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H16-041 - Policy and Procedure
May 11, 2016
	TO: 
	Home and Community Services (HCS) Regional Administrators 
Area Agency on Aging (AAA) Directors
Developmental Disabilities Administration Regional Administrators



	FROM:
	Bea Rector, Director, HCS

Don Clintsman, Deputy Assistant Secretary, DDA 


	SUBJECT: 
	Long Term Care Manual: Restructure of Chapter 7 to include the addition of the following sections:

· Chapter 7, Intro to Core LTC Programs

· Chapter 7a, Financial Eligibility for Core Programs

· Chapter 7c, Medicaid Personal Care

· Chapter 7d, COPES
· Chapter 7g, State-funded Programs

	Purpose:
	To advise all staff of the restructure of Chapter 7 in the Long Term Care (LTC) Manual.  The intent of the restructure is to make it easier for field staff to locate the information they need related to specific programs.
Note:  In-Home Provider Requirements, previously 7A, is now Chapter 11.

In addition to changing the format of the chapter, content revisions have been made related to the following events:

· Implementation of Community First Choice (CFC) program on July 1, 2015.  

· Updates on Residential Support Waiver which was implemented on September 1, 2014.

· Go-Live of IPOne on March 1, 2016.

Chapter 7b, Community First Choice (CFC) has already been released.  

New Freedom, currently Chapter 27, will be migrating soon into a new section titled Chapter 7e.

Residential Support Waiver will also be migrating soon into a new section titled Chapter 7f.



	Background:
	LTC Manual Chapter 7 has included most core programs with financial eligibility information mingled in the program policy information.  Residential Support Waiver (RSW) did not have a chapter yet in the LTC manual.

	What’s new, changed, or

Clarified
	Chapter 7 has been restructured to bring all core programs into one chapter of the LTC Manual and to create a separate section for financial eligibility information related to core programs. 

	ACTION:
	Utilize the revised chapter sections for policy clarification and procedures as it relates to identified programs.   


	ATTACHMENT(S):  

 
	LTC Manual Chapter Outline 


[image: image1.emf]Ch 7 Outline.pdf


LTC Manual Chapter 7, 7a, 7c, 7d, and 7g


[image: image2.emf]Chapter 7  Intro.docx



[image: image3.emf]Chapter 7a -  Financial Elig.doc



[image: image4.emf]Chapter 7c -  MPC.DOCX



[image: image5.emf]Chapter 7d -  COPES.DOCX



[image: image6.emf]Chapter 7g - State  funded Programs.docx


Appendices I-IV
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	CONTACT(S): 
	Debbie Johnson, Program Manager for COPES, MPC, and Chore 360-725-2531

JohnsDA2@dshs.wa.gov
Sandy Spiegelberg, Program Manager for RSW, and State-funded LTC for Non-Citizens

360-725-2576

Sandy.Spiegelberg@dshs.wa.gov
Cathy Kinnaman, LTC Financial Eligibility Office Chief
360-725-2318
Catherine.Kinnaman@dshs.wa.gov 
Jaime Bond, DDA Medicaid State Plan Unit Manager

360-725-3466

Jaime.Bond@dshs.wa.gov
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Chapter 7c – Medicaid Personal Care (MPC)



Purpose

The purpose of this section is to define the Medicaid Personal Care (MPC) program which provides assistance with personal care services that enable individuals to remain in, or return to, their own communities through the provision of coordinated, comprehensive and economical home & community-based services.  





Section Summary

· What is Medicaid Personal Care?



· Who is eligible?



· Moving from MPC to COPES or CFC



· Services available through the MPC program 

· Personal care

· Nurse delegation in residential settings (ARC, AFH)

· Caregiver Management Training



· Where can individuals receive MPC services and what are the providers’ qualifications?



· MPC for Regional Support Network (RSN) clients





Ask an Expert

For questions about MPC contact:

Debbie Johnson, HCS Program Manager

360-725-2531

Debbie.Johnson2@dshs.wa.gov



Jaime Bond, DDA Medicaid Programs Unit Manager

360-725-3446

Jaime.Bond@dshs.wa.gov








What is Medicaid Personal Care (MPC)?

MPC is a Medicaid State Plan program.  It is available to those clients who do not meet institutional level of care otherwise known as Nursing Facility Level of Care (NFLOC) in HCS or Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) in DDA.  MPC provides an opportunity for individuals to receive assistance with personal care tasks so they can remain in their own home or move into a community based setting.  



Just like Community First Choice (CFC), MPC pays for personal care which is assistance with the following Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living (IADLs).  Assistance for IADLs is available only when the client also needs assistance with ADLs.



		ADLs

		IADLs



		· Bathing

· Bed Mobility

· Body Care (application of dressings/lotions, foot care, etc.)  

· Dressing

· Eating

· Locomotion

· Medication Management

· Toilet Use

· Transfer

· Personal Hygiene

		· Meal prep 

· Ordinary housework 

· Essential shopping 

· Wood supply 

· Travel to medical 

· Telephone use



NOTE: IADLs must be incidental to the personal care need for ADLs.







Rules governing MPC can be found in WAC 388-106-0200 through 0235.



Who is eligible?

To be eligible for the MPC program, and before services can be authorized, the client must meet ALL of the following eligibility criteria:

a. Age

· If services are authorized by HCS/AAA, clients must be eighteen years of age or older;

· If services are authorized by DDA: 

· Clients who meet DDA’s determination of a developmental disability may be any age

· Children with functional disabilities who do not meet DDA’s determination of a developmental disability may be served by DDA until age 18 (DDA will refer adults age 18 and over to HCS unless they remain in foster care placement)

b. Functional eligibility – meets functional eligibility as determined by CARE: 

· The individual has an unmet or partially met need as defined in WAC 388-106-0210; and

· Does not meet institutional level of care as described on page 2 of this chapter.

c. Financial eligibility - To be financially eligible for MPC, an individual must be eligible for non-institutional categorically needy (CN) or alternative benefit plan (ABP) medical. See Chapter 7a of the LTC manual for more information regarding financial eligibility for LTC programs.





Moving from MPC to COPES or CFC

As of July 1, 2015, HCS clients on MPC can no longer move or do a “one month flip” to COPES waiver when their needs are beyond the amount, duration and scope of MPC services because MPC clients do not meet nursing facility level of care (NFLOC).  



In order for a MPC client to be eligible to move to COPES and/or CFC their CARE assessment must indicate that they meet functional eligibility criteria for institutional level of care (NFLOC for HCS and ICF/IID for DDA).  See LTC manual section 7b – CFC and 7d – COPES for additional information.



Furthermore, MAGI-based (N-track clients) MPC clients must submit an application for LTC services (18-005) in order for a financial service specialist to determine financial eligibility. MAGI-based clients must have a disability determination as well as meet the income and resource requirements before enrolling in a waiver (e.g., COPES, Basic Plus, Core, etc.).





Services Available through Medicaid Personal Care (MPC)

The definition of personal care services can be found in WAC 388-106-0010 and is as follows:  

"Personal care services" means physical or verbal assistance with activities of daily living (ADL) and instrumental activities of daily living (IADL) due to functional limitations. Assistance is evaluated with the use of assistive devices.



The services available through MPC are limited to personal care services, nurse delegation (in certain settings), and caregiver management training.  

a. Personal care services includes assistance:

· Provided to enable clients to accomplish tasks that they would normally do for themselves if they did not have a disability. This assistance may take the form of hands-on assistance (actually performing a task for the person) or cuing to prompt the client to perform a task. Personal care services may be provided on an episodic or on a continuing basis. 

· To complete activities of daily living:  bathing, bed mobility, body care, dressing, eating, locomotion outside room, walking or locomotion in room and immediate living environment, medication management, toileting, transfer, and personal hygiene. 

· To complete instrumental activities of daily living (IADLs): meal preparation, ordinary housework, essential shopping, wood supply (when wood is the sole source of heat), travel to medical services, and telephone use. These IADLs may not comprise the entirety of the service for an individual; she or he must also have unmet need and accept assistance with ADLs. 

· For tasks completed outside of the client’s home as specified in the service plan.  Personal care may be furnished to support clients in community activities or to access other services in the community. Personal care may be furnished in order to assist a person to function in the work place or as an adjunct to the provision of employment services.

Note: Providers must only be paid once for the same hour of service, even if serving in a multi-client household. 



b. Nurse delegation means nursing tasks, such as administration of medication, blood glucose monitoring, insulin injections, ostomy care, simple wound care or straight catheterization, which may be delegated under the direction of a licensed, registered nurse if the provider meets the requirements of a nursing assistant certified and/or registered in the State of Washington.  Providers are compensated for these services within their regular hourly rate. 

· The following tasks CANNOT be delegated: Injections other than insulin, central lines, sterile procedures, and tasks that require nursing judgments.  

· In the MPC program, nurse delegation is only available in AFHs and some ARCs.  

· For more information related to nurse delegation see Chapter 13 of the LTC Manual.



c. Nursing Services is available to MPC clients.  Nursing Services offer clients (e.g. COPES, CFC, MPC and DDA Waiver Personal Care), providers, and case managers with health-related assessment and consultation in order to enhance the development and implementation of the client’s plan of care. 



A Nursing Services provider is not a direct care provider of intermittent or emergency nursing care, skills or services requiring physician orders and supervision.



The goal of nursing services is to help promote the client’s maximum possible level of independence and contribute nursing expertise by performing the following activities:

· Comprehensive Assessment Reporting Evaluation (CARE) review;

· Nursing assessment/reassessment;

· Instruction to care providers and clients; 

· Care and health resource coordination;

· Referral to other health care providers; and/or

· Evaluation of health-related care needs affecting service planning and delivery.



Skilled treatment is provided by Nursing Services only in an emergency. For example, the provisions of CPR or First Aid until emergency responders arrive to provide care.



This service does not typically require an authorization in ProviderOne since HCS and AAA nursing staff are most commonly used for this service.  For more information about Nursing Services, including referral process and resources, see LTC Manual Chapter 24 Nursing Services.



Provider Qualifications:

· Registered Nurse licensed under Chapter 18.79 RCW and Chapter 246-840 WAC

· Contracted with the AAA, employed by the AAA, or employed by HCS



d. Caregiver Management Training is designed to help clients understand how to select, manage, and dismiss their individual providers delivering personal care services. Training topics include:

0. Understanding the Service Plan;

0. Creating job descriptions; 

0. Locating employees;

0. Pre-screening, interviewing and completing reference checks; 

0. Training, supervising and communicating effectively with employees; 

0. Tracking authorized hours worked; 

0. Recognizing, discussing and attempting to correct any employee performance deficiencies; 

0. Discharging unsatisfactory workers; and 

0. Developing a back-up plan for coverage of services when the regular care provider is not available or requires relief.



Training is provided in book, DVD, and web-based formats.  Training should be provided to any client that requests this information.  This training is designed to be self-study training.





Where Can Individuals Receive MPC services and what are the Providers’ Qualifications?

Clients enrolled in MPC have the right to choose to receive services from any one of the following settings with a qualified provider:

· The home where the client resides (own home, relative’s home, etc.)

· Individual Provider (IP) - If an IP is chosen, the client has employer authority for the IP(s) including hiring, firing, scheduling and supervision. If a client is unable to provide supervision, an alternate supervisor must be identified in the service plan.  If a client wishes to have training on how to hire, manage, or dismiss their caregiver, they may request training materials at any time.  See Caregiver Management Training above in the Services section.  

· Qualifications include:

· Be age 18 or older,

· Pass the appropriate BCCU criminal background check,

· Have a current contract with DSHS/HCS/DDA,

· Meet all training and certification requirements, and

· Comply with any other requirements outlined in 388-71

· Home Care Agency provider

· Qualifications include:

· Current license with Dept. of Health per Chapter 70.127 RCW and Chapter 246-335 WAC,

· Current contract with DSHS/HCS,

· Meet all training requirements

· Comply with any other requirements outlined in 388-71



Use the Home Care Referral Registry to help clients locate in-home providers.  http://www.hcrr.wa.gov/



· Adult Family Home (AFH) 

· Qualifications:

· AFH license under Chapter 18.20 RCW and Chapter 388-76 WAC, 

· Current contract with DSHS, and

· Specialty designation based upon needs of the client

· Licensed Assisted Living Facility (ALF)

· Qualifications:

· ALF license under Chapter 18.20 RCW and Chapter 388-110, and

· Current DSHS contract for Adult Residential Care (ARC) services

· In community settings, personal care tasks specified on the service plan may be provided outside the client’s residence:

· To support clients in community activities or to access other services in the community. 

· To assist a person to function in the work place or as an adjunct to the provision of employment services.

Payment for services cannot occur while the client is in an institutional setting (such as hospital, nursing facility, residential habilitation center, or jail)

Authorizations for services must be adjusted or terminated during this time.



Per WAC 38-106-0035, a client may receive personal care services while temporarily traveling out of the state for less than 30 days.  All of the following conditions must apply:

1. The individual provider must have a current personal care contract, and

2. The case manager must be notified prior to the departure from the state, and

3. Services are authorized in the client’s service plan prior to departure, and

4. Services are strictly for client’s personal care and must not include provider’s travel time or expenses, and

5. Services must only be provided in the United States.



Use the following service codes to authorize MPC services:

· T1019 In-home personal care

· S0215 U1 Transportation Mileage SEIU (IPs)

· [bookmark: _GoBack]T1020 U1 Personal Care AFH

· T1020 U2 Personal Care ARC

· H2014 U5 Nurse Delegation (Residential Settings only)

 

MPC for Regional Support Network (RSN) clients

The Behavioral Health Administration (BHA) contracts with RSNs to provide medically necessary outpatient mental health services to Medicaid enrollees who meet the Access to Care Standards. In addition, the RSNs provide crisis services including authorizing voluntary and involuntary inpatient mental health services. 



The CARE assessment must document what services the RSN will provide.  MPC services must not duplicate services the RSN is required to provide such as medication monitoring.  If the client is on MPC, the RSN may help fund personal care services. ALTSA and DDA have an interagency agreement that allows HCS/AAA to share this information with the RSN without a signed release of information from the client. 



MPC services for individuals with a mental illness are funded in one of the following ways:

1. RSN Reimbursement – If all the personal care tasks the client requires are based solely on the mental health diagnosis:

a. You must, prior to authorization, assemble a packet for RSN review.  The packet consists of:

i. A completed 13-712, Medicaid Personal Care Client RSN Transmittal form;

ii. CARE Service Summary and Assessment Details.  

b. The RSN will review the packet and determine if:

i. The need is based solely on a Mental Health diagnosis;

ii. The client is currently authorized for services from the RSN; and

iii. The needs can be met by the RSN through other available services.

c. The RSN must respond to requests for services from the HCS, AAA or DDA office within five working days of the request.  This timeframe can be extended if agreed in writing.  

d. The RSN may not limit or restrict authorization for services due to insufficient resources.

e. Denials must be documented in the written response to HCS.

f. If the RSN agrees to the reimbursement, authorize the personal care service payment using the designated RSN reason code. 

i. The RSN pays only for personal care services, any other services are not funded by the RSN.

ii. Clients on MPC may receive RSN funding for personal care services.

g. The 13-712, Medicaid Personal Care Client RSN Transmittal form, indicating RSN approval, must be in the client’s file.



2. RSN/ALTSA funded – ALTSA may share funding if the personal care tasks the client requires are based on a combination of mental health and medical diagnosis.  To obtain RSN approval, follow steps 1a through f, above.  Authorize the payment in CARE using the designated reason code. If the RSN does not agree to share funding, authorize services using the ALTSA-funded reason code.



3. ALTSA-funded - If the client has a combination of mental health and medical diagnosis, which make him/her eligible for MPC and RSN denies funding, the cost of care will be paid by ALTSA.  Authorize the payment in CARE using the ALTSA-funded reason code. 



RSN Denials:

· Consult with your supervisor if you receive a denial for MPC services funded through the RSN when you believe the personal care is based solely on a mental health diagnosis.  

· If the RSN states the individual is not currently authorized to receive mental health services, a referral for an intake assessment by the RSN can be made.  If the person meets the Access to Care Standards, the RSN can be asked re-consider the referral.  If no referral is made or the client does not meet the Access to Care Standards - authorize the payment to be paid by ALTSA.

· If the RSN states the need can be met using other RSN services, then the RSN must provide written documentation of how the needs will be met. 



Note: Refer to your local area agreement with the RSN.



 




Chapter 7 – Introduction to Medicaid, State Plans, 1915c Waivers 



Purpose

The purpose of the Home and Community Services (HCS) Division is to promote, plan, develop, and provide long-term care services responsive to the needs of adults with disabilities and the elderly with priority attention to low-income individuals and families. We help people with disabilities and their families obtain appropriate quality services to maximize independence, dignity, and quality of life.

HCS programs are funded by Medicaid and/or state funds and administered by the Aging and Long-Term Support Administration (ALTSA). To be eligible for all ALTSA-funded programs, the applicant must meet the target population, functional, and financial criteria.

This section will provide an overview of Medicaid, 1915c waivers, and the Medicaid State Plan.  It will also introduce the core HCS programs that enable individuals to remain in or return to their own communities through the provision of coordinated, comprehensive and economical home & community-based services.

Section Summary

· What is Medicaid?

· What is a Medicaid State Plan?

· What is a HCBS 1915c Waiver?

· Program Determination and Hierarchy

· Excluded Services

· Acknowledgement of Services form (DSHS 14-225) – HCS/AAA only

· Appendices

I. Coordination with DDA

II. Estate Recovery

III. Resources

IV. NGMA

V. On-going Additional Resources (OAR) – (coming soon)

· Meals

· Food for Service Animals

· Telephone Service

· Laundry

[bookmark: Medicaid]What is Medicaid?

Medicaid, Title XIX of the Social Security Act (SSA), is a needs-based entitlement program that provides medical assistance for certain individuals and families with low incomes and few resources. The Medicaid program became law in 1965 as a jointly funded, cooperative venture between the Federal and State governments to assist states in the provision of adequate medical care to eligible, needy persons. 

The costs of providing Medicaid services is shared between the Federal and State government.  The portion paid by the Federal government is known as the Federal medical assistance percentage or FMAP.  Each state’s FMAP is determined annually using a formula that compares the state’s average per capita income with the national average.  FMAP cannot be lower than 50% or higher than 83%.  The higher the state’s per capita income receive a lower FMAP.  Washington State’s FMAP is about 50%.

Medicaid is the foundation on which Home and Community Services (HCS) and Developmental Disabilities Administration (DDA) build home and community based programs.  Most of the core programs are funded through either the Medicaid State Plan or a Medicaid 1915(c) waiver.



Rules and policies that govern Medicaid are found in the Social Security Act, the Code of Federal Regulations (CFR) and the CMS Medicaid Manual.





[bookmark: StatePlan]What is a Medicaid State Plan?

Section 1905 of the Social Security Act requires States that administer the Medicaid program to describe how they will meet the mandatory Medicaid requirements and the optional services they will provide.  This is done through the development of a Medicaid State Plan.  

The Medicaid State Plan (aka the State Plan) is Washington’s agreement with the Centers for Medicare and Medicaid Services (CMS) that our state will adhere to the requirements of the Social Security Act and the official issuances of the Department of Health and Human Services (DHHS).  Once approved by CMS, the State Plan deems Washington eligible to receive federal funding or federal matching funds for providing Medicaid services.

