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H12-043 – Procedure
[bookmark: _GoBack]June 19, 2012

	TO: 
	Home and Community Services (HCS) Division Regional Administrators
Area Agency on Aging (AAA) Directors

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

	SUBJECT: 
	Roads to Community Living (RCL) Demonstration Service Code Update

	PURPOSE:
	To notify field staff of RCL service and code changes.	.

	BACKGROUND:
	In 2007, DSHS was awarded a “Money Follows the Person” grant from the federal Centers for Medicare and Medicaid Services (CMS) for the RCL demonstration project. The purpose of the RCL project is to examine how best to successfully help people with complex long-term care needs transition from institutional to community settings.  
As part of the grant’s demonstration, new services were developed to assist clients transitioning to the community from institutions. Some of these demonstration services had significant overlap and required services to be billed in full hour increments.

	WHAT’S NEW, 
CHANGED, OR
CLARIFIED
	A single code has been created to replace the following three RCL demonstration services:
· 5870 Community Choice Guide (CCG)
· 5871 Community Choice Housing Specialist
· 5876 Life Skills Consultation

Community Choice Guide (CCG) is now an umbrella term and code for the above named services.  Staff should use the following new code:
· 5872 RCL Community Choice Guide 
The service description for code 5872 incorporates the tasks of all three demonstration services (see attached Service Code Data Sheet). Code 5872 is authorized and billed in quarter hour (15 minute) increments.

	ACTION:
	Field staff must have all open authorizations under codes 5870, 5871 and 5876 terminated and services re-opened under code 5872 for July 1, 2012 forward. This needs to be completed by 5:30 on July 20, 2012 (regular invoice cutoff). For existing authorizations:
1. Use an end date of 6/30/12; and
2. Re-open services under the new code with a start date of 7/1/12.
All new authorizations for services must be opened under the new code.  If staff need to input authorizations for services provided prior to 7/1/12, the new code should also be used.
A new contract for qualified providers performing these services was issued in MB H12-023.  All instructions are still valid, with two changes:
· Codes 5870, 5871 and 5876 have been replaced by 5872
· Upon release of this MB, the Transition Planning subcode available in the Agency Contracts Database (ACD) will have two checkboxes included:
· Community Choice Guide
· Informal Caregiver Support Services

Staff should mark the “Community Choice Guide” box for contractors qualified to provide CCG services. 

	RELATED REFERENCES:
	[bookmark: _WA_Roads_Service]

	ATTACHMENT(S):   
	SSPS Service Code Data Sheet: 


Transition Planning Statement of Work:



	CONTACT(S):
	Debbie Blackner, Program Manager
(360) 725-2557
Debbie.blackner@dshs.wa.gov
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Item No.



PROGRAM:  RCL SERVICES



EFF. DATE:  07/01/12

35 SERVICE NAME: RCL Community Choice Guide


36 SERVICE CODE: 5872


SERVICE DESCRIPTION:  



Client must meet RCL eligibility as defined in RCL Transition Guidelines.



Payment to a contracted RCL Community Choice Guide for services which may include but are not limited to the following:  


•
Conduct a RCL Pre-Transition Consultation with potential participants.  


•
Where relevant, act as a liaison with and among the client, nursing or institutional facility staff, case managers, housing providers, medical personnel, legal representatives, formal caregivers, family members, informal supports and any other involved party.


•
Provide assistance and support to ensure the client’s successful transition from the institutional setting.


•
Assist with filling out forms and obtaining needed documentation to aid in the client’s successful transitionto the community.


•
Locate and arrange appropriate, accessible housing, including working with local housing authorities and other community resource providers, when applicable.


•
Set up the client’s new home such as arranging lease documentation, arranging utility hook-ups or acquisition of furnishings and household goods.  


•
Arrange the client’s physical move from the institutional setting.


•
Assist with locating and arranging transportation resources to effectively connect client with community resources.


•
Training or education about ability to access community settings, or health services. 


•
Personal skill development for client and/or caregivers related to the individual’s care plan.  


•
Community integration activities, such as exercise classes, that might be found through local YMCA-type organizations, Senior or Community Centers, etc. 


