Request for an Amendment to a 81915(c) Home

CommunityBased Services Walver

|.  Request Information

A. Thet aotf LS requests approval for an

Medi cai d choormmeu-bhasd&d services waiver approyv
Soci al Security Act.

B. Wai ver(opt t)hbal Community Living Waiver |
C. CMS Wai ver: N| MA.0826 |
D
E

Amendment Number (Assigned by CMS I:l
ProposedEffective Date: | 01/01/2023 |

Approved Effective Date(CMS Use);| |

Il. Purpose(s) of Amendment

Purpose(s) of the Amendment.Describe the purpose(s) of the amendment:

The purpose of the amendment is to remove Day Habilitation Supplement from the waiver effect
January 1, 2023The Day Habilitation Supplement service is transitioning to a component of the D)
Habilitation (DH) state plan service to provide a more stitigged and structured service for memberg
and DH providers.

The Depart ment of Devel opment al Services (0O
Executive Office of Health and Human Services responsible for providing supports to adults with
intellectual disabilities (ID), is the lead agency tasked with thetalaiay operation of this waiver. The
Executive Office of Health and Human Services, the single State Medicaid Agency (MassHealth
oversees the Depart ment Beslth algp eperatésithe Medioaid statdpéan|
which includes the DH program. The Day Habilitation Supplement service allows individuals with
substantial clinical needs to access and benefit from DH services and participate in the commun
Incorporatingthe Day Habilitation Supplement service into the DH program will streamline the
administration and will make the service available to all eligible MassHewthbersnot only those
enrolled in one of the DDS Adult ID waivers.

MassHealth and DDS are wanmk) collaboratively to transition the Day Habilitation Supplement ser
renamed Individualized Staffing Supports (ISS), from the DDS Adult ID waivers to the state plan.
will streamline and modernize the rate structure of the DH state plan serumiude ISS, effective
October 1, 2022. MassHealth and DDS have worked closely on policies and procedures to ensu
currentrecipients ofDay Habilitation Supplementill continue to receive the service in the same
amount andluration through thigansition.




[1l. Nature of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment
affects the following component(s) of the approved waiver. Revisions to the affected
subsection(s) of these component(s) are being submitted concu(cheitk each that applies):

Component of the Approved Waiver Subsection(s)
A | Waiver Application
A | Appendix Ai Waiver Administration and Operation
A | Appendix Bi Participant Access and Eligibility
X | Appendix Ci Participant Services C-3
A | Appendix Di Participant Centered Service Planning &xtivery
A | Appendix Ei Participant Direction of Services
A | Appendix Fi Participant Rights
A | Appendix Gi Participant Safeguards
A | Appendix Ii Financial Accountability
X | Appendix J CostNeutrality Demonstration J1/32

B. Nature of the Amendment. Indicate the nature of the changes to the waiver that are proposed
in the amendmer{theck each that applies):

Modify target group(s)

Modify Medicaid eligibility

Add/delete services

Revise service specifications
Reviseprovider qualifications
Increase/decrease number of participants
Revise cost neutrality demonstration

Add participaridirection of services

Other (specify):

D > X | > > > X | > >




F.

Level (s) offhCareaeaiver is requested ibnaserddewaitve
services to individuals who, but for the provisi
of care, the costs of which wo lasdadbe( qnHesamkb uverascend t

applies)

>

Hospisealect applicable | evel of care)

BMlHospital as defined in 42 CFR A440.10
I f applicabl e, sapeciafdydi wh etntae d yt hé mi
the hospital | evel of car e:

Chronic and Rehabilitation Hospital L

, |!npatient psychiatric facility for in
440.160

Nursing(Bactcielcttwpplicable | evel of <cardg

BINursing Facility Asdss 0d e4f0i mendd 42 4CF RC FAR

I f applicabl e, sapeciafdydi wh etntaeéd yt hé mi
t hneur si nd efveedi loift ycvar e:

Il nstitution for Ment al Di sease for pe
provided in 42 CFR A440.140
I ntermedi ate Care Facility for Individd
defined in 42 CFR A440.150)
I f applicable, s apecatidi whenhhelythemits
| CFlVfDaci |l ity |l evel of <care:




G. Concurrent OperationThiig hwaltvheerr Ppergataerss.concurr e

(or programs) approved under the following autho
Select one:

|i Not applicable

s Applicabl e

Check the applicable authority or authorities:

A |Services fur npirsohveids iuonndse roft hAel 915 ( a) (1) (
Appendi x |

A |Waiver(s) authorized under A1915(b) of
Specify the A1915(b) waiver program an
been submitted or previously approved:
Specify the A1915(b) authoridahesk umaeh
app)ies
A |A1915(b) (1) (mandat/A |A1915(b)(3) (en

managed car e) to furnish addi
A |A1915(b) (bX)ok(eaentraA|A1915(b) (4) (ss
contracting/ 1 in

providers)

A |A program operated under A1932(a) of t
Specify thg aglaatnurlee nodf itth ean ds apgl eaameantden ey
has been pubmi buetdyompproved:

A A program authorized under A1915(i) of

A|A program authorized under A1915(j) of

A |A program authorized under A1115 of th
Specify the program:

H. Dual EIligibili tMedficcrarMedi cai d and
Check i f applicabl e:
B |[This waiver provides services for indivi

Medi cai d.




2. Brief Waiver Description

Brief Waiver Description. In one page or lesdriefly describe the purpose of thaiver, including its goals,
objectives, organizational structure (e.g., the roles of state, local and other entities), and service delivery
methods.

The purpose of the Community Living Waiver is to provide services to adults with an intellectual gig
age 22 and over who receive a moderate level of assistance and either live on their own in a he
their family home and who meet the level of care for an-lBFThese individuals require less than
hours a day of support. These individuals mayéeichallenging behavior, or they have returned h
from a placement, or the family/caregiver may need significant help to provide direct physical as
to assure the health and safety of the individual, or the individual has moderate level ahhl
limitations resulting in the need for more regular support and supervision, or the individual ma
medical issues requiring close monitoring and/or treatment. Without the Community Living

services individuals would be at a moderate riskrésidential habilitation or institutionalization in

Intermediate Care Facility for the Intellectually Disabled. For individuals who live outside of the {
home, these services are necessary due to a lack of adequate natural supports or aasudcief
community services to support their health and welfare in the community. For individuals who resi
their families the waiver will provide for a level of support to assist the individual to acquire theg
necessary to work and access ¢boexmunity or to provide substantial assistance to the family/care
to allow the individual to remain at home. Through the coordination of natural supports, Medicaid s
generic community resources and the services available in this Waiverr paitieipants are able to |iy
successfully in the community. The Community Living Waiver has a prospective budget limit of $7

Goal:
The goal of this Waiver is to provide support to participants in their communities to obviate the n
restrictve institutional care.

Organizational Structure:

The Depart ment o f Devel opment al Services (

Executive Office of Health and Human Services responsible for providing supports to adul
intellectual disabilities, is the lead agency tasked with the-tbagay operation of this waiver. Th
Executive Office of Health and Human Services, the single State Medicaid Agency, through Mas;
oversees the Department 60s o pisorgatnizedimo faurf geograpaid
Regional Offices with 23 Area Offices assigned to the regions. Intake and Eligibility into the systen]
at the regional level through a dedicated group of Waiver Eligibility Teams. These teams
information and conduct assessments to determine if the individual meets DDS eligibility crite
determined eligible, individuals are assigned to the Area Office nearest the city or town where th
The Area Office builds on the information and assessmamiiscted during the eligibility process

determine prioritization for services, service needs and funding level.

Service Delivery:

DDS operates as an Organized Health Care Delivery System, directly providing some of the

available througlthis waiver and contracting with other qualified providers for the provision of

services. Services may be participant directed, or purchased through either a Fiscal Employer Agg
Management Service or through an Agency with Choice Model.

Senices may also be delivered through the traditional provider based system. Participants may
both the model of service delivery and the provider. The Department of Developmental Service
payments to providers through the Meditech claims prargssistem. DDS's payments are valids
through the state's approved MMIS system through which units of service, approved rates and
eligibility are processed and verified.




3. Components of the Waiver Request

The waiver application conNoshes8mfmu$hte Heoldomwp Ingt e

A. Waiver AdministratApme mdsigxe@ érasi ame administra
structure of this waiver.

B. Participant AccdppeadsdpxeecBifgiebsi Itihtey.t arget group(
served in this waiver, dheenempercdsrfito@ sdaah pyad
waiver is in effect, appticgbbel Medi ¢af dappl gt h!
procedures for the evalwuation and reevaluation

C.ParticipantppSerdsipxeelsf i eand heonmameid ywai ver ser vi
furnished through the waiver, including applical

D. Parti€iemartred Service PlAgpmeindgxaddf iDed i vleeypr oc
met hodsstalh &t utséelsopg,0 idmpl ement ancde nmhoerrietdo rs etrhvel cpe:
care) .

E. PartidOipaecti on WNMheBettahteeeprovi des for particip:
Appenddxecd fies the participant ddiirnectth eo nw aoipvpeorr
supports that are available(Bel pattonepants who
BlYes. This waiver provides pAppémcdipanE i
! INo. Thi s wai ver does t ircatpangr owiide ¢

Appendi x e uiig erdo t

F. ParticipahApp&n dsipesh f i essatheo wi nfther ms participants
Hearing rights and other procedures to address |
G. ParticipantApmdredliexa c@ s bes t he dsatfe ghuaasr dess ttahbalti st
the health and welfare of waiver participants i
H. Quallimpr ov &me mttlepgpyendd xntHaiQualti heg | mpryfvemenhi St

wai ver.
Il . Financial Accountdebsiclriitbye.s tApep emsedaibxe dismak g s wh g me
wai ver services, ensures t he integrity of t he:s

requirements contedeiab pawpameaoat al apdrticipation.

J.CoNteutrality DAmpeRBSstcioanttibognat eebhse demonstration t
coséeutral.



4. Waiver(s) Requested

A.

Comparabhéeiattye. requests a waiver o02tarp(Xe@yuB)eo

Act

order to pr oVAippe ntdhitea tCearve crect s@tetce f wiede |
edstMedei cpdliadn t o individuals who: It(ed). Frequi
) meet the targeppengdioxpBcriteria specifi et

andf esobecaedilmnalilcyat Sedvdaye eherequlest s a
a) (10) (C)Yy (i) (Crriu1) of t he Act in otHder t o
|l { yelheetdyone)

Not Appli

>0

ate svlaetherequlkresets a waiver of t he
¢ fect henkgt

yes, specify the waivechetkseatctbwidanheappt ha!

>

>

ic. LiMmiwaitvem of statewi deness

is waiver only to individuals
st@ane.of the

Specify the areas tandhi albliehe b wadhedfuol

wai ver by geographic area

Limited Implementation of Participant -Direction. A waiver of statewideness is reques
in order to makearticipant direction of servicess specified ilAppendix E available only
to individuals who reside in the following geographic areas or political subdivisions
dtate. Participants who reside in these areas may elect to direct their services as pro
thestate or receiveomparableervices through the service delivery methods that are in ¢
elsewhere in thaate.

Specify the areas of tisate affected by thiswaivarn d, as appl-i nabt
of the waiver :by geographic area




5. Assurances

n

A.

accordance with a42 Q@FR VA4d4els. 3the, ftohd owi ng assur

Heal th & TWed dtae casecrasatryatsafieguards have been
and wel fare of persons r e ceesievisnagf esgeuravridcse si nucnl duedre

1. As spedipfpieemdii mi€quate standards for all types
this waiver;

22 Assurance that tshat stbhndandsr eforangertificati
Appendairxe Gnet for services or for individuals
wai versd.at eThaessures that these requirements are
and,

33.Assurance that all faeiAd¢t iwsersea bh)einasadd A 6B
services are provideds toenpstyamwdarmhdd hfeoraplpd arca
speci Appdndinhx C

.Financi al Acc cludnetea baislsiutryes f i nanci aledadoau rhtoanei |e

commubasgd services and maintains and makes avai
Services (including the Office of the I nspector
appropriate finangcitahe rceocsotr dosf dsoecruvimiecnetsi npr ovi ded
financi al accounfAppbehdiyxy &re specified in

aluationThdé atlesedr esprtolvatdest for an initial e
eval uations, anteeldeafsotr aan nlueavielly o fo fc atrhee speci fi
asonable indication that an individual mi ght |
t for the receipthastdhemevianeds comdherndthés fa
aluation arfd | reeealradodsapeiapipfeinad xi B

Oi Ad tefr nBlt® aee asswemesant ihantdiwi dual is deter mi
e level of <care spatcdrfgetd droaA pphs psg ionkahi B/eed n daimvdi
r, | egal representative, i f applicable) i s:

nformed of any feashéelwaavVéeerrnanhdyes unde
iven the choice of eitherbassdi wvatvenasenvi d®

enBkipxe ci fi es t he spatoec edmplecsy st htad d@rheur e t hat
i ble alternativesnunlerchdboiecevaofvernanidt wti o
waiver services.

e Per CapilTh# aEepasdiuresed hat, for any yea
e per capita expendituresennhdef the wakeva
[
[
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xX <

tures that would hshaeebpkanmbde tthdelreval
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Tot dlurTé&stpeetnad assures that the actual t o
commubasgd waiver and other Medi cai d services a
services provided to individual s umareirod,heexwaée e/d
percent of the amount t hat woul d be atetsr Medii
ogram for these individuals in the instituti ol

stitutionalizaTh®at Ab s e sbusredati ttdhaet ,waa ver, i ndi
e waiver would receivef urmded pipmrotpirti lattieon alp ec arf
cified for this waiver.

e

porTha#agte assures thatM&nwiutah liynfidar watilomprowna
the waiver on the type, amount &anad ec opslta no fa n
e health and welfare of waiver participants.
aensidgned by CMS.
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abilitationdgd&aerev iacseyserveosc att h atnap , educational,

ervices, or a combpnavasedabi tihteastei crervérmceis¢ces
1) not otherwibpdavadtuabl ehtough a | ocal educa
i th Disabillimpireosf@mmndctd®EA) or the Rehabilitat
2) furnished as part of expanded habilitation
ervices forth n@Ghwomiual MeTmtstad tset Ud e s $ hat feder
articipatriabte CFRPMewi iin expenditures for waive|
ay treatment or partial hospi taanldi zcatiinoinc, spesrydc hca
as home andhasemmsertwvyces to individuals with chr
in the absence of a waiver, would be placed in

and stahtee has|l mdéeéd the optional Medi caid benefit
and und etr h estaantde has not included t he opti o

in 42 CFR A440.160.