The State Plan is “owned” by the Health Care Authority which is Washington’s Medicaid State Agency.  HCS and Developmental Disabilities Administration (DDA) are considered operating agencies for some of the state plan services such as Medicaid Personal Care (MPC) and Community First Choice (CFC).



The State Plan describes:

· Who is eligible; 

· What services will be offered including the amount (how often), duration (for how long), and scope (exact nature of what is provided); 

· Who are the qualified providers for each service and what are the specific qualifications for each type of provider;

· How the state sets the rate of payment for services and how payment is made; and 

· How the program is administered.



Once CMS approves the State Plan, services must be offered statewide and the state cannot set limits on the number of people who will be served or the dollar amount that will be spent.  Federal rules require that state plan services should be used before using 1915(c) waiver funds.  This is why state plan programs are considered priority programs.  And by utilizing State Plan services first, HCBS waiver capacity is reserved for clients whose amount, duration, or scope of service need is beyond what the state plan programs can provide.



All state plans are different.  Each state defines Medicaid eligibility differently and not all states offer some of the optional Medicaid services (like MPC).



Below is a list of State Plan programs operated by HCS and DDA.  Click on each program for detailed information.

· Community First Choice (CFC)

· Medicaid Personal Care (MPC)

· Program of All-Inclusive Care for the Elderly (PACE) – HCS only 

· Private Duty Nursing (PDN) 





[bookmark: Waiver]What is a HCBS 1915c Waiver?

Section 1915(c) of the Social Security Act describes the regulations for obtaining and operating a 1915(c) Home and Community Based Services (HCBS) waiver.  HCBS waivers are Medicaid's alternative to providing long-term care in institutional settings.

HCBS waiver rules allow states to “waive” Medicaid State Plan rules in order to provide services to individuals in their local communities instead of in an institution such as a nursing facility or intermediate care facility for individuals with intellectual disabilities (ICF/ID).  The state plan rules that can be waived include:

· Income and Resources (the financial eligibility criteria)

· Comparability (targeting a specific population)

· Statewideness (targeting a specific geographic are)



States also have more flexibility in adding additional optional services to a 1915(c) waiver than in a state plan.



The HCBS waivers operated by HCS include:

· Community Options Program Entry System (COPES)

· New Freedom

· Residential Support Waiver (RSW)



DDA operates the following HCBS waivers:

· Basic Plus

· Core

· Community Protection (CP)

· Children with Intensive In-home Behavioral Supports (CIIBS)

· Individual and Family Services (IFS)





[bookmark: Hierarchy]Program Determination and Hierarchy

Before authorizing initial services or reauthorize ongoing services, clients must be determined both financially and functionally eligible for the program that provides the services they need.  For information about financial eligibility for services, see Chapter 7a of the LTC manual.

Initial determination for HCS-funded services is made by the Home & Community Services Division. Program eligibility for our target population (aged, blind or physically disabled per SSA criteria) is based on a CARE assessment of an individual’s functional unmet needs and a Medicaid financial determination.  Functional and financial determinations occur at the same time.  

Upon completion of a CARE assessment, the case manager determines program eligibility based on functional eligibility for the programs listed in the drop down menu on the care plan screen in CARE.  Program selection will be based on the following items:

· financial and functional program eligibility;

· program rules; and 

· client’s choice of eligible programs and providers. 



Determine the appropriate program selection based on the following general hierarchy: 

· Roads To Community Living (RCL)

· Medicaid State Plan programs 

· CFC

· MPC

· Home and Community-Based Services (HCBS) waivers 

· State-funded Medical Care Services (MCS) 

· State-funded LTC for Non-Citizens

· Washington Roads



[bookmark: Exclusions]Excluded Services (WAC 388-106-0020)

Assess and document client goals and services within CARE regardless of funding source.  When service planning, you may need to look at funding resources other than HCS and DDA. For example, core programs do not cover the following services:

1. For Chore and MPC only:

· Teaching, including teaching how to perform personal care tasks;

· Development of social, behavioral, recreational, communication, or other types of community living skills;

· Nursing care.

2. Personal care services provided outside of the client’s residence in your place of  employment or while accessing community services, that are NOT identified and authorized in your written service plan;

3. Respite (HCS/AAA only);

4. Child care;

5. Animal care, unless for service animals when receiving services through New Freedom; 

6. Sterile procedures, administration of medications, or other tasks requiring a licensed health professional, unless authorized as an approved nursing delegation task, client self-directed care task (excludes agency providers), or provided by a family member;

7. Services provided over the telephone;

8. Chore services provided outside the state of Washington;

9. Any services provided outside of the United States;

10. Services to any person who has not been authorized by the department to receive them;

11. Yard care;

12. Assistance with managing finances unless receiving services through New Freedom.






[bookmark: Acknowledgment]Acknowledgement of Services form (DSHS 14-225) for CFC and HCS waiver programs

Clients who are functionally and financially eligible for the waiver programs can choose to receive their care in an institution or in the community.  The Acknowledgment of Services form (DSHS 14-225) is the documentation that all of the program choices have been explained to the client and the client has acknowledged their choice of CFC or waiver services instead of nursing home care.  DDA uses the Voluntary Participation form (DSHS 10-424)

1. This form is a federal requirement. 

a. CFC and waiver services cannot be authorized without the client’s signature and signature date on this form. 

b. This document indicates the client’s choice of Home & Community-based waiver and CFC services (CFC and/or COPES, New Freedom, or Residential Support Waiver.

2. If the client enters the nursing facility, home and community based services are terminated on that date. 

a. A new 14-225 is not required if the stay is short-term (e.g. 30 days or less, recipient is attending rehabilitation and will be returning to place of residence.)  

b. If the stay in the nursing home is more than 30 days, a new Acknowledgment of Services form is required if the client wants to return to the community on CFC and/or waiver services.  The 14-225 is documentation of the client’s choice to receive services outside of the nursing home. 

3. Two signed copies are required - one copy is given to the client and one copy is placed in the client record by sending to DMS. 






Appendix I: Coordination with Developmental Disabilities Administration (DDA)

The Developmental Disabilities Administration (DDA) strives to transform lives by providing support and fostering partnerships that empower people to live the lives they want.  Individuals with developmental disabilities may be served by DDA, HCS, the AAAs or a combination of these entities.



DDA implements Community First Choice (CFC), Roads to Community Living (RCL) and Medicaid Personal Care (MPC) programs just like HCS and the AAAs.  All administrations operate these programs using the same program rules (WAC).  What is important to remember is that no individual can be on the same program with two different administrations/agency.



The CFC and MPC programs are managed by DDA for:

· individuals of all ages who have a developmental disability, and

· children/youth who do not have developmental disabilities but who meet the functional eligibility criteria.  This includes youth who are in foster care placements with Children’s Administration up to their 21st birthday.



Determination of developmental disability under Chapter 388-823 WAC does not guarantee eligibility for, or access to, paid services. Clients must still meet the eligibility requirements for the service.  Access is governed by capacity and/or funding, unless it is a State Plan service.



When DDA determines that a person does not have the condition of developmental disability, DDA must coordinate access to other services including long-term care or other DSHS services for which the person may be eligible.  



CFC and MPC services for adults are authorized by both HCS and DDA under the same federal and state rules. Clients cannot be authorized for CFC or MPC from both ALTSA and DDA at the same time. If HCS receives a request for services from an adult with a developmental disability, it is important to inform that individual of the availability of DDA case resource management to assess, authorize and provide services.  The individual may receive CFC or MPC services from HCS while completing the enrollment process for DDA.  Once DDA eligibility has been determined, the HCS/AAA worker should coordinate with the DDA case resource manager to transfer the case to DDA.  This coordination must be completed without a disruption of services to the client.



Coordination/transfer of client services between DDA and HCS may occur for the following reasons:

· Adult DDA clients and applicants may request HCS services;

· Adults with disabilities who are determined to be DDA clients may also gain access to services from HCS that are not available from DDA (like Adult Day Health).  While adults may receive COPES waiver services from HCS and state-only funded services (like employment services, SSP or Individual & Family Services) from DDA at the same time, they can only be enrolled in one waiver at any given time. 

· Adults with developmental disabilities receiving HCS services may apply to DDA for services if they are not already DDA enrolled.



Communicate with a DDA case resource manager when there is a need to transfer or coordinate services.

· DDA will authorize client services available through DDA once a determination of developmental disability has been made.  

· HCS will be the primary case manager in CARE when authorizing nursing facility or HCS waiver services (such as COPES) to DDA clients.

· Clients do not have to disenroll with DDA to receive HCS services.

· HCS may refer clients to DDA for a determination of developmental disability, but long-term care services will be initiated or continued by HCS pending the DDA determination.  Services must not be interrupted during the transition from HCS to DDA for on-going service delivery.

· Developmental disability determination decisions by DDA may be appealed by the client, but not by department staff.



During the DDA eligibility determination process, the CARE record for an active HCS client must be transferred to DDA.  

· DDA will add the HCS/AAA case manager to the DDA team in CARE so both DDA and HCS will have access to the client’s CARE record and assessment.  

· HCS/AAA will be able to authorize payments as needed. 



[bookmark: DDD_client_req_srvs_HCS]Process for a DDA client requesting services from HCS:

1. Referral received from DDA case resource manager or DDA client;

2. Functional Eligibility - Complete LTC assessment to establish functional eligibility;

3. Financial Eligibility - Notify financial on a 14-443 of transfer so financial record can be obtained from the DDA LTC Specialty Unit.  If the client is a MAGI client on N05 coverage group there is no need to send a 14-443 to financial since they do not manage MAGI clients;

4. Authorize services once all program requirements are met. 

5. Remember that a client can only receive MPC or CFC services from one agency at any given time.  DDA cannot authorize MPC or CFC for the same time period that HCS has an open authorization and vice versa.



[bookmark: ddd][bookmark: ddd_kids_aging_out]Process for non-DDA enrolled children turning 18 and transferring to HCS

Children who do not meet DDA eligibility criteria, but have personal care needs are case managed through DDA until they are 18 unless they remain in an extended foster care placement.  As long as the youth (age 18, 19 or 20) is in foster placement DDA retains the case and continues to provide case management related to MPC and CFC services.  At age 18 or upon leaving foster care between the ages of 18 and 21, if the client requests to continue receipt of personal care services, a referral must be made to HCS for LTC eligibility and ongoing case management.  Once eligibility has been established, the MPC or CFC services will be transferred from DDA to HCS without disruption.



Functional Eligibility – 

1. 2 months prior to the client’s 18th birthday, the DDA case resource manager will:

a. Make a referral to HCS, and 

b. Notify other agencies (e.g., Children’s and HCA) as appropriate of the transfer.

2. 30 days prior to the client’s 18th birthday, HCS will:

a. complete the assessment, 

b. confirm the qualified provider,  

c. accept the transfer from DDA, and

d. authorize services on or after the 18th birthday.  The case will be transferred per the usual process to the AAA for ongoing case management, if appropriate.

3. For non-DDA enrolled clients who remained in foster care after the 18th birthday and are now leaving foster care between the ages of 18 and 21 and continue to need personal care services, 

a. the DDA case resource manager will:

i. Make a referral to HCS, and 

ii. Coordinate with Children’s Administration throughout the transition.

b. The HCS worker will:

i. determine LTC eligibility, 

ii. confirm client’s choice of qualified provider, 

iii. authorize services after the 18th birthday, and

iv. transfer the case per the usual process to the AAA for ongoing case management, if appropriate.  

c. DDA and HCS will coordinate to ensure the transition of services for the client is a seamless as possible and to ensure there is no disruption of services to the client and no duplication of service payments to the provider(s).   



Financial Eligibility

Working with financial systems will be different depending on the program under which the individual is receiving services. When the individual needs to apply for Medicaid through HCS, and is not already on SSA/SSI, then a NGMA determination will need to be made.  



When the HCS case manager receives the case, notify the financial unit about the change of case management and ask to be added to the AREP screen in ACES.

a. Foster Care – Youth can choose to stay in this program until they are age 21.  Financial eligibility does not need to be established until they leave the program or turn 21 years of age, whichever comes first.

i. If notified by the client or Children’s Administration that they are leaving the program prior to the 21st birthday, notify financial on a 14-443 of the referral.  If appropriate, fast track to prevent a disruption of services.

ii. Notify financial 60 days prior to 21st birthday of the need to send a financial packet and determine financial eligibility. 

b. Children’s Health Insurance Program (CHIP) – Children remain eligible on this medical program until they are 19 years of age as long as required premiums are paid. 

i. Verify financial eligibility at review time;

ii. Notify financial 60 days prior to 19th birthday of the need to coordinate transfer of the financial record from the MEDS unit within HCA.

c. Medicaid (Title 19) – Children remain eligible on this medical program until they are 19 years of age.

i. Verify financial at review time;

ii. Notify financial 60 days prior to 19th birthday of the need to coordinate transfer of the financial record from the DDA LTC Specialty Unit and/or HCA.

d. Undocumented Children (State Funds only) – Children remain eligible on this medical program until they are 19 years of age.

i. For youth needing LTC services from HCS upon aging out of this program, DDA must make a referral to HCS at least six (6) months prior to the 19th birthday to allow adequate time for intake and eligibility determination.

ii. Verify financial eligibility when file is transferred from DDA.  Financial eligibility is determined by the DDA LTC Specialty Unit.

iii. Terminate services on the 19th birthday. There are no other Medicaid services available. 

iv. Refer to community resources.

4. Authorize services once all program requirements are met. 




Appendix II:  Estate Recovery



The state of Washington’s Estate Recovery Program was enacted July 27, 1987.  In 1993, federal law mandated that all states enact estate recovery programs.  



State law, RCW 43.20B.080, requires staff to fully disclose in advance, both verbally and in writing, the terms and conditions of estate recovery to all persons offered long-term care services subject to recovery of payments.  All Aging and Long-Term Support Administration (ALTSA) services except Adult Protective Services (APS) are subject to recovery.

The state does not place a lien on assets or try to recover against an estate until the death of the medical assistance recipient with the exception of a recipient permanently residing in a medical institution who is required to pay participation.  The state will defer recovery until the death of a surviving spouse, a registered domestic partner, and/or while there is a surviving child who is under age 21, blind, or disabled.

Estate recovery program recovers the cost of long-term care services and related hospital and prescription drug services from a recipient’s estate. Federal and State laws also allow states to recover all Medicaid costs. The estate recovery laws have changed several times since the program was enacted.  The department recovers from estates according to the law in effect at the time the services were received.  Effective January 1, 2014, the estate recovery rules have been amended to no longer include all Medicaid services as subject to recovery.  The estate recovery handout (DSHS 14-454) has been amended.

To meet disclosure requirements, you must provide the following documents to all prospective and new clients and verbally explain both the estate recovery program and the community service options available:

· Columbia Legal Services Article:  Estate Recovery and;

· Home and Community Services (HCS) publication: Medicaid and Options for Long-Term Care Services for Adults (DSHS 22-619x)  

· Estate Recovery Information Sheet 

· Estate Recovery Repaying the State for Medical and Long Term Care (LTC) DSHS form 14-454



Services Exempt from Recovery

· Services received prior to 7/26/87, when the Estate Recovery Program was enacted

· Services received prior to 7/25/93, specific criteria in WAC 182-527-2746

· Adult Protective Services provided to a frail elder or vulnerable adult and paid for only by state funds.



     Assets Not Subject to Recovery

· Certain properties belonging to American Indians/Alaska Natives (explained in WAC 182-527-2746);

· Government reparation payments specifically excluded by federal law as long as such funds have been kept segregated and not commingled with other countable resources and remains identifiable.



    Recovery Process

· The Office of Financial Recovery (OFR) administers Estate Recovery collections for the Department of Social and Health Services (DSHS).

· DSHS recovers from the estate of a deceased client.   "Estate" includes all real property (land or buildings) and all other property (mobile homes, vehicles, savings, other assets) the client owned or had an interest in when the client died.  A home transferred to a spouse or to a minor, blind or disabled child prior to the client's death, is not considered part of the client's estate.  This is a legal transfer under Medicaid rules and does not affect the client's eligibility.

· DSHS recovers from estates according to the estate recovery law in effect at the time the services were received.

· DSHS will file a lien or make a claim against property that is included in the deceased client's estate.  Prior to filing a lien against real or titled property, the department shall give notice and an opportunity for a hearing to the probate estate's personal representative, if any, or any other person known to have title to the affected property.

· DSHS will defer recovery: 

· While there is a surviving child, who is less than 21 years of age, blind or disabled, per Chapter 182-527 WAC.

· Until the death of a surviving spouse (if any).  When the surviving spouse dies, recovery action will be taken against property in which the deceased client had an interest in at the time of death.

· If the client's heirs would experience undue hardship, and they meet the undue hardship criteria specified in WAC 182-527 .





Resident Personal Funds Held By a Facility

Within 30 days after the resident's death, the nursing facility or community residential facility (Adult Family Home, Adult Residential Care, or Assisted Living) must convey the resident's personal funds held by the facility to the Office of Financial Recovery (OFR) or to the individual or probate jurisdiction administering the resident's estate.  OFR may authorize release of funds to pay for burial costs, either before or after it receives the funds.





Prepaid Burial Plan or Contract

DSHS can recover from the balance of funds in a prepaid funeral service contract or plan that is not used to pay for burial expenses if the plan or contract is sold by a funeral home or cemetery regulated by the state.  This includes prepaid funeral service contracts sold by a funeral home and funded through insurance.



Funeral plans or trusts established by a lawyer or sold by an insurance agent are not affected by this law.



Discovery of Decedent's Estate

The primary sources from which OFR finds out about a decedent's estate are:

· ACES Computer reports.  ACES produces a report monthly of medical recipients who have died.  Form letters generated from these reports are mailed to the recipient's last known address as shown on the report. The letter asks survivors or estate handlers to answer questions related to estate assets and whether probate has been or will be filed.

· The Superior Court Office Management Information System (SCOMIS) report is sent to OFR from the Office of the Administrator for the Courts. The report lists monthly probate and non-probate filings for each county.  

· As of 7/1/95 state law requires the personal representative of the probated estate and the notice agent of the non-probated estate to send a copy of the notice to creditors to OFR.

· Current Washington law allows parties to dispose of debts and personal property in estates that are valued under $100,000.00 by affidavit of successor instead of probate/non-probate.  As of 7/1/95, the person claiming to be a successor of the decedent is required to send a copy of the affidavit of successor to OFR.



Interest Assessed on Past Due Debt



The recovery debt becomes past due and accrues interest at a rate of one percent per month beginning nine months after the earlier of the filing of the department’s creditor’s claim in the probate, or the recording of the department’s lien.  Criteria for waiving interest are in WAC 182-527-2792.



References

· 

· Chapter 43.20B RCW

· Chapter 74.39A RCW

· RCW 18.39.250 & 18.39.255

· RCW 68.46.050

· RCW 70.129.040

· RCW 74.46.711

· Chapter 182-527 WAC

· WAC 388-96-384



Appendix III:  Resources



· ALTSA and DDA Service Comparison Chart  

· ACES and RAC codes cheat sheet for all core programs (i.e., CFC, MPC, HCBS waivers, etc.)

