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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

AGING AND DISABILITY SERVICES ADMINISTRATION

PO Box 45600 ( Olympia, WA 98504-5600


H09-029 - Procedure     
June 11, 2009 
	TO: 
	Home and Community Services (HCS) Division Regional Administrators

Division of Developmental Disabilities (DDD) Regional Administrators
Area Agency on Aging (AAA) Directors

	FROM:
	Bill Moss, Director, Home and Community Services Division

Linda Rolfe, Director, Division of Developmental Disabilities

	SUBJECT: 
	Adult Day Health (ADH) Services Program Change for In-home Clients

	Purpose:
	To inform staff of ADH program changes which include a new financial eligibility rule, change in transportation and the actions needed to implement these changes.  

	Background:
	The 2009 Legislature made a significant change to ADH services by limiting ADH to only clients who do not receive state-paid, residential services. In addition, ADH transportation will no longer be provided by the Medicaid transportation broker. Transportation will be the responsibility of the ADH center to provide or arrange.

Also, a Federal directive requires the program be offered under a different federal statutory authority. The new authority is section 1915(i) of the Social Security Act.  The 1915(i) option has a different financial eligibility requirement than the current program.
 

	What’s new, changed, or

Clarified

 
	1. Effective July 1, 2009, ADH services will be provided through the 1915(i) option.  This has additional financial eligibility requirements. ADH services may not be authorized for clients with countable income above 150% of the Federal Poverty Level (FPL).  The FPL changes every April.  The 150% standard is currently $1,355.00/month for a single person. Determination of countable income is made by using the income rules for the Medicaid program the client is approved for.
· Most clients meet the new financial eligibility and will continue receiving ADH services. 
· There is no change to the client’s functional eligibility requirements for ADH.
· A small percentage of ADH clients do not meet the 1915(i) financial eligibility for ADH services. Specific instructions for terminating ineligible clients are listed in the Action section below.
2. Effective July 1, 2009, the Aging and Disability Services Administration (ADSA) will no longer pay for transportation to ADH by the Medicaid Transportation Broker. Starting July 1, 2009, ADH centers will assume responsibility to coordinate or provide Medicaid ADH participants’ transportation. 
ADSA headquarters will send letters of notification with ADH changes (Attachment A) to eligible ADH clients, Necessary Supplemental Accommodations (NSA) representatives, guardians and ADH program providers (Attachment B).
Emergency Rules, effective July 1, 2009, will be filed to amend WAC in the following sections:

· Home and Community Services and Programs, Adult Day Services Section: WACs 388-71-0724, 0726, 0728, and 0734   
· WAC 388-106-0815, Am I eligible for Adult Day Health? 


	ACTION:

	For clients who do not meet 1915 (i) financial eligibility:
1. A list of 46 in-home clients whose ADH service is being terminated was emailed to each AAA and DDD Regional Administrator (RA) on June 4, 2009 to forward to each reporting unit (RU).  AAA case managers and DDD case resource managers will review and notify the Adult Day Services HQ program manager with questions.

2. AAA/DDD case managers will review the current assessment and determine if the client will have an unmet need for skilled nursing or rehabilitation therapy with the termination of ADH services. If so, staff will take appropriate action. The review process must be completed by June 30, 2009.
3. AAA case managers must remove the ADH provider from the Supports screen in CARE and assign any new providers such as a Nurse Delegator.  If an Interim Assessment is needed to add a new provider, remove ADH from the Treatments screen and revise the ADH screen; otherwise ADH may be left in the Unassigned Needs bucket until the next assessment. 

4. DDD case resource managers must amend the Individual Service Plan (ISP) and document June 30, 2009 as the end date for ADH services.

5. AAA/DDD case managers will terminate authorizations for financially ineligible clients by July 10, 2009 with an end date of June 30, 2009.

6. A Planned Action Notice (PAN) will be required. Choose “Not Financially Eligible” and “Other” as reasons for action (Terminated).  Cut and paste the following language into the Reasons (Other Specify) box:  

Your countable income is above the standard for the new Adult Day Health program. The income standard is 150% of the one-person federal poverty level per WAC 388-106-0815. Currently this standard is $1355.00.    