6. Additional Requirements

Note: Item 61 must be completed.

A.

Service Plnanaccordance with 42 <CERtAdéd. 3@igybre
re) is developed or each par Aippiemamntx AOmp lway iv
rvices are furni edhepusesuaintetpl amedesscwviilces

are furnished 0 theap@hei typaenthfatpmeighepr
service and ( the other s#@ravtiec @dsa)nr asmpd vd
rmal supports at compl ement waiver servi ce
is subject to the approval of the Medicai
med for waivert osetrtive ckasv dluocpmerhtedofprtiloe ser:
not included in the service plan.

atilemtasccordance with 42 CFR A441.301(b) (1) (
ividuaipatwkeaontarefim hospi .8l , nursing facildi
m and Bdardccordance with 42 CFR A441.r3lo0n( a)
board except when: (a) provided as apart hat |
a private residence or (b) claimed as a port
an unr el at edde sc airne gtihvee rs awrheo hroeussie ho|l Apaesndihx p

Q

f
s h
t
b)
t h
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ess t ol h%eadvaecsesn.ot | i mi t aocrc ersess ttroi cwa ipvaerrt iscerp
vi Appgemnadi x C

e Choicelaf aPcov o2d akFeR MWiMt3hlad partici pant may
gualified provider to furnish wsatverhasrwece
roval to dofbhmovi ddes numdber the prpvowbdinshef |

OT S = 0O
T OoO®d® OO0

FP Limitaltnoamaccordance with 42 CFR A433 Subpar
not heprartthyi r(de. g. , another third party health ir
iable and resipoinembamred f pay mERP@lgpenfywnotbeclaimedrfor i ¢ e .
services that are available without chargeasiree care to the community. Services will not be
considered to be without charge, or free care, when (1) the pragtiniishes a fee schedule for each

service available and (2) collects insurance information from all those served (Medicaid, and non
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a
particular egally liable third party insurer does not pay for the service(s), the provider may not generate
further bills for that insurer for that annual period.

— O M IO TT > ——~S59 T

. Fair HebBha mage provides the opportunity to requ

SubpErtto individual s: (a) who ar e nboats egi wwean vteh
services as an alternative to institutional |l ev
service(s) aofpetdawisderohod;bedror(cchh)oiwhose services

reduced or Appemidapecidistas edbdheprocedures to pro
opportunity to requiersal vai @i pPr Heiadiimg noti ce
42 CFR21A®.31

. Quallimpyr ovelmeshat e operates a formal, comprehensi
meets the assurances and other requirements cont
of discovery, remedishtitseuraeasn dt hiemphreoavlietnhe nand tvhel f
monitoring: (a) | evel of care determinations; (
gualif;{daptpansici pant health and wel fareghte) fi
of the wshawverfulThber assures that al/l probl ems

addressed in an appropriate and timely manner,



During the period thsaat ¢ hwe whniveplhnepsrQavesdtredaitte gty
speci hi @edghout t hieApappepndicxatH on and

Publ i cDlespui bet ddcene ptrubed i ¢ i nput into the devel op

Massachusetts outreached broadly to the public and to imdretsikeholders to solicit
input on the Community Living, Adult Supports and Intensive Supports waiver
amendments.

The draft waiver amendment applications and information on how to request a hard
of the amendment applications were posted to MasdiHéak we bsi t e
(https://www.mass.gov/infaetails/homeandcommunitybasedserviceswaiver
renewalandamendmengapplicationspublic). Public notices were issued in multiple
newspapers, including: the Boston Globe, Worcester Telegram and Gazette, and t
Springfield Republican.ln addition, emails were sent on January 14, 2021 to key
advocacy organizations as well as the Native American tribal contacts. The newsp4
notices and emails provided the link to the MassHealth website, the dates of the py
commaent period (January 14, 2021February 12, 2021), and both email and mailing
addresses for the submission of written comments. The state also held a public list
session on January 25, 2021 at which oral comments were received. Participants W
able v join the listening session on Webex or by phone. The state received oral anc
written comments from a total of 8 individuals and organizations. Commenters inclu
advocates, providers and family members of waiver participants.

MassHealth outreached éamd communicated with the Tribal governments about the
Community Living, Adult Supports and Intensive Supports waiver amendments at t
regularly scheduled tribal consultation quarterly meeting on November 18, 2020. T}
meeting afforded MassHealth thepaptunity for direct discussion with Tribal
government contacts about the waiver amendments. The Tribal governments did n
any comments or advice on the waiver amendments.

Based on the public comments received, the state has modified the nhmeaeit
Remote Supports service to be Remote Supports and Monitoring in an effort to clar
purpose of the service. The state reviewed all comments received and determined
other changes to the waiver applications were required.

. Notice to Trilbaldl #&mes earsnsmerngss t hat it hraesc ongontiizfeide
Tri bal Ga vhearan mamap i mary office and/ or majority
Stateds intent to sutbmdirnt rae rMewdlc ari edg wad tv etro r@M3 e
anticipated assu bpmiosiriaosnd ddeayttei a | Executive Order 1
Evidence of the applicable notice is availabl e 1
Limited EmrdgtfnsrhsoPrsihiee assures th it provides
services by Limitpbeds&mgl i shacofdanea with: (a)
13166 of August 11, 2000 (65 FR 50121) and (b ) C
to Federal Financi al Assi stance Recipients Rege
Discrimination Affecting Limited -FRArugluissh 8Rr o020 O
AppendiexscB i bessahewasfheres meaningf ul access to
Proftperesmns.



7. Contact Person(s)

A. TheMedicaidagency representative with whom CMS should communicate regarding the waiver is:

Last Name: Bernstein

First Name Amy

Title: Director of HCBS Waiver Administration
Agency: MassHealth

Address: One Ashburton Place

Address 2: 5" Floor

City: Boston

State Massachusetts

Zip: 02108

Phone: 6175731751 Ext: A |TTY
Fax: 6175731894

E-mail: Amy.Bernstein@mass.gov

B. If applicable, thestateoperatingagency representative with whom CMBould communicate regarding

the waiver is:
Last Name: Pavlova
First Name Rumiana
Title: Director of Medicaid Waivers
Agency: Department of Developmental Services
Address: 1000 Washington Street
Address 2
City: Boston
State Massachusetts
Zip : 02118
Phone: 617-312-7917 Ext: A |TTY
Fax:
E-mail: Rumiana.R.Pavlova@mass.gov



mailto:Amy.Bernstein@mass.gov
mailto:Rumiana.R.Pavlova@mass.gov

8. Authorizing Signature

This document, together with Appendices A through J, constitutestateds requestor a waiver under
81915(c) of the Social Security Act. Thate assures that all materials referenced in this waiver application
(including standards, licensure and dtion requirements) aneadily available in print or electronic form
uponrequesto CMS through the Medicaidgency or, if applicable, from the operating agency specified in
Appendix A. Any proposed changes to the waiver will be submitted by thicM@dgency to CMS in the
form of waiver amendments.

Upon approval by CMS, the waiver application serves astdite's authority to provide home and community
based waiver services to the specified target groupsst@itesattests that it will abide byl arovisions of the
approvedwaiver and will continuously operate the waiver in accordance with the assurances specified in
Section5 and the additional requirements specified in Sediohthe request.

Signature: Submission
Date:

State Medicaid Director or Designee

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submits the application.

Last Name: CasseKraft

First Name Amanda

Title: Assistant Secretary and Director of MassHealth
Agency: Executive Office of Health and Human Services
Address: One Ashburton Place

Address 2: 11" Floor

City: Boston

State Massachusetts

Zip: 02108

Phone: 617-573-1600 Ext: A |TTY
Fax: 6175731894

E-mail: Amanda.Casselkraft@mass.gov
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Attachment #1: Transition Plan

Check the box next to any of the following changes from the current approved waiver. Check all
boxes that apply.

Replacing an approved waiver with this waiver.

Combining waivers.

Splitting one waiver into two waivers.

Eliminating a service.

Adding or decreasing an individual cost limit pertaining to eligibility.

Adding or decreasing limits to a service or a set of services, as specified in Appendix C.
Reducing the unduplicated count of participants (Factor C).

Adding new, or decreasing, a limitation on the number of participants served at any point in time.

Making any changes that could result in some participants losing eligibility or being transferred to
another waiver under 1915(c) or another Medicaid authority.

Making any changes that could result in reduced services to participants.

Specify the transitioplanfor the waiver

MassHealth and DDS have worked closely on policies and procedures to enscuerémit
recipients oiDay Habilitation Supplementill continue to receive the service in the same
amount andluration through this transitioMassHealtrand DDS have reviewed utilization
data to identify all participants currently using the Day Habilitation Supplement waiver se|
This data review will be conducted several more times prior to October 1, 2022 to identif
individuals who have newly acced the service after the initial data pull. MassHealth is
establishing an administrative Prior Authorization to ensure that those individuals who cJ
receive Day Habilitation Supplement will continue to receive the same level of service th
thistransition of the service to ISS. Providers and recipients do not need to take action tg
initiate this process. These administrative Prior Authorizations will be put in place
automatically for these individuals and will stay in effect until such time assMealth has
fully expended funding made available by the American Rescue Plan (ARP) to enhance,
expand, and strengthen honaed communitybased services (HCBS) for MassHealth mem
who need longerm services and supporRDS Service Coordinators Wilvork with waiver
participants and their families to reassess needs and access ISS through the MassHealt
plan once the Administrative Prior Authorization ends.

MassHealth and DDS will notify current recipients of Day Habilitation Supplemenisof th
change in a direct mailing that will explain the change and provide reassurance that the
level of service will be uninterrupted. Members and their families will be instructed to talki
their Day Habilitation providers or DDS Service Coordanatif they have questions or
concerns. MassHealth and DDS are educating Day Habilitation providers and DDS Serv
Coordinators about this change and have produced a Factsheet and FAQ to equip staff {
respond to questions. MassHealth and DDS are alsogaBlay Habilitation providers and DD
Service Coordinators to proactively communicate with affected members and families to
up on this mailing and provide reassurance that service level will not be impacted by this|
transition.

State: Attachments to Applicatiort
Effective Date




Through the pesoncentered planning process, DDS Service Coordinators will support
participants to access ISS through the state plan, and to make other necessary changes
Pl an of Care to ensure parti ci pa n tparticipante
will continue to have access to the Day Habilitation Supplement service, as they will hav
access to ISS through the state plan.

The state is putting processes in place to prevent any possibility of billing for ISS and Da
Habilitation Supplementrothe same date of service for the period between October 1, 20
when ISS will be in the state plan, alghuary 12023,when Day Habilitation Supplement wi
be removed from the DDS Adult ID waivers. This threenth transition period is intended a
safety net, to ensure that no participant is left without the needed supports inadvertently.
programming its billingsystem to reject any claims submitted inappropriately by providers
providers will be redirected to submit claims through MMIS. MassHealth will develop and
implement an audit process as an additional safeguard against duplicative billing during
threemonth period. Payment for any duplicative claims will be recouped by the state.

In parallel to this waiver amendment, MassHealth has developed a state plan amendmel
ISS to the State Plan as part of DH.

State: Attachments to Applicatior2

Effective Date




Attachment #2: Home andCommunity-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community
based (HCB) settings requirements at 42 CFR 441.301{&)4and associated CMS guidance.

Consult with CMSor instructions before completing this item. This field describes the status of a
transition process at the point in time of submission. Relevant information in the planning phase
will differ from information required to describe attainment of milestones

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the
description in this field may reference that statewide plan. The narrative in this field must include
enough information to demonstrate that this waiver @aes with federal HCB settings

requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6), and
that this submission is consistent with the portions of the statewide HCB settings transition plan that
are germane to this wagv. Quote or summarize germane portions of the statewide HCB settings
transition plan as required.

Note that Appendix-G HCB Settingslescribes settings that do not require transition; the settings
listed there meet federal HCB setting requirementd élseodate of submission. Do not duplicate
that information here.

Update this field and Appendix®&when submitting a renewal or amendment to this waiver for
other purposes. It is not necessary for the state to amend the waiver solely for the purpose of
updating this field and Appendix® At the end of the state's HCB settings transition process for
this waiver, when all waiver settings meet federal HCB setting requirements, enter "Completed" in
this field, and include in Section®the information omll HCB settings in the waiver.

Massachusetts Executive Office of Health and Human Services (EOHHS), the single Stg
Medicaid Agency (MassHealth), convened an interagency workgroup to address how be
comply with the requirements of thederal Home and Community Based settings at 42 CH
441.301 (c )(4X5). The Department of Developmental Services (DDS), an agency within
EOHHS that has primary responsibility for dimyday operation of the Intensive Supports,
Adult Supports, and the Comumity Living waivers, participated in the workgroup. All
regulations, policies, standards, certifications and procedures have been reviewed again
Community Rule HCBS Regulations and necessary changes identified.

Participants in the AdulBupports and Community Living waivers live either in their own
home or their family home. Homes or apartments owned or rented by waiver participantg
considered to fully comply with the HCBS Regulations.

Concurrent with the systemic review of regulatippolicies and procedures and provider
gualification processes, DDS developed a voluntary survey that was distributed to
CommunityBased Day Support (CBDS) providers. The tool was instrumental in
evaluating the current state of CBDS settings statewideresipect to the Community
Rule requirements by asking providers about their progress in Community Rule
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compliance. It provided valuable i nform
CBDS services through capacity building, technical assistancentyand fiscal support.

Survey data indicates that a wide variety of activities are offered by most CBDS settings;
that activities are offered both onsite and%ité; that many activities are most commonly
offered in a group; and that offered activitreay be disabilityspecific as well as involve
meaningful engagement with naisabled people in the broader community. Based upon
the review and assessment, the-nesidential settings mentioned above fall into the
following designations

1 The nonresidental setting complies508(these represeptrivate and state operated
CBDS and supported employmesattings)

1 The nonresidential setting, with minor or more substantive changes, will cor2@ly:
(these represemptrivate CBDSand supported employmesettings)

1 The nonresidential setting cannot meet the requirements: none

A DDS/provider workgroup meets regularly to address systemic changes that are neede
order to bring all CBDS services into compliance with federals in a timely manner.

Such changes, given the survey data, may include, without limitation, reforms in providet
certification requirements and/or processes, enhanced training and staff development
activities, standards for meaningful engagement ofgipaints with people and activities in
their communities in the context of CBDS programs, provider technical assistance to
enhance program design and operation, and other mechanisms related to outcome goal
the Final Rule. Findings will be validated dligh ongoing Licensure and Certification
processes. All waiver providers will be subject to ongoing review on the schedule outline
in Appendix C of the waiver application.