· Social Service Authorization Manual (SSAM) 

· Medicaid Programs – LTSS Chart (ACES coverage group cheat sheet)  






Appendix IV: Non Grant Medical Assistance (NGMA)



Effective January 1st, 2014, clients under 65 years of age no longer need to be determined disabled in order to access medical coverage as long as the household’s countable income is below 133% of the FPL.  Disability must still be determined if the client is under 65 years of age and needs to access HCBS waiver services, regardless of income.  

Blindness or disability is already established for clients who receive SSI or Social Security Disability benefits. Clients who are 18 – 64 who do not receive SSI/SSDI must have their disability determined via the Non-Grant Medical Assistance (NGMA) Program.   

Disability through the NGMA process is completed by a Department of Disability Determination Services (DDDS) adjudicator.  Eligibility is determined based on the SSI disability criteria (WAC 182-512-0050):

· Blind (as defined in WAC 182-512-0050); or

· Disabled - the inability to do any substantial gainful activity by reason of any medically determinable physical or mental impairment which can be expected to result in death or which has lasted or can be expected to last for a continuous period of not less than 12 months.  



To determine if a NGMA is needed, look at the SSI criteria (aged, blind or disabled):

1. Clients who are on SSI/SSA Disability, blind, or 65 or older, are already categorically related and a NGMA is NOT needed:  

0. Determine if a financial application has been submitted (unless already on Medicaid), and 

0. Authorize services - use Fast Track if appropriate.

1. For clients under age 65 who appear to meet SSI disability criteria, use the NGMA process to determine the disability.  Clients who do NOT appear to meet SSI disability criteria still have the right to pursue NGMA if they wish. Explain the program criteria for severity and durational requirements to clients.  If the client wishes to continue, complete the packet.  If the client withdraws, notify the financial services specialists within 5 days and refer the client to other community resources or access state-funded resources if appropriate.

1. A client who receives MAGI-based medical coverage must be determined disabled using the NGMA process if they need to access waiver services.  However, a NGMA is not needed in order to authorize MPC or CFC services.






Instructions for Completing NGMA Referral in Barcode

The NGMA transmittal form can be accessed from the Forms Menu of the ECR.

[image: ECR Forms Menu - NGMA]

When you select “NGMA” from the Menu you should see the following screen:

[image: NGMA Referral Screen]



At the top right hand corner of the screen are checkboxes to indicate whether this is an Initial Application, Re-examination, or a Fair Hearing review.

On the first line of the transmittal summary there are checkboxes to indicate where the Transmittal Summary should be sent. This will be pre-selected based on the client's office of record. You may change this location by selecting a different checkbox.

Financial Eligibility for NGMA must be determined before the Transmittal Summary can be sent to DDDS. Indicate Yes or No that eligibility has been established.

Boxes 1-6 contain information from ACES for the client selected. This data may not be changed through this form. If the information about the client is incorrect, ACES must be updated first.

Box 7 and 8 will be pre-selected from information via an ACES interface. This information may be corrected by changing the checkbox selected.

Box 9 and 10 allow input for Usual Occupation and Education respectively. These are not mandatory fields. 

Box 11 is for the current date of application.

Box 12 is for the requested retro medical time period. Retro medical may not be requested more than 3 months prior to a medical application. 

A date must be entered into number 12, Retro Medical Coverage. If retro medical is not needed or requested, enter today's date in field number 12. 

[bookmark: _GoBack]Requesting Retro Medical from a Previous Application

Example: The client applies for medical on 2/12/2010 and wishes to have retro medical considered back to 6/1/2010.

If these dates are entered into fields 11 and 12, an invalid date popup warning will appear. 

[image: Invalid Retro Medical Coverage Date Pop-up]

An additional application date box will appear. Enter the date of the application that the retro medical is being requested for. The retro medical coverage date cannot be more than 3 months prior to the original application date. 

 [image: Original Application Date for Retro Medical]

Box 13 has a checkbox to indicate if the client is deceased.

Boxes 14 through 19 include information about who sent the form and the date it was sent to DDDS. Only box 14 can be changed.

Attaching Documents

Certain documents must be attached to the Transmittal Summary before the document can be submitted to DDDS. This is done by clicking the 'Attach Image' button at the bottom of the screen. The documents that must be attached are listed in red to the left of the button.

[image: Attach Docs to NGMA]

When the 'Attach Image' button is clicked, the ECR will open and the My ECR tab will be on top. The NGMA (DDDS) filter will be pre-selected with the NGMA document types. 

[image: My ECR - NGMA Filter]









Highlight the documents that you would like to attach to the NGMA Transmittal Summary. On the right hand side of the ECR there will be a new button above the 'New Tickler' button. Once you have all of the documents highlighted, click the 'Attach' button. 

You may go to the 'Attached Docs' tab to see which documents have been attached.

Hit the ECR's 'Exit' button to return to the NGMA screen. If the documents have been attached the document types should have changed from red to green. 

If there are more than 50 pages in the documents that are attached, a warning message will appear.

[image: 50 Page error]



When the popup is closed the Attach Image button will be replaced with a 'Select Pages' button.

[image: Select Pages button]



Clicking the 'Select Pages' button will open a new screen listing all of the documents attached with the number of pages for each document.

[image: Select Pages Screen]



The total number of pages for the documents attached is listed at the bottom of the screen. To only attach a few pages of the document, select the document by highlighting the line the document is on. You may view the document by clicking the 'View Image' button at the bottom of the screen.

Enter the page numbers for the document in the Pages to Print column.



[image: Change Page Numbers]



When finished, click the 'Done' button. Then click the 'Submit' button again.

Once everything has been completed on the Transmittal Summary screen, you may preview the document or submit the document. 



[image: Submit Button]

 

Submitting the document will create an ODI document with an assignment to the appropriate DDDS office. You will be asked to click OK to commit the form to the ECR. 
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Chapter 7a –Financial Eligibility for Core Programs

Purpose


The purpose of the Home and Community Services (HCS) Division is to promote, plan, develop, and provide long-term care services responsive to the needs of adults with disabilities and the elderly with priority attention to low-income individuals and families. We help people with disabilities and their families obtain appropriate quality services to maximize independence, dignity, and quality of life.


This chapter will define the financial eligibility for HCS programs that provide services that enable individuals to remain in, or return to, their own communities through the provision of coordinated, comprehensive, and economical home and community-based services.


HCS programs are funded by Title XIX Medicaid or by the state, and administered by the Aging and Long-Term Support Administration (ALTSA). To be eligible for all ALTSA-funded programs, the applicant must meet the target population, functional, and financial criteria.
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Resources

Apple Health Medicaid Manual

Eligibility A-Z Manual (Cash & Food)

ACES Manual (Viewing Assistance Units)

Title 182 WAC (Health Care Authority)

Chapter 182-500 WAC Definitions

LTSS Definitions WAC

Financial Eligibility & Policy SharePoint (Available to DSHS Staff Only)

Ask an Expert

For questions about financial eligibility for long-term services and support (LTSS) programs, contact Catherine Kinnaman at 360-725-2318 or at catherine.kinnaman@dshs.wa.gov. 

What Is Medicaid?


Medicaid, Title XIX of the Social Security Act (the Act), is a program that provides medical assistance for certain individuals and families that meet categorical and financial eligibility requirements. The Medicaid program became law in 1965 as a jointly funded, cooperative venture between the Federal and State governments to assist states in the provision of adequate medical care to eligible, needy persons.

LTSS is an umbrella term that includes both services provided through institutional rules and waivers, and services provided under the state plan. A subset of LTSS is called long-term care (LTC). LTC refers to programs that use institutional Medicaid rules to determine financial eligibility.

State Plan


Section 1902 of the Act requires states that administer the Medicaid program to describe how they will meet the mandatory Medicaid requirements and the optional services they will provide. This is what we call our state plan. The state plan:


a) Establishes eligibility standards; 


b) Determines the amount (how often), duration (for how long), and scope (exact nature of what is provided) of services; 


c) Sets the rate of payment for services; and

d) Defines program administration.


The State Plan is Washington’s agreement that our state will adhere to the requirements of the Act and the official issuances of the Department of Health and Human Services (HHS). The State Plan deems Washington eligible to receive federal funding or federal matching funds for providing Medicaid services.


All state plans are different – each state defines Medicaid eligibility differently and eligibility is not the same across state lines.


Home & Community Based Services (HCBS) Waivers 


Granted under Section 1915(c) of the Act, the HCBS waiver is Medicaid's alternative to providing long-term care in institutional settings. The terms waiver, HCBS waiver, 1915(c) waiver, and HCS waiver all refer to HCS waivers granted under Section 1915(c) of the Act. The Developmental Disabilities Administration (DDA) also has 1915(c) waivers.

Programs that Use HCBS Waiver Rules for Financial Eligibility

Program of All-Inclusive Care for the Elderly


Medicaid manual link

Program of all-inclusive care for the elderly (PACE) is a managed care LTSS option to persons living within the PACE service area. Though PACE is a state plan option, HCBS waiver rules are used to determine both eligibility and post eligibility. There is one exception, however – PACE eligible clients are not subject to transfer of asset rules. For all other financial eligibility criteria, see the HCBS Waiver section.

Roads to Community Living


Medicaid manual link

Roads to Community Living (RCL) is a demonstration project funded by the Money Follows the Person grant. It is meant to transition Medicaid eligible persons out of institutions into the community. Eligibility for RCL is dependent on institutional Medicaid eligibility – if a person is receiving Medicaid on the day of discharge from an institution, after a qualifying stay, that person is eligible for RCL. RCL guarantees 365 days of categorically needy (CN) medical. However, for post eligibility, RCL uses the same rules as HCBS waivers. See the HCBS Waiver Post Eligibility section information regarding this.


NOTE: although HCBS waiver post eligibility is used throughout the RCL demonstration period, many RCL persons will be placed on non-RCL services at the end of the demonstration period. Eligibility for RCL does not necessarily guarantee eligibility for these services. Be sure to contact your financial worker if it is anticipated a RCL recipient will be transition to non-RCL HCB services.


State-Funded Long-Term Care for Non-Citizens

Medicaid manual link

The State-funded LTC program for Non-Citizens is for individuals in need of LTSS, but not eligible for federally funded Medicaid or Medical Care Services (MCS). This program is funding limited, and currently a limited number of “slots.” Eligibility for residential or at-home settings follows HCBS waiver rules. Availability of a slot is coordinated with ALTSA headquarters. See the HCBS Waiver eligibility section for financial eligibility.


Financial Fundamentals for Classic Medicaid Recipients


Timeframes & Responsibilities

The financial worker has 45 days from receipt of application to determine eligibility, 60 days where a disability determination is needed, unless there is good cause to extend the time line.


HCS financial staff is responsible for the medical eligibility for non-MAGI based programs when the person is applying or receiving HCS services.

DDA LTC specialty financial staff is responsible for the medical eligibility for non-MAGI based programs when the person is applying or receiving DDA services, hospice, children and family institutional medical, and regional support network (RSN) alternate living facility (ALF) placements.  


An overview of what agency is responsible for Medicaid eligibility determinations is found here.

Communicating with HCS Financial Services Specialists (FSS)


a) The HCS Financial / Social Services Communication form (14-443) is used to communicate with financial services specialists when initially authorizing HCBS services and at each annual review or significant change if services are extended for a year. 


b) The 14-443 is available in an electronic format through DMS within the Barcode system.


c) Once submitted, the electronic 14-443 is automatically assigned to the FSS of record.


Communicating with DDA LTC Specialty Unit FSS

a) The Financial Services Specialist / DDA Case Resource Manager Communication form (15-345) is used to communicate with FSSs when initially authorizing HCBS services and at each annual review or significant change if services are extended for a year.

b) The 15-345 is no longer a paper form, but is available in an electronic format through DMS within the Barcode system.

c) Once submitted, the electronic 15-345 is automatically assigned to the FSS of record.


Medical Income and Resource Standards


The Health Care Authority (HCA) updates and distributes the Washington Apple Health Income and Resource Standards document. This document lists most financial income and resource standards, plus standards used in determining institutional eligibility and participation such as: personal needs allowance (PNA), maintenance needs, community spouse allocation, and housing maximum amounts. Most standards change annually, but changes are staggered at each calendar quarter.

SSI Recipients Applying for HCBS Waiver, or HCBS Waiver-Rule-Based Services


The Act requires all LTC applicants, including SSI recipients, to submit an application for programs that use institutional financial eligibility rules. Those programs include services in a medical institution, a HCBS waiver service, or services based on HCBS waiver rules. SSI recipients in Washington are categorically eligible for Medicaid but may not be financially eligible for these services. To be eligible for those services, a recipient must:


a) Not have transferred an asset for less than fair market value (does not apply to PACE or hospice as a program);


b) Not have equity interest in a home that is greater than the standard (this also applies to Community First Choice (CFC) services). See WAC 182-513-1350; and

c) Have annuities that meet the requirements in Chapter 182-516 WAC, if any annuities are owned.

SSI recipients or their representatives must complete the Eligibility Review for Long-term Care Benefits (DSHS 14-416) when requesting LTC services unless a signed application less than one year old is in the client’s Electronic Client Record (ECR). This form contains a question about annuities, of assets, and home equity. They may also apply online at www.washingtonconnection.org. Once a signed application or eligibility review is received, another one will not be required, even if there is a break in LTC services.

An eligibility review or application is required if SSI eligibility ends. Generally, DSHS is responsible to redetermine Medicaid eligibility when a person’s SSI stops. Do not delay services while obtaining the application or eligibility review. If you have any questions about SSI eligibility, talk with your Financial Services Specialist.

Fast Track


Fast Track is a process that allows the authorization of HCS services prior to a financial eligibility determination when staff can reasonably conclude that the client will be financially eligible.  Clients receiving services during the Fast Track period will not receive a Medicaid Services Card until financial eligibility is established. Fast Track is available for CFC, Community Options Program Entry System (COPES), and Medicaid Personal Care (MPC), when authorized by HCS.  Further, CFC together with COPES can also be Fast Tracked.  Do not use Fast Track for non-citizens unless you know that they will qualify for a CN or MN program.

If a client is found not financially eligible during a Fast Track service month, the services are state-funded, and there is no overpayment responsibility. Any expenditures are recovered through the Estate Recovery process.  If the client is found financially eligible, the Fast Track services are federally funded once the Medicaid program is in place.


Ensure you communicate with your FSS regarding a person’s potential for Fast Track services.


Third Party Resources


Generally, if a person has a third party resource (TPR), they are required to contribute this resource toward their cost of care. Generally, a TPR is a source of funds that does not meet the definition of income (anything a person receives that can be used for food or shelter). Some sources of TPR are veteran’s pensions, LTC insurance or other third-party insurance.

More information on financial eligibility and TPR can be found in the Medicaid Manual .

Services

Community First Choice


Medicaid manual link 


Community First Choice (CFC) is a state plan option granted under 1915(k) of the Act. Persons are financially eligible for CFC if they are eligible for categorically needy (CN) or Alternate Benefit Plan (ABP) scope of care in the community. This includes both non-institutional medical coverage groups and CN coverage through an HCBS waiver. The financial eligibility rules are located in WAC 182-513-1210 through WAC 182-513-1220.

An SSI recipient is financially eligible for CFC as long as their equity interest in their home is less than the standard.

One benefit of CFC is if an SSI-related married person is found functionally eligible for CFC, and their spouse is not in a medical institution, the CFC eligible person can utilize the financial benefits of spousal impoverishment protections in eligibility for non-institutional Medicaid. Essentially, this means that for both single and married persons (where the spouse is not in a medical institution):


a) Countable income in the name of the CFC eligible person must be at or below the 1-person categorically needy income level (CNIL); and


b) Combined resources must be at or below the state resource standard plus $2000.00.


In the case of a functionally CFC eligible SSI-related person residing in an alternate living facility (ALF), as defined in WAC 182-500-0050, contact your financial worker to determine whether non-institutional Medicaid or HCBS waiver rules will be used for financial eligibility. A person residing in an ALF has a different income standard for non-institutional Medicaid.

NOTE: if a CFC eligible person lives in an ALF, and their countable income is above the CNIL for their household size, this person not only pays Room & Board, but also contributes their remaining income after their PNA and Room & Board are deducted. The combination of Room & Board and their remaining income is considered “total client responsibility.”


In the case of a functionally CFC eligible SSI-related person who is working, and between the age 16 to 64, contact your financial worker to determine whether the Healthcare for Workers with Disabilities (HWD) program is more beneficial than other SSI-related programs. The HWD program has a higher income limit and no asset test.


In the case of MAGI-based methodologies, there are no spousal impoverishment protections, and persons must be eligible for a federally-funded CN or ABP scope of care. There is no asset test for MAGI-based methodologies.

For a complete list of medical coverage groups eligible for CFC, see the Medical Programs – LTSS Chart located at the end of this document.


CFC Financial Eligibility


Use the steps below in ACES Online to verify CFC financial eligibility. You are looking for an active medical coverage group where the person is a recipient. If you are unsure of the information in ACES, check with your FSS.

1) Look for any of the non-institutional CN or ABP coverage groups listed on the Medical Programs – LTSS Chart;

a) If a person is a recipient in an active assistance unit (AU) where CFC is available, this person is eligible for CFC services;

2) If the person is not eligible under (1), and the person receives SSI, the person is eligible for CFC. The FSS will update the medical coverage group upon notification from you. Examples include:


a) Persons discharging from institutions (L01 or L41 – PACE/hospice in an institution);

b) Persons ending their Roads to Community Living (RCL) demonstration (L41); and

c) Persons withdrawing from PACE (L31);


3) If the person is not eligible under (2), but is in a medical institution, coordinate with your FSS to establish eligibility;


4) If the person is not eligible under (3), and the person lives in an ALF, coordinate with your FSS to establish eligibility. A financial application may be needed;

5) If the person is not eligible under (4), and the person needs to use HCBS waiver rules to access CFC in any setting, coordinate with your FSS to establish eligibility. Also see the HCBS Waiver section. A financial application will be needed;

6) If the person is not eligible under (5), or you are unsure of a person’s Medicaid status, contact the FSS;

7) If the person is not an active recipient in any AU, a financial application is required.

NOTE: if you determine a Medicare-entitled SSI-related person is eligible for CFC without using HCBS waiver rules, there could be financial advantages to accessing an HCBS waiver service anyway. One such advantage is that a Medicare-Medicaid entitled person has their Medicare Part D prescription copayments waived when receiving HCBS waiver services, whereas a CFC-only person does not. Be sure to ask your financial worker if you have questions about CFC only versus HCBS waiver plus CFC.

CFC Post Eligibility


a) A CFC-only person (i.e., without HCBS waiver services) does not participate towards their cost of care. If living in an ALF, they pay only Room & Board. However, if SSI-related, living in an ALF, and their income is above the CNIL for their household size, they contribute their total client responsibility towards their cost of care. This does not apply to HWD – see (d) just below.

b) A CFC eligible person who also receives HCBS waiver services participates towards their cost of care. If living in an ALF, they pay participation along with Room & Board.


c) A CFC eligible person who used HCBS waiver rules to access hospice services participates towards their cost of care. If living in an ALF, they pay participation along with Room & Board.


d) A CFC eligible person who is CN eligible through the HWD program continues to pay their HWD premium, along with Room & Board if in an ALF.