Cut and paste into the “This action is being taken per the following authority” box: 

“WAC 388-106-0815 as amended, effective date July 1, 2009”
See the attached sample PAN (Attachment C) for how to complete the rest of the fields. 

7. If this statement appears on the PAN, redact it prior to mailing: “The determination is based on the information contained in the attached Services Summary and CARE results, which is part of this notice”. 
8. Attach the cover letter (Attachment D) to the PAN prior to mailing. Place a copy of the cover letter and redacted PAN in the client file. 

PANs must be mailed to clients no later than June 18, 2009.
9. Administrative hearing requests on terminations of ADH will be assigned to staff responsible for social service hearings.   Financial Administrative Hearing Coordinators will assist Social Services at any hearings in the following ways:
· Citation for the amount of the Federal Poverty Level;
· The amount and how the client’s countable income was determined.
For clients with continued eligibility for ADH:
 A majority of ADH clients continue to be eligible to receive ADH services under the 1915(i) option. Clients with countable income at or below 150% of FPL will continue to be eligible with no change to their service authorizations. 
1.  Prior to reauthorizing ADH services for these clients, or when  HCS/AAA/DDD case managers  become aware of a change in the client’s income:
· DDD case resource managers will confirm financial eligibility with CSO financial staff by using form 15-345 (see Attachment E).  Financial staff will respond on an ACES letter 065-10 LTC Communication – Internal.
· AAA case managers will confirm financial eligibility by using form14-443 (see Attachment F).  Financial staff will respond on an ACES letter 065-10 LTC Communication – Internal.
· DDD/AAA case managers will cut and paste the exact language from the comments section of the sample Financial/Social Services communication forms attached (Attachments E&F).
· Financial staff will list the AAA/DDD case manager on the client’s AREP screen in ACES to ensure they receive notices of client income changes. 
2. Place copy of the client letter sent by headquarters in client file. (Attachment A)
For new client referrals for ADH:
1. Financial eligibility pre-authorization is required for all new ADH clients by the ADH State program manager prior to referring the client to ADH provider.
2.  HCS/AAA/DDD case managers will fax to (360) 438-8633, or send by secure email, the new Referral for ADH financial eligibility approval (Attachment G) to the ADH program manager, Anne Vander Beek. 
3.  ADH program manager will review, sign, and send results back to requesting field staff. 
4. HCS/AAA/DDD case managers will refer to ADH providers if the client meets financial eligibility.

	Related 
REFERENCES:

	ESHB 1244 sect 206(10)
WAC 388-106-0815
Chapter 388-71 WAC

	ATTACHMENT(S):          
	Attachment A: ADH Client Continued Eligibility Letter:

[image: image1.emf]ADH client continued  eligibility letter.doc


Attachment B: ADH Provider Letter:

[image: image2.emf]ADH provider  letter.pdf


Attachment C: Sample Planned Action Notice (PAN) language:

[image: image3.emf]Sample ADH PAN.pdf


Attachment D: Planned Action Notice (PAN ) Cover letter:

[image: image4.emf]Planned Action  notice (PAN) cover letter.doc


Attachment E:  DDD 15-345 CSO Form:

[image: image5.emf]15_345 DDD CSO  eligability  template.doc


Attachment F:  LTC 14-443 CSO Form:


[image: image6.emf]14_443 LTC CSO.doc


Attachment G: Referral for ADH Financial Eligibility Approval:

[image: image7.emf]Request for Adult  Day Health Client Financial ELigilbility Reveiw form.doc



	CONTACT(S):                         

	Anne Vander Beek, Adult Day Services Program Manager

(360) 725-2558

Vandea@dshs.wa.gov
 Debbie Couch, Developmental Disabilities Administrator
(360) 725-3415

Couchdg@dshs.wa.gov
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Date of Notice
06/15/2009Planned Action Notice


Division of Developmental Disabilities (DDD)


Client Name and Address Representative Name and Address
Joseph  Adams


Seattle, Wa 98144
P.O. Box 345


Cindy Thornton
null


Planned Action


The following action(s) will be effective on 06/30/2009.


Service Program Action Amount Unit Freq.
Adult Day Health Adult Day Health Terminated1


1


Reason(s) for this action:
You are not financially eligible for this service or program.