The statedlevelopedipdatedguidelines and standards that define day services,
including what constitutes meaningful day activities, and how services and supports
can be incorporated into the community more fully. Technical assistance, training and
staff developmenhas been andill continue tdbe provided to assist providers in
complying with the HCBS Regulations.

Individuals receiving services in settings that cannot meet requirements will be notified
by the state agency providing case management. The case manager will rekidve wit
participant the services available and the list of qualified and fully compliant providers,
and will assist the participant in choosing the services and providers, from such list, that
best meet the participantés needs and g
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For all settings iwhich changes are required, DDS instituted aigoimg compliance review
process to assure that the changes are monitored and occur timely and appropriately. T}
process will include consultation and support to providers to enable them to successfully
transition, quarterly reporting by providers to update DDS on progress towards complian
and reviews by designated Area, Regional and Central Office DDS staff to assure adher
to transition plans and processes.

Massachusetts outreached to the publsol@it input on the Adult Supports and
Community Living waiver amendments through multiple formats, as described in the
Public Input section of this waiver application.

All settings in which waiver services are delivered will be fully compliant wittHG8S
Regulations no later than Mar2023.

The State is committed to transparency during the waiver renewal process as well as in
activities related to Community Rule compliance planning and implementation in order tg
fully comply with the HCBS settings requirements by or before Ma0&3. If, in the course
of ongoing monitoring process, DDS along with MassHealth determines that additional
substantive changes are necessary for certain providers or settings, MassHealth and DO
engage in activities to ensure full compliance by tlggired dates, and in conformance with
CMS requirements for public input.

[The state assures that the settings transition plan included with this waiver amendment or
'enewal will be subject to any provisions or requirements included in the State's approved
Statewide Transition Plan. The State will implement any reqeinadges upon approval of
‘he Statewide Transition Plan and will make conforming changes to its waiver when it
submits the next amendment or renewal.
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Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

Additional information regarding Live In Caregiver (LIC) rates: The rate calculation is upg
every January based upon the previous vy
and nonthly rates for LIC are as follows:

Max LIC Monthly Rate = [(HUD FMR for the municipality where individual resides x 1.5)
2]+ USDA Cost of Food Max LIC Per Diem Rate = (Max LOC Monthly Rate x 12) + 365

The HUD Fair Market Rates for a 2 bedroom home in MA for FY2018:
https://www.huduser.gov/portal/datasets/fmr/fmrs/FY2018_code/2018state_summary.od|
Please note: when using this link, select New State: MA, select Statewide FMRs, the tow
town rates aredund on the FY2018 MA FMR Local Area Summary table. Official USDA
Food Plans: Cost of Food at Home at Four Levels, U.S. Average, November 2017 mode
food plan costs for an individual (male and female) between agé$#fbr the month of
November 201 7https://www.cnpp.usda.gov/sites/default/files/CostofFoodNov2017.pdf

Below is the stateds response to the 1In
received on 1/14/22.

1.In this section of the waiver, please list all waiver services that may be provided via
telehealth.

AFamily Training
APeer Support
A'| nidbal Supported Employment

Language has been added to each of the service definitions of the 3 services above: Thif
may be provided remotely via telehealth
as determined during the persoantered planning process and reviewed by the Service
Coordinator during each scheduled reassessment as outlined in AppedixXTbis service
may be delivered remotely via telehealth 100% of the time. The methods and minimum
frequency with which participds will receive facdo-face contact to ensure health and welf;
are described in Appendix-P-a.

Alndividualized Day Supports

Alndividualized Home Supports
AGroup Supported Empl oyment
ABehavioral Supports and Consultation

Language has been addeceach of the service definitions of the 4 services above: This s8
is primarily delivered in person; telehealth may be used to supplement the scheghdesbm
service based on the participantbs mBeed
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personcentered planning process and reviewed by the Service Coordinator during each
scheduled reassessment as outlined in AppendixaD

AAssistive Technol ogy

Language has been added to the service definition of the service above: The evaluation
training component of this service may be provided remotely via telehealth based on the
professional judgement of the evaluator and the needs, preferences, and goals of the pa
as determined during the perscentered planning process and reviewgdhe Service
Coordinator during each scheduled reassessment as outlined in Appe2dix D

AHome Modi fications and Adaptations

Language has been added to the service definition of the service above: The assessmer
evaluation component of the horaed adaptations service may be provided remotely via
telehealth based on the professional judgement of the evaluator and the needs, preferen
goals of the participant as determined during the pecsotered planning process and
reviewed by the Seice Coordinator during each scheduled reassessment as outlined in
Appendix D2-a.

2.In this section of the waiver, please provide answers to the following questions regardi
waiver services that may be provided via telehealth/remotely. If thensspto these questio
are the same for all services delivered via telehealth/remotely, the state may provide a c
response to cover them all. If there are different answers for specific services, these diffe
should be specifically noted. Aheatively, the state may choose to answer these questions
within the service definitions for each service that it will allow to be delivered via
telehealth/remotely.

a.What is the role of the SMA in ensuring the health and safety of waiver participants i
instances when their services are delivered via telehealth/remotely?

DDS and MassHealth have well established processes to ensure the health and safety o
participants. The assessment and persoriered planning processes continue to be the

mechanisms by which the health and safety of waiver participants are réviEhg review

wi || ensure that appropriate considerat
of the persoftentered planning process and confirm whether the telehealth delivery of seg
model can meet their needs and ensure healtlafaty. The review will also ensure that

wai ver participantsdé services were del.
was identified in the Individual Support Plan (ISP), regardless of the method of service
delivery. Appendix D and AppernxdiG describe the safeguards that the state has establishg
assure the health and welfare of waiver participants regardless of the service delivery m¢

b.What is the percentage of time telehealth/remote will be the delivery method for the se

Willanyinrper son visits be required? The par|
components of services may be provided via telehealth, depending on the service and th
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and preferences of theaiver participanto support inclusion, gomunity integration, and
independence. If the participant chooses telehealth service delivery for some combinatio
servicesthe persorcentered planning team will ensure that the services are appropriate
amount frequency, and duration as identified h e p a r IBR and tipakthme sahvaces
adequately meet andgoalsfa indeperdenpesandtcdrsnunityeireedrati
Certain services may be provided in a remote capacity for certain participants whereas g
services may be dekved either as a hybrid approach of some remote and sepeesion, or
fully in-person. Frequency of fate-face contact with the participant is based on the
participantos individual needs and pref
telehealthit is within the context of regular contact with the Service Coordinator including
least an annual tperson visit. Service Coordinators review progress notes from providers|
maintain regular contact with providers of waiver services, which aise s&inform the
frequency of direct iperson contact.

c.How does the telehealth/remote service help the individual to fully integrate in the com
and participate in community activities?

The persorcentered planning process helps participauty integrate in the community and
identifies which components of integrated services can best be enhanced through the te
means of support, as well as those to be provided in pérsparsonrcommunity activities will
continue to be a priority fahe participant based on the pers@mtered planning process. A
telehealth service will complement and promote community integration. The ISP team m
will identify safeguards that are in place to ensure telehealth modalities do not isolate
participants from the community, as well as how team members will ensure community
integration. This will also be monitored through service coordination contacts/visits. The
participant may also have opportunities for integration in the community via other service
which the participant receives which are provided in the community.

Frequency offacéeo-f ace contact with the participa
needs and preferences. While this service may be provided via telehealth, it isheitbomtext
of regular contact with the Service Coordinator including at least an anApisan visit.
Service Coordinators review progress notes from providers and maintain regular contact
providers of waiver services, which also serve to inforenftbquency of direct iperson
contact.

d.How will the telehealth/remote service be delivered in a way that respects privacy of th
individual especially in instances of toileting, dressing, etc. Are video cameras/monitors
permitted in bedrooms and batbms? If the state will permit these to be placed in bedroon
and bathrooms, how will the state ensure that this is determined to be necessary on an i
basis and justified in the persoentered service plan?

The video cameras used for teleliealervices would not be installed in bedrooms and

bathrooms. Provider will not install any video cameras for the provision of any telehealth
service. Participants are in control of their own devices and may choose to use that devig
any place in theihome. They are in control of starting and stopping the video feed on the
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devices. Telehealth delivery is not utilized for ADL supports. The telehealth supports ens
participant's rights of privacy, dignity, and respect. The provider must devedoptain, and
enforce written policies, which address
privacy, dignity, and respect; how the provider will ensure the telehealth supports used n
applicable information security standards; and tieevprovider will ensure its provision of
telehealth complies with applicable | aw
cyber safety is available for participants and the need for such training is identified by the
personcentered plannopteam. Participation in such training is not mandatory for participa
but based on assessed need.

e.Does the telehealth/remote service meet HIPAA requirements and is the methodology
accepted by the stateds HIPAA complianc

Telehealth providrs must comply with the requirements of the Health Insurance Portabilit
Accountability Act of 1996 (HIPAA), as amended by the Health Information Technology f
Economic and Clinical Health (HITECH) Act, and their applicable regulations, as well
applicable state law, M.G.L. Ch. 66A and M.G.L. Ch. 123B, Section 17, to protect the pri
and security of the participantds prote
providersd independent | egal o b | gatprastoi o0 n
comply with these requirements. There is not a single state HIPAA compliance officer. T
methodology is accepted by DDS and EOHHS officials.

Bel ow is the st at e 6<-aquestiopsdronstee InfoonaltRAIéEollGwp
receivel on 6/5/18:

CMS Response: Per the waiver application, the State reports that the cost adjustment fa|
used to ensure continued compliance with statutory rate adequacy requirements. How d
State determine the amount of the cost adjustmentrfattow frequently are these adjustme
applied?

State Response: In accordance with Massachusetts General Laws (MGL) Chapter 118E
13D Duties of ratemaking authority; criteria for establishing rates, the rates are reviewed
two years. Theost adjustment factor used is from the Massachusetts Consumer Price In
optimistic forecast provided by Global Insight, based on an average for the prospective t
year period during which the rate will apply.

Bel ow i s t h eaesmonsato thedAppeddilkafjuesti@ds from the Informal RAI
received on 5/3/18. Informal RAI

Waiver #: MA.0826.R02.00
Waiver Name: Community Living 05/03/18

Appendix |
Appendix F2-a: Rate Determination Methods
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11. The State failed to document or iffsziently documented the rate setting methods fg
each waiver service. The State references multiple State regulations in this Appendix as
basis for a service rate. For each referenced code, the State must provide a summary of|
that code entails ith regards to rate setting methodology. For instance, the State uses 10

414.00 as the basis for the "Behavioral Supports and Consultation, Family Training, Pee
Support, and Respite Services. The State should provide a brief summary of the ngte set
methodology outlined in that State regulation, and each service to which it applies. The §
should then do the same for the other 101 CMR references on pa@88 @vcluding the self
directed services).

a. Provide the rate model for each servicapsing a fedor-service methodology.

All waiver services in this waiver, including those that reference rates established by stat
regulation, are paid using a féa@- service methodology. See descriptions below for additig
information.

b. For eaclservice using a rate methodology established by State regulation (101 CN
the State should provide a brief summary of the rate methodology outlined in the regulat
along with the associated services.

For waiver services for which there is a compar&8ilHHS Purchase of Service (POS) rate
the waiver service rate was established in POS regulation after public hearing pursuant {
statutory requirements for the development and promulgation of health care services rats
regulations that apply to ratés health care services paid for by state agencies. See
Massachusetts General Laws (MGL) Chapter 118E, Sections 13C Establishment of rate
payment for health care services and 13D Duties of ratemaking authority; criteria for
establishing rates.

- ThePOS rate used for Behavioral Supports and Consultation (see 101 CMR 414.
Rates for Family Stabilization Services) was developed by using data from the most rece
available UFR and averaging each line item across providers of the service. Spedifieally,
line items incorporated into this rate analysis are: the salary based on degree level (bach
master, and doctorate levels), tax and fringe, other direct costs, and administrative allocg
cost adjustment factor (CAF) of 2.72% was applied. @helysis also applies to the self
directed service rate maximum for this service.

- The POS rates used for Family Traini
home) (see 101 CMR 414.00: Rates for Family Stabilization Services) were devayapsdg
data from the most recent available UFR and averaging each line item across providers
services. Specifically, the line items incorporated into this rate analysis are: salaries of di
care workers and an allocation of director/managéaries, tax and fringe, other direct costs
and administrative allocation. A cost adjustment factor (CAF) of 2.72% was applied. This
analysis also applies to the sdifected service rate maximum for these services.

- The POS rate used for Respitet(ih e car egi ver 6s home)
for Family Stabilization Services) was developed by using data from the most recent ava
UFR and averaging each line item across providers of these services.
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Specifically, the line items incorporatedorthis rate analysis are: stipend level for the
caregiver and an allocation of director/manager salaries, tax and fringe, other direct cost
administrative allocation. A cost adjustment factor (CAF) of 2.72% was applied. This ana
also applies tthe selfdirected service rate maximum for these services.

The POS rate used for Respite ($tesed) (see 101 CMR 414.00: Rates for Family
Stabilization Services) was develogadising data from the most recent available UFR
and averaging each line meacross providers of these services. Specifically, the line iten|
incorporated into this rate analysis are: salaries of direct care workers, nurses, and an
allocation of director/manager salaries, tax and fringe, occupancy, other direct costs, a
adminigrative allocation. A cost adjustment factor (CAF) of 2.72% was applied. This
analysis also applies to the sdifected service rate maximum for these services.

The POS rates used for Community Based Day Supports (set in accordance with 1(
CMR 415.00: Rates for CommunitBased Day Support Services) were developed by
using data from the most recent available UFR and averaging each line item across
providers of these services. Specifically, the line items incorporated into this rate analy|
are:salaries of direct care workers, support staff, and an allocation of director/manager
salaries, as well as tax and fringe, office space/program location expenses,
consultant/temporary help, direct client expense, supplies, other direct expenses and
directadministrative expenses, transportation, and administrative allocation. A cost
adjustment factor (CAF) of 2.72% was applied.

- The POS rates used for Group Supported Employment and Individual Supported
Employment (set in accordance with 101 CMR 419: RiateSupported Employment
Services) were developed by using data from the most recent available UFR and aver:
each line item across providers of these services. Specifically, the line items incorporal
into this rate analysis are: salaries of dirececaff and an allocation of support staff and
director/manager salaries, as well as tax and fringe, office space/program location exp
other direct care and program expenses and administrative allocation. In addition, for
Individual Supported Employant alone, an allocation of salaries for
clinical/medical/specialized consultants was included. A cost adjustment factor (CAF) ¢
2.72% was applied. This analysis also applies to thedgelfted service rate maximum for
these services.