HCBS Waivers (COPES, New Freedom, Residential Support Waiver)


Medicaid manual link

HCBS waivers allow clients the choice of receiving institutional services in the community instead of in a medical institution. These waivers are granted under section 1915(c) of the Act. All HCS HCBS waivers follow the same financial eligibility rules described in Chapter 182-515 WAC. However, some HCBS waivers may only be offered in certain settings. See LTC Manual Chapter 7 for more information regarding settings.

DDA HCBS waivers also follow the same financial eligibility rules in Chapter 182-515 WAC; however, there are two key differences in financial eligibility between HCS and DDA HCBS waivers:


a) The PNA for a DDA HCBS waiver recipient at home is higher than HCS HCBS waivers at home; and


b) Income eligibility for DDA HCBS waivers is capped at the special income level (SIL), whereas HCS HCBS waiver recipients can have income above the SIL.


HCBS Waiver Eligibility


Core eligibility: a person must either be receiving SSI or be SSI-related. MAGI-based medical coverage groups are not eligible for HCBS waiver services, though they may apply, and be related to SSI via a non-grant medical assistance (NGMA) determination (a disability / blindness determination).


HCBS Waiver Eligibility by Medical Coverage Group:


1) Generally, an HCBS waiver recipient will always be placed on the L21 or L22 medical coverage group once financial eligibility and functional eligibility are established. For persons in a medical institution active on Medicaid (L01 or L02), they are financially eligible for HCBS waiver services upon transition to the community. For persons on L95 or L99, coordinate with your financial worker because their income may be too high for HCBS waiver services.


2) There are few other medical coverage groups that a person will be an active recipient on where they can receive HCBS waiver services. These medical coverage groups are:


		Group

		Description



		S08

		HWD



		D01/D02*/D26*

		Foster Care





*coordinate HCBS waiver eligibility with your FSS and HCA

3) For all other SSI and SSI-related medical coverage groups, if an active recipient, a person has meet most financial eligibility criteria, but the FSS will need to verify the following three criteria:

a) No uncompensated transfers that may incur a penalty period;


b) No equity interest in a home that exceeds the standard. See WAC 182-513-1350; and


c) All annuities owned by the client or spouse meet the annuity requirements of Chapter 182-516 WAC.


4) Persons active only on a Medicare savings program (MSP) – S03, S04, S05, or S06 – are not eligible under the group discussed in (3) above. Coordinate with your financial worker to determine these persons’ eligibility.


HCSB Waiver Eligibility via Application


Financial and functional eligibility for HCBS waiver are completed concurrently. Consider Fast Track where it is reasonably determined that a person may be financially eligible for HCBS waiver. Coordinate Fast Track with your financial worker. Please note – Fast Track for New Freedom or DDA HCBS waivers is not allowed. Refer to the Fast Track discussion for services that can be Fast Tracked.

Income – For both single and married persons, income eligibility is only based on income in the name of the HCBS waiver applicant, and one-half of any community income (if married).


Generally, a person’s income can be significant and they are still income eligible for HCBS waiver. The monthly state nursing facility rate, medically needy income disregards, along with recurring medical expenses are subtracted from a person’s income before comparing it to the 1-person medically needy income level (MNIL). This calculation does not apply to DDA HCBS waivers.

For example, this means that as of 07/01/2015, a person can have countable approximately as high as $6,401.00, and still be income eligible for HCBS waiver.

Resources - For both single and married persons, the resource limit is $2000.00 However, if married, a person can allocate up to the state spousal resource standard to their spouse before counting resources towards this $2000.00 limit. This can only occur when the spouse is not in a medical institution. Further, any resources above the standard can be reduced by medical expenses.


Other resource considerations –


1) A person with an equity interest in their home above the standard is not eligible for HCBS waiver. See WAC 182-513-1350;


2) A person (and their spouse if married) must disclosed their interest in any annuities, and the annuities must meet the requirements of Chapter 182-516 WAC; and

3) HCBS waiver services are subject to transfer of asset considerations. If the person, or their spouse, has transferred an asset in the five years previous to their application, coordinate with your FSS to determine whether eligibility, or a transfer penalty, will be established.


HCBS Waiver Post Eligibility


A person otherwise eligible for non-institutional CN in the community, described in WAC 182-515-1507, does not participate towards their cost of care. If living in an ALF, the person is responsible for Room & Board. If eligible for HWD, a person continues to pay their HWD premium, along with Room & Board if in an ALF.

A person eligible for HCBS waiver under WAC 182-515-1508 does participate towards their cost of care. If living in an ALF, the person is responsible for Room & Board in addition to participation.


A person only participates up to their total cost of care for services that month. If HCBS waiver rules are required to determine eligibility for CFC, a person participates towards the cost of both their HCBS waiver services and CFC services.


The rules regarding post eligibility and participation are found in WAC 182-515-1509 for HCS HCBS waivers and WAC 182-515-1514 for DDA HCBS waivers.

If a person is Fast Tracked, participation must be estimated. Coordinate with your financial worker to complete this.

Medicaid Personal Care


Medicaid manual link

MPC is a state plan entitlement, similar to CFC. However, access to MPC services is through a non-institutional CN or ABP medical program. Unlike CFC, persons who access CN through an HCBS waiver are not eligible for MPC. Financial eligibility for MPC is described in WAC 182-513-1225.

An SSI recipient is financially eligible for MPC.


Generally, for SSI-related persons, the income and resource standards for non-institutional CN are as follows:


a) Countable income for a one-person household no greater than the 1-person CNIL. Countable income for a married person living with their spouse is no greater than the 2-person CNIL.


b) Countable resources for a one-person household are no greater than $2000.00. Countable resources for a married person living with their spouse are no greater than $3000.00.


In the case of a functionally MPC eligible SSI-related person residing in an Alternate Living Facility (ALF), contact your financial worker to determine whether the person is eligible for non-institutional CN. A person residing in an ALF has a different income standard for non-institutional CN.


NOTE: if a MPC eligible person lives in an ALF, and their countable income is above the CNIL for their household size, this person not only pays Room & Board, but also contributes their remaining income after their PNA and Room & Board are deducted. The combination of Room & Board and their remaining income is considered “total client responsibility.”


In the case of a functionally MPC eligible SSI-related person who is working, and between the age 16 to 64, contact your financial worker to determine whether the HWD program will get the person access to non-institutional CN. The HWD program has a higher income limit and no asset test.


In the case of MAGI-based methodologies, persons must be eligible for a federally-funded CN or ABP scope of care. There is no asset test for MAGI-based methodologies.

For a complete list of medical coverage groups eligible for MPC, see the Medical Programs – LTSS Chart located at the end of this document.


MPC Eligibility


Use the steps below in ACES Online to verify MPC financial eligibility. You are looking for an active medical coverage group where the person is a recipient. If you are unsure of the information in ACES, check with your FSS.


1) Look for any of the non-institutional CN or ABP coverage groups listed on the Medical Programs – LTSS Chart;


a) If a person is a recipient in an active AU where MPC is available, this person is eligible for MPC services;


2) If the person is not eligible under (1), and the person receives SSI, the person is eligible for MPC. The FSS will update the medical coverage group upon notification from you. Examples include:


a) Persons discharging from institutions (L01 or L41 – PACE/hospice in an institution);


b) Persons ending their Roads to Community Living (RCL) demonstration (L41); and


c) Persons withdrawing from PACE (L31);


3) If the person is not eligible under (2), but is in a medical institution, coordinate with your FSS to establish eligibility;


4) If the person is not eligible under (3), and the person lives in an ALF, coordinate with your FSS to establish eligibility. A financial application may be needed;


5) If the person is not eligible under (4), or you are unsure of a person’s Medicaid status, contact the FSS;


6) If the person is not an active recipient in any AU, a financial application is required.

MPC Post Eligibility


a) A person on MPC does not participate towards their cost of care. If living in an ALF, they pay only Room & Board. However, if SSI-related, living in an ALF, and their income is above the CNIL for their household size, they contribute their total client responsibility towards their cost of care.


b) An MPC eligible person who is CN eligible through the HWD program continues to pay their HWD premium, along with Room & Board if in an ALF.


Medical Care Services

Medicaid manual link

Medical Care Services (MCS) is a state-funded medical program where eligibility is driven by a person’s eligibility for the aged, blind, disabled (ABD) cash program; or eligibility for the housing and essential needs (HEN) program.

In order to be eligible for MCS, a person must be eligible for ABD cash or a HEN referral (but not necessarily receiving a cash grant). Further, the person must not be eligible for any federally-funded medical assistance solely due to their citizenship or immigration status. In essence, MCS serves the population of individuals are qualified aliens that are subject to a five-year bar for Medicaid eligibility; and those persons who are lawfully present, but never able to become eligible for Medicaid (i.e., “nonqualified alien” – not subject to five-year bar).

Eligibility for Residential Services under MCS

Use the steps below in ACES Online to verify residential services eligibility under MCS. You are looking for a medical coverage group where the person is a recipient. If you are unsure of the information in ACES, check with your FSS.


1) Look for an active recipient of an A01 or A05 medical coverage group. See the Medical Programs – LTSS Chart for information on these medical coverage groups;


2) If not eligible under (1), but eligible in a medical coverage group that is specific to non-citizens, or another state-funded program, coordinate eligibility with your FSS. An application for cash through DSHS is required;


3) If not eligible under (3), and application for cash through DSHS is required.

Post Eligibility for Residential Services under MCS

No cost of care letters are sent to persons eligible for residential services under the MCS program. Persons are responsible for Room & Board. To calculate Room & Board, subtract a person’s PNA from their countable income. The remaining income is contributed up to the Room & Board standard.


Chore

Chore is an HCS program using state-only funds. Chore is not available to new applicants as of August 2001. Current Chore clients have been grandfathered into the program. If terminated from Chore, persons will never be financially eligible for Chore again.

HCS financial does not determine financial eligibility for Chore. Financial eligibility for Chore is in WAC 388-106-0610.


Chore Eligibility


Financial eligibility is determined by the social services case worker at least annually, or at an income change.  This is accomplished by:


a) Completing a CHORE PROGRAM INCOME AND RESOURCES DECLARATION form (DSHS 14-404) to determine financial eligibility and calculate participation;  


b) Giving a copy to the client


c) Placing the original signed copy in the file through DMS


NOTE: If the client does not have an ACES number you will need to work with HCS HQ staff to create a “negative” ACES number which will enable you to create an electronic client record in Barcode.


To remain financially eligible for Chore, a person must:


a) Have income that does not exceed the cost of Chore services and not exceed 100% of the Federal Poverty Level (FPL) for their household size;


b) Have resources no greater than $10,000 (one person), $15,000 (two-person family). An additional $1,000 is added to the two-person standard for each additional family member; and


c) Have not transferred an asset for less than fair market value on or after November 1, 1995.


Chore Post Eligibility


HCS financial does not determine Chore post eligibility. A person’s contribution toward their cost of care for Chore services is very different than for HCBS waivers and is calculated by the case manager/social services specialist.  For post eligibility, see WAC 388-106-0625.

Healthcare for Workers with Disabilities


Medicaid manual link

HWD is a unique program, in that it is SSI-related, however:

a) There is no asset test like other SSI and SSI-related programs;


b) Disability determinations are not subject to substantial gainful activity concerns;


c) Income limits are much higher than other SSI-related program; and


d) An HWD eligible person is financially eligible for CFC, HCBS waiver, and MPC;


i. For CFC or CFC plus HCBS waiver, coordinate with your FSS to ensure the person meets the home equity requirements in WAC 182-513-1350, and the person disclosed interest in any annuities; and

ii. For HCBS waiver, coordinate with your FSS to ensure the person is not subject to a transfer of asset penalty


HWD Eligibility


Determine if a person is an active recipient of an S08 AU. If not, and the person meets (or may meet) the following criteria, contact your local HCS HWD specialist:

a) Be age 16 through 64;


b) Meet the federal disability requirements;


c) Be employed full or part-time (including self-employment); and


d) Have net income at or below 220% of the FPL


Your local HCS HWD specialist can be found here.


HWD Post Eligibility


A person on HWD does not participate, regardless of service or setting. In all cases, the person must continue to pay their HWD premium to remain eligible for HWD. If living in an ALF, the person is responsible for Room & Board along with their HWD premium.


NOTE: HWD premiums for American Indians or Alaska Natives are waived


Embedded Documents

The documents here are not authoritative, and should only be used as a guide for eligibility considerations. If you have any questions about a person’s financial eligibility, ask your FSS.
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Medicaid 101


General Medicaid Information and Summary of LTSS














First Thing First - Terminology


Long-term Services and Supports (LTSS) is an all-encompassing term used to described the array of services provided under the state plan and waivers.


A subset of LTSS is what we now call Long-term Care (LTC):


LTC includes services that are accessed through “institutional rules” – institutional (SNF/RHC), waiver, RCL, and PACE & hospice in a medical institution.
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First Thing First - Terminology


“1915(c)” & “Home and community based (HCB) Waiver” are interchangeable. Each administration has their own waivers.


HCS:


COPES / New Freedom / Residential Support (RSW)


DDA:


Basic Plus / Core / Children’s Intensive In-Home Behavioral Support (CIIBS) / Community Protection / Individual & Family Support (IFS)
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The Social Security Act


The Social Security Act is among the most intricate ever drafted by Congress. Its Byzantine construction, as Judge Friendly has observed, makes the Act “almost unintelligible to the uninitiated.”


Justice Powell, Schweiker v. Grey Panthers, 453 U.S. 34 (1981), Citing Friedman v. Berger, 547 F. 2d 724 (1976)
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The Social Security Act


The Medicaid statute . . . is an aggravated assault on the English language, resistant to attempts to understand it.


District Judge Wyatt, Friedman v. Berger, 409 F.Supp. 1225 (1976)
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Medicaid 101 for ltss


it’s not as bad as you think (it can’t possibly be…)
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Medicaid 101 for LTSS


To be eligible for Medicaid, an individual must be a member of a. . .


GROUP
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What Is a Group?


A group is a bunch of people who share specific common characteristics, and meet specific common requirements.
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Examples of Groups


People receiving Supplemental Security Income (SSI) benefits


People deemed to be receiving SSI benefits


Certain people with income below 133% of the Federal Poverty Level (FPL)


Aged, blind, or disabled persons with income below the Categorically Needy Income Level (CNIL)


Certain people in medical institutions


The Medically Needy (MN)
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Common Requirements


Can be divided into two areas:





1. Categorical (non-financial)





2. Financial
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To be eligible for Medicaid, a person must be one of the following:


Aged, blind or disabled;


A child;


A caretaker of a child;


A pregnant woman; or


An adult under age 65








Categorical Requirements
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This is us!





These can be the N05s!














Financial Requirements


Financial requirements can be divided into two broad areas:





1. Income requirements





2. Resource requirements
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Financial Requirements


What is the basis for Medicaid eligibility?


Or


What forms the framework?


Or


What’s the glue that keeps it all together?
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Source of Financial Rules


The SSI program!


Those not entitled to SSI can be related to SSI by meeting categorical and financial requirements.


But, those rules can change when we begin to talk about institutional services…


In a medical institution, or receiving other services based on institutional rules.
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Vocabulary


Standard


The firm, fixed number against which a person’s income or resources are compared to determine eligibility.


Two types of standards:


Income standards.


Resource standards.
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Vocabulary


Income Standard


The maximum amount of income a person can have and be eligible for Medicaid.


For example:


$733 a month (SSI income standard).


300% of the SSI benefit rate (special income level or “SIL”)


250% of the Federal poverty level.
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Vocabulary


Resource standard


The maximum amount of resources a person can have and be eligible for Medicaid.


For example:


$2,000 (SSI resource standard).


$7,160 (QMB resource standard).
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Vocabulary


Income


Anything a person receives that can be used to purchase food, clothing or shelter.


Types of income:


Earned income (wages, salary, compensation for work).


Unearned income (Social Security disability or retirement benefits, interest, dividends).
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Vocabulary


Resources


Anything a person owns that can be converted to cash to purchase food, clothing or shelter;


Or to put it another way:








STUFF
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Vocabulary


Examples of Resources:


Checking or savings accounts.


Real estate.


Cars, boats, other vehicles.


Stocks, bonds.


4/16/2015





20














Methodology / Method


The process used to determine a person’s countable income or resources, which are then compared against the appropriate standard.


“Methodology” involves the use of exemptions, exclusions, deductions, and disregards.
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Exclusions / Disregards


Exemptions, Exclusions, Deductions, and Disregards


Interchangeable (mostly) terms for amounts and types of income or resources that are subtracted from a person’s total income or resources to determine the person’s countable income or resources.
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Exclusions / Disregards


Examples:


$20 deducted from income.


Earned income disregard ($65 plus one-half of the remainder).


Income tax refunds are exempt as income.


A person’s home is exempt as a resource.


One automobile is exempt as a resource.
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Medicaid state plan


generally
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The Medicaid State Plan


The State Plan is the officially recognized statement describing the nature and scope of Washington State's Medicaid program.


Not only does it have the categorical and financial eligibility requirements, but


It also has scope of coverage, allowable services, less/more restrictive rules than SSI, and optional items allowed by the Act.
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The Medicaid State Plan


If you meet the categorical and financial requirements of a group, you are eligible for Medicaid as a member of that group.


Eligible means “entitled” to all benefits and services provided under the state plan. . .


As long as you meet the requirement for the service (e.g., you aren’t entitled to dental care if you don’t need dental care).


You can’t get personal care if you don’t need assistance with activities of daily living (ADLs).
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On Medicaid, Now What?


Examples of LTSS for those eligible for Medicaid as a member of a certain group:


Medicaid Personal Care (MPC) – for those Categorically Needy (CN) or Alternative Benefit Plan (ABP) eligible.


Program of All Inclusive Care for the Elderly (PACE) – for those eligible using HCB Waiver eligibility.


But wait, you just said State Plan, not HCB Waiver!!!


Don’t worry, we’ll get to that!


Hospice – for those either CN or MN in the community, or eligible using institutional rules.


We’ll get to this, too!
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Institutional Status


When someone meets “institutional status,” we use different state plan rules to determine eligibility for Medicaid under the state plan


Institutional status means a person is in, or is expected to be in, a medical institution for 30 days or more


This is another “group” of Medicaid eligible individuals


In the world of LTSS, we consider this group to receive LTC services
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LTC Key Differences


CN income standard is the SIL.


Resources can be reduced dollar-for-dollar with certain medical expenses.


Certain resource rules – transfers, home equity, and annuities.


Recipients must “participate” towards their cost of care.
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LTC Key Differences


We don’t consider a spouse’s income in eligibility, and may let the spouse keep a chunk of resources for themselves


We may also protect some of the income for the spouse so they can maintain their shelter


Once a client attains institutional status and is approved for services, their spouse’s resources and income is no longer considered in the client’s eligibility.


This concept is called “spousal impoverishment protections.”
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1915(c) waivers


it‘s not as hard as you think. honest.
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What is a Waiver?


In the ALTSA/DDA world, our Medicaid State Plan covers medical assistance, personal care, and services for clients physically in institutions.