Action #


This action is being taken per the following authority:
WAC 388-106-0815 as amended, effective July 1, 2009


Service Program Action Amount Unit Freq.
Adult Day Health Adult Day Health Terminated


Other Reason: Your countable income is above the standard for the new adult day health
program.  The income standard is 150% of the one person federal poverty level per WAC 388-
106-0815.  Currently this standard is $1355.00.


ADH Center name: Any ADH Center


Your Appeal Rights
You have ninety (90) days from the receipt of this notice to appeal this action.


  •    If your request is filed by NA these paid services will automatically continue.
      •    If you do not want these paid services to continue contact your case/resource manager.
  •    If you choose to continue to receive these paid services and the hearing decision
       upholds the department's actions, you may be responsible to repay up to 60 days
       of paid services.
      •    If these paid services are terminating because your medical benefits were terminated,
           you may be responsible to repay both the paid services you received and the medical
           benefits from the date your medical benefits were terminated.


You have the following rights:


ADSA/DDD is taking the following action(s) regarding your services or requests for services.







Who can I contact for information?
Name:


Staff Address:


Telephone:


E-Mail Address:


Debbie A. Johnson (360)725-3525


1700 E Cherry St #200
Seattle, WA 98122


johnsda2@dshs.wa.gov


  •    To have another person represent you (DSHS does not pay for attorneys, but free or low
       cost legal assistance may be available in your community. For additional information
       call 1-888-201-1014);
  •    To receive copies of all information used by ADSA in making its decision, and to
       view and copy your ADSA file (except for any documents that are exempt from disclosure
       under state or federal law or parts of the file that contain confidential information about
       other clients).  Your case/resource manager can assist you to obtain this information;
  •    To submit documents into evidence;
  •    To testify at the hearing and to present witnesses to testify on your behalf; and
  •    To cross examine witnesses testifying for the department.


A form for requesting an administrative hearing is included.







MESSAGE
PHONE


 I authorize release of information about my hearing to my representative.
YOUR SIGNATURE


I am represented by (if you are going to represent yourself, do not fill in the next two lines):


FOR AGENCY USE ONLY


Oral request taken by:
NAME TELEPHONE NUMBER


INVOLVED DIVISION/ORGANIZATION


MAIL TO: OFFICE OF ADMINISTRATIVE HEARING (OAH), MAIL STOP: 42489
PO BOX 42489
OLYMPIA WA 98504-2489


FAX: 360-586-6563


DDD Planned Action Notice
Decisions


Request For Hearing
Per Chapter 388-02 for DSHS


hearing rules.


I request a hearing because I disagree with the following action taken by the Division of
Developmental Disabilities (DDD).  Check each action you wish to appeal.


Service Program Action Amount Unit Freq.
1 Adult Day Health Adult Day Health Terminated


YOUR NAME (PLEASE PRINT) DATE OF BIRTH


ADDRESS OF PERSON REQUESTING HEARING CLIENT ID NUMBER


CITY STATE ZIP CODE TELEPHONE NUMBER
(INCLUDE AREA CODE)


I was notified of the decision on:
DATE


by:
DSHS OFFICE NAME AND LOCATION


I request that my services continue at the same level during the course of this appeal:
Yes No Program:


YOUR REPRESENTATIVE’S NAME ORGANIZATION TELEPHONE NUMBER


ADDRESS        STREET CITY STATE ZIP CODE


DATE


Do you need an interpreter or other assistance or accommodation for the
hearing? NoYes
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If yes, what language or what assistance?


Administrative Law Judges (ALJ’s) may hold some hearings by telephone.  If you want to change
to an in-person hearing, follow the instructions in the Notice of Hearing that will be mailed to you
by OAH.
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STATE OF WASHINGTON


DEPARTMENT OF SOCIAL AND HEALTH SERVICES


Aging and Disability Services Administration


P.O. Box 45600, Olympia, Washington 98504-5600

June 2, 2009

PLEASE READ URGENT NOTICE

ABOUT YOUR ADULT DAY HEALTH SERVICES



Adult Day Health program eligibility is changing July 1st 2009.

