

Class A or Class B Home Health Agencies licensed by the Arkansas Department of Human
ServicesHealth to provide personal care and enrolled in the Arkansas Medicaid Program as a
personal care provider may apply to enroll as a Medicaid Alternatives Agency Attendant Care
provider, {(www.daas.ar.gov)

Private Care agencies licensed by the Arkansas Department of Buman-ServdeesHealth to
provide personal care and enroiled in the Arkansas Medicaid Prograr as a personal care
provider may apply to enroll as a Medicaid Alternatives Agency Attendant Care provider.
(www.daas.ar.qov)

Agency Attendant Care providers assure that attendants are qualified by education and/or
experience o perform Alternatives services, are properly trained and in compliance with all
applicable licensure requirements, possess the necessary skjils to perform the specific services
reguired o meet the needs of the beneficiary, are bonded to protect the beneficiary from loss
due to misconduct or mismanagement of the beneficiany’s affairs, and are covered under liability
insurance.

213.400

Semses(:ounselmg_s__p_port Management (CSM} Services 13

CSMs must routinely monitor beneficiary's needs and circumstances. This consists of
maintaining reqular contact, either face-to-face or telephone, with beneficiaries and repotting

their status and any changes to the DAAS RN/Counselor immediately,

The responsibilities of the providers of sase-counseling support management services include,
but are not lirnited to:

+_ Orlentation to the concept of consumer-direction._This inclugdes:

o __Explaining Alternatives for Adults with Physical Disabilities (AAPD] program
policy t¢ beneficiary
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o Providinge skill training on how to recruit, interview, hire, evaluate, manage., or
dismiss Attendant Care provider '

o _ Assisting with completion, and distribution to desianated parties, of all necessary
federal and state forms reguired for beneficiary to be employer

o _Assisting the beneficiary's hire choice(s) for Attendant Care provider in applying

for and maintaining DAAS certification and Medicaid provider enraliment

o Assisting beneficiary in training Attendant Care provider/erployee

o Training beneficiary and Attendant Care provider in proper bilting procedures,
completion of all required forms, and maintenance of required documentation.

s Monitor bensficiany’s needs. employer status and circumstiances

o___Maintain reqular contact. face-to-face and telephone, with beneficiary

o Manitor beneficiary compliance with AAPD program policy

o _Monitor other services (waiver and non-waiver) provided to AAPD beneficiary for

compliance with plan of care and appropriateness of service and reporting
concerns {o DAAS RN/Counselar

o Reporting when participation in consumer-direction model is no longer
appropriate to the DAAS RN/Counselor

o _Document beneficlary's conditien, condition of home. fiving environment, overall
success of beneficiary/attendant care provider arrangement during home visits

o Measure beneficiary's progress toward Plan of Care goals

o Assess bepeficiary's personal emergency preparedness plan, including risk
factors, and what to do in an emergency

o Report beneficiary status and any changes in_beneficiary condition, need, or
circumstances to DAAS RN/Counselor immediately

o._Monitor beneficiary maintenance of required documentation such as Plan of
Care, timesheets, end copies of Attendant Care Claim Form DHS-9559 (for
claims not submitted elecironically)

o _ Provide management reports to DAAS
= Assess beneficiary's service needs and refer to resources

o Assess beneficiany's service needs to assist in accessing services that currently
may or rnay not be in place (This does not refer to a medical assessment nor
replace anv eligibility requirements for any Medicaid program)

o Schedule appointments related {o gaining access to- medical, social, educational,
and other services apprapriate to beneficiary's needs (includes, but is not iimited
to. medical appointments, fransportation services, and appointments with DHS)

o__Hefer benefictapy for community resources such as energy assistance. legal
assistance, or emergency housing

o__Assist beneficiary in completing applications for assistance; conference with
others. on behalf of to assist in application process for services

o Assist beneficiary in accessing environmental modificationsfadaptive equipment
service according to established procedures provided by DAAS and/or DMS;
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NOTE: Ifthe C8M is an emplovee of a provider type 84 that is submitting a bid
to provide a waiver service, the CSM may not assist the waiver
beneficiary in securing the other two required bids.

o Assist beneficiary in accessing alternate funding sources if beneficiary has
exhausted the $7500 lifetma benefit for environmental modifications/adaptive

equipment service, and has a need for further modifications/equipment

¢ Provide counseling support to beneficiary

< Provide support to the extent the beneiiciary needs assistance

ol well-being_of benegficiary is compromised dye to poor choices by beneficiary,
work to resolve in a manner respectful of beneficiary's independence and
infeqrity

o _Contact DAAS RN/Counselor to report any difficuities beneficiary is having with
congumer direction_and request assistance from DAAS if needed

o Report to DAAS RN/Counselor if beneﬂciar_y, in the CSM's professional
judgment, is not appropriate for consumer-direction

—Attend training as provided or required by DAAS
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213.4045 Counseling Support Management Instructions for Environmental 1113
Accessibility Adaptations/Adaptive Equipment

A.  The DAAS RN/counselor will send the waiver pPlan of sCare to all providers and the CSM
for all elientsheneficiaries with pending environmental accessibility adaptations/adaptive
equipment.