- The POS rate fdday Habilitation Supplement (set in accordance with 101 CMR
424.00: Rates for Certain Developmental and Support Services) was developed by usi
data from the most recent available UFR and averaging each line item across provider
these services. Speicilly, the line items incorporated into this rate analysis are: salarieg
of direct care workerandnurses, and tax and fringe. A cost adjustment factor (CAF) of
2.62% was applied.
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- The POS rates for Individualized Home Supports (set in accordance with 101 CMR
423.00: Rates for Certain-lHomeBasicLiving Supports) were developed by using data
from the most recent available UFR and averaging each line item across providers of t
services. Specifically, the line items incorporated into this rate analysis are: salaries of
program staff (including direct care staff, cultural facilitator, support navigator, clinical
supervisor, community support worker, and counselor) and an allocétmanager
salaries, as well as tax and fringe, staff training and mileage, clinical consultant, progrg
support, office space, and administrative allocation. A cost adjustment factor (CAF) of
2.62% was applied. This analysis also applies to thedgelfted service rate maximum for
these services.

- The POS rates for respite Stabilization (set in accordance with 101 CMR 412.00: Ra|
for Family Transitional Support Services) were developed by using data from the most
recent available UFR and averagingle&ioe item across providers of these services.
Specifically, the line items incorporated into this rate analysis are: salaries of direct car
workers and an allocation of director/manager and clinical staff salaries, tax and fringe
consultant servicesgcoupancy, other expenses, direct administrative, and staff training,
administrative allocation. A cost adjustment factor (CAF) of 2.62% was applied.

For waiver services for which there is no comparable Medicaid state plan or EOHHS
Purchase of ServigOS) rate, the waiver service rate was established in state regulatig
after public hearing pursuant to state statutory requirements for the development and
promulgation of health care services rate regulations that apply to rates for health care
servicegaid for by state agencies.

See Massachusetts General Laws (MGL) Chapter 118E, Sections 13C Establishment ¢
rates of payment for health care services and 13D Duties of ratemaking authority; crite
for establishing rates. This approach applies to fate&dult Companion and Chore,
which are set in accordance with 101 CMR 359.00: Rates for Home and Community B3
Services Waivers, and were established based on data for comparable services provid
through the Executive Office of Elder Affairs (EOEA) iHe Care Program, which is the
largest purchaser of these services. The most current data for SFY 2016 was used, an
were adjusted to the median rate paid for each of these services under the Home Care
Program. In developing the rate for Chore sewite rates was adjusted to the median
after excluding outliers. Outliers were removed for any pricing in the database for Chor
services that was 2 standard deviations away from the mean for that service. The excly
of outliers in the development ofe¢hmedian for Adult Companion, however, was not
utilized, as the exclusion yielded a median slightly lower than the previously establisheq
rate for Adult Companion, and therefore the previous Adult Companion rate was
maintained. The methodology and datarses used in this 2016 analysis were consistent

State: Attachments to Applicatiort2

Effective Date




with the method used previously in past analysis. The calculation of the median and
exclusion of outliers were performed using SAS statistical software.

12. The State provides AssistiVechnology, Home Modifications, Individual Goods and
Services, Specialized Medidatjuipment and Supplies, Transportation (transit passes on|
and Vehicle Modifications at the cost of goods sold. The State does not describe wheth
there is a negotiatioprocess, a maximum allowable cost, or a minimum bid requirement
for any of these services.

a. How does the State maintain oversight over costs paid for Assistive Technology, Hd
Modifications, Individual GoodandServices, Specialized Medical Equipment and
Supplies, Transportation (transit passes only) and Vehicle Modifications?

The waiver services identified above are particighirdécted services and are paid using th
Statebds contracted Financi al Managemen{
(PPL). As indicated in Appendix2-b-v, PPL utilizes a welbased electronic information
system to track and monitor billing and reimbursements and issue monthly reports to D
This system also applies strict budgetary limits. The system allows for indigevate
rates and authorization caps, limits based on waiver type, and incompatible service list
Payments that do not conform to program rules will be pended and reviewed by DDS &
will not be paid without DDS approval. PPL issues payments to axgldoproviders and
individuals upon receipt of accurate paper and electronic invoices.

Goods and services are not paid in full until the appropriate documentation is received,
expenditures are validated, and confirmation is made that the purchassdhaee been

delivered and have met the specificati (
plan.

b. Does the State have a negotiation requirement, maximum allowable cost, or
minimum number of bids required pritrpurchase?

Items undeAssistive Technology, Individual Goods and Services, Specialized Medical
Equipment and Supplies, and Transportation (transit pasdgsare not subject to
negotiation or bidding. The cost of the services is subject to an area office review, and
upon appoval is compensated at the current market price.

Individual Goods and Services will be subject to the maximum of $3,000 per participan
waiver yeatr.

As outlined in the service definition, Home Modifications require a minimum of three big
to be inclded with the service proposal which is submitted to the Area Director and
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Regional Director for approval prior to commencement of the service. Vehicle
Modifications do not require multiple bids, but are subject to the Area and Regional
Director approval por to commencement of the service. Home Modification and Vehicle
Modification are each set at a maximum $15,000 for ayear period.

Items under Assistive Technology must meet an identified assessed need, must not be
available under the State Plan amd subject to the Area Office approval.

Transportation passes are paid at rates established by the Regional Transit Authority.

13.The State failed to document or insufficiently documented how the Medicaid agency
solicits public comments on rate determination methods. The State is required by sta
to complete a public process when proposing rate changes. The State issues & notics
the proposed rates with an opportunity for the public to provide written comment, and
they are required tbolda public hearing to provide opportunity for the public to provideg
oral comment. The State references MGL Chapter Hefion13D and MGL Chager
30A Section 2 as the basis for their public comment requirements. The State does ng
describe how the public is made aware of rate updates following a rate change. Desq
how the public is informed of a rate change. Does this only happen whentibgpaair
is meeting with the service coordinator to develop / review their service plan?
EOHHS establishes rates in regulation pursuant to state statutes that set out requirems
the development and promulgation of health care services rate regaikegiablishing rates
to be paid to providers for health care services by state agencies. MGL Chapter 118E,
Section 13D (Duties of ratemaking authority; criteria for establishing rates) requires
EOHHS to establish rates by regulation after public hearirgL i@hapter 30A, Section 2
(Regulations requiring hearings) provides the requirements for regulations after public
hearing. The requirements for regulations promulgated after public hearing include that
there be public notice of the proposed regulationiphietl in a newspaper and in the
Massachusetts Register, that the public hearing be held in a specific timeframe, and th
there be a separate method to provide written comment. After public hearing, EOHHS
considers all public testimony submitted at therimggand in writing through the written
comment period, and makes a final determination of the rates. The final rates are
promulgated as part of the final regulation and published in the Massachusetts Registe
well as on the EOHHS website.

Informationabout payment rates is available on the DDS website and is shared by serv
coordinators with waiver participants at the time of the service planning meeting.
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with waiver rédgsorementsy the frequency of Medi c:

performance

3. Use ComtractedSpenctiiftyi ewhet her contracted entitie
administrative functions amal/f behal bpef atpiphied Mabé ec
(sl ect one)

B YesContracted entities nmdr faonrdn awndamivneirs t d
behalf of the Medicaid agency &mpdk/cdrf yop
contracted entities and briefCygmplestcdi la
A-6 .

For thdsei duals who pairtect ipan,.e Finnpmracit
are furnished as an administrative acti
Devel opment al Services and its Fiscal E
(FEMSF, Public Partnerships Limited (PP
provides for a Financi al Management Ser
fees based upon budget authority servic
PPL reports budget fs tDaetvuesl otpometnhtea | D eSpearrvti
a monthly basis. PPL executes individua
Management Services and with the partic

1 NoContracted entities do not perform wa
on behalf of the Medicaid agency and/ or

State: Appendix A:2

Effective Date
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4. Rol e of Loca-StRegi.BnalilndNiemat e whetolmermatleoeal i al erse
wai ver operational and iaddpreanijfsyt rtaht ¢S etéyepyat noofin ieeomtsi t

|i Not applicable

1 Applicable - Local/regional norstate agencies perform waiver operational and
administrative function€Check each that applies:

AlLocal / Regstomtaéd mwhlhilciomdageénawiaésser oper g
functions at the | ocalntoerr argeegnicoyn aalg rleeevn
of wunderbsettawnedeinng he Medi cai d agency and
by the Medicaéeéachagleomcygl)-56taangde o maglenaoapn t
responsibilities and performancBEhe eiqut
agreement or memorandum of understandi
operatlnlgf aagpepnScpye a(b F ) t he nature of t Kb
an

P>

n memrsttaalt encemmh dbuces wai ver

functions at t b at bl emtcviael €
y and/ or the operating a
eoralsi ffwmrt hatt heetr espons
r f theohdcakli dsgivbnah pnt
r operational functions are avail
e ope(riaft i mpSlpigeanttiye)t.he nature of
d A

Local / Reg-i
admini str
Medi cai d

each |l ocal-
i ement s

g
a
a

5. Responsibility for Ass€@esmeact ehdo cared /Rerg-Bantk

Enti Sipec.i §yvwttehageagwaspenssi bl e for asseosngirmgttehle
and/ or | oncomsit/arteegiienutradtnmge s ver operati onal and admi

[DDS is responsible for assessing the per f|

6. Assessmentanbletrhed#siccy be t haer anduchesdts etsisatt he
contractedadraddesmtiaotnealent i ties to ensure that
and administrative f uancvteironrse giunAlesmemstpsaoaicty w
perfor maomce accftl ®od ad f of emti aothnealent i:ti es I s asses

ZHE
o=}

The Department of Devel opment al Se
negotiated conheapotrtor mamageof t h
performance metrics and requires t
remediation if they do not achieve
meetings. Between these meetings th
mi ght arise. Assessment i s ongoing.

Vices
EA/
FEA
m. 1
i s |

n-

r
e F
h e /
t he
er e

The FEA/FMS maintains monthly individual bl
mont hl y rfeipmanci @alo both the participants an
h

l'ine items identifying t di sbursements 1
reconcile expenditures for adpbudigeitpant w
State: Appendix A:3
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The FEA/FMS configures data so as to prod
uni fied format both for wutilization and finr
The Real Lives Shet Ates C€hapoOed, 2686dbfied ¢
19 B, Section 19, was enacted to further e
Massachusetts and DDS. The FEA/FMS is res)|
meases and waiver assurances. The Departm
Nati onal Core Indicator Consumer Sampl e.

Quarterly reports by the FEA/FMS analyze e]
similar csaupepoorrtisesamd service plans and re
analyze accuracy and timeliness of payment
Reports examine the mont hly speaemtddsngalalnodc at

The FEA/ FMS executes Provider Agreement s
i ndividuals engagedti onpaflheciFEAN@EGMSY imheée nit

regularly scans andviugpermntgsalfioffi chdtaingres. i D
regularly and alerts the FEA/FMS to change
For additional descriptions please refer t
Di stribution of Waiver Operatlimntal e afndl IAdwi mg st a &
entity or entities that have responsibility for
functi slheac k each :t hat applies
In accordance with 42 CFR A437bit10, rwhad uptciced oMaidt it
supervises the performance of the function and
funcAllonfunctions not performed directly by the
monitordekdbyat d&Ndgency More than one box may be
Medicaid istbtlkRecSkendd! whest ate Medicaid Agency (1)
supervises the dalddpat dB)f wersd taibid aisehse sr ealnadt/ eodr taop p
Other State Local
_ Medicaid Operating Contracted | Non-State
Function Agency Agency Entity Entity
Participant waiver enrollment B A A A
\_Nayver enrollment managed against approve B A A i
limits
Waiverexpenditures managed against appro B A B i
levels
Level of care evaluation B A A A
Review ofParticipant service plans B A A A
Prior authorization of waiver services B A A A
Utilization management B A B A
Qualified provider enrollment B A B A
State: Appendix A:4

Effective Date
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Execution ofMedicaid provider agreements B A B A
Establishment of a statewide rate methodolog B A A A
Rules, policies, procedures and information B A A i
development governing the waiver program
Quiality assurance and quality improvement B A B i
activities

State: Appendix A:5

Effective Date
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Quality Improvement: Administrative Authority of the Single State Medicaid
Agency

As a distinct component of tee a t e 0 simpgoueanénstratggy, provide information in
the following fields to detailth& at e 6s met hods for discovery

a. Methods for Discovery: Administrative Authority

The Medicaid Agency retainsltimate administrativeauthority and responsibility for the
operation of thewaiver program by exercising oversight of the performance of waiver
functions by other state and local/regional nestate agencies (if appropriate) and
contracted entities.

i Performance Measures

For each performance measure ttstate will use to assess compliance with the statutory
assurance complete the followin§erformance measures for administrative authority
should not duplicate measures found in other appendices oftlagver application. As
necessary and applicable, performance measures should focus on:
1 Uniformity of development/execution of provider agreements throughout all
geographic areas covered by the waiver
1 Equitable distribution of waiver openings in alieographic areas covered by the
waiver
1 Compliance with HCB settings requirements and othmewregulatory
components (for waiver actions submitted on or after March 17, 2014).
Where possible, include numerator/denominator.

For each performance measumpvide information on the aggregated data that will enable
the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively omiductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

Performance AA 1. MassHealth, DDS & the Financial Management Service Ageng
Measure: (FEA/FMS) work collaboratively to ensusystematic & continuous dat3
collection and analysis of the FEA/FMS entity functions and systems
evidenced by the timely & appropriate submission of required data re
(Numerator: # of FEA/FMS reports submitted to DDS on time, in the
correct formatDenominator: # of FEA/FMS reports due)

Data Source(Select one) (Several options are listed in thdima application):Other

| f 60Ot herdé i §MSRepoesct ed, speci fy:

Responsible Party for | Frequency ofdata Sampling Approach
data collection/generation | (check each that
collection/generation applies)

State: Appendix A:6
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Service Agency

Ongoing

(check each that (check each that

applies) applies)

A State Medicaid Agenc| A Weekly l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity B Quarterly A Representative
Sample; Confidence
Interval =

Other A Annually
Specify:
Financial Management | A Continuously and A Stratified:

Describe Group

A Other
Specify:

A OtherSpecify:

N
n

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
State Medicaid Agenc] A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other H Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
Performance AA 3. Percent of individuals who have an annual Li@@ssessment.
Measure: Numerator: Number of individuals who have an LO&Gssessment

within 12 months of their initial assessment or of their lastssessment.
Denominator: Number of individuals enrolled in the waiver.