This change is a result of a Federal directive to remove Adult Day Health (ADH) Services from the rehabilitative services section of the Medicaid State Plan. In order to continue ADH services, Aging and Disability Services Administration will provide ADH services under Section 1915(i) option of the Social Security Act.  The rules governing eligibility for ADH services under the 1915(i) option are found at WAC 388-106-0815, as amended effective July 1, 2009.  The 1915(i) option has different financial eligibility rules that require non-excluded income to be at or below the 150% of the federal poverty level (FPL).  At this time, the FPL is $903 per month and 150% of FPL is $1355 per month.

We have reviewed the most recent information regarding your income to determine whether you are financially eligible for the new service option.  We have determined that your non-excluded income is above the financial eligibility limit for services under section 1915(i)
(i.e. above 150% of FPL). This means you will no longer be eligible for State paid Adult Day Health Services, and your service will end June 30, 2009.


If your income has changed or you believe this determination is incorrect please notify your case manager as soon as possible.


We know these changes may be difficult for you.  If you have questions or concerns about changes to your services, please contact your resource/case manager.
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Sincerely,

Kathy Leitch, Assistant Secretary








Aging and Disability Services Administration 
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		AGING AND DISABILITY SERVICES ADMINISTRATION


FINANCIAL/SOCIAL SERVICES COMMUNICATION

		



		



		REQUIRED:     FORMCHECKBOX 
  New Service   FORMCHECKBOX 
  Service/Program Change   FORMCHECKBOX 
  Functional Eligibility Review

		DATE


     



		TO


     

		ORGANIZATION


     

		MAILSTOP


     



		FROM


     

		ORGANIZATION


     

		MAILSTOP


     



		CASE NAME


     

		TELEPHONE NUMBER


     

		ACES CLIENT ID NUMBER


     



		ADDRESS


     

		CITY


     

		STATE


     

		ZIP CODE


     



		



		 FORMCHECKBOX 
  Client remains functionally eligible


 FORMCHECKBOX 
  No change in service


 FORMCHECKBOX 
  Change in service – See  Below


 FORMCHECKBOX 
  Client is no longer functionally eligible - 


       Case Closed:       

		NSA    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No


Describe:


     

		 FORMCHECKBOX 
  Limited English Proficiency


Preferred Language:


     

		Date:       

Fin Application



		

		

		

		     



		

		

		

		Fin Eligibility



		

		

		

		     



		



		NURSING FACILITY PLACEMENT

		GAX/NGMA

		RESIDENTIAL



		Date of Request for CA:

		     

		

		 FORMCHECKBOX 
  GAX Request/In-process

		Service Begin Date:

		     

		



		NFLC:    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

		

		     

		

		Facility:

		     

		



		Date of Admit:

		     

		

		 FORMCHECKBOX 
  NGMA Request/In-process

		Address:

		     

		



		Name of Facility:

		     

		

		

		     

		

		

		     

		



		Likely to meet/exceed 30 days?

		

		

		     

		



		

		IN-HOME


Effective Date:       

		

		

		



		
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

		

		

		     

		



		Income Exemption (Housing Allowance)

		 FORMCHECKBOX 
  MPC

		     

		

		Telephone:

		     

		



		Amount:

		     

		

		 FORMCHECKBOX 
  COPES

		     

		

		 FORMCHECKBOX 
  STATE PAY (GAU ONLY)



		Dates:

		     

		to

		     

		

		 FORMCHECKBOX 
  Fast Track

		     

		

		

		 FORMCHECKBOX 
  AFH    FORMCHECKBOX 
  ARC

		



		NURSING HOME DISCHARGE

		 FORMCHECKBOX 
  ETR

		     

		

		 FORMCHECKBOX 
  MPC   Daily Rate:

		     

		



		Date of Discharge:

		     

		

		 FORMCHECKBOX 
  Medically Needy In-Home

		

		 FORMCHECKBOX 
  Fast Track

		



		Discharged with Services

		      (MNIW)

		     

		

		

		Setting:

		



		 FORMCHECKBOX 
  Yes (Complete service section)

		Total monthly cost of MNIW

		

		 FORMCHECKBOX 
  AFH    FORMCHECKBOX 
  ARC

		



		 FORMCHECKBOX 
  No

		

		     

		

		 FORMCHECKBOX 
  COPES   Daily Rate:

		     

		



		

		(list cost by service in comments)

		

		 FORMCHECKBOX 
  Fast Track

		



		COMMENTS


(Client Name) receives Adult Day Health services through the 1915(i) option.  This program requires countable income at or below 150% of the Federal Poverty Level based on the income rules of the medical program that the client is approved for.  Please let me know if this client meets this requirement on ACES letter 65-10 and return to the mailstop or address above.