1. Claim forms for environmental accessibility adaptations/adaptive equipment may be
senit to the CSM along with the pPlan of sCare,

2. The pPlan of sCare must describe the type of environmental accessibility
adantations/adaptive equipment needed, and be as clear and spegific as possible.

3. For environmental accessibility adaptationsfadapiive eguipment not included on the
existing pPlan of sCare, the CSM must contact the DAAS RN/counselor,

B. The CSM is responsible for securing bids for the environmental accessibility

adaptations/adaptive equipment sefvice. Once bids are secured, the CSM will accept,
deny or ask for additional information.

1. Three bids must be obtained.

a, if three bids cannat be obtained. the CSM supervisor must approve the
submission of two bids.

b. In these cases, justification for why three bids could not be obtained must be
daocumented in the beneficiary’s eliept's-record.

2. Providers must know what type of environrnental accessibility adaptations/adaptive
equipment they are to provide before going to the home.

3. The CSM should schedule and meet with each provider in the slient’'sbeneficiary's
home to go over the environmmental accessihility adaptations/adaptive equipment
recommendations listed in the pPlan of eCare.

4.  The Property Owner's Consent for Home Modifications form must be completed and
signed by the home's owner if the beneficiary elient does not own the homie to be
modified.

a, it must alsc be verified that the beneficiary elient-has a 12-maonth lease with the
property owner.

b. A copy of the lease agreement completed by the homecewner and beneficiary
shient-must also be included.

5, The CSM must obtain proof of vehicle ownership for enviranmental accessibility
adaptations/adaptive equipment {o vehicles. A copy of a vehicle title will suffice,

a, Payments may be authorized for medifications 1o vehicles owned by a
beneficiarystiert’s parent or spouse when the beneficiary giept depends on the

parent or spouse for fransportation.
C. The CSM will send the following to his or her supervisor:
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1. All Bids

2. Copy of the beneﬂciar;.felient‘s gPlan of gCare with a very specific description of the
tvpe of job to be completed:

3. Propetty Owner's Consent fEor Environmental Ascessibility Adaptations/Adaptive
Equipment form

4, Lease agreement
5.  Proof of vehicle ownership

D.  The CSM's supervisor will review and approve bids. Once a bid is approved, the C8M'’s
supervigor will initial and date the approved bid, and send it to the CSM.

E.  Within five working days of receiving the information from their supervisor, the C8M will
send a copy of the approved bid to the beneficiary elient-and to the gnvironmental

accessibility adaptations/adaptive equioment provider sa that the provider can begin the

project.
E.  The contractoriprovider will have 45 days from the date of notification of approvatl to begin
work. |

G.  within five working days of being notified that the project is complete, the CSM or CEM's

supervisor must conduct final inspection of the environmental accessibility
adaptations/adaptive equipment.

1. The CSM will complete the Chent Satisfaction Staterment and obtain the
beneficiarvetient’s signatures and cther informatlon requested.

a. The CSiM will completa the claim form and obtain the beneficiary elient-and
provider's signatures,

b, _ The CSM will send the completed and signed claim form to the DAAS Centyal
office, PO Box 1437, Slot 8530, Litfle Rock, AR, 72203-1437, Atln:
Alternatives,

H. The CSM will file the following in the beneficiarvelient's record for sudit purposes, and send
a copy to the DAAS RN/counselor:;

1. All bids for the project
2. Satisfaction Statement

2. Approval letter
4.  Copy oiclaim form

NOTE: Neither CSMs nor GSM supervisors are liable for payment of approved bids.

213.410 CSM Assessment/Service Plan Development 1113

This component is an annual face-to-face contact by the CEM with the waiver beneficiary and
cantact with other professionals, caregivers or other parties on behalf of the beneficiary.
Assessment is performed for the burpose of collecting information about the beneficiary's
situation and functioning and fo determine and identify the benefician/s problems and needs.

This component includes activities that focus on needs identification. Activities. at 8 minimum,
include: : ’

A, The assessment of the beneficiary to determine the need for any medical, educational,
sacial and other services. Specific assessment activities inglude:

1. Taking beneficiary history
2. ldentifying the needs of the beneficiary
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3. Completing related documentation

4. Gathering information from olher sources. sych as family members, medical

providers and educators, if necessary. to form a complete assessment of the
beneficiary

B._ An assessment may be completed between annual assessments, if the CSM deems it
necessary.

1. Documentation [n the beneficiary's case file must support the assessment, such as

life-changing diagnoses, major changes_in circumstances, death of a spouse, change

in primary caregiver, etc,

2. Anytime an assessmeni is completed, the circumstances resulting in a new
assessment rather than a monitoring visit must be documented and must suppor this
activity,

C. _ Sernvice plan development builds on the informafion collected through the assessment
phase and includes ensuring the aclive parlicipation of the beneficiary. The goals and
aclions in the care plan must address medical, social, educational and other services
needed by the beneficiary. Service plans must

1. Be specific and explain each service needed hy the beneficiary,

2. Include all services, reqardiess of payment source.

3. Inglude support services available to the beneficiary from family, community, church
or other support systems and what needs are met by these resources.