A waiver allows us to provide services, more than personal care (in most cases), to folks who would otherwise need to be in an institution.


The agreement essentially “waives” certain rules in our state plan to provide medical assistance and services to folks in the community.
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Common Misconception


HCBS waivers are self-contained programs with their own rules, income standards, etc…





BUT





That is not true.
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The Reality


HCBS waivers allow States to provide various





SERVICES





to people who are eligible for Medicaid under some eligibility group that the State covers under its Medicaid plan.


4/16/2015





34














In Other Words


No shirt, no shoes, no Medicaid…








No Service
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Therefore…


To receive HCBS waiver services, a person must be eligible for Medicaid.


To be eligible for Medicaid, a person must be a member of a…





GROUP
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What Groups Exist?


Some examples:


SSI


SSI-related


Healthcare for Workers with Disabilities


Foster kids


4/16/2015





37














What Waivers Exist?


HCS


Community Options Program Entry System


New Freedom Consumer-Directed Services


Residential Support Waiver


DDA


Basic Plus


Core


Community Protection


Children’s Intensive In-Home Behavioral Support


Individual and Family Support
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What about…


Hospice


One requirement about HCB Waivers is that the state must offer the benefits of HCB Waiver rules for persons in the community not otherwise eligible for SSI-related medical who want access to hospice services


PACE


A managed care SSI-related medical program where we use HCS HCB Waiver rules if we need to


And Roads to Community Living…
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Roads to Community Living (RCL)


A demonstration project to help persons transition into community living from institutional stays


No eligibility requirements other than a qualifying institutional stay and that the person is “receiving Medicaid” on the day of discharge


RCL then guarantees 365 days of medical, and if the person receives services, we use HCB Waiver waiver post-eligibility rules only for cost of care (the approving administration’s rules)
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summary


Medicaid 101 and Washington 101
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Summary


Today, we have a wide variety of services offered via our state plan, waivers, and demonstration projects.


It all boils down to one idea:


To get a service, you need to be eligible for Medicaid;


To be eligible for Medicaid, you need to be a member of a…


GROUP


4/16/2015





42

















Medicaid 101







_1512984329.doc

			Program Category


			ACES


			Description


			Scope


			HCB Waiver


			CFC


			MPC


			NF short stay b


(if not managed care)


			Institutional b


30 days or more





			SSI and SSI-related



(non-institutional)



ABD category



Disability is determined by SSA, or by NGMA referral to DDDS






			S01


			SSI Recipients Categorically Needy (CN)


			CN


			


			a


			x


			x


			





			


			S02


			SSI-related


			CN


			


			a


			x


			x


			





			


			S03


			QMB Medicare Savings Program (MSP).


Medicare premiums, copayments, coinsurance, deductibles.


			MSP


			


			


			


			Pays Medicare co-insurance days as a claim if QMB only. No application required for NF if co-insurance days only & no other service is needed. Instructions in NF billing guide.





			


			S04


			Qualified disabled working individual (QDWI).


Medicare Part A premiums.


			MSP


			


			


			


			


			





			


			S05


			Specific low-income Medicare beneficiary (SLMB).


Medicare Part B premiums.


			MSP


			


			


			


			


			





			


			S06


			Qualified individual (QI-1).


Medicare Part B premiums.


			MSP


			


			


			


			


			





			


			S07


			SSI-related Alien Emergency Medical (AEM).


Emergency Related Service Only (ERSO).


			ERSO


			


			


			


			


			Hospital, cancer, or end stage renal





			


			S95


			SSI-related Medically Needy (MN) no spenddown


			MN


			


			


			


			x


			





			


			S99


			SSI-related with spenddown


			MN


			


			


			


			If SD met


			





			SSI-related



(non-institutional)



Living in an alternate living facility (ALF) - AFH, AL or DDA group home.


			G03


			Income under the SIL & under state rate x 31 days + $38.84.


Used for MPC and RSN placements.


			CN


			


			a


			x


			


			





			


			G95


			ALF private pay no spenddown.


Income under the SIL, and under the private rate


			MN


			


			


			


			x


			





			


			G99


			ALF private pay with spenddown.


Income under the SIL, but over the private rate.


			MN


			


			


			


			If SD met


			





			SSI-related



(non-institutional)



Healthcare for Workers with Disabilities (HWD)


			S08


			Premium based program. Substantial Gainful Activity (SGA) not a factor in disability determination.


			CN


			x


			x


			x


			x


			





			HCB Waiver (institutional)


SSI or SSI-related 1915(c) waivers authorized by HCS or DDA


			L21


			SSI recipients


			CN


			x


			x


			


			x


			





			


			L22


			SSI-related.


DDA – income at or below special income level (SIL).


HCS – income < effective MNIL after deducting state NF rate.


			CN


			x


			x


			


			x


			





			


			L24


			Undocumented Alien / Non-Citizen LTC.


Must be preapproved by HCS (Karen LaBonte). State-funded CN (SFCN) scope.



Community component of 45-slot program.


			SFCN


			State-funded personal care based on NFLOC criteria. Financial Eligibility based on HCB Waiver rules. If in NF 30 days or more, changed to L04 program. In home or state funded services an ALF


WAC 182-507-0125





			SSI and SSI-related



(non-institutional) PACE or Hospice


			L31


			Effective 10/01/2015.


SSI recipient on PACE; or



SSI recipient in institution on hospice


			CN


			


			


			


			NF services included in PACE.



Hospice services provided in institutions.





			


			L32


			Effective 10/01/2015.


SSI-related PACE or hospice as a program.


PACE is managed care (no CFC or HCB waiver with PACE).


CFC or HCB waiver with hospice only.



Hospice + HCB waiver will trickle to L22 as priority program.


			CN


			x


			x


			


			NF services included in PACE



Hospice services provided in institutions.





			SSI and SSI-related Roads to Community Living (RCL)


			L41


			Effective 10/01/2015.


SSI recipient on RCL.


			CN


			


			


			


			x


			





			


			L42


			Effective 10/01/2015.


SSI-related RCL.


365 day medical upon approval by social services.


Must be receiving Medicaid on day of institutional discharge.


			CN


			


			


			


			x


			





			SSI and SSI-related Community First Choice (CFC)


			L51


			Effective 10/01/2015.



SSI recipient on CFC.


			CN


			


			x


			


			x


			





			


			L52


			Effective 10/01/2015.



SSI-related CFC. L52 includes S02 and G03 eligibility rules with spousal impoverishment considerations.


			CN


			


			x


			


			x


			





			SSI and SSI-related (institutional)


In a medical institution for 30 days or more






			L01


			SSI recipient


			CN


			


			


			


			


			x





			


			L02


			SSI-related.



Income under the SIL.


			CN


			


			


			


			


			x





			


			L04


			Undocumented Alien / Non-Citizen LTC.



Must be preapproved by HCS (Karen LaBonte).



(institutional component of 45-slot program)


			SFCN


			


			


			


			


			x





			


			L95


			SSI-related no spenddown



Income over the SIL, but less than the state rate.


			MN


			


			


			


			


			x





			


			L99


			SSI-related with spenddown



Income over the SIL and the state rate, but under the private rate.



Client participation locked to state rate.


			MN


			


			


			


			


			Eligible for services, but client pays all cost of care





			MAGI (institutional)


Only used for individuals not eligible under non-institutional MAGI





			K01


			Categorically Needy Family in Medical Institution​


			CN


			


			


			


			


			x





			


			K03


			AEM Family in Medical Institution.


			ERSO


			


			


			


			


			Hospital, cancer or end stage renal.





			


			K95


			Family LTC Medically Needy no Spenddown in Medical Institution​


			MN


			


			


			


			


			x





			


			K99


			Family LTC Medically Needy with Spenddown in Medical Institution​


			MN


			


			


			


			


			If SD met





			Pregnancy/Family Planning


			P02


			Pregnant 185 FPL & Postpartum Extension​


			CN


			


			


			


			


			





			


			P04


			Undocumented Alien Pregnant Woman​


			CN


			


			


			


			


			





			


			P05


			Family Planning (FP) Service


			FP


			


			


			


			


			





			


			P06


			Take Charge


			FP


			


			


			


			


			





			


			P99


			Pregnant Women & Postpartum Extension


			MN


			


			


			


			If SD met


			





			Refugee


			R03


			​Refugee Categorically Needy


			CN


			


			


			


			


			





			Foster Care/JRA


			D01


			SSI Recipient FC/AS/JRA Categorically Needy


			CN


			x


			x


			x


			x


			





			


			D02


			FC/AS/JRA Categorically Needy


			CN


			x*


			x


			x


			x


			





			


			D26


			Title IV-E federal foster care – under 26


			CN


			x*


			x


			x


			x


			





			MAGI


			N01


			Parent / caretaker


			CN


			


			x


			x


			Pays as a claim (no award letter)





			


			N02


			12 month transitional parent / caretaker


			CN


			


			x


			x


			





			


			N03


			Pregnancy


			CN


			


			x


			x


			





			


			N05


			Adult alternative benefit plan (ABP) (age 19-64)


			ABP


			


			x


			x


			





			


			N10


			Newborn medical birth to one year


			CN


			


			x


			x


			





			


			N11


			Children's (age under 19)


			CN


			


			x


			x


			





			


			N13


			Children's Health Insurance Program (CHIP) (age under 19)


			CN


			


			c


			x


			





			


			N21


			AEM parent / caretaker


			ERSO


			


			


			


			


			Hospital, cancer or end stage renal





			


			N23


			Pregnancy; not lawfully present


			CN


			


			


			x


			Pays as a claim (no award letter)





			


			N25


			AEM (age 19-64)


			ERSO


			


			


			


			


			Hospital, cancer or end stage renal





			


			N31


			Non-citizen children's (age under 19)


			SFCN


			


			


			x**


			Pays as a claim (no award letter)





			


			N33


			Non-citizen CHIP (age under 19)


			SFCN


			


			x**


			x**


			





			Medical Care Services (MCS)



Medical eligibility through eligibility for HEN or ABD Cash


			A01


			ABD legally admitted persons in their 5-year bar or otherwise ineligible due to their immigration status. LTSS include state-funded residential and NF.


			MCS


			


			


			x**


			x


			x





			


			A05


			Incapacitated legally admitted persons in their 5-year bar or otherwise ineligible due to their immigration status. LTSS include state-funded residential and NF.


			MCS


			


			


			x**


			x


			x





			Breast and Cervical Cancer program


			S30


			Breast and Cervical Cancer (Health Department approval)


			CN


			


			x


			x


			


			








			Acronym


			Definition





			ABP


			Alternative Benefit Plan





			Classic


			Medicaid programs that are not determined by the Health Benefit Exchange. These programs did not change with the Affordable Care Act (ACA). Classic programs are those who are age 65 or older and those under age 65 who are disabled or blind and not on Medicare. It also includes foster care medical, institutional, Home and Community Based (HCB) Waivers.





			CN


			Categorically Needy





			ERSO


			Emergency Related Services Only for Alien Emergency Medical (AEM)





			FP


			Family planning service





			MAGI


			Modified Adjusted Gross Income





			MCS


			Medical Care Services (state-funded medical assistance)





			MN


			Medically Needy





			MPC


			Medicaid Personal Care





			MSP


			Medicare Savings Program





			NF


			Nursing Facility





			SD


			Spenddown





			SF


			State-funded





			SFCN


			State-funded with state funded CN scope of care





			WAH


			Washington Apple Health. This general term is used for all medical coverage including MAGI, Classic Medicaid, MCS, Institutional and HCB Waiver medical.








This is a desk tool used by Aging and Long Term Supports Administration (ALTSA) field staff that has all the medical coverage groups/programs in Washington and what Home and Community Service can be authorized under that medical program if functionally eligible. 


x – Service is covered under the medical coverage group


a – effective 10/01/2015, this is provided under L51 for SSI recipients or L52 for SSI-related recipients.  S01 and S02 clients are financially eligible for CFC and once financial is notified services have opened under CFC, the FW will change the case to a L51 or L52. 


b – all NF admissions for skilled or rehabilitation are the responsibility of the managed care entity if enrolled and must be pre-approved by the managed care plan


c – CHIP is Title XXI, and not eligible for Title XIX CFC. There will be a “CFC look-alike” service for Title XXI eligible individuals


* Must have disability, resource, and income determination for HCB Waiver services. (HCB Waiver services can be used for individuals on cash assistance or foster care as long as a disability determination has been established and the financial worker must keep the assistance unit (AU) as a foster care AU. Until cash assistance is de-linked from the medical assistance, the cash AU must be used in ACES. 


** State funded
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Purpose



This section will provide an introduction to the state-funded programs currently available to individuals who are not eligible to receive Medicaid funded programs but wish to remain in or return to their own communities through the provision of coordinated, comprehensive and economical home and community-based services.



Section Summary



· What is Chore?

· Who is eligible?

· What services are available?

· Who are the qualified providers?

· Where can individuals receive services?



· What is State-funded Medical Care Services (MCS)?

· Who is eligible?

· What services are available?

· Who are the qualified providers?

· Where can individuals receive services?



· What is State-funded LTC for Non-Citizens?

· Who is eligible?

· What services are available?

· Who are the qualified providers?

· Where can individuals receive services?





Ask an Expert



For questions about Chore and State-funded MCS programs, contact:

Debbie Johnson, HCS Program Manager

360-725-2531

Debbie.Johnson2@dshs.wa.gov



For questions about State-funded LTC for Non-Citizens program, contact:

Sandy Spiegelberg, HCS Program Manager

360-725-2576

Sandy.Spiegelberg@dshs.wa.gov






What is Chore?  WAC 388-106-0600 through 0630

Chore is a program using state-only funds.  Chore was frozen to new applicants as of August 2001.  Do not authorize Chore services for any new clients or clients on other home and community-based services.  Current Chore clients have been grandfathered into the program. Chore is the only program that allows a spouse to be a paid caregiver; however the monthly payment to the spouse CANNOT exceed the monthly income limit for the Medical Care Services (MCS) medical program per WAC 388-478-0090.  

A client may remain on the Chore program until he/she:

· Becomes eligible for MPC or CFC; 

· No longer meets functional or financial eligibility for Chore;

· No longer has a spouse being paid to provide care and the client is eligible for MPC or CFC;

· Has a break in services; or

· Chooses to terminate services.



Once terminated from CHORE services, clients cannot return to the program.  



Who is eligible?

To be eligible for Chore, the client must meet the following eligibility criteria:

· Reside in a private home (not a licensed residential setting);

· Be grandfathered on the Chore program before August 1, 2001 and have continued to receive Chore without a break in service;

· Be 18 years of age or older;

· Meet Functional Eligibility - the participant continues to be functional eligibility for the program based on his/her CARE assessment. To be eligible, the individual must have an unmet or partially met need outlined in WAC 388-106-0610;

· Meet Financial Eligibility as determined by the case manager/social service specialist at least annually or when there is a change in income.  The case manager/social service specialist also determines participation for Chore clients.  Instructions for both financial eligibility and determination of participation are provided in Chapter 7a – Core Long-Term Services & Supports Financial Eligibility.



What services are available?

The only service available under the Chore program is personal care services.  The monthly benefit is the number of hours generated by CARE up to a maximum limit of 116 hours.  If it is determined that additional hours are needed, an ETR must be submitted via CARE.  



An ETR approved by the HQ ETR committee is required when the number of monthly hours being requested exceed the number of monthly hours generated by CARE.



An ETR approved by the HQ Chore Program Manager is required under the following circumstances:

1. The client is eligible for MPC or CFC but wants to remain on Chore to keep their spouse as the paid caregiver; 

2. Authorizing a payment to a spouse provider in excess of MCS standard;

3. Requesting more than the program limit of 116 hours per month, but equal to or less than the base hours generated by CARE.



NOTE: A separate ETR must be submitted for [#1 and/or #2] and #3 of the above three reasons.  For example, you cannot submit one ETR to allow payment to a spouse in excess of Medical Care Services (MCS) standard and to request hours above the 116 hour limit.  They must be two separate ETRs.  You may submit one ETR when the client is requesting to remain on Chore to keep a spouse provider even though they are now eligible for MPC or CFC AND the payment to the spouse provider will exceed the MCS standard.



Who are the qualified providers?

Clients on the Chore program may choose to receive services from the following qualified provider types:

· Individual Provider (IP) who:

· Has a current contract with DSHS or AAA

· Passes a BCCU criminal history background check

· Meets all training and certification requirements outlined in WAC 388-71-0500 through 1006.

· Home Care Agency (HCA) that:

· Is licensed by Dept. of Health per Chapter 70.127 RCW and Chapter 246-335 WAC

· Has a current DSHS contract with an AAA



Where can individuals receive services?

Personal care services provided through the Chore program are delivered in the client’s home.  Personal care services may also be provided for tasks completed outside of the client’s home, as specified in the service plan, in order to support clients to access other services in the community. Personal care may be furnished in order to assist a person to function in the work place or as an adjunct to the provision of employment services. 








What is State-funded Medical Care Services?  WAC 182-508-0005 and 0150

Medical Care Services (MCS) is a small program funded 100% by state dollars.  LTC services are limited and only available in certain residential settings.  A person can be placed in these settings on MCS without a NGMA being completed first.  Clients on this program are not eligible for waiver services unless there is a change in the client’s citizenship status. 

MCS clients must pay room and board (R&B).  However, ACES does not create and send cost of care letters.  R&B is determined by subtracting the client’s personal needs allowance (PNA) from their countable income.  The remaining income is applied to R&B up to the R&B standard.  Case managers must send a copy of DSHS 18-720 Client Responsibility Notice informing clients of their R&B amount.



Who is eligible?

Individuals may receive services under this program if they are:

1. Immigrants in their 5-year Medicaid bar or lawfully present non-citizens not subject to the 5-year bar (previously known as PRUCOL); and

2. Eligible for aged, blind disabled (ABD) cash program or housing and essential needs (HEN) program; and

3. Determined functionally eligible for MPC; and

4. Determined to be financially ineligible for CFC or MPC because of their citizenship status.



What services are available?

Available services in this program include:

· Skilled Nursing Facility services

· Personal care services in a residential setting

· Nurse delegation in an AFH or ARC



Who are the qualified providers?

Clients may choose from the following qualified provider types:

· Skilled Nursing Facility that:

· Is Medicaid certified 

· Adult Family Home (AFH) that has a current:

· AFH license under Chapter 70.128 RCW and Chapter 388-76 WAC; and

· Contract with DSHS

· Adult Residential Care (ARC) facility that has a current:

· Assistive Living Facility (ALF) license under Chapter 18.20 RCW and Chapter 388-110 WAC; and 

· Contract with DSHS






Where can individuals receive services?

Under this program, clients may choose to receive services in a nursing facility, adult family home or adult residential care facility.  In-home services are not allowed.



What is State-funded LTC for Non-Citizens?  WAC 182-507-0125

The State-funded LTC for Non-Citizens program is available to clients who do not qualify for any other Medicaid program or the State-funded MCS program and have heavy care needs.  It is used only as a last resort.  There is a limited number of slots statewide for this program.   There is a long wait list for this program.  Enrollment requires approval from HCS HQ program manager.



ACES calculates Room and Board (R&B) for clients in the L24 coverage group and sends a client letter.