		

		Setting:

		



		

		

		 FORMCHECKBOX 
  AFH    FORMCHECKBOX 
  EARC    FORMCHECKBOX 
  AL

		



		

		 FORMCHECKBOX 
  MN WAIVER SERVICES (MNRW)

		



		

		Date of Request:

		     

		



		

		

		 FORMCHECKBOX 
  AFH      LOC:

		     

		



		

		

		 FORMCHECKBOX 
  EARC   LOC:

		     

		



		

		

		 FORMCHECKBOX 
  AL         LOC:

		     

		



		

		

		 FORMCHECKBOX 
  AL with capitol add on,

		



		

		

		LOC:

		     

		



		Case Manager:

		     

		Agency:

		     

		Daily Rate:

		     

		



		Transferred To:

		     

		Agency:

		     

		ETR Rate:

		     

		





DSHS 14-443 (REV. 03/2004)
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		Community Services Office (CSO)/Division of Developmental Disabilities (DDD) Communication

		



		

		

		1. DATE


     



		

		



		2. REQUIRED (CHECK ALL THAT APPLY)


 FORMCHECKBOX 
   DDDS SSI disability decision requested/NGMA (Response 
needed)


 FORMCHECKBOX 
   Annual Assessment


 FORMCHECKBOX 
   No Change in Service


 FORMCHECKBOX 
   Confirmation of CN/Medicaid Eligibility (Response needed)


 FORMCHECKBOX 
   Consider Client for HWD/S08 (Response needed)

		 FORMCHECKBOX 
   Consider for DAC Disregard (Response needed)


 FORMCHECKBOX 
   Put DDD CM on AREP Screen for Medicaid/Waiver Program 
Only (No FA or MSP Notices)

 FORMCHECKBOX 
   No longer DDD Client – (Put Reason in Comment Box.  
Remove CM From AREP Screen)


 FORMCHECKBOX 
   Other: (Put Information or Request in Comment Box)



		3. COMMENTS


(Client Name) receives Adult Day Health services through the 1915(i) option.  This program requires countable income at or below 150% of the Federal Poverty Level based on the income rules of the medical program that the client is approved for.  Please let me know if this client meets this requirement on ACES letter 65-10 and return to the mailstop or address below..



		4. TO:


     

		5. ORGANIZATION

     



		6. FROM:


     

		7. TELEPHONE NUMBER


     

		8. ORGANIZATION


     



		9. CLIENT/CONSUMER NAME (FIRST, LAST)

     

		10. ACES CLIENT ID


     

		11. SOCIAL SECURITY NUMBER

     

		12. DATE OF BIRTH

     



		13. TELEPHONE NUMBER (INCLUDE AREA CODE)

     

		14. PRIMARY LANGUAGE


     



		15. CLIENT’S PERSONAL REPRESENTATIVE (NSA)


     

		16. TELEPHONE NUMBER


     



		17. PERSONAL REPRESENTATIVE’S (NSA) STREET ADDRESS


     

		CITY


     

		STATE


     

		ZIP CODE


     



		DDD SERVICES THE CLIENT RECEIVES



		18. Choose the service the client is currently receiving.  If this is a new service, include the begin date.  If this is a service that has just ended, include the end date.


 FORMCHECKBOX 
   MPC      FORMCHECKBOX 
   Basic Waiver      FORMCHECKBOX 
   Basic Plus Waiver      FORMCHECKBOX 
   CORE Waiver      FORMCHECKBOX 
   Community Protection Waiver


 FORMCHECKBOX 
   Children Intensive In-Home Behavioral Supports Waiver



		BEGIN DATE


     

		END DATE


     



		RESIDENTIAL



		19. TYPE OF RESIDENCE/FACILITY


 FORMCHECKBOX 
   AFH

 FORMCHECKBOX 
   ARC


 FORMCHECKBOX 
   Own Home


 FORMCHECKBOX 
   Staffed Residential (Code as Foster Care Non-Title IV-E)