4. Identify immediate, short term_and long term ongoing needs as well 2s how these
needs/goals will be met.

5.  Assess the beneficiary’s individualized need for services and identify each service to
be provided along with goals,

D. The assessment and the service plan mav be accomplished at the same time, during the
same visit, or separately.

213420 Service Management/Referral and Linkage 1-143

This component includes activities by the CSM that help link waiver beneficiaries with medical,
social, educational providers andfor other pregrams and services that are capable of providing

needed services. For example, making referrals io providers for needed services and
schedufing appoiniments may be considered counseling support management.

This component details funclions and processes that include contacting service providers

selected by the beneficiary and negetiation for the delivery of services identified in the service
plan. Contacts with the beneficiary andfor professionals, caregivers or other parties on behalf of
the beneficiary may bs a part of service management.

213,430 CSM Monitoring 1113

Counseling suppert managers must maintain contact with beneficiaries as frequently as needed,

but at least once a month to help determine whether services are being furnished according to
the benefigiary's Plan of Care; the adeguacy of the services in the Plan of Care:; and changes in

the beneficiary's needs or status. CSMs must give beneficiaries their office phons numbers, and

leave a business card or contact sheet in the beneficiary’s home in case of concems or
questions.

CSMs must initially meet with the beneficiary face-o-face within 10 working days of receiving the
AAPD waiver Plan of Care from the DAAS RN/Counselor to discuss the beneficiary's needs and
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find out who is currently providing any or all of their services. This includes beneficiaries new ta
the program and beneficiaries transferring from one county te ancther. Following the initial home
visit, C8Ms must make unannounced face-to-face monitoring visits once a month for the first
three months. If the beneficiary's circumstances are not stable or if there have been changes in
providers during the pravious 3 months, monthiy visits must continue. Once the beneficiary's
circumstances are stable, no attendant care provider changes are made and no problems noted,
unannaunced fage-te-face rmonitaring visits may be reduced to once every 3 months. As long as
the CSM believes. in their professional judgment, that the beneficiary's circumstances are no
stable or have not been stable for at least 3 months, monthly visits must continue. During
months a face-to-face visit is not reguired, a telephone contact is required. The CSM must
speak to the beneficiary unless a legal representative has been identified.

A CSM Monitoring Form must be completed for all face-to-face monitoring contacts. A contact is
not considered a face-to-face “monitoring contact” unless the required monitoring form is
completed, dated and signed by the C8M and filed in the beneficiary's record. Decumentafion in
the narrative of the beneficiary's record will suffice for telephone contacis rather than compieting
the_actual monitoring form. All face-tg-face and felephone gontacts must be documented in the
beneficiary’s case file for review and audit purpeses. During each home visit, the CSM must
doecument the beneficiary's condition, the condition of the home, living environment, attendant’s
duties and overall success of the benefigiary/attendant arrangement, The CSM must view the
beneficiary's copy of the_current AAPD plan of care and Medicaid claims submitted for self-
directed Attendant Care services. For claims filed electrenically, CSMs must review the
documentation the provider used to complete electronic ¢laims, which maost often will be a copy
af the Attendant Care Claim Form or similar documentation. Any problems. chandges,
complainis, observations, congcermns or other beneficiary issues {e.g. attendant care changes,
problems, information regarding change of condition. hospital admissions, hospital discharges,
address changes, telephone number changes, deaths, any change in waiver or nonwaiver
services) must be documented in the beneficiary's record and reported immediately o the DAAS -
RN/counselor viz the Change of Beneficiary Status form (AAS-9511) or e-mail. Copies of
required forms andfor communication tust be maintained in the beneficiary's record.

CSMs review the Plan of Care with the beneficiary during all face-to-face visits to ensure that
seivices are being provided sccording to the plan and required documentation js availabte for
review. The CSM must alse measure the beneficiary’s progress toward Plan of Care qoals. fis
the CSM's responsibility to repett to the DAAS RN/Counselor if, in their professional judgment,
the individual is not appbropriate for consumer-direction. At that time, action will be taken to
secure Agency Attendant Care for the participant.

NOTE: -EXCEPTIONS TO “LUNANNOUNCED” HCME VISITS

While the purpose of unannounced visiis is_primarily directed towards ensuring the beneficiary's
health and welfare, it is not intended te be less than reasonablg and productive. Therefore,
please consider the following when planning for home visits to beneficiaries. IF “unannounced”
has not proven successiut:

+ |s the beneficiary's residence in an extremely rural area and more than 30 miles from the
CSMs office?

= Has at least one attempt been made for an unannounced visit with no success?