Data Source(Select one) (Several optioaee listed in the oline application):

| f 60Otherdé is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check eaclthat
collection/generation | (check each that applies)
applies)
State: Appendix A:7

Effective Date
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(check each that

applies)
Hl State Medicaid Agenc A Weekly l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other A Annually
Specify:
H continuously and A Stratified:
Ongoing Describe Group:
A Other
Specify:

A Other Specify:

N
n

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
State Medicaid Agenc] A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:
A Continuously and
Ongoing
. Other
Specify:
SemiAnnually
Performance AA 4. Participants are supported by competent and qualified case
Measure: managers. Numerator: Number of case manager evaluations comple

required. Denominator: Number of case managers due for performar

evaluation.

Data Source(Select one) (Several options are listed in thdima application):

| f

00t her 6 i

s select

ed,

speci fy:

Responsible Party for
data
collection/generation
(check each that

applies)

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that
applies)

State:

Effective Date
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H State Medicaid Agenc A Weekly l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other H Annually
Specify:
A Continuously and A Stratified:
Ongoing Describe Group:
A Other
Specify:
A Other Specify:

Add another Data Source for this performance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

State Medicaid Agenc] A Weekly
A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other H Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
Performance AA 2. MassHealth/DDS work collaboratively tmprove quality of
Measure: services, by, in part, ensuring that service provider oversight is condu

in accordance with policies and procedures. Numerator: Number of
service provider reviews conducted in accordance with waiver policie
and procedures. Denomioat Total number of service provider reviews
due during the period.

Data Source(Select one) (Several options are listed in thdima application):

| f 60Other6 is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)

State: Appendix A:9

Effective Date
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H State Medicaid Agenc A Weekly l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other H Annually
Specify:
A Continuously and A Stratified:
Ongoing Describe Group:
A Other
Specify:
A Other Specify:

Add another Data Source for this performance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

State Medicaid Agenc] A Weekly
A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other H Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:

Add another Performance measure (button to prompt anotperformance measure)

il If applicable, in the textbox below provide any necessary additional information on the
strategies employed by tete to discover/identify problems/issues within the waiver
program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems

i Describethet at eds met hod for addressing individu
Include information regarding responsible parties @ENERALmMethods for problem

State: Appendix A:10
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correction. In addition, provide informatn on the methods used by tete to document
these items.

The State Medicaid agency is responsible for ensuring effective oversight of the waiver program, includin
administrative and operational functions performed by DDS. In the pvelniems are discovered with the
management of the waiver program processes at waiver service providers or DDS Area Offices, DDS an
MassHealth are responsible for ensuring that a corrective action plan is created, approved, and implemel
within approprate timelines. Further, MassHealth and DDS are responsible for identifying and analyzing t|
related to the operation of the waiver and determining strategies to address rplatiég issues.

il Remediation Data Aggregation

Remediationrelated | Responsible Partycheck Frequency of data
Data Aggregation | each that applies) aggregation and
and Analysis analysis:
(including trend (check each that
identification applies)
State Medicaid Agency | A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:
[l Continuously and
Ongoing
A Other
Specify:

C. Timelines
When thestate does not have all elements of the Quality Improvement Strategy in place,
provide timelines to design methods for discovery and remediation related to the assurance
of Administrative Authority that are currently naperational.

Wl [ No
1

Yes

Please provide a detailed strategy for assuring Administrative Authority, the specific
timeline for implementing identified strategies, and the parties responsible for its operation.

State: Appendix A:11
Effective Date
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Appendix B: Participant Access and Eligibility

Appendix B-1: Specification of the Waiver Target Group(s)

a. Target Grboopgés)the waiver of Sedctdtoen 11i9mMi2t(sa ) waliOv) e
to a group or subgroacgorafanicediwditduatl2s .CFR A441.
target group, check eacghr osuupb gtrhoautp nmany trheec esievl ee csteer(
and specify the minimum and maxi mum (:i f any) age

SELECT MAXIMUM AGE
ONE MAXIMUM AGE
WAIVER
TARGET LIMIT: THROUGH | No MAXIMUM
GROUP TARGET GROUF'SUBGROUP MINIMUM AGE AGEI AGELIMIT
A Aged or Disabled, or Both- General
A | Aged (age 65 and older) A
A | Disabled (Physical)
A | Disabled (Other)
A Aged or Disabled, or Both- Specific Recognized Subgroups
A Brain Injury A
A | HIiv/AIDS A
A | Medically Fragile A
A | Technology Dependent A
| Intellectual Disability or Developmental Disability, or Both
A | Autism A
A | Developmental Disability A
B | ntellectual Disability 22 ]
A Mental lliness (check each that applies) N
A | Mental lliness A
A Serious Emotional Disturbance ;

b. Additional Criteria . Thestate further specifies its target group(s) as follows:

Participants age 22 and older with an intellectlishbility as defined by DDS who meet
the ICFID level of care and who are determined through an assessment process to
Community Living Supports due to a moderate level of assessed need. These indivi
live with family or in a setting with assence, which is less than 24 hours/7 days per
week of support and supervision to avoid institutionalization. These individuals are n
serious risk for out of home placement but their need for supervision and support ca|
be met by the level of senés that are available in the Adult Supports Waiver. Their
health and welfare needs can be met in either the family home or in the community
through community living supports. Individuals must be able to be safely served with
the terms of the Waiver. Indduals who are authorized to receive Behavior Modificatig
interventions classified as Level Il interventions (as defined in 115 CMR 5.14A) are

State:

Appendix B1:1
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enrolled in the waiver. Additionally, individuals enrolled in the waiver may not receivg
services in prowder settings in which the provider is authorized to provide and/or perf
Level Il interventions. An individual cannot be enrolled in, or receive services from 11
than one Home and Community Based Services (HCBS) waiver at a time.

Transition of Individuals AfWeemnetdhéiye Miaxi amumaAig!
that appdiesdtal s who may be served in the waive
that are undepaakéeni penybdhaf fasgeef ecitmiotn e)
B Not applicableThere is no maximum age limit
11The following transition planning proced
wai ver 6s max. Spreucm fayge | i mi t
Not applicable. There is no maxi mum age |
State: Appendix B1: 2

Effective Date




Appendix B-2: Individual Cost Limit

a.

I ndi vidual T@Gesftf oLl mwi ng individual cost | imit

afr

home and bammdnseyvices or entrance to t(Belwaitve
one) ease rmwodtee thhay kave only ONE hien dpi uripdousad s coofs t
eligibility for the waiver

No Cost Ldiflmee does not applDo amo ti nkide mpbBe]
It e 2-cB

Cost Li mit i n Excesslhafatlen srteiftuusteiso neant rG
ot herwise el igi blsteatien drievai sdounaa b |wh eenx ptehcet s
commubasgd services furnished to that i
speci fied dpmrtnd menowai v e geteacd of nipeltective§-b B dn m2ek.
The | imit sspec(esfalgedc tb yo nteh)e

1 1% Al evel higher than 100% of the ins
Specify the percentage:

1 10t h(esrpeci fy)

I nstitutionalPuQossutanlti miot 42 sSCERe 4A4é&af@3oeés
waiver to any otherwissksateéigedbsenamldy vex
home and -basmmdnistyvices f ummiud de ce xtc@ etdh 2
of the | evel of ca€CemppeudbiBadef 8r t he W

Cost Li mit Lower Than Slibnese intaftuoeasal erCtorsa
otherwise qualifi edatiendrievaisdounaalb| wh eenx ptelc e
commubasgd services furnished to that [
speci fisadtbytshhtehans tlhees cost of a | e VvSele ¢
the basis of t he tlhianlimitisisdficierd to assure thg healtlh and veeti
of waiver participants.C o mp It eetne2-b Ba rR2e¢c. B

The cost | i mistats(gseddsefcite do nbey) t he

1 1The foll owing
Specify dollar amount:

1 {l's adjusted each year that the waiyv
formul a:

Specify theformula:

The dol | (agelaamotu nane)

1 I1May be adjusted during the meatiedwitlh
wai ver amendment to CMS to adjust th

State:

Appendix B2:1

Effective Date




1 1The following percentage that [
average:
110t her :
Speci fy:
Met hod of | mpt kenelnnt dib\sib ch Wdhifeint .an i ndi vi dual cost
It em2-aB, specify the procedures that are followed
individual 6s health and welfare can be assured w

. ParticipantWisanf dgighteer sp.eci fi es arnt eem2add windlu alhec @s 1
change in the partici pama-edtst rcaonncaeiatitivadmttioer eqiuli ¢ @13
provisioni mfarmsdanmotemiisheeedst | imit in order to a
and wel Btaarhem,s tehsettahbel i fsdleldowi ng safeguards to avo
partichepakhatgtchbpplies

The participant is referred to another
Additional services in excess of the in

Specify the procedures for authorizing
authorized:

T >

A | Other safeguard(s)
(Specify)

State: Appendix B2: 2

Effective Date




Appendix B-3: Number of Individuals Served

a. Unduplicated Numb.er ohe Photi owpagtgdsable specifi
unduplicated participants who are ss®nanvedwihl eaah
wai ver amendment to CMS to modify the uwmduimmbge rwhdn j
a modification i s necessaryaaodtuheert or elasgins| atThe
unduplicate participants specinfeiugad al nt yt htc al ctual
Appendi x J:

Table: B-3-a
Unduplicated
Waiver Year Number

of Participants
Year 1 2591
Year 2 2616
Year 3 2641
Year 4 (only appears if applicable 2666
based on Item-T)
Year 5 (only appears if applicable 2691
based on Item-C)

b. Limitation on the Number oPfoi Pdr tiinc i Piame s s tSeemtv e v
unduplicated number of -Bartsi Leepamay Isipmict fi @eda i
number of participants who will bel seéirwhatehaetr arhye
s atetbi mhe number of(pakreéctcipaa)ys in this way:

[ ] Thag ate does not | imit the number of par
a waiver year.

' {Theaate | imits the number of parti cdiupra n
waiver year.

The | imit that applies to each year of the waiver

Table B-3-b

Maximum Number of
Waiver Year Participants Served At Any
Point During the Year

Year 1
Year 2
Year 3

Year 4 (only appears if applicable based on Itef@)1

Year 5 (only appears if applicable based on Iter@)1

State: Appendix B3: 1
Effective Date




Reserved
speci fied

wai ver
(sel ect

services
one)

Wai Te® aCa&p anaiyt y.eserve a
pur poses

(e. g.,
to indivi

provide
dual s

portion

of

for t he

expeprenmaing

1 | Not applicable. The state does not reserve capacity.

The

state

reserves

capacity f
Purpose(s) the state reserves capacity for: Emergencie
Changing Needs, Priority StatuBurning 22 (F22) Studentg
Transitioning from Special Education

Table B-3-c

Waiver
Year

Purpose
(provide a title
or short
description to
use for lookup):

Purpose(provide
a title or short
description to usg
for lookup):

Purpose
(provide a title
or short
description to
use for
lookup):

Emergencies and
Changing Needs

Priority Status

Turning 22 (F
22) Students
Transitioning

reserves capacity
for individuals
who require
waiver supports
as determined
through an
assessment
process.
Specifically,
individuals in
emergency
situations and
those with
changing needs.
The state will set
aside capacity fo
these individuals
who are a
priority for

enrollment.All

from Special
Education
Purpose Purpose Purpose
(describe): (describe): (describe):
The state The state reserves| The state

capacity for
individuals who
require waiver
supports as
determined
through an
assessment
process,
specifically
individuals who
are a Priority 1 for
Community Living
Supports as
defined in 115
CMR 6.0. First
Priority means the
provision,
purchase, or
arrangement of

supports available

reserves
capacity for
individuals who
require waiver
supports as
determined
through an
assessment
process,
specifically,
transitioning
students from
Special
Education who
are assessed as
high priority for
needing
Community
Living
Supports. The

State:

Effective Date
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participants
enrolled in the
waiver will have
comparable
access to all
services offered
in the waiver.

through the
Department is
necessary to
protect the health
or safety of the
individual or
others. For
individuals who
are Priority 1, the
Department
through its
planning process
with individuals
attempts to secure
services within 90
days or less from
the date of the
prioritization letter.

The state will set
aside capacity for
these individuals
who are a pority
for enrollment.

All participants
enrolled in the
waiver will have
comparable acces
to all services
offered in the
waiver.

state will set
aside capacity
for these
individuals who
are priority for
enroliment. All
participants
enrolled in the
waiverwill

have
comparable
access to all
services offered
in the waiver.

Describe how
the amount of

Describe how
the amount of

Describe how
the amount of

reserved reserved reserved
capacity was capacity was | capacity was
determined: determined: determined:
The reserved The reserved Thereserved
capacity is baseq capacity is based capacity is
on the on the based on a
Depart me Department's legislative
experience of experience of appropriation
managing providing services| for the T-22
emergencies and to its Priority 1 class. The
changing needs. individuals Department hag
historical

information and

an assessmen|
and

prioritization

State:

Effective Date
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system which
informs the
Department
about the
number of F22
students who
will need the
level of sevice
on this waiver.
Capacity Capacity Capacity
Reserved Reserved Reserved
Year 1 10 5 10
Year 2 10 5 10
Year 3 10 5 10
Year 4 10 5 10
(only if
applicable
based on
Item 1-C)
Year 5 10 5 10
(only if
applicable
based on
Item 1-C)
d Schedul eldn PohraGRdt a sWi t hi n a svaaiev amra yy amark,e tthhee
who are servedi rsudroemrth atdosad wlhda sene) :
BiThe waiver is noitn sourb jaaudpthstsde ead ud kea s e
1 1The wasBvewubjecitntor-apbhaaebedul e that i s
to Appeddi X hiBs schedul atyrea n sntiittauti eosn aom
participants who are served in the waive
e. Allocation of Waiver Capacity.
Select one:
Blwaiver capacity is allocated/ managed on
State:

Effective Date
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f.