 FORMCHECKBOX 
   Supported Living (Code as “in home” for Eligibility purposes)


 FORMCHECKBOX 
   RHC (Residential Habilitation Center = IMR)

		 FORMCHECKBOX 
   NF (Nursing Facility)

 FORMCHECKBOX 
   Foster Care (Code as Foster Care Non-Title IV-E)

 FORMCHECKBOX 
   IMD (Institution for the Mentally Diseased)

 FORMCHECKBOX 
   ICF-MR

 FORMCHECKBOX 
   Group Home – Large (Over 16 residents)

 FORMCHECKBOX 
   Group Home – Small (Under 16 residents)



		20. NAME OF RESIDENCE/FACILITY

     



		RESIDENCE/FACILITY ADDRESS


     

		CITY


     

		STATE


     

		ZIP CODE


     



		21. SERVICE BEGIN DATE


     

		22. SERVICE END DATE


     

		23. RESIDENCE/FACILITY DAILY RATE


     



		24. Is this a temporary absence from the client’s permanent residence expected to last longer than 30 days?  


       FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

If yes, please see attached instructions before entering the following information:



		HOW LONG IS PLACEMENT EXPECTED TO LAST?


     

		 NAME OF PROGRAM/FACILITY CLIENT IS EXPECTED TO RETURN TO:

     



		PROGRAM/FACILITY ADDRESS


     

		CITY


[image: image2.png]



     

		STATE


     

		ZIP CODE


     



		CLIENT INCOME



		25. GROSS EARNED INCOME

     

		26. OTHER INCOME


 FORMCHECKBOX 
  SSP

     



		27. Deductions taken when calculating client participation:



		 FORMCHECKBOX 
  Mandatory payee fee $     

		 FORMCHECKBOX 
  Guardianship fee $     



		 FORMCHECKBOX 
  PASS/IRWE expenses $     

		 FORMCHECKBOX 
   Medical expenses not covered by Medicaid/Medicare Part D $     



		 FORMCHECKBOX 
   Health Insurance Premiums $     

		 FORMCHECKBOX 
   Medicare Part D Premiums $     



		 FORMCHECKBOX 
   Housing exemption (See Instructions for 24.) $     



		28. COMMENTS





		





		FOR RHC USE ONLY



		Changes in client resources should be reported to the CSO Financial Worker.



		29.  FORMCHECKBOX 
   Lump Sum Payments to the Client:



Amount of payment

		$     

		



		
Date payment was received 

		       

		



		
Source of payment:       



		
Total resources on the first day of the month following the lump 
sum payment

		$     

		



		30.  FORMCHECKBOX 
  Client has excess resources:



Amount

		$     

		



		
Date resources exceeded resource limit (first day of the month 
and year)

		       

		



		
Source of excess resources:       



		31. Was the RHC notified prior to receiving the money?      FORMCHECKBOX 
   Yes      FORMCHECKBOX 
   No





CSO

· Clients must be eligible for a non institutional Categorically Needy Medicaid program to receive Medicaid Personal Care (MPC) services.


· Institutional programs are I, C, K, and L series.


DDD

· Case Managers should send requests to Fran Smiley via e-mail to have DD indicator placed on medical coupon. 


· Alien Emergency Medical does not qualify clients for MPC or Waiver services.


Community Service Office (CSO)/Division of Developmental


Disabilities (DDD) Communication Instructions

1.
Enter the date you are sending the form.


2.
Choose the reasons that you are sending the form.  Use the comment box to give details for your request whenever 
possible.

· Information on Healthcare for Workers with Disabilities (HWD).



DDD Case Managers:  This form should be sent to the HUB Imaging Unit every time there is a new DDD 
assessment or there are any changes in the client’s situation that the CSO should be aware of.


Where to Send CSO/DDD Communication Form 15-345:



Region 1 DMS HIU








Region 4 DMS HIU


MS:  B60-1










MS:  N17-06



1313 N. Maple









500 First Avenue



Spokane, WA 99201







Seattle, WA 98104



Region 2 DMS HIU








Region 5 DMS HIU


MS:  B39-04









MS: N27-18



1002 N. 16th Avenue







2121 South State Street



Yakima, WA 98909








Tacoma, WA 98405



Region 3 DMS HIU








Region 6 DMS HIU


MS:  B65-1










MS:  45456



3704 172nd Street N.E. Suite P





6860 Capitol Boulevard



Arlington, WA 98223







Tumwater, WA 98511


· Choose “DDDS SSI Disability Decision” when requesting a decision regarding client receipt of SSI.