+« |fthe answer to those questions above are *yes.” please:

o__ Contact the beneficiary and schedule a week or a range of several days that you
will be in the area for a home visit.

o Verify the beneficiary and attendant {or provider) will be available during that
period of time. (It is still preferrad to avoid giving a specific day.)

o Conduct the home visit during the time period scheduled with the beneficiary.
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Face-to-face home visits are required and must be completed. if the beneficiary fails to

cooperate in meeting with the CSM, the DAAS RN/Counselor must be notified and appropriate
action will be taken, which may include closure of the case.

213.440 Change in Attendant Provider 1113

The CSM must notify the DAAS RN/Counselor immediately via form AAS-9511 when an
attendant is no longer working. This change should be reperted on an attendant change form.

The CSM should assist the beneficiary’s hire choice in completing the provider application
packet and sending it fo DAAS.

The CEM will document who is no langer working and if the beneficiary has another individual

ready to hire. A Changing or Adding an Attendant form must be completed and copies mailed to
the DHS RN/counselor. This form should be used for agency attendant care as well,

The CSM will send a copy of the Changing or Adding an Attendant form to DAAS central office

and to the RN/counselor. It is very important for the client or representative to report the
attendant care provider's last day worked on the attendant chanae form and mail it to the DHS

RiN/counselor. DAAS central office will lock the Alternatives provider out of the MMIS upon
receipt of the form to preclude unauthorized billing,

It is important that the last date of service reported |s correct. It cannot be changed at a later
date.

Consider the following when completing the Changing or Adding an Attendant form:

+ _The form must be complete.

= It should list the client’s current providers, as welt as the attendant that is no lgnger
working or the attendant that is being added.

s The person completing the form must either type or write his or her name and the date
on the form.

e The aflendant ne lenger working MUST have a fermination date. Please obtain that date

from the client or client's representative. Explain to the client or client's representative

that it is very important to keep up with the time worked for each agency and attendant,
especially their last day worked, which must be accurate.

« CSMs must understand the importance of giving the gorrect last day worked on an
attendant because it affects the attendant’s pay.

»_ Also, If the change involves an agency, be specific by noting the complete agency name
and location. Report if an agency is replacing a provider or if the client is adding the
agency as an additional provider.

The Alternafives provider cannot remain an active provider without a client. Once the
Alternatives provider closes, the only way they can become active again is to re-enroll a5 a
provider by filling out the required application and tax packet. CSMs should not leave application
packets with the clients for attendants to complete. The CSM should assist the attendant in
completing the packet to ensure that it is completed correctty and completed by the correct

person,
- 213.450 Suppott of Financial Management Services 1-1-13

Ceunseling support management providers alss support the work of the contracted fiscal
intermediary by completing with the beneficiary and distributing to the designated party all
necessary Federal and Stale forms reqguired for the beneficiary to be an employer and by

completing with the beneficiary and his/her attendant all necessary forms for hiring a new
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attendant. This includes assisting in compliance with pregram nolicy regarding fiscal
intermediary services.

213.460 Counseling Support 1113

Consumer-direction offers greater choice and control aver all aspects of service provision
including the hiring of an attendant, defining the attendant’s guties and deciding when and how
specific iasks or services are performed, Beneficiaries in the Allernatives walver prograr are
afforded as much Independence and aulonamy as possible in deciding the tvpes, amounts and
sources of Attendant Care senvices, Environmental ModificationsfAdaptive Equipment services
and other suppont seivices they receive at the time the waiver plan of care is developed.
Counseling Suppert Management rust be available to the extent the beneficiary desires, Ifthe
well-being of a beneficiary is compromised because of poor cheoices made by the beneficiary, the
counseling support rnanagement provider will work 1o resolve those sifuations in a manner
raspectiul of the independence and infegrity of the beneficiary. DAAS js available {0 assist in
resoiving these issues. This counseling support is crucial to the success of the beneficiary and
is covered extensively in training prior fo any Counseling Support Manager being assigned an
APD beneficiary.

213.478 Requirements for the Tickler Sysiem 1-1-13

Each Counseling Support Manager (CSM) must maintain a tickler system for tracking purposes.
A.  The tickler system must track dand notify the CSM of the following activities:

1.  Each active beneficiary in the CSM's caseload
2. Date CSM services began

3. Expiration date of any Medicaid waiver Plan of Care applicable fo a given beneficiary
Medicaid eligibili date

5. The beneficiary's case reevaluation date, as established by DHS, Division of County
Operations

6. Name, address and telephone number of each attendant or agency providing
Attendant Care services to waiver beneficiary

date and waiver eligibili

7. The certification expiration dates of beneficiary's emplovees

It is the responsibility of the CSM to maintain a tickler system as described above for those
heneficiaries in their specific caseload. However, the record keeping requirements and
documentation reguirements must be maintained in the beneficiary’s file.

213.480 Provider Qualifications Case Management/Counseiing Support 1-1-13
Management

Entities seeking certification by the Division of Aging and Adult Services (DBAAS) and enroliment
as Medicaid providers of Alternatives Case ManaaemenUCounselmq Support Management

services must meet the following criteria;

A. __ The provider must be an agency having demonstrated at least one vear of experience

providing case management services to individuals age 21 and older with physical
disabilities, .