Services are performed within the scope of practice of the contractor’s license and in compliance with professional rules, as defined by law or regulation;  and are provided in a manner consistent with protecting and promoting the client’s health and welfare, and appropriate to the client’s physical and psychological needs.


                                                  __________________________


17/26
RECIPIENT STATUS:
|                  |  CHILD  |  ADULT  | 







|PRIMARY  |              |    X          | 







|SERVICE   |              |    X         | 


32/33
MAXIMUM LENGTH OF SERVICE:  Three months


   37
REASON:  None


   38
OBJECTIVE:  None



PAYMENT DATA:



Payment Type: Invoice     SOURCE OF FUNDS (Item 31):  None


39-41
Unit of Service:  EACH (EA)


   41
Rate Range: $0.27 - $16.25

42
Maximum No. of Units:  160


ADDITIONAL DATA:



1.     “Each” on the Unit of Service means 15 minute increments per one unit.                           Four units per hour.


2. 
Service allocation: 160 units equals 40 hours.



3.
If code 5872 (or associated participation code) is expired on the  authorization, it will not invoice until it is extended through the end of the current invoice month or is terminated.



4.
Payment of this service will generate a 1099 document if the provider’s 



         accumulated 1099 earnings are $600.00 or more for the tax year.



5.
RCL Services may be authorized for no longer than a total of 365 days per individual.
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Transition Planning:


Statement of Work. Transition Planning must only be provided to Clients on the following programs: Roads to Community Living or Washington Roads. The Contractor may provide the following transition services (check all applicable services):

 FORMCHECKBOX 
  Community Choice Guide (CCG)


 FORMCHECKBOX 
  Informal Caregiver Support Services


Authorized services may include the following:

Conduct a pre-transition consultation and determine viability for Clients interested in transitioning from an institutional setting and transition/support service needs.


Where relevant, act as a liaison with and among the Client, nursing or institutional facility staff, case managers, housing providers, medical personnel, legal representatives, formal caregivers, family members, informal supports and any other involved party.


Provide assistance and support to ensure the Client’s successful transition from the institutional setting.


Assist with locating and arranging transportation resources to effectively connect Client with community resources.


Assist with filling out forms and obtaining needed documentation to aid in the Client’s successful transition from the institutional setting.


Locate and arrange appropriate, accessible housing.


Work with local housing authorities and other community resource providers regarding housing availability, subsidies and voucher capacity.  


Arrange the Client’s physical move from the institutional setting.


Assist with ensuring medical resources are available and met. This could include locating and making arrangements with pharmacies, primary care physicians and other necessary medical providers.


Establish change of address with all necessary parties including the US Postal Service, case manager and when relevant, RCL Housing Specialist.


Connect Client with less formal or atypical daily activities, such as those that might be found through local YMCA-type organizations, senior or community centers, etc. 


Provide the Client with transition services in a manner consistent with protecting and promoting the Client’s health and welfare, and appropriate to the Client’s physical and psychological needs. 


Perform transition planning activities within the scope of practice of the Contractor’s license and in compliance with professional rules, as defined by law or regulation. 


Set up the Client’s new home such as arranging lease documentation, arranging utility hook-ups or acquisition of furnishings and household goods.  


Provider Qualifications: For transition planning, providers must meet the following criteria:  


Bachelor’s degree in social work or psychology with two years experience in the coordination or provision of independent living services (ILS); or two years experience in the coordination of ILS in a social service setting under qualified supervision; or, four years personal experience with a disability.


If the services to be provided require licensure or certification, the Contractor shall have the applicable license or certification, which shall be current and in good standing. Provider requirements must be clearly defined in the individualized Plan of Care. 


For services that do not require professional licensing, qualifications will be defined in the Client’s Plan of Care. The Plan of Care may identify additional qualifications that the Contractor must meet to provide the service. For example, requirements may include:


· The knowledge of sign language


· Completion of training specific to the participant


· Personal experience may qualify a provider to address disability related issues



image1.png
STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND DISABILITY SERVICES ADMINISTRATION
PO Box 45600 - Olympia, WA 98504-5600

HCS MANAGEMENT BULLETIN