! |Waiver capacity 1is aII—sotcaatteedenttoitIioecsa_I/rSI
which waiver capacity is allocatedap@l) t
how often the methodology is reevaluate
capacity among -$pbpatt¢t/ergibihas: non

Selection of Ent$maeadisf y ot hdhepWMai viees that apply
entrance to the waiver:

When an application for waiver enrollment is made to the Central Waiver Unit, the Waiver Unit
confirms that the individual meets the basiquirements for Medicaid eligibility and the level of cg
for the waiver. The Waiver unit confirms that the Choice form has been signed as well. The Cqg
Office Waiver unit maintains a statewide dattamped log, organized by the DDS regions, of
comgeted waiver applications. Based on the administration of the MASSCAP the individual is
prioritized for services and a determination is made as to which waiver's target group criteria th
individual meets. Participants prioritized for services must alstsbessed as needing the service
within 30 days. The Department requires that all adult individuals seeking waiver services app
and maintain Medicaid eligibility. The Central Office Waiver Unit confirms that there is availabl
capacity in the waiveaind that the individual's needs for health and safety can be met. Based ol
individual's priority status an offer of enrollment is made. Those individuals who cannot be enr
because of lack of capacity will be denied entry based upon slot capatipyavided with appeal
rights. When new resources are allocated by the Legislature for specific target groups there wi
reserved capacity set aside for them. Individuals in emergency situations who meet the criterig
enrollment are not subject tha process outlined above. If assigned waiver resources are availa
individual is expected to enroll in the waiver. The State will utilize the total slots estimated in th
application.

State:

Appendix B3: 5
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B-3: Number of Individuals Served- Attachment #1

Waiver Phaseln/Phase Out Schedule

Based on Waiver Proposed Effective Date:

a. The waiver is beingselect one)
' | Phasedn
1 | Phaseebut
b. Phaseln/Phase-Out Time Schedule.Complete the following table:

Beginning (base) number of Participants:

Phaseln or PhaseOut Schedule

Waiver Year:

Month

Base Number of
Participants

Change in Number
of Participants

Participant Limit

Year One | Year Two

Year Three | Year Four | Your Five

A

~

A

A A

A

State:

Effective Date

Waiver Years Subject to Phasén/Phase Out Schedule(check each that applies)
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d.

Phaseln/PhaseOut Time Period. Complete the following table:

Month

Waiver Year

Waiver Year: First Calend@onth

Phasein/Phase out begins

Phasen/Phase out ends

State:

Effective Date

Appendix B3: 7



Appendix B-4: Medicaid Eligibility Groups Served in the Waiver

a. 1. State Classification. The tate is &select one)

B | 51634 state
1 SSI Criteria State
a 209(b) State
2. Miller Trust State.
Indicate whether the state is a Miller Trust State (select one)

B | No

1 Yes
b. Medicaid EIligibility Grrmndipwi dealvedwhaon ntdrce  WMaé vee
are eligible under the folloswahg eplshgi bi Aihey i gs
applicable federal financiGhlecpkaratlilc itphaatti oanp plliymi t

Eligibility Groups Served in the Waiver (excluding the special home and commibased waiver
group under 42 CFR 8§435.217)

Low income families with children as provided in 81931 of the Act

N>

SSi recipients
Aged, blind or disabled in 209(b) states whoeligible under 42 CFR §435.121

Optionalstate supplement recipients

Optional categorically needy aged and/or disabled individuals who have incoiseestt one)

A
||
||
I B | 100% of the Federal poverty level (FPL)
A

3 % | of FPL, which is lower than 100% &fPL
Specify percentage:

Working individuals with disabilities who buy into Medicaid (BBA working disabled group
provided in §1902(a)(10)(A)(ii))(XIII)) of the Act)

A | working individuals with disabilities who buy into Medicaid (TWWIIA Basloverage Group
as provided in 81902(a)(10)(A)(ii)(XV) of the Act)

A | Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvemer
Coverage Group as provided in §1902(a)(10)(A)(ii))(XVI) of the Act)

A | Disabled individuals age 18 or younger who would require an institutional level of care (T
134eligibility group as provided in §1902(e)(3) of the Act)

A | Medically needy in 209(b) States (42 CFR §435.330)

B | Medically needy in 1634 States and ESiteria States (42 CFR §435.320, §435.322 and
8§435.324)

A | Other specified groups (include only the statutory/regulatory reference to reflect the additi
groups in thestate plan that may receive services under this waspegify

State:

Appendix B4: 1
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Special home and communitgased waiver group under 42 CFR §435.21N0Qte: When the specia|
home and commun#yased waiver group under 42 CFR 8435.217 is included, ApperslimBst be
completed

1

No. Thestate does not furnish waiver servicesridividuals in the special home and commun
based waiver group under 42 CFR 8435.217. Appenébx$Bnot submitted.

Yes Thestate furnishes waiver services to individuals in the special home and coniasétst
waiver group under 42 CFR 8435.21%lect one and complete Appendi6B

1

All individuals in the special home and commurigsed waiver group und
42 CFR 8435.217

Only the following groups of individuals in the special home and commbaised waiver
group under 42 CFR 8435.2{dheck each that applies)

B | A special income level equal to (select one):
B | 300% of the SSI Federal Benefit Rate (FBR)

L % | A percentage of FBR, which is lower than 300% (42 CFH
8435.236)

Specify percentage:
! $ A dollar amountwvhich is lower than 300%

Specify percentage:

Aged, blind and disabled individuals who meet requirements that arerestrietive
than the SSI program (42 CFR 8§435.121)

>

>

Medically needy without sperdbwn instates which also provide Medicaid to
recipients of SSI (42 CFR 8435.320, 8435.322 and §435.324)

Medically needy without spend down in 209(b) StatesGER §435.330)

> >

Aged and disabled individuals who have incomésatect one)
1 100% of FPL
1 % | of FPL, which is lower than 100%

Other specified groups (include only the statutory/regulatory reference to reflg
additional groups in thgate plan that may receive services under this waspagify

g2

State:
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Appendix B-5: PostEligibility Treatment of Income

In accordance with 42 -EFRud“d4bhe3083(spheedfilpmhidnke B
services to individuals -basetiewapeei abgrbomeuvuandedr c4
indicated -4n APppgtidiid iBy applies only to the 42 CF
a. Use of Spousal Impoverishment Rules.Indicate whether spousal impoverishment rules are used to

determine eligibility for the special home and commuiiaged waiver group under 42 CEBR35.217

Note: For the fiveyear period beginning January 1, 2014e following instructions are mandatofjhe
following box should be checked for all waivers that furnish waiver services to the 42 CFR 8435.217
group effective at any point during this time period.

[l | Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility
individuals with a community spouse for the special home and comrasgd waiver

group. In the case of a participant with a community spousestétte usespousalpost
eligibility rules under 81924 of the AdComplete Items B-e (if the selection foB-4-a-i is SSI
State or §1634) or B-f (if the selection for Bl-a-i is 209b State) and Item-Bg unless the stat
indicates that it also uses spousal peligibility rules for the time periods before January 1,
2014 or after September 30, 2019 (dnertdate as required by law).

Note: The following selections apply for the time periods before January 1, &0a#ter
December 31, 201@elect one).

B | Spousal impoverishment rules under §1924 of the Act are used to determine the eligil
individuals with a community spouse for the special home and comrrhastd waiver grouy
In the case of a participant with a community spousestie elect$o (select ong

B Usespousabosteligibility rules under 81924 of the AcComplete Itemsi5-b-2 (SSI
Stateand AL634) or B-5-c-2 (209b StateandItem B5-d.

1 | Useregular posteligibility rules under 42 CFR §435.726 (SSI| StatelA1634) (Complete
Item B5-b-1) or under §435.735 (209b Stat€omplete ltem £-¢c-1). Do not complets
Item B5-d.

1| Spousal impoverishment rules under 81924 of the Act are not used to detetigibility of
individuals with a community spouse for the special home and comrrhasd waiver grouy
Thestate uses regular pesligibility rules for individuals with a community spous€omplete|
Item B5-c-1 (SSI Statand A1634) or Item B5-d-1 (209b State)Do not complete Item-B-d.

NOTE: Items B-5-b-1 and B-5-c-1 are for use by states that do not use spousal eligibility rules or uge
spousal impoverishment eligibility rules but elect to use regular postligibility rules. However, for the
five-year period beginning on January 1, 2014, postligibility treatment -of-income rules may not be
determined in accordance with B5-b-1 and B-5-c-1, because use of spousal eligibility and pestigibility
rules are mandatory during this time period.

State: Appendix B5: 1
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Note: The following selections apply for the time periods before January 1, 2014 or after

December 31, 2018.

b-1L.Regul aEIl iPgpisbi l ity

CFR435.
remai ni

726.

ng after

ng

t he

f ol

| owi

cser vi
ng

ces

al

IS
owanc

i. Allowance for the needs of the waiver participan{select ong

(Selectone)

The following standard included under tate plan

i SSI standard

Optional state supplement standard

Medically needy income standard

(select one):

The special income level for institutionalized persons

300% of the SSIFederal Benefit Rate (FBR)

%

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentagef the Federal poverty level
Specify percentage:

Specify:

Other standard included under thestate Plan

1 | The following dollar amount
Specify dollar amount

$

If this amount changes, this item will be revise

Specify:

1 | The following formula is used to determine theneeds allowance:

1 | Other

Specify:
|

ii. Allowance for the spouse onlyselect ong

N | Not Applicable

Specify the amount of the allowancéselect ong

4 SSI standard

1 | Optional gtate supplement standard

1| Medically needy incomestandard

1 | The following dollar amount:
Specify dollar amount:

$

If this amount changes, this item will be revise

1 | The amount is determined using the following formula:

State:

Effective Date
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Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

Theoll owing dol|$
Specify doll ar The amount specified

of the need standard for a family ofd atheds
approved AFDC plan or the medically needy
y

42 CFR A435.811 for a fami/l of mhwi Islamee s

The amounti determined using the following formula:
Specify:

Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party
specified in 428CFR 435.726:

a. Health insurance premiums, deductibles anmhsarance charges

b. Necessary medical or remedial care expenses recognizedstatel¢éaw but not covered under thiea t
Medicaid plan, subject to reasonable limits thatsthée may establish dheamounts of these expensg

Select one:

B | Not applicable (see insructions) Note: If thestate protects the maximum amount for the waiver

participant, not applicable must tselected

The state does not establish reasonable limits.

The state establishes the following reasonable limits

Soecify.

State:
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

cl. Regul aEl iPgisTirielaittme nt : o PB) D 5t amileAee uses more restr
requirements thanelSiSdi bainldi tuys ersu lteRsa yapte s42 f ©F R h /A 4n:
commubasgd waiver services is reducedndbythdedefalm
amounts and expenses from the waiver participant

i. Allowance for the needs of the waiver participan{select ong

The following standard included under thate plan(select one)
1 The following standard under 4R 8435.121

Specify

Optionalstate supplement standard

Medically needy income standard

The special income level for institutionalized pers(setect one)

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentag®ef the FBR, which is less than 300%
Specify percentage:

A dollar amountwhich is less than 300% of the FBR
Specify dollar amount:

% | A percentagef the Federal poverty level

Specify percentage:

Otherstandard included under thite Plan(specify):

! %

d The following dollar amount] $ Specify dollar amountf this amount changes, this
item will be revised.

d The following formula is used to determine the needs allowance
Specify

L | Other (specify)

ii. Allowance for the spouse onlyselect ong

1 Not Applicable(see instructions)

1 The following standard under 42 CFR 8435.121
Specify:

4 Optionalstate supplement standard

State: Appendix B5: 4
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1 Medically needy income standard

d Thefollowing dollar amount] $ If this amount changes, this item will be revised.
Specify dollar amount:

d The amount is determined using the following formula:
Specify:

iii. Allowance for the family (select one)

a Not applicablgsee instructions)
1 AFDC need standard
a Medically needy income standard

1 |The following$

Specify dol | & The amount specified c
of the need standard for a family of < &€t
approved AFDC pl an or t he medically
42 CFR A435.811 for a family of mhwilslamee

& The amount is determined using the following formula:
Specify:

1 Other (specify):

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party
specified in 42 CFR§435.735:

a. Health insurance premiums, deductibles anth®arance charges

b. Necessary medical or remedial care expenses recognizedstatddaw but not covered under t
Stateds Medicaid pl an, sdatmayeitablishoahaamaustsoohtiaeb
expenses.

Select one:

1| Not applicable(see instructionsiNote: If thestate protects the maximum amount for the waiver
participant, not applicable must be checked.

1 Thestate does not establish reasonable limits.

f Thestate establishate following reasonable limitspecify)

NOTE: Items B-5-b-2 and B-5-c-2 are for use bystates that use spousaipoverishmenteligibility rules
andelect to applythe spousalpost eligibility rules.

State:
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Note: The following selections apply ftne time periods before January 1, 2014 or after
December 31, 2018.

b-2 Regul aEl iPgpisbi |l ity Treat mehh® afelunsemegh &Epo Sty at a
CFPM35.726 for individuals who diosnmét haveommsmpiot
as specified in A1924 of thebaxdd wPiaweaere nde rfwirc e
t he amount remaining after deducting the follo
participantds i ncome:

i. Allowance for the needs of the waiver participant(select ong
1 | The following standard included under tiate plan
(Select one):
SSI standard
Optional state supplement standard
Medically needy income standard
The special income level fomstitutionalized persons
(select one):
1 | 300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%
Specify the percentage:
A dollar amount which is less than 300%.
Specify dollar amount:
% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under thestate Plan
Specify:

& %

1 | The following dollar amount $ If this amountichanges, this item will be revised
Specify dollar amount:

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
|

ii. Allowance for the spouse onlyselect ong
1 | Not Applicable

1 | The state provides an allowance for aspouse who does not meet the definition of a community
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

Specify:

Specify the amount of the allowancéselect ong

State: Appendix B5: 6
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1 | SSI standard
1 | Optional state supplement standard
1 | Medically needy income standard

e The following dollar amount: $ If this amount changes, this item will be revise
Specify dollar amount:

1 | The amount is determined using the following formula:
Specify:

ii. Allowance for the family (select one)
1 | Not Applicable (see instructions)

1 | AFDC need standard

1| Medically needy income standard

1t IThe following d$
Specify doll ar The amount specified

of the need standard for a family ofs athed 9
approved AFDC plan or the medically needy
42 CFR A435.811 for a family of mhwilslamee {

1 | The amounti determined using the following formula:
Specify:

1 | Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party
specified in 42 8CFR 435.726:

a. Health insurance premiums, deductibles anéhsarance charges

b. Necessary medical or remedial care expen
Medicaid plan, subject to reasonable limits thatsthe may establish on the amounts of these expe
Select one:

1 | Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver
participant, not applicable must be selected.

i The state does not establish reasonable limits.

£ The state establishes the following reasonable limits
Speciy:.
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

c22Regul aE| iPgisThrielaittment : o PB) D5t amsfBAte uses more restr
requirements tharmwml3li band twysdadBbl.tersx5apgfostt2 i QR vi du

have a spouse or have a spouse who is not a comm
for a&aodeconbreusneid ywai ver services is reduced by t|
foll owing amounts and expenses from the waiver p

i. Allowance for the needs of the waiver participan{select ong
The following standard included under tate plan

(Select one):

a The following standard under 42 CFR 8435.121.