B. The provider agency must employ qualified case managers who shall be licensed in the
state of Arkansas as a Social Worker, Registered Nurse or Licensed Practical Nurse, or
have a bachelor's degree from an accredited institution, or have perfermied safisfaciorily for
a peried of twa years providing cass management servicas to adults with physical
disabilities.
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C. __The agency must have an administrative capacity to ensure quality of services in
accordance with slate and federal requlations

D. _The agency must have the financial management capacity and system thét provides
documentation of services and costs

E. The agency must have the capaciiy to decument and maintain lndmd ual case records in
accordance with state and federal requlations.

F. A counseling suppart manager {CSM) emploved by the agency to provide Allernatives

counseling suppart management services must recelve training provided by DAAS andfor
the certified CSM provider prior to providing services to the Alternatives beneficiary.

213.480 Benefit Limit — Case Management/iCounseling Support 1-1-13

One unit of Case Management/Counseling Support equals one month of sevice, The
established benefit limit for Allernatives Case Management is twelve (12} months per SFY.
Services are reimbursable when provided according to the beneficiary's approved Plan of Care
and according to established Medicaid and DAAS policy. All required components, tasks,
services and support described in this manual and provided to case management providers
either in writing or verbalily through DMS andfor DAAS training classes are a part of the overall
monthly CM/CS service. The menthly service varies depending on the needs of the waiver

beneficiary.
214.000 Gounseling Support Management Documentation in Participant +4-871-1-

&)

Beneficiary Files

Documentation in the beneficiary's case file must support all activities provided by the CSM
provider for which Medicaid is hilled.

The ease-managerCounseling Support Manager (CSM) must develop and maintain sufficient
written documentation to support each service for which billing is madesubmitted. Whritten
description of services provided must emphasize how the goals and objectives of the service
plan are being met or are not being met. All entries in a padisipant's-beneficiary's file must be
signed and dated by the sase-managerCSM who provided the service, along with the indlvidual's
title. The documentation must be kept in the padicipants-beneficiary’s case flle. Providers'
failure to maintain sufficient documentation to support their billing practices may result in

recoupment of Medicaid payment. Documentation must consist of, at a minimum, material that
includes:

= The beneficiary's name and Medicaid number
» A copy of the walver participant's-beneficiary’s AAPD pPlan of Ceare

A description of the beneficiary's participation in consumer-direction of attendant care
services, if applicable

-

A brief description of the specific services rendered

>

The type of service rendered: assessment, service management and/or menitoring

The type of contact: face to face or telephone

The date and actual clock time for the service rendered, including the start time and stop
time for each service

o seinant Medicai

» The name of the person providing the service. The casemanagerCSM providing the
service must initial each entry in the case file. if the process Is automated and all
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records are cormputerized, no signature is required. However, there must be an
agreement or process in place showing the responsible party for each entry,

« The place of service {where the service took place: e.g. office, home)
+ Updates describing the nature and extent of the referral for services dellvered

o Description of how case management and other in-home services are meeting
padicipant's-beneficiany's neads

« Progress notes on participants-beneficiary’s conditions, whether deteriorating or
improving and the reasons for the change: CSMs must notify the DAAS RN/Counselor

via form AAS-8511 of any change in a beneficiary’s condition,

+ Process for tracking the date the padicipantheneficiary s due for reevaluation by the
‘ Division of County Operations. The fracking is to aveid a paricipant's-beneficiary’s case
from being closed unnecessarily

Documentation, as described above, is required each time a Scase Mmanagement or
Gcounseling function is prOV|ded-ferh+eh4«Qed+ea+d49Lmbwsemeat—wﬂLb&Fequesteé

NOTE: Documentation must be specific and descriptive as it relates to the

individual beneficiary. While checklists may be used, information must be
sufficient in supporting the beneficiary was indeed contacted, whether by
phone or by @ home visit. Providers must make every effort fo avolid
duplicative documentation that cannot be linked to the specific beneficiary
and hisfher circumstances.

214100 Retention of Records 7-45-081-

=
]

izl

Providers must maintain all records regarding the participation of the beneficiary and the provider

| in the Arkansas Medicaid Program for a period of five{&}six (6) years from the date of service or
until all audit questions, appeal hearings, investigations or court cases are resolved, whichever is
longer. The records must be made availahle o authorized representatives of the Arkansas
Division of Medlcal Services, the Arkansas Division of Aging and Adult Services, the state
Medicaid Fraud Control Usit, representatives of the Department of Human Services and its
authorized agents or officials.

All documentation must be made available to representatives of the Division of Medical Services
at the time of an audit by the Medicald Field Audit Unit. All docurnentation must be available at
the provider's place of business, except for services provided under the consumer-directed
model. Reguired documentation, as described in this manual, for consumer-directed services
may be maintained at the beneficiary's home cor the Attendant Care provider's horme. ltis the
responsibility of the beneficiary and the provider to provide requested information for audit
purposes. If an audit determines that recoupment is necessary, there will be only thirty {30) days
after the date of the recoupment notice in which additional documentation will be accepted.
Additional documentation will not be accepted at a later date.