· Chose “Confirmation of CN/Medicaid Eligibility” when requesting a decision regarding client receipt of Medicaid.


· Choose “Consider Client for HWD” (Healthcare for Workers with Disabilities) if client is working and receiving MCP or Waiver services.


· Choose “Consider for DAC Disregard” if there is a question as to whether the client would receive SSI if it were not for the receipt of DAC.


· Choose “Put DDD CM on AREP Screen” to notify the CSO of the DDD CM that should receive notices for changes in SSI, Waiver status, and Medicaid.  It is a requirement that every DD client on one of these programs receive notices from the CSO in order to be alerted to possible eligibility changes.


· Choose “No Longer DDD Client” if client is terminated from DDD services so CSO can remove CM from AREP screen and to alert CSO of eligibility changes for service client may be receiving.  Put the reason client was terminated from DDD services in the comment box.


3.
Comments


4.
Enter the person that you are sending the form to.

5.
Enter the organization you are sending the form to.


6.
Enter your name.


7.
Enter your telephone number.


8.
Enter the organization you work for.


9.
Enter the client’s first and last name.


10.
Enter the client’s ACES ID number if known.  If unknown, leave blank.


11.
Enter the client’s Social Security Number.


12.
Enter the client’s date of birth.


13.
Enter the client’s telephone number including area code.  If the client has more than one contact phone, enter both.


14.
Enter the client’s primary language, the language they use to communicate.


15.
Enter the name of the client’s Necessary Supplemental Accommodation (NSA) or Personal Representative that 
should receive notices regarding changes in client services.


16.
Enter the NSA telephone number.


17.
Enter the NSA address.


· If the client has a legal guardian that should receive notifications from the financial worker who is not the same person as the NSA, enter their name and address in the comments box.


DDD Services the Client Receives

18.
Choose the service the client is currently receiving.  If this is a new service, include the begin date.  If this is a service that has just 
ended, include the end date.


Residential

19.
Check the box indicating the client’s current residential setting:


· Choose “AFH” if client resides in an Adult Family Home.


· Choose “ARC” if client resides in an Adult Residential Center.

· Choose “Own Home” if client lives in their own home.


· Choose “Staffed Residential” if the client lives in a Staffed Residential Facility (Supported Living for children under 18).


· Choose “Supported Living” if a client lives in a supported living situation (Supported Living means “in home” for eligibility purposes.  Code as AH in ACES).


· Choose “RHC” if the client lives in a Residential Habilitation Center.  RHC = IMR (Code as L02).


· Choose “NF” if client resides in a Nursing Facility (Code as L02).


· Choose “Foster Care” if the client lives in a licensed Foster Home (Code as Foster Care Non-Title IV-E).


· Choose “IMD” if the client resides in an Institution for Mental diseases such as Eastern or Western State.


· Choose “ICF/MR” if the client resides in ICF/MR Code as MR in ACES).


· Choose “Group Home – Large” if the client lives in a Group Home with over 16 residents.


· Choose “Group Home – Small” if the client lives in a Group Home with under 16 residents.


20.
Enter the name and the address of the residential program or facility where the client resides if applicable.

21.
Enter the date that the client entered placement if applicable.


22.
Enter the date that the client moved out of placement if applicable.

23.
Enter the daily rate that the residential program receives if applicable.


24.
If the client is in a temporary placement that is expected to last more than 30 days, enter the following information:


· How long is the placement expected to last?


· What is the name and address of the program/facility that the client is expected to return to?


In order to apply for a housing exemption so that the client may maintain their permanent residence with their current income, the following conditions must be met:


a.
Maintenance of the home of a single client or institutionalized couple:





i.
Up to one hundred percent of the one-person federal poverty level per month;





ii.
Limited to a six-month period;





iii.
When a physician has certified that the client is likely to return to the home within the six-month 





period; and





iv.
When social services staff documents initial need for the income exemption.


Refer to the Long Term Care Manual, Chapter 11 (pages 2, 3, 4, and 5) for specific instructions on applying for a housing exemption.