Specify:

Optional state supplement standard

Medically needy income standard

The special income level fomstitutionalized persons
(select one):

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under thestate Plan
Specify:

& %

1 | The following dollar amount $ If this amountchanges, this item will be revised
Specify dollar amount:

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong

1 | Not Applicable

1 | The state provides an allowance for aspouse who does not meet the definition of a community
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

State: Appendix B5: 8
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Specify:

Specify the amount of the allowancéselect ong

1

The following standard under 42 CFR8435.121.
Specify:

Optional state supplement standard

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:

The amount is determined using thdollowing formula:
Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

The following d$%$

Specify doll ar The ampecnified canno
of the need standard for a family ofs athed d
I
t

approved AFDC plan or the medically needy
42 CFR A435.811 for a family of he same ¢

The amounti determined using the following formula:
Specify:

Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party

specified in 42 8CFR 435.726:

. Necessary medical or remedial care expenses recognizedsaieléaw but not covered under siea t

Select one:

Health insurance premiunggductibles and emsurance charges

Medicaid plan, subject to reasonable limits thatsthee may establish on the amounts of these expe

1

Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver
participant, notapplicable must be selected.

State:
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i The state does not establish reasonable limits.

1 | The state establishes the following reasonable limits
Specify

State:

Effective Date
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

PostE | i g i Toeatindnttofyincome Using Spousal Impoverishment Rules

The state uses the postigibility rules of §1924(d) of the Act (spousal impoverishment protection) to
determine the contribution of a participant with a community spouse toward the cost of home and cemmunity
based care if it determines the individual's ellgibunder 81924 of the Act. There is deducted from the
participantoés mont hly i ncome a personal needs al |
allowance and a family allowance as specified instate Medicaid Plan. Thetate must also protéamounts

for incurred expenses for medical or remedial care (as specified below).

i. Allowance for the personal needs of the waiver participant

(select one)

! | SSI Standard

1 | Optional state supplement standard

1 | Medically needy incomestandard

—. The special income level for institutionalized persons
1 %| Specify percentage:

1 | The following dollar amount: | $ | If this amount changes, this item will be revis

1 | The following formula is used to determine theneeds allowance:
Specify formula:

L | Other
Secify.

i. 1'f the all owance for the personal needs
di fferent from the amount used for the i
A435.726 or 42 CFR A435.735, explain why
mai ntenance needs in the community.

Sel ect one:
Allowance is the same

1 | Allowance is different.
Explanation of difference:

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a thi
party, specified in 42 CFR 8435.726:

a. Health insurance premiums, deductibles anth®arance charges

b. Necessary medical or remedial care expenses recognizedsiateldaw but not covered under
Stateds Medicaid pl an, ssatdmag establigh on thre anaosnts of &

expenses.
Select one:

B | Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiy
participant, not applicable must lselected.

1 The state does not establish reasonable limits.

State: Appendix B5: 11
Effective Date




1 The state uses the same reasonable limits as are used fegular (non-spousal) post
eligibility.

NOTE: Items B-5-e, B-5-f and B-5-g only apply for the five-year period beginning January 1, 2014. I
the waiver is effective during the fiveyear period beginning January 1, 2014, and if the state indicate
in B-5-a that it uses spousal postligibility r ules under 81924 of the Act before January 1, 2014 or afte
December 31, 2018, then Items-B-e, B5-fand/orB-5-g ar e not necessary-5
b-2, B-5-¢c-2, and B-5-d, respectively, will apply.

=

State: Appendix B5: 12
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Note: The following selections apply the fiveyear period beginning January 1, 2014.

e. Regul aEl iPgishi | ity Treat mentl coB4altted dmmet hB88TulgeBt 2 0 &
s ate usesighdiposty rules at 42 CFR A435.h7aav6e f or
a spouse who is not a community spouse as speci
commubasgd waiver services is reduced by the am
all owances and expenses fa:om the waiver particip

i. Allowance for the needs of the waiver participan{select ong
1 | The following standard included under ttate plan
(Select one):
SSI standard
Optional state supplement standard
Medically needy income standard
The special income level for institutionalized persons
(select one):
1 | 300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%
Specify the percentage:
A dollar amount which is less than 300%.
Specify dollar amount:
% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under thestate Plan
Specify:

1 %

1 | The following dollar amount $ If this amountchanges, this item will be revised
Specify dollar amount:

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong

1| Not Applicable

1 | The state provides an allowance for aspouse who does not meet the definition of a community
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

Specify:

Specify the amount of the allowancéselect ong
t | ssi standard

State:
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Optional state supplement standard

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:

The amount is determined using the following formula:
Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

The following d$

Specify doll ar The amount specified
of the need standard for a family ofs athed g
approved AFDC plan or the medically needy
42 CFR A435.811 for a family of mhwilslamee {

The amounti determined using the following formula:
Specify:

Other
Specify:

. Amounts for incurred medical or remedial care expenses not subject to payment by a third party

specified in 42 8CFR 435.726:

a.
b.

Select one:

Health insurance premiums, deductibles anéhsarance charges

Necessary medical or remedial care expenses recognizedsaeléaw but not covered under dtea t
Medicaid plan, subject to reasonable limits thatsthee may establish on the amounts of these expe

1

Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver
participant, notapplicable must be selected.

The state does not establish reasonable limits.

The state establishes the following reasonable limits
Specify

State:
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Note: The following selections apply for the fixaar period beginning January 1, 2014.

f. Regul aEl Pgishbi |l ity202809t{h)joGgshiheO&1l18ses more restr
requirements tharm!l3Qli badd twys asultelse agosAt2 CFR A43F
have a spouse or hawvwmrlna tsyp csipsoau sveh a si ss preccti fa ecdo m n

r home anbda sceodmnwaniivteyr services is reduced by t|

I

0
oll owing amounts and expenses from the waiver p

i. Allowance for the needs bthe waiver participant (select ong
The following standard included under thiate plan

(Select one):

1 The following standard under 42 CFR 8§435.121:

Specify:

Optional state supplement standard

Medically needy incomestandard

The special income level for institutionalized persons
(select one):

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under thestate Plan
Specify:

1 %

1 | The following dollar amount $ If this amount changes, this item will be revise
Specify dollar amount:

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong
1| Not Applicable

1 | The state provides anallowance for a spouse who does not meet the definition of a communityj
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

Specify:

State:
Effective Date
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Specify the amount of the allowancéselect ong

1

The following standard under 42 CFR §435.121:
Specify:

Optional state supplement standard

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:

The amount isdetermined using the following formula:
Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

The following d$

Specify doll ar The amount specified
of the need standard for a family ofs athed g
I
t

approved AFDC plan or the medically needy
42 CFR A435.811 for a family of he same ¢

The amounti determined using the following formula:
Specify:

Other
Specify:

. Amounts for incurred medical or remedial care expenses not subject to payment by a third party

specified in 42 8CFR 435.726:

. Necessary medical or remedial care expenses recognizedsiaie éaw but not covered under tiiea t

Select one:

Health insurance premiunaeductibles and emsurance charges

Medicaid plan, subject to reasonable limits thatsthte may establish on the amounts of these expe

1

Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiver
participant, notapplicable must be selected.

The state does not establish reasonable limits.

State:
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1 | The state establishes the following reasonable limits
Specify

State:

Effective Date
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Note: The following selections apply for the fixaar period beginning January 1, 2014.

g. PostE | i g iTpeatianttofyincome Using Spousal ImpoverishmentRules2 014 t hrough 20
Thg ate used itghdiposty rules of A1924(d) of the A
determine the contribution ode at opvaarrtd ctilpeant o st t
commubasgd care. There is deducted from the pe
all owance (as specified below), a community spou
t steat e Medi easbtdiePmansnt &ahso protect amounts for ir
care (as specified below).

i. Allowance for the personal needs of the waiver participant
(select one)
1 | SSI Standard
1 | Optional state supplement standard
1 | Medically needy income standard
1 | The special income level for institutionalized persons
1 % | Specify percentage:
1 | The following dollar amount: | $ If this amount changes, this item will be revis
1| The following formula is used to determine the needs allowance:
Specify formula:
1 | Other
Specify
i. I'f the allowance for the personal needs
different from the amount used | foavrantclee uif
A435.726 or 42 CFR A435. 735, explain why
mai ntenance needs in the community.
Sel ect one:
L | Allowance is the same
1 | Allowance is different.
Explanation ofifference:
iii. Amounts for incurred medical or remedial care expenses not subject to payment by a thi
party, specified in 42 CFR 8435.726:
a. Health insurance premiums, deductibles anthgarance charges
b. Necessary medical or remedial care expenses recognizedsiaeldaw but not covered under {
¢ atebdbs Medicaid pl an, s daejmayedtablistoon theeammsuatsodth
expenses.
Select one:
1 | Not applicable (see instructionsNote: If thestate protects the maximum amount for the waiy
participant, not applicable must be selected.
1 The state does not establish reasonable limits.
State:
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1 The state uses the same reasonable limits as are used fegular (non-spousal) post
eligibility.

State:
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Appendix B-6: Evaluation / Reevaluation of Level of Care

As specified in 42 CFR 8441.302(c), #tete provides for an evaluation (and periodic reevaluations) of the
need for the level(s) of care specified for this waiver, when there is a reasonable indication that an individual
may need such services in the miediure (one month or less), but for the availability of home and community

based waiver services.

a. Reasonable Indication of Need for Servicedn order for an individual to be determined to need waiver

services, an individual must require: (a) thevismn of at least one waiver service, as documeintéte
service planand(b) the provision of waiver services at least monthlyifdhe need for services is less
than monthly, the participant requires regular monthly monitoring which must be daedmerthe
service plan. Specify thest at e 6 s p ol i thereasonaldeoindices rofrthie negd forwaiver

services:

i. | Minimum number of services

The minimum number of waiver services (one or more) that an individual must require in d
to bedetermined to need waiver services is

Frequency of services Thestate requiregselect one)

1

The provision of waiver services at least monthly

Monthly monitoring of the individual when services are furnished on a less thamonthly
basis

If the state also requires a minimum frequency for the provision of waiver services othd
monthly (e.g., quarterly), specify the frequency:

Waiver services must be scheduled on at least a monthly basis. The Sexwidenator will
be responsible for monitoring on at | e
receive scheduled services for longer than one month (for example when absent from
home due to hospitalization). Monitoring includesperson, telehone, videeconferencing,
text messaging,-mail contacts, and/or other electronic modalities with the participant,
guardian, or other family member designated by the participant as a contact for monit
purposes. Monitoring may also include collate@htact with service providers or informa
supports Guardians and other family members designated by the participant will be
documented in their electronic record by the Service Coordinator . Every participant I
direct inperson contact at least anfyal Contact requires a response from the particips
guardian or other specified family member in order to be considered monitoring.

b. Responsibility for Performing Evaluations and Reevaluations Level of care evaluations and
reevaluations are performesk{ect ong

B | Directly by the Medicaid agency

1 | By the operating agency specified in Appendix A

1| By agovernment agencyunder contract with the Medicaid agency.
Specify the entity

Registered nurses from the level of care entity are responsible for making initial level of
decisions and performing level of care reevaluations.

1 | Other
Foecify

State:

Effective Date
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C.

educational / professional gualifications of
for waiver applicants:

Information necessary fanaking the initial evaluation of level of care (LOC) for waiver applicg
is collected by the Statebds Regi-6-d).e&Ehchileant a
includes state waiver eligibility specialists and licensed doctoral level psychislagie supervise
the eligibility team membersd administrat
members include state social worker(s), and state eligibility specialists. Their qualifications &
follows:

Psychologist IV

Applicants mist have at least three years offithe or equivalent patime, professional
experience as a Licensed Psychologist in the application of psychological principles and tec
in a recognized agency providing psychological services or treatment, af atlieast one year
must have included supervision over Postdoctoral Psycholagistsining and/or Psychological
Assistants.

Clinical Social Worker

Required work experience: At least two years offinfle or equivalent patime, professional
experimce as a clinical social worker after
Substitutions:

- A Doctorate in social work, psychology, sociology, counseling, counseling education
human services may be substituted for the required experience orsithefiavo years of
education for one year of experience.

- One year of education equals 30 semester hours. Education toward a degree will be
prorated on the basis of the proportion of the requirements actually completed.
Required educ athighermegredAn shiciabwior& is iiguired. Licenses:

- Licensure as a Licensed Certified Social Worker by the Massachusetts Board of
Registration in Social Work is required

State Eligibility Specialists

State Service Coordinators; St&iggibility Specialists

Applicants must have at least (A) three years oftfrie or equivalent patime, professional
experience in human services; (B) of which at least one year must have been spent working
people with disabilities (intellectualshbility; developmental disabilities;) or (C) any equivalent
combination of the required experience and the substitution below.

Substitutions:

1. A Bachelorbés degree with a major i n s
counseling, counsel@ducation, rehabilitation counseling may be substituted for a maximum
one year of the required (A) experience.*

2. A Masterds degree with a concentrati of
counselor education, rehabilitation counselimgy be substituted for a maximum of two years o
the required (A) experience. Applicants who meet all federal requirements for Qualified Intel
Disability Professional may substitute those requirements for three years of the required con
(A) and (B) experience.
*Education toward such a degree will be prorated on the basis of the proportion of the requir
actually completed.

Service Coordinators

State:
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Applicants must have at least (A) three years oftfrie or equivalent patime, professional
experience in human services; (B) of which at least one year must have been spent working
people with disabilities (intellectual disability; developmental disabilities; deafness; blindness
multi-handicapped) or (C) any equivalent combination ofdlygiired experience and the
substitution below.

Substitutions:

1. A Bachel ordos degree with a major in s(
counseling, counselor education, rehabilitation counseling may be substituted for a maximur
one yar of the required (A) experience.*
2. A Masterds degree with a concentrati of
counselor education, rehabilitation counseling may be substituted for a maximum of two yea
the required (A) experience. fficants who meet all federal requirements for Qualified Intellec
Disability Professional may substitute those requirements for three years of the required con
(A) and (B) experience.
*Education toward such a degree will be prorated on the bisis proportion of the requirement
actually completed.

Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate

A

whether an individual needs services through the waiver and that serve as the basis aft e 6 s
care instrument/tool. Specify the level of care instrument/tool that is employed. State laws, regulations,

a

n mblicies concerning level of care critedad the level of care instrument/tark availabldo CMS

evel

upon requesthrough he Medicaid agency or the operating agency (if applicable), including the
instrument/tool utilized.