215.000 Record Keeping Reguirements {Consumer Directed Services 745-081-1-
Excluded) i3

DHS requires retention of all records for six (6) years. All medical records shall be completed
promptly, filed and retained for a minimum of six (6) years from the date of service or until all
audit questions, appeal hearings, investigations or court cases are resolved, whichever is longer.
Failure to furnish records upon request may result in sanctions being imposad.
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A.  The provider must contemporaneously create and maintain records that completely and
accurately explain all evaluations, care, diagnoses and any other activities of the provider
in connection with any Medicaid partisipantbeneficiary,

B.  Providers fumishing any Medicaid-covered good or service for which a prescription is
required by law, by Medicaid rule, or both, must have a copy of the prescription for such
good or service. The provider must obtain a copy of the prescription within five (5)
business days of the date the prescription is written.

C.  The provider must maintain a copy of each relevant prescription in the Medicaid
[ parlisipant's-beneficiary’s records and follow all prescriptions and care plans.

D. Providers must adhere to all applicable professional standards of care and conduct.

The provider must make available to the Division of Medical Services, its contractors and
designees,and the state Medicaid Fraud Control Unit, Program Integrity, representatives

of the Center for Medicare & Medicaid Services (CMS) and its authorized agents or
officials, all records related to any Medicaid beneficiary.

1. All documentation must be available at the provider's place of business.

2. When records are stored off-premise or are [n active use, the provider may cerlify in
writing that the records in question are in active use or in off-premise storage and set
a date and hour within three (3) working days, at which time the records will be made
available. However, the provider will not be allowed to delay for matters of
convenience, including availablity of personnel.

3. i an audit determines that recoupment is necessary, there will be no more than thirty
(30} days after the date of the recoupment notice in which additional docurmentation
will be accepted.

215.100 Record Keeping Reguirements for Consumer-Directed £-45-081-
ServicesRegquirements-for Time Records-and-the Ticklar System

DHS reguires retention of all records for six (6) years from the date the attendant care service
was provided, or until all audit guestions. appeal hearings, investigations or court cases are
resolved, whichever is longer.

o
]
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A.  The Consurer-Directed Attendant Care provider must maintain sufficient writien
documentation to suppori the Alternatives attendant care service for which billing is
submitted to Medicaid for reimburserment. As the definition of Attendant Care Services is a
bundied service that may inciude several different tasks as directed by the beneficiary on
any given day, the signature of the benefigiary on the DHS-9559 supports that the service
was provided based on the waiver Plan of care and was sufficient and satisfactory. No

daily log or additional documentation is required to support the provision of Attendant Care
Services under the consumer-directed model.

NOTE: -For Consumer-Directed Attendant Care providers submitting paper claims
to HP for processing, the claim form will be maintained by HP for audit

purposes. Maintaining a copy of the claim form in the beneficiary’s home or
the Attendant Care provider's home is not required. For Aftendant Care

providers submitiing claims to HP through other means (electronically), it is
the provider and beneficiary’s responsibility to maintain at least one copy of

the DHS-9559 for audit purposes. The copy may be at the beneficiary's
residence or the provider's residence.

Regardless of the billing method chosen, every hilling claim form MUST be
signed by both the Attendant Care provider AND the beneficiary.
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Maintaining a copy of the waiver plan of care in the beneficiary’s home is
reguired, regardless of the clalms submission process chasen.

EB. Fzilure to maintain sufficient documentation to suppost billing practices may result in

recoupment of Medicald payment made to the provider. N

AC, All written documentation must be made available to authorized representatives of DAAS,
the Division of Medical Services {DMS), the state Medicaid Fraud Control Unit, Program
Integrity, representatives of the Center for Medicare & Medicaid Services (CMS) and its
authorized agents or officials_if requested.
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216.200 Service-ManagementiReferral-and LinkageReserved 2-1-071-1-

216.400 Suppor-of Financial Management- ServicesReserved 740741

216.500 Gounseling-SupportReserved 210711
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219.000 Client-Beneficiary Appeal Process 7-45-091-1-

When Alternatives for Adults with Physical Disabilitles Waiver services are denled, the
| paricipant beneficiary may request a fair hearing from the Department of Human Services
according to Sections 191.000 ~ 191.006 of the Arkansas Medicaid Provider Manuals.

Appeal requests must be submitted to the Department of Human Services Appeals and Hearings
Section. View or print DHS Appeals and Hearings Section contact information.

231.000 Method of Reimbursement 49—1-3-031

-
5
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|

The reimbursement rates will be according to the lesser of the billed amount or the Title XIX
(Medicaid) maximum for each service. Each provider hired by an AAPD waiver beneficiary fo
provide self-directed Attendant Care must accept payment as electronic fund transfer or via
prepaid credit card, Electronic Funds Transfer (EFT) or prepaid credit card allows providers to
hava their Medicaid payments automatically deposited instead of recejving a chegk.