		
Chapter 11, Discharge Resources





Client Income

25.
Enter the client’s gross earned income if applicable.  If you are aware of the beginning and/or end date for the client’s 
income, please enter this information into the comment box.

26.
Enter any other income that the client might receive.


27.
Check the box indicating any of the deductions that should be taken when calculating client participation.  For housing 
exemptions, refer to directions for Question #24.  These conditions must be met before calculating housing 
exemptions as a deduction.


Comments

28.
Enter any information that needs to be communicated to the office you are sending the form to and not included 
elsewhere on the form.  Please elaborate on any questions that the CSO or DDD might need more information on.


For RHC Use Only

29.
Enter the amount of excess resources that caused the client to exceed the resource standard.


30.
Enter the month and year the client exceeded resource limits and the source of the excess resources.


31.
Please answer “Yes” or “No”.


Note: Enter any information that needs to be communicated to the office you are sending the form to that is not included elsewhere on the form.  Please elaborate on any questions that the CSO or DDD might need more information on.
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Referral for Adult Day Health Financial Eligibility Approval

Date:       

Client Name:        ACES ID      

Requesting Resource/Case Manager

 Name:         Phone:       

Email:        FAX:  ​​​​​​​​​​​​​​​​​​​​​​​​​​​​     

Fax to HQ ADH Program Manager Attn: Anne Vander Beek 360-438-8633 or email (secured).

  

                   To Be Completed by Adult Day Health Program Manager



   

To meet Federal financial eligibility requirement   for 1915(i) option Adult Day Health (ADH) Services, client’s countable income must be at or below 150% of Federal poverty level (FPL).

(Source check is ACES)

 FORMCHECKBOX 
   Eligible Refer to ADH provider (meets financial eligibility) 

 FORMCHECKBOX 
   NOT eligible Do not refer to ADH provider (does not meet financial eligibility)

Verified by 

Name:  Anne Vander Beek 
Date:       

Fax/or secured email back to resource/case manager    Date:       

Anne Vander Beek


Program Manager


Aging &Disability Services Administration


640 Woodland Sq Lp SE POB 45600


Olympia,  WA 98504


Fax 360-438-8633 Phone 360-725-2558


vandea@dshs.wa.gov


_1305705867.doc
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STATE OF WASHINGTON


DEPARTMENT OF SOCIAL AND HEALTH SERVICES


Aging and Disability Services Administration


P.O. Box 45600, Olympia, Washington 98504-5600

June 2, 2009


PLEASE READ URGENT NOTICE

ABOUT YOUR ADULT DAY HEALTH SERVICES



Adult Day Health program is changing July 1st 2009.

On July 1, 2009 a Federal directive is requiring Adult Day Health (ADH) Services to be removed from the rehabilitative services section of the Medicaid State Plan.  In order to continue ADH services, Aging and Disability Services Administration will provide ADH services under Section 1915(i) option, a new program under the Social Security Act.  The rules governing eligibility for ADH services under the 1915(i) option are found at WAC 388-106-0815, as amended effective July 1, 2009.  The 1915(i) option has different financial eligibility rules that require non-excluded income to be at or below the 150% of the federal poverty level (FPL).  At this time, the FPL is $ 903 per month and 150% of FPL is $1355 per month.

Your ADH services will continue.   Based on the current information we have on your income, you have been found to meet the financial eligibility requirement for services under section 1915(i) option.  If your income has changed please notify your case manager as soon as possible so they can update your information.


In the future your resource/case manager will be required to:

· Review your income annually at your CARE /DDD assessment.


· Determine if your income meets the new financial eligibility requirement for your ADH service to continue.

Medicaid Broker transportation to Adult Day Health services will end June 30th 2009.   

· The Medicaid transportation broker will no longer accept reservations to transport you to Adult Day Health Services after June 30, 2009.

· If you ride on public transportation, or with family or friends, please continue to do so.


· Contact your ADH provider if you need assistance in accessing other transportation sources.


· The ADH provider will coordinate or provide your transportation to ADH service. 


  If you have questions or concerns about these changes, please contact your resource/case manager.







Sincerely,
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Kathy Leitch, Assistant Secretary







Aging and Disability Services Administration 
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