Clients in the N1 and N25 (MAGI-based) coverage groups are not supported by ACES therefore the case worker must calculate the R&B and send the Client Responsibility Notice (DSHS 18-720).



Who is eligible?

Individuals may receive services under this program if they are:

· Age 19 or older;

· Not eligible for federally funded Medicaid or state-funded Medical Care Services (MCS) because of their citizenship status (not legally admitted)

· Assessed in CARE to meet nursing facility level of care



What services are available?

Available services in this program include:

· Personal care services in a client’s own home or a licensed residential setting

· Nurse delegation in an AFH or ARC

· Skilled Nursing Facility services



Who are the qualified providers?

Clients choosing to live in their own home may select from the following qualified provider types:

· Individual Provider (IP) who:

· Has a current contract with DSHS or AAA

· Passes a BCCU criminal history background check

· Meets all training and certification requirements outlined in WAC 388-71-0500 through 1006.

· Home Care Agency (HCA) that:

· Is licensed by Dept. of Health per Chapter 70.127 RCW and Chapter 246-335 WAC

· Has a current DSHS contract with an AAA



Clients choosing to live in a residential setting may select from the following qualified provider types:

· Skilled Nursing Facility that:

· Is Medicaid certified 

· Adult Family Home (AFH) that has a current:

· AFH license under Chapter 70.128 RCW and Chapter 388-76 WAC; and

· Contract with DSHS

· Adult Residential Care (ARC) facility that has a current:

· Assisted Living Facility (ALF) license under Chapter 18.20 RCW and Chapter 388-110 WAC; and 

· Contract with DSHS

· Enhanced Adult Residential Care (EARC) facility that has a current:

· Assisted Living Facility (ALF) license under Chapter 18.20 RCW and Chapter 388-110 WAC; and

· Contract with DSHS

· Assisted Living that has a current:

· Assisted Living Facility (ALF) license under Chapter 18.20 RCW and Chapter 388-110 WAC; and

· Contract with DSHS



Where can individuals receive services?

Under this program, clients may choose to receive services in their own home, an adult family home (AFH), adult residential care (ARC), enhanced adult residential care (EARC), assisted living (AL), or a nursing facility.


Chapter 7d – Community Options Program Entry System (COPES)



Purpose

The purpose of this section is to define the Community Options Program Entry System (COPES) waiver and the services available to enrolled clients.  This waiver provides services to over 35,000 clients who live in their own homes, adult family homes or assisted living facilities.  The objective of the waiver is to develop and implement supports and services to successfully enable individuals to live in their chosen community setting.



Section Summary

· What is COPES?



· Who is eligible?



· Services available through the COPES program and provider qualifications

· Adult Day Care

· Adult Day Health

· Client Support Training/Wellness Education

· Environmental Modifications

· Home Delivered Meals

· Home Health Aide

· Nursing Services

· Skilled Nursing

· Specialized Medical Equipment and Supplies

· Transportation



· Where can individuals receive COPES services?



Ask an Expert

For questions about COPES contact:



Debbie Johnson, HCS Program Manager

360-725-2531

Debbie.Johnson2@dshs.wa.gov




What is COPES?

COPES is one of the 1915(c) Medicaid waivers operated by ALTSA. This waiver provides the opportunity for individuals who, in the absence of the home and community-based services and supports provided under COPES, would otherwise require the level of care furnished in a nursing facility. The COPES waiver was first established in 1982 and is one of the oldest waivers in the nation!  



Services in the COPES waiver act as a wraparound to services available to the Community First Choice (CFC) State Plan program.  Since July 1, 2015, it would be highly unusual for a person to be enrolled in COPES and not also be enrolled in CFC because personal care is no longer available in COPES.  Rules governing the COPES waiver can be found in WAC 388-106-0300 through 0335.

 



Who is eligible?

To be eligible for the COPES program, and before services can be authorized, the client must meet ALL of the following eligibility criteria:

· Age

· Age 18 or older & blind or has a disability as outlined in WAC182-512-0050 or is

· Age 65 or older

· Functional eligibility

· CARE algorithm determines that the individual meets nursing facility level of care as outlined in WAC 388-106-0355(1), WAC 182-515-1506;  or 

· Will likely need the level of care within 30 days unless waiver services are provided; and

· Client chooses community services under the waiver instead of nursing facility services.

· Financial eligibility – To be financially eligible for COPES, an individual must meet the Supplemental Security Income (SSI) disability criteria and be eligible for institutional categorically needy (CN) medical coverage group. See Chapter 7a of the LTC manual for more information regarding financial eligibility for LTC programs.Use ACES On-line to verify financial eligibility at initial, annual, or significant change assessments.



· Have needs that exceed what is available in CFC.



Clients who are functionally and financially eligible for the waiver programs can choose to receive their care in an institution or in the community.  The Acknowledgment of Services form (DSHS 14-225) is the documentation that the program choices have been explained to the client and the client has acknowledged their choice of waiver services or nursing home care.  This form is a federal requirement and waiver services cannot be authorized without the client’s signature on this form. Two signed copies are required.  One copy is given to the client and the other copy must be included in the client’s record.



If a waiver client enters a nursing facility for less than 30 days, waiver services cannot be provided during the time the client is in the nursing facility.  The end date for all waiver service authorizations must be changed to match the admission date into the nursing facility.  However, enrollment on the waiver is not terminated and eligibility does not have to be re-determined when returning to the community. A new 14-225 is not required if the stay is short term.



If a waiver client enters a nursing facility for 30 days or longer, waiver services are terminated and the client is dis-enrolled from the waiver. The client must have his/her eligibility reestablished if he/she reenters the community on waiver services.  A new 14-225 is required when the client returns to the community after a stay of 30 days or more in the nursing facility.When a MAGI-based client on CFC is enrolling in the COPES waiver or a MAGI-based client is leaving MPC and enrolling in the COPES waiver, the start date for the waiver needs to be the 1st day of the following month.  Start dates should not be mid-month.





Where can individuals receive COPES services?

COPES services can be received by clients living in a private residence or a licensed residential setting.  See the chart below for a summary of services and location.



Waiver Services by Setting

		Service

		In-Home

COPES 

		Residential 

COPES



		· Adult Day Care

		

		



		· Adult Day Health

		

		



		· Client Support Training/Wellness Education

		

		



		· Environmental Modifications

		

		



		· Home Delivered Meals

		

		



		· Home Health Aide

		

		



		· Nursing Services

		

		



		· Skilled Nursing

		

		



		· Specialized Medical Equipment & Supplies

		

		



		· Transportation

		

		









Services available through the COPES program and provider qualifications

Clients may receive any combination of waiver services if they meet the secondary eligibility criteria for each of these services.  Waiver services cannot be duplicative of each other.  



Federal rule requires that waiver services not replace other services that can be accessed under Medicaid, Medicare, health insurance, Long Term Care (LTC) insurance, and other community or informal resources available to them.  

· If a client has other insurances or resources, case managers must document the denial of benefits before the client can access waiver services.  This documentation must be in the client’s file.

· Waiver services may not be used when the vendor refuses the reimbursement or considers the payment inadequate from the other resources.

· Waiver services may not supplement the reimbursement rate from other resources. 

· ETRs are not allowed for the above circumstances.



Providers of waiver services must meet certain qualifications and be contracted through the local AAA prior to services being authorized.  Each local AAA maintains a list of contracted, eligible providers for HCS and AAA.



Note: All services must be indicated in a client’s plan of care and assigned to a paid provider prior to authorization.  Client must have also approved the plan of care.



The services, defined in WAC 388-106-0300 and 388-106-0305, available through the COPES waiver include:



[bookmark: ADC]Adult Day Care (ADC) is a supervised daytime program providing core services for adults with medical or disabling conditions that do not require the intervention or services of a registered nurse or licensed rehabilitative therapist acting under the supervision of the client’s physician or Advanced Registered Nurse Practitioner (ARNP).  For more detailed information regarding how to make referrals, authorize and monitor this service see LTC Manual Chapter 12 Adult Day Services.



Deductions from CARE generated hours for ADC	

If the client is going to split their CARE allocated caregiving hours for some in-home caregiving and some Adult Day Care then apply the following:

· For each hour of adult day care authorized, you will make a deduction of a ½ hour (30 minutes), up to a total of two hours per day of attendance, from the in-home caregiving hours allocated in CARE (WAC 388-106-0130(6)(c)).

If client is going to use all of the CARE allocated caregiving hours in an Adult Day Care Center then apply the following:

· Clients who are attending ADC under the waivers, and not receiving any in-home caregiving services, are authorized for ADC hours up to the total number of caregiving hours allocated by the CARE assessment.  Note:  the ½ hour rule stated above is not applicable, this is hour for hour.



Use service codes S5100 or S5102 HQ to authorize ADC services.



Provider Qualifications:

· Meet the requirements of WAC 388-71-0702 through 388-71-0776, and

· Have a current contract with the Department.



[bookmark: ADH]Adult Day Health (ADH) is a supervised daytime program providing skilled nursing and rehabilitative therapy services in addition to the core services of Adult Day Care. Adult Day Health services are appropriate for adults with medical or disabling conditions that require the intervention or services of a registered nurse or licensed rehabilitative therapist acting under the supervision of the client’s physician or ARNP.  For more detailed information regarding how to make referrals, authorize and monitor this service see LTC Manual Chapter 12 Adult Day Services.



Adjusting CARE generated hours for ADH

For clients receiving adult day health services, there is no reduction of personal care hours generated by CARE similar to clients receiving adult day care, home delivered meals and home health aide services.  However, for all clients receiving ADH, the assessor must include the ADH provider as informal support when coding status for each ADL and IADL task that is provided by the ADH provider.



Use service codes S5102 CG (Intake) and S5102 TG (Daily) to authorize ADH services.



Provider Qualifications:

· Meet the requirements of WAC 388-71-0702 through 388-71-0839, and

· Have a current contract with the Department.



[bookmark: CLT_TRN]Client Support Training/Wellness Education service is identified in client’s CARE assessment or in a professional evaluation and service is provided in accordance with a therapeutic goal outlined in the plan of care and includes but is not limited to:

· Adjustment to a serious impairment, 

· Maintenance or restoration of physical functioning,

· Self-management of chronic disease,

· Acquisition of skills to address minor depression, 

· Development of skills to work with care providers including behavior management, and 

· Self-management of health and well-being through use of actionable education materials



Note: In a residential setting, the training must be in addition to and not a replacement of the services required by the department’s contract with the residential facility.



Use the following service codes to authorize Client Support Training services: 

· H2014 UC (Medical) and H2014 UD (Non-Medical) - The provider’s credentials is the determinate for which code to use.  For example, if a nurse is teaching a client how to use their diabetic medications then using code H2014 would be appropriate.  This service may be authorized for up to 20 units (hours) in a six month period.  

· T2025 U1 for Chronic Disease Self-Management workshops

· T2015 U2 for PEARLS workshops

Note: there is a limit of 80 units in a six month period for client support training services but the 1 unit of Wellness Education is not included in this limit.



Use service code SA080 to authorize Wellness Education.  This service may be authorized for 1 unit per month.



Provider Qualifications:  All providers must have a current DSHS contract.  Provider types noted below have additional requirements specific to their expertise:

· Chronic Disease Self-Management Training – Individual:

· Certification in an evidence-based, chronic disease, self-management training program such as the Stanford University Chronic Disease Self-Management Program (CDSMP).

· Chronic Disease Self-Management Training – Agency:

· Each employee/trainer must have certification in an evidence-based, chronic disease, self-management training program such as the Stanford University Chronic Disease Self-Management Program (CDSMP).

· Community Mental Health Agency:

· Licensed under WAC 388-865-0400

· Have capacity to provide services to individuals that do not meet access to care standards in the public mental health system

· Home Health Agency:

· Licensed under Chapter 70.127 RCW and Chapter 246-335 WAC

· Have core provider agreement with Health Care Authority

· Home Care Agency:

· Licensed under Chapter 70.127 RCW and Chapter 246-335 WAC

· Certified Dietician/Nutritionist:

· Certified under Chapter 18.138 RCW as dietician/nutritionist

· Have core provider agreement with Health Care Authority

· Independent Living Provider:

· Have Bachelor’s degree in social work or psychology with two years of experience in the coordination or provision of independent living services, or

· Have two years of experience in the coordination or provision of independent living services (e.g., housing, personal assistant services recruitment or management, independent living skills training) in a social service setting under qualified supervision, or 

· Four years personal experience with a disability

· Physical Therapist

· PT license under Chapter 18.74 RCW

· Have core provider agreement with Health Care Authority

· Have site visit as required by federal regulations

· Registered Nurse

· RN license under Chapter 18.79 RWC and Chapter 246-840 WAC

· Have core provider agreement with Health Care Authority

· Licensed Practical Nurse

· LPN license under Chapter 18.79 RCW and Chapter 246-840 WAC

· Have core provider agreement with Health Care Authority

· Community College

· Community-based, non-profit organizations in Washington State which provide services by, and for, people with disabilities.  Centers for Independent Living receive funding through the Federal Department of Education/Rehabilitation Services Administration and are contracted in the state of Washington through the Department’s Division of Vocational Rehabilitation.

· Pharmacist

· Licensed per Chapter 18.64 RCW and Chapter 246.863 WAC

· Have core provider agreement with Health Care Authority

· Human Service Professional

· Bachelor’s degree or higher in Psychology, Social Work or a related field with a minimum of two years of experience providing services to aging or disabled populations.

· Occupational Therapist

· OT license under Chapter 18.59 RCW

· Have core provider agreement with Health Care Authority





[bookmark: ENV_MOD]Environmental Modifications are those physical modifications to the private residence of the client (owned or rented) that are:

· Justified by the client’s service plan, and

· Necessary to ensure the health, welfare and safety of the client or enable the client to function with greater independence in the home. 



Such modifications include:

· The installation of ramps and grab-bars 

· Widening of doorway(s) 

· Bathroom facilities

· The installation of specialized electric and plumbing systems that are necessary to accommodate the medical equipment and supplies that are necessary for the welfare of the client 

· Lift systems

· The performance of necessary assessments to determine the types of modifications that are necessary. 



Excluded are:

· Modifications or improvements to the home that are of general utility, and are not of direct medical or remedial benefit to the client.

· Modifications that add to the total square footage of the home except when necessary to complete an adaptation (e.g., in order to improve entrance/egress to a residence or to configure a bathroom to accommodate a wheelchair).

· Modifications to adult family homes or assisted living facilities.



Modifications may be authorized up to 180 days in advance of the community transition of an institutionalized person.  Environmental modifications started while the client is institutionalized are not considered complete and may not be billed until the date the client leaves the institution and is enrolled in the waiver.  If the client is renting their home, approval for the modifications must be given in writing from the landlord.



Prior to authorizing payment, obtain documentation (receipt, invoice, etc.) used to verify costs and place it in the client’s file. Also document in the SER that you or the client/rep have viewed and approved the completed job.



Use service code S5156 UA to authorize this service.  Limit without ETR $431.27 per occurrence.  Limit of $4000 without ETR for construction of ramps.



Provider Qualifications:

· Meet the standards of Chapter 18.27 RCW Registration of Contractors, and 

· Have a current contract with the Department

Volunteer Provider Qualifications:

· Sign Confidentiality Statement,

· Have knowledge of building codes as applicable to the task,

· Have costs less than $500 per Chapter 18.27.090(9) RCW (Note: volunteers are reimbursed for costs of supplies and materials but are not reimbursed for labor), and

· Have a current contract with the Department



[bookmark: HDM]Home Delivered Meals provide nutritional balanced meals delivered to the client’s home when the client meets all of the following criteria:

· Is homebound and lives in his/her own private residence;

· Homebound means that leaving home takes considerable and taxing effort.  A person may leave home for medical treatment or short, intermittent absences for non-medical reasons, such as a trip to the barber or to attend religious services.

· Is unable to prepare the meal;

· Doesn’t have a caregiver (paid or unpaid) available to prepare the meal; and

· Receiving the meal is more cost-effective than having a paid caregiver.



These meals must not replace nor be a substitute for a full day’s nutritional regimen but must provide at least one-third (1/3) of the current recommended dietary allowance as established by the Food and Nutrition Board of the National Academy of Sciences, National Research Council.



A unit of service equals one meal.  No more than one meal per day will be reimbursed under the waiver.  



When a client’s needs cannot be met by a Title III provider due to geographic inaccessibility, special dietary needs, the time of day or week the meal is needed, or existing Title III provider waiting lists, a meal may be provided by:

· Restaurants,

· Cafeterias, or

· Caterers who comply with Washington State Department of Health and local board of health regulations for food service establishments.



NOTE: Meals purchased by other sources including Older American Act (OAA) funds and private pay must not be reflected in Status coding on the Meal Preparation screen in CARE.  A deduction of 0.5 hour (30 minutes) will be taken for each home delivered meal at the end of the assessment regardless of the funding source.



Clients must not be referred to the OAA HDM program unless the client:

· Is an in-home waiver client age 60 years or older,

· Still has an unmet need in meal preparation for other meals, and

· Would prefer to get that need met with an additional home delivered meal rather than having the in-home provider prepare the meal.



Clients currently receiving home delivered meals only from an OAA HDM program should be transitioned to an in-home waiver HDM service at their next regularly scheduled assessment.



Use service code S5170 to authorize HDMs. Limit of one meal per day.



Provider Qualifications:

· Meet Food Service Vendor rules – home delivered nutrition program standards and Chapter 246-215 WAC (food service); and

· Have a contract with DSHS or AAA



[bookmark: HHA]Home Health Aide service, as defined in 42 CFR§440.70, is provided in the client’s home, if the tasks:

· Include assistance with ambulation, exercise, self-administered medications and hands-on personal care;

· Are beyond the amount, duration or scope of Medicaid-reimbursed home health services as described in WAC 182-551-2120 and are in addition to those available services;

· Are health related

· Incidental services such as meal preparation may be performed in conjunction with health related tasks as long as it is not the sole purpose of the aide’s visit, and

· Do not replace Medicare home health services.



Waiver home health aide services must be provided in addition to home health aide services furnished under the Medicaid State Plan.  The differences from the Medicaid State Plan home health aide services are as follows:

· Under the Medicaid State Plan, home health aide services require a physician’s order and must be provided under the supervision of a RN, occupational therapist, speech therapist or physical therapist.

· Under the waiver, home health aide services may be provided without a physician’s order and the tasks in the care plan performed by the aide are supervised by a RN as needed and in coordination with the client’s case manager.

· Home health aide services are not required to meet the requirements for participation in Medicare as provided in 42 CFR 489.28.



Use service code T1021 to authorize HHA services.



Provider Qualifications:

· A certified nursing assistant (individual) must:

· Be certified and registered under Chapter 18.88A RCW and Chapter 246-841 WAC

· Pass a DSHS criminal background check

· A home health agency must:

· Be licensed under Chapter 70.127 RCW

· Certify individual nursing assistant employees under Chapter 18.88A RCW and Chapter 246-841 WAC



[bookmark: NS]Nursing Services is not a specific waiver service but is available to COPES waiver clients.  Nursing Services offer clients (e.g. COPES, CFC, MPC and DDA Waiver Personal Care), providers, and case managers with health-related assessment and consultation in order to enhance the development and implementation of the client’s plan of care. 