231.100 Counseling Support Management Reiimhursement , 4113

Aas stated earlier in this manual, one unit of CSM equals one month of service. To determing if
reimbursement is allowable, the CSM agency may bill on a hew beneficiary as soon as they
receive the_beneficiary and begin C8M services. However, for an existing active beneficiary who
transfers to an agency, regardless of the time of the month the transfer occurs, the C8M is
allowed to start billing the month following the month in which they received the beneficiary and
beqgin CSM services. For example, if a_beneficiary is with 3 CSM provider but wants to change
to_ancther CSM agency starting on 3-15-13, the first CSM provider may bill for the montn of
March and the new CSM recejving the transferred case may start billing for April, if services have
begun.

241,000 Introduction to Biiling 72407

e
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Alternatives providers of Agency Aitendant Care and Case Management/Counseling Support
Management services may bill the Arkansas Medicaid Program either on paper or electronically
utilizing the CMS-1500 form for services provided to eligible Medicaid beneficiaries, Each claim
may contain charges for only one beneficiary.

Alternatives providers of Environmental Accessibility Adaptations/Adaptive Equipment may bill
the Arkansas Medicaid Program on paper only utilizing the CMS-1500 form for services provided
to eligible Medicaid beneficiaries, as the CMS-1500 claim form must be approved by the DAAS

| Rehab-CounselororRN/Counselor before submission to the HP Enterprise Services Claims
Department. Each claim may contain charges for only one beneficiary.



Altarnatives for Adults with Physical Disabilities Waiver Section [l

Alternatives providers of Attendant Care Services may bill the Arkansas Medicaid Program either
on paper or electronically utilizing the AAS-9558 (Alternatives Attendant Care Provider Claim
Formy) for services provided to eligible Medicaid beneficiaries. Each claim may contain charges
for only ane beneficiary.

Section |1l of this manual contains information about Provider Electronic Solutions (PES) and
other available options for electronic claims submission.

242.200 Alternatives Consumer-Directed Attendant Care Provider Claim 7382
Form (AAS-8559) Billing Instructions

|...|.
3l
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HP Enterprise Setvices offers Attendant Gare providers several options for electronic bilting.
Attendant Care Service providers may submit claims electronically or on paper.

To bill for Consurner-Directed Attendant Care Services, use the Altematives Attendant Care
Provider Claim Form (AAS-9558). View a sample Alternatives Attendant Care Provider
Claim Form {Form AAS-9559.) The AAS-9559 billing claim forms may be obtained from the

| Altematives partisipantbeneficiary or the Alternatives Counselor or RN. An AAS-9559 billing
claim form must be completed and submitted 1o the HP Enterprise Services Claims Department
in order for payment to be received.

242.201 Completion of Alternatives Attendant Care Provider Claim Form Z4071-1-

AAS-9559 13

Only original AAS-9559 claim forms are acceptable. Xerox copies will not be accepted.

If a billing claim form is completed properly and mailed within the specified time, payment should
be received within two weeks, If the claim form is filled out incorrectly, the form will be returned
te the provider, and payment will be delayed. The payroll schedule for the Alternatives waiver
program is every other Friday.

The Attendant Care Aide-provider and the waiver paricipantbeneficiary must sign and date the
AAS-9559 claim form. If both signatures are not included, the claim form will be returned and
payment will be delayed. Original signatures only are accepted on the billing claim form. Do not
fax AAS-9559 claim forms to the Alternatives Office or to HP Enterprise Services. The AAS-
9559 claim form must be mailed to:

HP Enterprise Services
DAAS Claims

P O Box 7039

Little Rock, AR 72203

242.210 Billing Instructions for Agency and Consumer-Directed Aftendant 74071
Care Providers

o=

il

The following instructions must be read and carefully followed so that HP Enterprise Services
can efficiently process ¢laims. Accuracy, completeness and clarity are important. Claims cannot
be processed if applicable information is not supplied or is illegible. Claims should be typed
whenever possible.

Regardless of the date that Attendant Care services begin for an Alternatives
participantbeneficiary, Medicaid reimbursement is not allowed prior to the lafierofthe
following:effective date of the Medicaid Provider Identification Number {PIN} as issued by the

Medicaid fiscal agent, HP Enterprise Services.
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NOTE: itis very important fo submit a completed provider certification packet

immaeadlately. Each packet must include all of the required documents, tax
forms and copies of identification as required for the individual service.
Packets received and processed will establish a provider’s eligibility as
stated in this manuat. Provider eligibility will not begin prior to the first
day of the month that a correctly completed DAAS certification/Medicaid
Attendant Care provider enrollment packet is recelved by DAAS.
Therefore, packets must not be held and mailed in for processing at a later
date.

For example, the waiver eligibility effective date for the Alternatives
beneficiaryparticipant is 1-16-07. The Attendant Care provider and the
Aiternatives beneficiaryparticipant signed the Alternatives Aftendant Care
Service Agreament {AAS-9612) on 1-20-07. A correctly completed DAAS
cartificatlon/Medicaid Attendant Care provider enroliment packet was
received by DAAS on 2-10-07. Services provided on or after 2-1-07 will be
eligible for reimbursement,

The Attendant Care Service Agreement (AAS-8512) cannot be back dated.

Once signed and dated by fhe provider and the waiver beneficiarypartisipant, the
Attendant Care Service Agreement (AAS-9512) must be postmarked within 14 calendar
days of the signaiures on the agreement.

« Prior 1o providing attendant care services, the provider must be certified by DAAS.
possess an active Medicaid PIN issuad on behalf of the Arkansas Medicaid Program and
have a copy of the emploverfheneficiary’s current Plan of Care provided by the DAAS
Rehab Counselor or RN

Medicaid may be billed only for the amount of services authorized in the Altemafives Pglan of
eCare and only for what the Attendant Care provider has actually provided. MEDICAID

CANNOT BE BILLED FOR FUTURE DATES OF SERVICE.

Fellowing is the address and telephone number for the HP Enterprise Setvices Provider
Enrgliment Unit In the event there are questions about a PIN number: ‘

HP Enterprise Services

Provider Enrollment Unit

PO Box 8105769

Littie Rock, AR 72203-81059705
{501) 376-2211 or 1-800-457-4454

Following is the address and felephone number for the HP Enterprise Services Pfovider

Assistance Center in the event therg are guestions about a claim:

HP Enterprise Services
Provider Assistance CenterProvider EnrclimentLinit
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PO Box 80368409
Little Rock, AR _72203-80360738
(501) 376-2211 or 1-800-457-4454

If an Attendant Care provider guits working for an Alternatives parficipanibeneficiary, the DAAS
Rehab-Counseleror-RN/Counselor must be notified immediately in writing, citing the fast day of
employment.

242.310¢ Attendant Care Services #4-0¢11-

1

Claims for Attendant Care Services must be filed in 15 minute units with a daily maximum of 32
units.

Attendant Care Services may be billed either electronically or on paper. Refer to Section |Il of
this manuat for information on electronic billing.

242311 Consumer-Directed Attendant Care Services Ageacy-Attendant F4-07141-
Care-Services 13

When fiting paper claims for Consumer-Directed Attendant Care, Form AAS-9559 must be usad.
Billing will be monitored to ensure compliance with the waiver Plan of Care. All billing will be
reviewed based on the number of units authorized per week, Sunday through Saturday. When
computing units, the provider must bill no more than the number of units authorized per week
beginning on Sunday. All reviews are conducted based on the number of units billed Sunday
through Saturday each week. Units billed outside this fimeframe and_over the number of
authorized units are subject fo recoupment.

Regardless of the number of waiver beneficiaries for whom an Attendant Care provider works,
no more than 12 hours per day are eligible for reimbursement consideration by the Arkansas
Medicaid program, In addition, if an Attendant Care provider is emploved by another waiver
beneficiary OR another employer, all hours of employment will be considered when authorizing
Attendant Care services for a waiver beneficiary. No mere than a total of 12 hoursiday including
ALL employment, will be allowed for an Attendant Care provider.

Regardless of the number of providers a waiver beneficiary hires, no mere hours than authorized
on the waiver Plan of Care arg eligible for reimbursement consideration by the Arkansas
Medicald Program.
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242.312 Signatures on AAS-3559 . 1113

The beneficiary or legal representative must sign and date the claim form. If the beneficiary is

unable to sign, he or she may make an “X" and a Decision Making Partner may write
“beneficiany’s mark.” followed by their name and relationship to the beneficiary. If the beneficiary
is unable to make a mark, a legal representative may sign the beneficiary’s name then write “by”
and his or her name and relationship to the beneficiary. If the claim form is not correctly signed, it
will be returned to the attendant care provider, and paviment will be delayed.

The Attendant Care provider is not allowed to sign for the beneficiary, regardless of the
circumstances,

242,313 Agency Attendant Care Services 1-1-13

Agencies billing for Attendant Care Services may not span a date of service when Agency
Altendant Care was not provided. Under no cirgumstances may spanning_include more than
one week, Sunday through Saturday, Attendant Care Services billing is monitored for
compliance with plans of care and billings are compared to the number of hours authorized per
week. Sunday through Saturday.

]

242,320 Environmental Modifications/Adaptive Equipment 7-35-081 -1

|
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Prior to payment for this service, the waiver pattisipanibeneficiary is required to secure 3
separate itemized bids for the same service. The bids are reviewed by the BRSRehkab
Counselsr-BHSDAAS RN/Counselor or designee prior to submission for Medicaid payment. If
only two bids can be secured due to a shortage of qualified providers in the service area,
documentation attestling to the attempt to secure bids and the shorfage of providers must be
provided,

Each claim must be signed by the provider, the waiver pastisipantbeneficiary, and the DHS
Rehab-Ceunselor-DHSDAAS RN/Counselor, or designee. A statement of satisfaction form must
be signed by the waiver parisipant-beneficiary prior to any claim being subimitted.