A Nursing Services provider is not a direct care provider of intermittent or emergency nursing care, skills or services requiring physician orders and supervision.



The goal of nursing services is to help promote the client’s maximum possible level of independence and contribute nursing expertise by performing the following activities:

· Comprehensive Assessment Reporting Evaluation (CARE) review;

· Nursing assessment/reassessment;

· Instruction to care providers and clients; 

· Care and health resource coordination;

· Referral to other health care providers; and/or

· Evaluation of health-related care needs affecting service planning and delivery.



Skilled treatment is provided by Nursing Services only in an emergency. For example, the provisions of CPR or First Aid until emergency responders arrive to provide care.



This service does not typically require an authorization in ProviderOne since HCS and AAA nursing staff are most commonly used for this service.  For more information about Nursing Services, including referral process and resources, see LTC Manual Chapter 24 Nursing Services.



Provider Qualifications:

· Registered Nurse licensed under Chapter 18.79 RCW and Chapter 246-840 WAC

· Contracted with the AAA, employed by the AAA, or employed by HCS





[bookmark: SN]Skilled Nursing services must be included in the client’s service plan and the skilled tasks must be within the scope of the State’s Nurse Practice Act.  



Skilled Nursing Services under the waiver differ and are beyond the amount, duration or scope of Medicaid-reimbursed home health services as provided under WAC 182-551-2100 in the State Plan:

· Under the State Plan, skilled nursing is intended for short-term, intermittent treatment of acute conditions or exacerbation of a chronic condition. 

· Under the waiver, skilled nursing is used for treatment of chronic, stable, long-term conditions that cannot be delegated, self-directed or provided under State Plan skilled nursing.



Use service code T1030 to authorize the per-visit rate up to $51.00 (No HQ pre-authorization required).  Nurses can be paid for multiple visits per day by using the service code modifier to create the second service line on the authorization (T1030, U1).



Use exceptional rate service code T1030, CG to authorize the per-visit rate within the range of $51.01-$86/86 as negotiated with the provider.  Use of an exceptional rate requires HQ pre-approval documented in the client’s CARE assessment ETR screen.  Special circumstances must exist in order to use an exceptional rate for the skilled nursing service.  Examples include but are not limited to:

· A client with complex care needs,

· A client residing in a remote location, and

· The inability to locate a provider at the standard rate.



To request use of an exceptional rate use the following steps:

· Open the client’s CARE record and select the ETR screen in the Client Details;

· Under type, select Skilled Nursing-Rate and complete screens per CM ETR process in the LTC manual. Forward the ETR request to your supervisor for field review/approval and HQ approval.

· Check the finalized decision for the end date. Most ETRs are approved for less than one year; dates may vary.

· A new ETR will be required if the current ETR expires or a significant change assessment occurs and the special circumstance still exists.



Only the per-visit rate up to $51.00 for Skilled Nursing may be used when training the nurse to provide the skilled nursing tasks.  The exceptional skilled nursing rate cannot be used for training the nurse.  



Note: COPES client support training cannot be used to authorize training a nurse to complete skilled nursing tasks.



Use service code T1030, T1030-U1 and T1030-CG (Specialized Circumstances) to authorize Skilled Nursing services.



Provider Qualifications:

· Registered Nurse licensed under Chapter 18.79 RCW and Chapter 246-840 WAC, or

· Licensed Practical nurse licensed under Chapter 18./79 RCW and Chapter 246-840 WAC, working under the supervision of a Registered Nurse per State law, or

· Home Health Agency licensed under Chapter 70.127 RCW, and 

· Have a Waiver Skilled Nursing Services contract with the AAA





[bookmark: SME]Specialized Medical Equipment and Supplies, as defined in the waiver, includes items that may also be known as durable medical equipment (DME) or specialized equipment and supplies (SES).  All items must meet applicable standards of manufacture, design, and installation.  This service also includes maintenance and upkeep of items covered under the service and training for the client/caregivers in the operation and maintenance of the item.  Training may not duplicate training provided in other waiver services.



DME, as defined under WAC 182-543, include items which are:

· Medically necessary under WAC 182-500-0070;

· Necessary for: life support; to increase the client’s ability to perform ADLs; or to perceive, control, or communicate with the environment in which he/she lives;

· Directly medically or remedially beneficial to the client; and 

· In addition to, and do not replace, any medical equipment and/or supplies otherwise provided under Medicare and/or Medicaid.



[bookmark: EXC_CRITERA]WAC 182-543-6000 provides a list of Medicaid non-covered items.  There are times when items on the non-covered list are covered by HCA if exceptional criteria is met.  The exceptional criteria includes:

· a recent hip fracture, 

· new amputation, 

· new spinal cord injury with paraplegia, 

· “Degenerative Joint Disease (DJD) with new cerebrovascular accident (CVA or stroke)



Some bathroom equipment included in the WAC may be necessary to support an ALTSA or DDA client to live independently, which is not reflected in HCA’s exceptional criteria for DME.  For instance, a chronic medical condition may necessitate the need for a shower chair. This would not meet HCA’s exceptional criteria, but having access to a shower chair could impact safety of the client and provide equipment necessary for a caregiver who assists with bathing.  Additionally, ALTSA and DDA use need for assistance with activities of daily living (ADLs) to evaluate service and equipment needs, which is not part of the criteria used by HCA.  



In order to streamline the process for clients to obtain certain durable medical equipment and supplies (DME) that will allow for timely discharge from institutional settings and/or to increase or maintain independent living in the client’s chosen community setting ALTSA and DDA have entered into a Service Level Agreement (SLA) with the Health Care Authority.  This agreement allows ALTSA and DDA to consider additional criteria to approve purchase of the specified DME/Bathroom Equipment.  Private insurance and Medicare must continue to be used prior to use of Medicaid funds.



The list below of typically non-covered and never-covered bathroom equipment and supplies may be purchased using ALTSA and DDA program funding without going through the HCA prior authorization process when the following criteria have been met:

· Item does not meet HCA’s exceptional criteria for the individual client’s condition(s); 

· Item is not covered by Medicare or private insurance; 

· Item has been prescribed or recommended by a health care professional (i.e., primary physician, occupational therapist, or physical therapist);

· Need for the item is demonstrated in the client’s CARE assessment (i.e., ADL coding, medical condition, health and safety for client/caregiver, increased risk of institutionalization without item etc.);

· Item supports client independence or increases client safety in completing ADLs and IADLs; and

· CARE request has been submitted and approved by designated ALTSA or DDA representatives.

Most commonly requested items in the SA875 blanket code include but are not limited to:



· 

· Bath stools

· Bathtub wall rail (grab bars)

· Bed pan

· Bedside commode chair

· Raised toilet seat

· Shower chair

· Shower/commode chair

· Standard and heavy duty bath chairs

· Toilet rail (grab bars)

· Transfer bench for tub or toilet



Examples of client conditions/issues where HCA will never cover bathroom equipment:

· 

· Chronic illness

· Fatigue

· Malaise

· Debility

· Deconditioning

· [bookmark: _GoBack]Osteoarthritis

· Obesity

· Increased age with no caregivers

· Prevention of out of home placement





The agreement with HCA allows for the following:

1. If it appears that a client may meet HCA’s exceptional criteria, the DME vendor must request an ETR from HCA for the item, following all protocols per the DME Current Provider Guide. 

a. If the ETR is approved by HCA, the client receives the item and the vendor claims as usual.

b. If the ETR is denied by HCA and the item is necessary for independent living, a social services authorization can be created in “Reviewing” status. When the case manager receives confirmation of receipt of the item by the client then the authorization can be changed to “Approved” status. The provider will now be able to submit their claim.



2. When it is apparent that an individual does not meet HCA’s exceptional criteria, but an item is needed for independent living, the following process will be followed: 

a. Case manager assesses and documents client’s need for bathroom equipment using CARE.

b. Documentation is obtained from client’s health care professional and placed in client’s record.

c. DME vendor submits Manufacturer’s Suggested Retail Price (MSRP) of the item or their invoice showing the vendor’s purchase price of the item to the case manager. (The Medicaid rate allowed for the item is 80% of the MSRP or 125% of the invoice cost) 

d. Exception to Rule (HCS/AAA) or Prior Approval (DDA) request is submitted via CARE to:

i. HCS designated representatives

1. COPES – Debbie Johnson

2. RCL & WA Roads – Debbie Blackner

3. Residential Support Waiver – Sandy Spiegelberg

ii. DDA Regional Administrator/designee.

e. HCS/AAA case manager also submits the supporting document from the client’s health care provider and the DME vendor’s invoice or MSRP documentation to the HCS DME ETR mailbox at dmeetr@dshs.wa.gov. 

f. ALTSA or DDA designated representative review the request submitted in CARE.  

g. If CARE request is approved, case manager creates authorization of approved equipment using the DME blanket code SA875, following all instructions, including putting the authorization into “Reviewing” status.

h. Upon confirmation that client has received the goods, the case manager will update the authorization status to “Approved” and the DME provider will be able to claim. 





WAC 182-543-7200 allows for Limited Extension of services in cases when a provider can verify that it is medically necessary to provide more units of service (quantity, frequency, or duration) than are allowed in the State Plan.  Case managers should assist clients in requesting the service vendor to pursue an approval of limited extension from Health Care Authority prior to authorizing additional units of service through the waiver.



 WAC 182-543-7100 allows the client and/or the client’s provider to request prior authorization from HCA to pay for a non-covered medical service, or related equipment through an Exception to Rule.   Case managers should assist clients in requesting the service vendor to pursue an ETR with HCA when there is reason to believe the client’s condition is significantly different than the majority of others and that there is no other alternative service or item to meet the client’s needs.



DME vendors must accept the Medicare and/or Medicaid DME rate as payment in full.  The vendor cannot accept additional funds from the client, personal assistants, family, other Medicaid Services (e.g. waivers) or any other organizations for services/items covered.  However, the vendor can refuse to serve the client due to the rate.  If a vendor refuses to serve a client, the case manager/social worker may use ProviderOne provider search to assist the client to find a different vendor.



Case workers cannot submit ETRs in CARE to pay a higher rate for DME.



Waiver funds can only be used to pay for medical equipment and supplies that have been denied by, or are not covered by, Medicare and/or Medicaid.  If the item is denied, documentation of the denial should be included in the client’s record.  



Authorize DME services in “Reviewing” status using cost included in bid or invoice.  Once it has been confirmed that the DME has been received by the client and the actual cost is reflected in the authorization, the status of the authorization can be changed to “Approved” thus allowing the provider to claim.  Ensure related documentation is included in the client’s record.



Use one of the DME blanket codes to authorize for DME (SA875-SA887).  Select the code that best matches the item being purchased.  Limit of $700 per occurrence without ETR.



Specialized equipment and supplies (SES) are non-medical equipment and supplies such as items that are never covered by Health Care Authority (e.g. waterproof mattress covers, handheld showers, reachers, and adaptive utensils/plates/cups.  These are items that are:

· Necessary to increase the client’s ability to perform activities of daily living; or 

· Necessary for the client to perceive, control, or communicate with the environment in which the client lives; and 

· Of direct remedial benefit to the client; and

· In addition to any medical equipment and supplies provided under the Medicaid State Plan, Medicare or other insurance



Use service codes SA420 and SA421 to authorize payment for SES services.  Limit of $700 per occurrence without ETR.



Provider Qualifications:

· DME Vendors

· Must have a Core Provider Agreement (CPA) with the Health Care Authority (HCA) as a Medicaid vendor and be Medicare certified

· Specialized Equipment and Supplies (SES) vendors

· Must have a SES contract with the AAA

· May also have a CPA as a DME vendor but it is not required

· Have provider taxonomy 33NM00000L



[bookmark: TRANSPORTATION]Transportation is a service offered in order to enable clients enrolled in the waiver to gain access to waiver and other community services, activities and resources, as specified in the service plan. This service is offered in addition to medical transportation required under 42 CFR §431.53 and transportation services under the State Plan, defined at 42 CFR §440.170(a) (if applicable), and must not replace them.  Whenever possible, family, neighbors, friends, or community agencies which can provide this service without charge should be utilized.



In order to authorize transportation services, the case manager must ensure the service:

· Provides access to community services and resources to meet the client’s therapeutic goal; and

· Is not diverting in nature; and

· Is in addition to, and does not replace, the Medicaid-brokered transportation 42 CFR §440.170(a) or transportation services available in the community; and

· Does not replace the transportation services required by the DSHS contract for clients living in licensed residential facilities. 



This service does not replace Individual Provider (IP) or home care agency provided transportation to medical appointments and essential shopping as assessed and assigned in CARE. 



Use service code S0215 U2 to authorize Non-SEIU Transportation mileage or T2003 (Transportation Expense Reimbursement). Maximum number of units is 120.



Provider Qualifications:

· Have Waiver Transportation Services contract with the AAA

· Meet the same standards as those applied to vendors who provide access to State Plan medical services

· May include:

· Agencies

· Sole Proprietors

· Volunteers

· Taxis

· Individual Providers driving their own personal vehicles

· Public transit


_1518500919.pdf
Appendix Ill: Resources

> ALTSA and DDA Service Comparison Chart

» ACES and RAC codes cheat sheet for all core programs (i.e., CFC, MPC, HCBS

waivers, etc.)

» Social Service Authorization Manual (SSAM)

» Medicaid Programs — LTSS Chart (ACES coverage group cheat sheet)




http://intra.altsa.dshs.wa.gov/hcs/documents/Service%20Comparison%20Chart.pdf

https://teamshare.dshs.wa.gov/sites/hcs/FP/Documents/ACES%20and%20RAC%20codes%20for%20ALTSA%20and%20DDA%20services.doc?Web=1

https://teamshare.dshs.wa.gov/sites/hcs/FP/Documents/ACES%20and%20RAC%20codes%20for%20ALTSA%20and%20DDA%20services.doc?Web=1

http://intra.dda.dshs.wa.gov/ddd/p1servicecodes/

https://teamshare.dshs.wa.gov/sites/hcs/FP/Documents/Medicaid%20Programs%20-%20LTSS%20Chart.doc?Web=1
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Appendix Il: Estate Recovery

The state of Washington’s Estate Recovery Program was enacted July 27, 1987. In
1993, federal law mandated that all states enact estate recovery programs.

State law, RCW 43.20B.080, requires staff to fully disclose in advance, both verbally
and in writing, the terms and conditions of estate recovery to all persons offered long-
term care services subject to recovery of payments. All ALTSA services except APS
are subject to recovery.

The state does not place a lien on assets or try to recover against an estate until the death
of the medical assistance recipient with the exception of a recipient permanently residing in
a medical institution who is required to pay participation. The state will defer recovery until
the death of a surviving spouse, a registered domestic partner, and/or while there is a
surviving child who is under age 21, blind, or disabled.

Estate recovery program recovers the cost of long-term care services and related
hospital and prescription drug services from a recipient’s estate. Federal and State laws
also allow states to recover all Medicaid costs. The estate recovery laws have changed
several times since the program was enacted. The department recovers from estates
according to the law in effect at the time the services were received. Effective January
1, 2014, the estate recovery rules have been amended to no longer include all Medicaid
services as subject to recovery. The estate recovery handout (DSHS 14-454) has been
amended.

To meet disclosure requirements, you must provide the following documents to all
prospective and new clients and verbally explain both the estate recovery program and
the community service options available:

e Columbia Legal Services Article: Estate Recovery and;
e HCS publication: Medicaid and Options for Long-Term Care Services for Adults
(DSHS 22-619x)

e DSHS publication: Estate Recovery Repaying the State for Medical and Long
Term Care (LTC), (DSHS 14-454)

e Estate Recovery Information Sheet

Services Exempt from Recovery

e Services received prior to 7/26/87, when the Estate Recovery Program was enacted
e Adult Protective Services provided to a frail elder or vulnerable adult and paid for
only by state funds.

Assets Not Subject to Recovery

e Certain properties belonging to American Indians/Alaska Natives (explained in WAC
182-527-2754);



http://apps.leg.wa.gov/RCW/default.aspx?cite=43.20B.080

https://www.dshs.wa.gov/sites/default/files/FSA/forms/pdf/14-454.pdf

http://www.lawhelp.org/documents/1542715172EN.pdf?stateabbrev=/WA/

https://www.dshs.wa.gov/SESA/publications-library?combine&field_program_topic_value=All&field_job__value=22-619&field_language_available_value=All

https://www.dshs.wa.gov/SESA/publications-library?combine&field_program_topic_value=All&field_job__value=22-619&field_language_available_value=All

http://www.dshs.wa.gov/pdf/ms/forms/14_454.pdf

http://www.dshs.wa.gov/pdf/ms/forms/14_454.pdf

https://www.dshs.wa.gov/sites/default/files/SESA/publications/documents/Estate%20Recovery%20Insert.pdf



e Government reparation payments specifically excluded by federal law as long as
such funds have been kept segregated and not commingled with other countable
resources and remains identifiable.

Recovery Process

e The Office of Financial Recovery (OFR) administers Estate Recovery collections for
the Department of Social and Health Services (DSHS).

e DSHS recovers from the estate of a deceased client. "Estate" includes all real
property (land or buildings) and all other property (mobile homes, vehicles, savings,
other assets) the client owned or had an interest in when the client died. A home
transferred to a spouse or to a minor, blind or disabled child prior to the client's
death, is not considered part of the client's estate. This is a legal transfer under
Medicaid rules and does not affect the client's eligibility.

e DSHS recovers from estates according to the estate recovery law in effect at the
time the services were received.

e DSHS will file a lien or make a claim against property that is included in the
deceased client's estate. Prior to filing a lien against real or titled property, the
department shall give notice and an opportunity for a hearing to the probate estate's
personal representative, if any, or any other person known to have title to the
affected property.

e DSHS will defer recovery:

0 While there is a surviving child, who is less than 21 years of age, blind or
disabled, per Chapter 182-527 WAC.

o Until the death of a surviving spouse (if any). When the surviving spouse dies,
recovery action will be taken against property in which the deceased client had
an interest in at the time of death.

o If the client's heirs would experience undue hardship, and they meet the undue
hardship criteria specified in WAC 182-527 .

Resident Personal Funds Held By a Facility

Within 30 days after the resident's death, the nursing facility or community residential
facility (Adult Family Home, Adult Residential Care, or Assisted Living) must convey
the resident's personal funds held by the facility to the Office of Financial Recovery
(OFR) or to the individual or probate jurisdiction administering the resident's estate.
OFR may authorize release of funds to pay for burial costs, either before or after it
receives the funds.

Prepaid Burial Plan or Contract

DSHS can recover from the balance of funds in a prepaid funeral service contract or
plan that is not used to pay for burial expenses if the plan or contract is sold by a
funeral home or cemetery regulated by the state. This includes prepaid funeral
service contracts sold by a funeral home and funded through insurance.



http://apps.leg.wa.gov/wac/default.aspx?cite=388-527

http://apps.leg.wa.gov/WAC/default.aspx?cite=182-527



Funeral plans or trusts established by a lawyer or sold by an insurance agent are
not affected by this law.

Discovery of Decedent's Estate

The primary sources from which OFR finds out about a decedent's estate are:

ACES Computer reports. ACES produces a report monthly of medical recipients
who have died. Form letters generated from these reports are mailed to the
recipient's last known address as shown on the report. The letter asks survivors or
estate handlers to answer questions related to estate assets and whether probate
has been or will be filed.

The Superior Court Office Management Information System (SCOMIS) report is
sent to OFR from the Office of the Administrator for the Courts. The report lists
monthly probate and non-probate filings for each county.

As of 7/1/95 state law requires the personal representative of the probated estate
and the notice agent of the non-probated estate to send a copy of the notice to
creditors to OFR.

Current Washington law allows parties to dispose of debts and personal property in
estates that are valued under $100,000.00 by affidavit of successor instead of
probate/non-probate. As of 7/1/95, the person claiming to be a successor of the
decedent is required to send a copy of the affidavit of successor to OFR.

Interest Assessed on Past Due Debt

The recovery debt becomes past due and accrues interest at a rate of one percent per
month beginning nine months after the earlier of the filing of the department’s creditor’s
claim in the probate, or the recording of the department’s lien. Criteria for waiving interest
are in WAC 182-527-2792.

References

Chapter 43.20B RCW
Chapter 74.39A RCW

RCW 18.39.250 & 18.39.255
RCW 68.46.050

RCW 70.129.040

RCW 74.46.711

Chapter 182-527 WAC

WAC 388-96-384




http://apps.leg.wa.gov/RCW/default.aspx?cite=43.20B

http://apps.leg.wa.gov/RCW/default.aspx?cite=74.39A

http://apps.leg.wa.gov/RCW/default.aspx?cite=18.39.250

http://apps.leg.wa.gov/RCW/default.aspx?cite=18.39.255

http://apps.leg.wa.gov/RCW/default.aspx?cite=68.46.050

http://apps.leg.wa.gov/RCW/default.aspx?cite=70.129.040

http://apps.leg.wa.gov/RCW/default.aspx?cite=74.46.711

http://apps.leg.wa.gov/wac/default.aspx?cite=388-527

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-96-384



		Interest Assessed on Past Due Debt

		 Chapter 43.20B RCW
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Appendix IV: Non Grant Medical Assistance (NGMA)

Effective January 1%, 2014, clients under 65 years of age no longer need to be
determined disabled in order to access medical coverage as long as the household’s
countable income is below 133% of the FPL. Disability must still be determined if
the client is under 65 years of age and needs to access HCBS waiver services,
regardless of income.

Blindness or disability is already established for clients who receive SSI or Social
Security Disability benefits. Clients who are 18 — 64 who do not receive SSI/SSDI
must have their disability determined via the Non-Grant Medical Assistance (NGMA)
Program.

Disability through the NGMA process is completed by a Department of Disability
Determination Services (DDDS) adjudicator. Eligibility is determined based on the
SSI disability criteria (WAC 182-512-0050):
e Blind (as defined in WAC 182-512-0050); or
e Disabled - the inability to do any substantial gainful activity by reason of any
medically determinable physical or mental impairment which can be expected
to result in death or which has lasted or can be expected to last for a
continuous period of not less than 12 months.

To determine if a NGMA is needed, look at the SSI criteria (aged, blind or disabled):

1. Clients who are on SSI/SSA Disability, blind, or 65 or older, are already
categorically related and a NGMA is NOT needed:

a. Determine if a financial application has been submitted (unless already
on Medicaid), and
b. Authorize services - use Fast Track if appropriate.

2. For clients under age 65 who appear to meet SSI disability criteria, use the
NGMA process to determine the disability. Clients who do NOT appear to
meet SSI disability criteria still have the right to pursue NGMA if they wish.
Explain the program criteria for severity and durational requirements to
clients. If the client wishes to continue, complete the packet. If the client
withdraws, notify the financial services specialists within 5 days and refer the
client to other community resources or access state-funded resources if
appropriate.

3. A client who receives MAGI-based medical coverage must be determined
disabled using the NGMA process if they need to access waiver services.
However, a NGMA is not needed in order to authorize MPC or CFC services.



http://apps.leg.wa.gov/WAC/default.aspx?cite=388-475-0050

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-475-0050



Instructions for Completing NGMA Referral in Barcode

The NGMA transmittal form can be accessed from the Forms Menu of the ECR.

H
g5 Systems Help IF:::rms IMedicare Letters EBT

| . AREM/CEAP
Residence: 14 MET 16-215 '
C 1454
10-353 !
I l cal l QA F Bl in Loco Parentis Tracking [
Rec'd DDD 15-345 :

82/84/18

B2/04/10 FRED - Current Elig Only
89716789 Intentional OP Investigation

B8 /27780 Send Application (14-001)

When you select “NGMA” from the Menu you should see the following screen:

= -

A Reason for DDDS Decision
Transmittal Summary = [v Initial Application

Medical Disability Decision [~ Re-examination
[~ Fair Hearing review

TO: bivision of Disability Determination Services (DDDS) Has financial eligibility ¢ VYES
[w 45850, Olympia [~ W17, Seattls [ B3213. Spokane been determined?: ]
1. CASE NAME 2. CLIENT ID NUMBER 3. TELERHOME NUMBER
LE PEW, PEPE A 2148897
4, STREET ADDRESS CITY STATE ZIF CODE
HOMELESS AFT 16 SEATTLE WA 98562
5. SOCIAL SECURITY NUMBER 6. BIRTHDATE 7. 5EX 8. MARITAL STATUS
455941515 01151965 v tale [~ Female [~ Single v Married
a9 |usum_ DCCURATION 10. EDUCATION
1. DATE OF ARRLICATION 12. RETRO COVERAGE NEEDED FROM 13 DECEASED
i FA) [ Yes
13, WORKER'S NAVE 14. TELEFHONE NUMBER 15. FA% NUMBER
[TOR0 Roberta Tower 360.725-4575 (360)413-3490
16. OFFICE NAME 17. MAILSTOP
Economic Sves Adm 45412
13-[';;;2?;3511'8 noos Yau must aﬂach ane of each PP ACES Marrative sent to ECR ACT tab on Submit
:Z{:iﬂ';":;gag?wmems' Atachimage]  _Canee | Freview SUBMIT

At the top right hand corner of the screen are checkboxes to indicate whether this is an
Initial Application, Re-examination, or a Fair Hearing review.





On the first line of the transmittal summary there are checkboxes to indicate where the
Transmittal Summary should be sent. This will be pre-selected based on the client's
office of record. You may change this location by selecting a different checkbox.

Financial Eligibility for NGMA must be determined before the Transmittal Summary can
be sent to DDDS. Indicate Yes or No that eligibility has been established.

Boxes 1-6 contain information from ACES for the client selected. This data may not be
changed through this form. If the information about the client is incorrect, ACES must be
updated first.

Box 7 and 8 will be pre-selected from information via an ACES interface. This
information may be corrected by changing the checkbox selected.

Box 9 and 10 allow input for Usual Occupation and Education respectively. These are
not mandatory fields.

Box 11 is for the current date of application.

Box 12 is for the requested retro medical time period. Retro medical may not be
requested more than 3 months prior to a medical application.

A date must be entered into number 12, Retro Medical Coverage. If retro medical is not
needed or requested, enter today's date in field number 12.

Requesting Retro Medical from a Previous Application

Example: The client applies for medical on 2/12/2010 and wishes to have retro
medical considered back to 6/1/2010.

If these dates are entered into fields 11 and 12, an invalid date popup warning will
appear.

-

Retro Date Invalid for App Date

The retro medical date is more than 3 months
"j before the app date, Please enter the date of
. the application that wou are requesting retro
rnedical For,

An additional application date box will appear. Enter the date of the application that the
retro medical is being requested for. The retro medical coverage date cannot be more
than 3 months prior to the original application date.

11. DATE OF APPLICATION 1Z. RETRO COvERAGE NEEDED FREOM ORIGINAL APPLICATION DATE:
82/12/20180 86/01/2009 | # #






Box 13 has a checkbox to indicate if the client is deceased.

Boxes 14 through 19 include information about who sent the form and the date it was
sent to DDDS. Only box 14 can be changed.

Attaching Documents

Certain documents must be attached to the Transmittal Summary before the document
can be submitted to DDDS. This is done by clicking the ‘Attach Image' button at the
bottom of the screen. The documents that must be attached are listed in red to the left
of the button.

You must attach one of each

ofthe following docurments: Attachments
14-1444 SSA BIT Attach Image |

When the 'Attach Image' button is clicked, the ECR will open and the My ECR tab will
be on top. The NGMA (DDDS) filter will be pre-selected with the NGMA document

types.

__| DMS - Electronic Case Record for — - C50 of Residence: 14
He N co| coooces | FR o
Clert #2146897 | Pendingl | &1 | Pemveit MECR |Fiter [ACT. |CAL | AvachedDa| oaPRP | ™ HIDE Fie Copies
™ HIDE Duplicates
[MeHA (DDDS) = addView | | |
Type Description Client#  FHame Rec'd <-Double-click to zart
DR Doctors Report, Hospita 89723708 1 ’R—_A|CESGQ||
PHY Physical Ewaluation Pac 89/11/08 1@ —
PHY  Physical Evaluation Pac 89789/ 08 10 ﬂl
Attach |
Mew Tickler |
Detail |
Assign(z] |
Wie |
Wiewer:
| Document o Hoo1 ]
Doctors Report, Hospital Digcharge Summary, Doctors Evaluation Exit |

Highlight the documents that you would like to attach to the NGMA Transmittal
Summary. On the right hand side of the ECR there will be a new button above the 'New
Tickler' button. Once you have all of the documents highlighted, click the 'Attach’ button.

You may go to the 'Attached Docs' tab to see which documents have been attached.

Hit the ECR's "Exit' button to return to the NGMA screen. If the documents have been
attached the document types should have changed from red to green.





If there are more than 50 pages in the documents that are attached, a warning message
will appear.

ERROE...Error...error...

‘¥ou can only print up to 50 Attached Image
pades (each image can have mulkiple pages).
You have currently selected 70 pages. You
need to attach Fewer images or send only
specific pages of an image.

Click the 'Select Pages' buttan ko select specific
pages of an image.

Ik

When the popup is closed the Attach Image button will be replaced with a 'Select
Pages' button.

Attachments

Select Pages |

Clicking the 'Select Pages' button will open a new screen listing all of the documents
attached with the number of pages for each document.

_ISelect specific pages to print.

Y'ou have zelected these ECR documents to attach to thiz letter. Pleaze zelect the pages of
theze documents you want ko attach.  [ex 2-4. 6. 8. 13-15]

Document Pgz Pages to Print
Release of Information 2 1-2

Correspondence Regarding Disability Determinal|13 |1-13

Correspondence Regarding Disability Determinaj1é [1-16

Correspondence Regarding Disability Determina|39% |1-39

T otal number of pages selected to print: 70 Maximurm number of attached pages is 50 | Wiew Image |






The total number of pages for the documents attached is listed at the bottom of the
screen. To only attach a few pages of the document, select the document by
highlighting the line the document is on. You may view the document by clicking the
'View Image' button at the bottom of the screen.

Enter the page numbers for the document in the Pages to Print column.

COPFESPONOENCE RE(aFdIng DISanIlIT DETeFmIna[ 16 [ 1-16
Correspondence Regarding Disability Determina|39 |5-6

When finished, click the 'Done’ button. Then click the 'Submit' button again.

Once everything has been completed on the Transmittal Summary screen, you may
preview the document or submit the document.

o] S
ACES Marrative zent ta ECR ACT tab on Submit

Cancel | Presview SUBMIT

Submitting the document will create an ODI document with an assignment to the
appropriate DDDS office. You will be asked to click OK to commit the form to the ECR.
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Appendix I: Coordination with Developmental Disabilities Administration (DDA)

The Developmental Disabilities Administration (DDA) strives to transform lives by
providing support and fostering partnerships that empower people to live the lives
they want. Individuals with developmental disabilities may be served by DDA, HCS,
the AAAs or a combination of these entities.

DDA implements Community First Choice (CFC), Roads to Community Living (RCL)
and Medicaid Personal Care (MPC) programs just like HCS and the AAAs. All
administrations operate these programs using the same program rules (WAC).
What is important to remember is that no individual can be on the same program
with two different administrations/agency.

The CFC and MPC programs are managed by DDA for:
¢ individuals of all ages who have a developmental disability, and
e children/youth who do not have developmental disabilities but who meet the
functional eligibility criteria. This includes youth who are in foster care
placements with Children’s Administration up to their 215t birthday.

Determination of developmental disability under Chapter 388-823 WAC does not
guarantee eligibility for, or access to, paid services. Clients must still meet the
eligibility requirements for the service. Access is governed by capacity and/or
funding, unless it is a State Plan service.

When DDA determines that a person does not have the condition of developmental
disability, DDA must coordinate access to other services including long-term care or
other DSHS services for which the person may be eligible.

CFC and MPC services for adults are authorized by both HCS and DDA under the
same federal and state rules. Clients cannot be authorized for CFC or MPC from
both ALTSA and DDA at the same time. If HCS receives a request for services from
an adult with a developmental disability, it is important to inform that individual of the
availability of DDA case resource management to assess, authorize and provide
services. The individual may receive CFC or MPC services from HCS while
completing the enrollment process for DDA. Once DDA eligibility has been
determined, the HCS/AAA worker should coordinate with the DDA case resource
manager to transfer the case to DDA. This coordination must be completed
without a disruption of services to the client.

Coordination/transfer of client services between DDA and HCS may occur for the
following reasons:
e Adult DDA clients and applicants may request HCS services;
e Adults with disabilities who are determined to be DDA clients may also gain
access to services from HCS that are not available from DDA (like Adult Day
Health). While adults may receive COPES waiver services from HCS and



http://apps.leg.wa.gov/WAC/default.aspx?cite=388-823



state-only funded services (like employment services, SSP or Individual &
Family Services) from DDA at the same time, they can only be enrolled in one
waiver at any given time.

Adults with developmental disabilities receiving HCS services may apply to
DDA for services if they are not already DDA enrolled.

Communicate with a DDA case resource manager when there is a need to transfer
or coordinate services.

DDA will authorize client services available through DDA once a
determination of developmental disability has been made.

HCS will be the primary case manager in CARE when authorizing nursing
facility or HCS waiver services (such as COPES) to DDA clients.

Clients do not have to disenroll with DDA to receive HCS services.

HCS may refer clients to DDA for a determination of developmental disability,
but long-term care services will be initiated or continued by HCS pending the
DDA determination. Services must not be interrupted during the transition
from HCS to DDA for on-going service delivery.

Developmental disability determination decisions by DDA may be appealed
by the client, but not by department staff.

During the DDA eligibility determination process, the CARE record for an active HCS
client must be transferred to DDA.

DDA will add the HCS/AAA case manager to the DDA team in CARE so both
DDA and HCS will have access to the client's CARE record and assessment.
HCS/AAA will be able to authorize payments as needed.

Process for a DDA client requesting services from HCS:

ok

Referral received from DDA case resource manager or DDA client;
Functional Eligibility - Complete LTC assessment to establish functional
eligibility;

Financial Eligibility - Notify financial on a 14-443 of transfer so financial
record can be obtained from the DDA LTC Specialty Unit. If the clientis a
MAGI client on NO5 coverage group there is no need to send a 14-443 to
financial since they do not manage MAGI clients;

Authorize services once all program requirements are met.

Remember that a client can only receive MPC or CFC services from one
agency at any given time. DDA cannot authorize MPC or CFC for the same
time period that HCS has an open authorization and vice versa.

Process for non-DDA enrolled children turning 18 and transferring to HCS

Children who do not meet DDA eligibility criteria, but have personal care needs are
case managed through DDA until they are 18 unless they remain in an extended
foster care placement. As long as the youth (age 18, 19 or 20) is in foster placement





DDA retains the case and continues to provide case management related to MPC
and CFC services. Atage 18 or upon leaving foster care between the ages of 18
and 21, if the client requests to continue receipt of personal care services, a referral
must be made to HCS for LTC eligibility and ongoing case management. Once
eligibility has been established, the MPC or CFC services will be transferred from
DDA to HCS without disruption.

Functional Eligibility —

1. 2 months prior to the client’s 18" birthday, the DDA case resource manager
will:

a. Make a referral to HCS, and

b. Notify other agencies (e.g., Children’s and HCA) as appropriate of the
transfer.

2. 30 days prior to the client’s 18" birthday, HCS will:

a. complete the assessment,

b. confirm the qualified provider,

c. accept the transfer from DDA, and

d. authorize services on or after the 18" birthday. The case will be
transferred per the usual process to the AAA for ongoing case
management, if appropriate.

3. For non-DDA enrolled clients who remained in foster care after the 18™
birthday and are now leaving foster care between the ages of 18 and 21 and
continue to need personal care services,

a. the DDA case resource manager will:

i. Make a referral to HCS, and
ii. Coordinate with Children’s Administration throughout the
transition.

b. The HCS worker will:

I. determine LTC eligibility,
ii. confirm client’s choice of qualified provider,
iii. authorize services after the 18" birthday, and
Iv. transfer the case per the usual process to the AAA for ongoing
case management, if appropriate.

c. DDA and HCS will coordinate to ensure the transition of services for
the client is a seamless as possible and to ensure there is no
disruption of services to the client and no duplication of service
payments to the provider(s).

Financial Eligibility

Working with financial systems will be different depending on the program under
which the individual is receiving services. When the individual needs to apply for
Medicaid through HCS, and is not already on SSA/SSI, then a NGMA
determination will need to be made.





When the HCS case manager receives the case, notify the financial unit about
the change of case management and ask to be added to the AREP screen in

ACES.

a.

Foster Care — Youth can choose to stay in this program until they are
age 21. Financial eligibility does not need to be established until they
leave the program or turn 21 years of age, whichever comes first.

I. If notified by the client or Children’s Administration that they are
leaving the program prior to the 215t birthday, notify financial on
a 14-443 of the referral. If appropriate, fast track to prevent a
disruption of services.

ii. Notify financial 60 days prior to 215 birthday of the need to send
a financial packet and determine financial eligibility.

Children’s Health Insurance Program (CHIP) — Children remain
eligible on this medical program until they are 19 years of age as long
as required premiums are paid.

i. Verify financial eligibility at review time;

ii. Notify financial 60 days prior to 19™ birthday of the need to
coordinate transfer of the financial record from the MEDS unit
within HCA.

Medicaid (Title 19) — Children remain eligible on this medical program
until they are 19 years of age.

I. Verify financial at review time;

ii. Notify financial 60 days prior to 19™ birthday of the need to
coordinate transfer of the financial record from the DDA LTC
Specialty Unit and/or HCA.

Undocumented Children (State Funds only) — Children remain
eligible on this medical program until they are 19 years of age.

I. For youth needing LTC services from HCS upon aging out of
this program, DDA must make a referral to HCS at least six (6)
months prior to the 19" birthday to allow adequate time for
intake and eligibility determination.

ii. Verify financial eligibility when file is transferred from DDA.
Financial eligibility is determined by the DDA LTC Specialty
Unit.

ii. Terminate services on the 19™ birthday. There are no other
Medicaid services available.

iv. Refer to community resources.

4. Authorize services once all program requirements are met.