The Vineland Il (or another valid and reliable measure of adaptive functioning as determined 4
DDS licensed Psychologist, such as the Adaptive Behadsessment Scale Revised may be
substituted), is administered at the time of eligibility assessment to determine the functional
impairments of the individual. The initial evaluation of level of care is based on the MASSCAP
process which consists ofanassment of the individual 6s nd
assessment of the specialized characteristics of the individual and the capacity of the caregive
provide care. The Individual Client and Agency Planning (ICAP), the Consumer and €aregiv
Assessment (CCA) in conjunction with the Vineland Il or the Adaptive Behavior Assessment §
Revised constitute the MASSCAP process. The ICAP is an automated, standardized and valid
t hat assesses an i ndi vi dairshbséessedby theplCAPneludd noty
skills, social and communication skills, personal living skills and community living skills. The IC
also assesses maladaptive behavior. Other reliable information that is evaluated in making thig
determination inktides, but is not limited to, psychological or behavior assessments, additional
functional and adaptive assessments, educational, health, mobility, safety and risk assessmen
CCA process further amplifies the specialized needs of the individuakagdeas s e s t h e
capacity to provide care. The CCA is desig
needs to provide care in the home for the waiver participant. Factors such as the age, health s
mental acuity, ability of thearegiver to drive and the potential impact of these factors on the wa
participant are reviewed.

Annually, as part of the care planning pro
which is a shortened version of tRtASSCAP. The MASSCAP and all other available assessmer
are considered if there is a question about whether the participant continues to meet the level ¢
for the waiver. If at any time during the year the participant has experienced significagg<iran
their life, the MASSCAP will be administered to determine if there is a changing need which w4

a change in level of care or services.

State:

Effective Date
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e Level of Care IRetrdme@FRsA441.303(c)(2), i ndi
eManate |l evel of care for the waiver differs fr
cateel ect one)

B|lThe same instrument i s used i n deter mi
institutiona#$t acdaer €lwamder t he

1 1A different i nstrument is used to det g
institutiona#t acer @lwamder t he
Describe how and why this instrument di
of care and ecxopreaionf hadve tdhed eounti nati on i

f.  Process for Level of Care EvaluatioriReevaluation Per 42 CFR 8441.303(c)(1), describe the process
for evaluating waiver applicants for their need for the level of care under the waiver. If the reevaluation
process differs from the evaluation process, describe the differences:

The Regional Eligibility Bams (RET) across the state conduct the initial evaluations of all ne
applicants for the Departmentés services.
psychologist, a social worker, eligibility specialists, and a team manager. The eligitiligss
includes administration of the MASSCAP. The Service Coordinator participates in the initial
evaluation process as part of the team.

Subsequent to the initial level of care determination, level of care is reevaluated annually by
participantodos Service Coordinator at each
This reevaluation is conducted using a shortened version of the MASSCAP. If there is a que
to whether the participant continues to meet the levehid, the MASSCAP is administered. Th¢
re-evaluation process would be identical to original evaluation process if at any time during t
year, it is determined that the participant has changing needs or circumstances that might inj
their level of care,rad the MASSCAP is administered. The Service Coordinator would also be
of that evaluation team/process.

g. Reevaluation Schedule Per 42 CFR 8441.303(c)(4), reevaluations of the level of care required by a
participant are conducted no less frequertthan annually according to the following schedule
(select one)

Every three months

1
1| Every six months
|l | Every twelve months
1| Other schedule

Foecifythe other schedule

h. Qualifications of Individuals Who Perform Reevaluations.Specify the qualifications of individuals
who perform reevaluatior(select one)

B | The qualifications of individuals who perform reevaluations are the same as individuals wh
perform initial evaluations.

L | The qualifications are different.
Specify thejualifications:

State:
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i. Procedures to Ensure Timely ReevaluationsPer 42 CFR 8441.303(c)(4), specify the procedures that

thestate employs to ensure timely reevaluations of level of (secify)

The state ensures timetyg reevagbathenssef
system. The system tracks an individual"'s
is due. Through the use of management rep
touegmes the timely completion of the reeval
correction within 30 days.

j. MaintenBwakuafi on/ Reev®eunati2o € FRe dAd rtdast.30 3a(scs)u(r F)s,
written and/ or ahlleect donumaht gt ircet roév all evalu
mai nt ai m@naumperi ad of 3 y465EHFRB92a12 r emeaeidirfeyd time | oc e
records of evalwuations and reevaluations of | eve
Determinatvehs o6f care are mai nt ai ned i n
Management I nfor mati on System. Paper r ecq
depart mental Area Office in accordance wi

Quality Improvement: Level of Care

As a distinct component of tee a t e 0 simpgoueanénstriatggy, provide information in
the following fields to detailth& at e 6 s met hods f or di

a. Methods for Discoverylevel of Care Assurance/Sh-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its
approved waiver for
care consistent with level of care provided in a hospital, BIHCF/IID.

i Sub-assurancs:

a. Subassurance:An evaluation for LOC is provided to all applicants for whom there is
reasonable indication that services may be needed in the future.

i. Performance Measures

For each performance measure ttsgate will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data threxiatilé

the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusitansmdand

how recommendations are formulated, where appropriate.

Performance LOC al. Percent of applicants who received an initial LOC assessmg
Measure: within 90 days of the individual's application to participate in the waiv

(Number ofindividuals who received an initial LOC assessment within
State:
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days of their application to participate in the waiver/Number of
individuals who received an initial LOC assessment.)

Data Source(Select one) (Several options are listed in thdima applicaton): Other

i

60t her 6 i

s sel

ected,

speci fy:

DMRIS Consumer Database

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that
applies)

applies)

Hl State Medicaid Agenc A Weekly l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other A Annually

Specify:

H continuously and A Stratified:

Ongoing

Describe Group:

A Other
Specify:

A Other Specify:

N
_

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

[l State Medicaid Agenc| A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other H Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:

Add another Performance measure (button to prompt another performance measure)

State:

Effective Date
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Sub-assurance: The levels of care of enrolled participants are reevaluated at least
annually or as specified in the approved waiver.

i. Performance Measures

For each performance measure ttstate will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For eadh performance measure, provide information on the aggregated data that will enable
the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusions drawn, and

how recommendations are formulated, where appropriate.

Performance
Measure:

No longer needed in new QM system

Data Source(Select one) (Several options disted in the odine application):

| f

60t her 6 i s

s el

ected,

speci fy:

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that

applies)

applies)

A State Medicaid Agenc| A Weekly A 100% Review

A Operating Agency | A Monthly [l Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

H other A Annually

Specify:

No longer needed A Continuously and A Stratified:

Ongoing

Describe Group:

H other
Specify:

No longer needed

Hl Other Specify:

No longer needed

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

State:

Effective Date
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A State Medicaid Agenc] A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
H other A Annually
Specify:
No longer needed A Continuously and
Ongoing
l other
Specify:
No longer needed

Add another Performance measure (button to prompt another performance measure)

Sub-assurance: The processes and instruments described in the approved waiver are
appliedappropriately and according to the approved description to deterntigeinitial
participantlevel of care.

i. Performance Measures

For each performance measure ttggate will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data trexiatilé

the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusransmdand

how recommendations are formulated, where appropriate.

Performance LOC cl. Percent of initial level of care assessments completed that W
Measure: applied appropriately and according to the DDS policies and procedd

(Number of exception ports completed by licensed psychologists of
level of care instruments that are returned for cause/Total number of
level of care assessments administered.)

Data Source(Select one) (Several options are listed in thdimmapplication):

| f 60Otherdé is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
Bl State Medicaid Agenc) A Weekly B 100% Review

State:
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A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other A Annually
Specify:
B Continuously and A Stratified:
Ongoing Describe Group:
A Other
Specify:

A Other Specify:

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

State Medicaid Agenc] A Weekly

Specify:

A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually

A Continuously and
Ongoing

l other
Specify:

Semiannually

il If applicable, in the textbox below provide any necessary additional information on the

strategies employed by tkite to discover/identify problems/issues within the waiver
program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems

i Describe thest

ateods

met hod

for

addr essi

ng |

Include information regarding responsible parties &BENERALmMethods for problem
correction. In addition, provide informaticon the methods used by ttate to document

these items.

State:

Effective Date
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The State Medicaid agency i s responsible f
including administrative and operational f
di scovered with the management of the waiyv
Area Offi ces, DDS and MassHealth are respo
approved, and | mpl ement.edF uvrittherm, aNgs sohpe a lat
for identifying and analyzing trends rel at

addr essr ggluaatlédd yi ssues.

il Remediation Data Aggregation

Remediatiorrelated Data Aggregaticand Analysis (including trend identification)

Remediationrelated | Responsible Partycheck
Data Aggregation
and Analysis
(including trend
identification

each that applies)

Frequency of data
aggregation and
analysis:

(check each that

applies)

State Medicaid Agency

A Weekly

A Operating Agency

A Monthly

A SubState Entity

A Quarterly

A Other: Specify:

l Annually

A Continuously and
Ongoing

A Other: Specify:

C. Timelines

When thestate does not have all elements of the Quality Improvement Strategy in place,
provide timelines to design methods for discovery and remediation related to the assurance
of Level of Care that are currently naxperational.

'l [ No

1 Yes

Please provide a detailed strategy for assuring Level of Care, the specific timeline for
implementing identified strategies, and the parties responsible for its operation.

State:
Effective Date
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Appendix B-7: Freedom of Choice

Freedom oAs Choo d2CFR 441.302(d),lwen an i ndividual is dete
require a |l ewal vefr,cahe foditvhids al or his or her

I
i.informed of any feasible alternatives under th
iigiven the choice of eitherbasnesd isteurtviiocneasl. or ho

a Proceduspesifwat hés porocecdcddroesi g el igible i ndi
representatives) of the feasible alternatives av
choose either instiltdetnitamal tdre Wwairwgrs )s drheaetd @eam .e
of choice. The form or forms are available to

operating agency (i f applicable).

As part of the eligibility process the eligibility team begins the process of determining whethg
individual meets clinical eligibility criteria for waiver enrollment. The Team conducts the
MASSCAP to assess whether the individual meets thelBOIFOC requirement for entrance into
the Waiver. Based on both the i ndafocare,dhe atbkg
and Eligibility Specialist gives the individual a brief oral explanation along with a printed brod
regarding waiver services.
The area office to which the newly DBigible individual is assigned meets with the individual
sharesnformation about the waiver program, provides the Choice form/application, and offer|
assistance to the individual or legally responsible person in completing the Choice
form/application. Once the Choice form/application is completed, the individuajahjie
responsible person submits it to the area office. The area office forwards the Choice
form/application to the Waiver Management Unit for review and determination of compliancg
the first level of criteria for waiver enrollment: choice of commysirvices as a feasible
alternative to institutional services. The appropriate Area Office receives notice from the Wal
Management Unit about the status of the waiver application

b. Maintenance dPERROI2M3 wr i t t eenl eccotprioensi coarl | 'y retri e\
Freedom of Choice forms are maintained for a mi
copies of these forms are maintained.

A copy of the fAWaiver Choli ce TakgetedCasae ManagerF o
(Service Coordinator) in the | egal sectio

State:
Effective Date
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Appendix B-8: Access to Services byimited English Proficient

Persons

Access to Services byPdriamabpdcEhRyg!|l t b B aReed futsscesse tt hoa tp

meani ngf ul access to the tpeirseomnsby nLiamktop dirathmeh twd t
Health and Human Services M@AGuidance to Federal F
Prohibition Against Nati onal Origin Discriminatior

473August 8, 2003):

The Department has developed multiple approaches to promote and help ensure access to the \
Limited English Proficient persons. To help ensure access for individuals and families document
typically translated into nine langges, which are most commonly spoken by residents in
Massachusetts. This includes Spanish, Haitian Creole, Portuguese, Chinese, Russian, Viethamsg
French, Arabic and Khmer. The demographics of the state are routinely reviewed to insure that
translation ofdocuments reflects the current Massachusetts population. DDS through a state

procurement has selected translation and interpretation agencies to provide both oral and writtern
translations. The state has also selected a telephonic interpretation seigites\akiailable statewide
for DDS staff to use. All of the translation and interpretation contractors as well as the telephonic
have a roster of translators and interpreters for multiple languages so that DDS can respond to t
of families who speak languages beyond those listed previously, such as Swabhili or Amharic. In g
to providing translated information, interpreters are made available when needed to enable indiv
and family members to fully participate in planning meetindg®sE interpreters can be made availab
through providers under state contract.

DDS has also developed a Language Access Plan to support the Targeted Case Managers (Ser
Coordinators) and other DDS staff who interact with families.

There are a numbei key junctures where DDS offers individuals and families the opportunity to
request additional supports. Interpretation
interaction with the Department. Additionally, all public documents @adable in multiple languages

Another important method the Department utilizes to promote access to Waiver services is by wq
to build capacity among service providers to become more culturally responsive in their delivery
services. One centraffert involves building in contractual requirements stipulating that providers
be responsive to the specific ethnic, cultural, and linguistic needs of families in the geographic ar
serve. It is expected that this is addressed in multiple wasding outreach efforts, hiring of-bi
lingual and bicultural staff, providing information in the primary languages of the individuals and
families receiving services, and developing working relationships with othercuoiiliral community
organizationsn their communities.

The Department is committed to continue to develop and enhance efforts to provide meaningful
to services by individuals with Limited English Proficiency.

State:
Effective Date
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Appendix C: Participant Services
HCBS Waiver Applicatfersion 3.6

Appendix C: Participant Services

Appendix C-1/C-3: Summary of Services Covereand
Services Specifications

C-la. Wai ver Servi.cedApP@®8meieaxyg Cforth the specification
under thliisstwati lwerservi ces dwhaaitvear e nf utrhnei sfhoeldl ouwnid
management is not a servicébuaderCthe waiver, co

Statutory Services(check each that applies)

Service Included Alternate Service Title (if any)

Case Management

B>

Individualized Home
Supports

Home Health Aide
Personal Care
Adult Day Health
Habilitation

Residential Habilitation

Day Habilitation

Prevocational Services

W >| >| >| > >| >| >

GroupSupported
Employment

Education

Respite

Day Treatment

Partial Hospitalization

Psychosocial Rehabilitatior]

Clinic Services

Live-in Caregiver
(42 CFR 8441.303(f)(8))

Other Services(select one)

1 Not applicable

B | As provided in 42 CFR §440.180(b)(9), th@te requests the authority to provide the follow
additional services not specified in stat(ligt each service by title)

a. | Adult Companion

State: Appendix G1:1
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Appendix C: Participant Services
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b. | Assistive Technology

C. Behavioral Supports and Consultation

d. Chore

e. Community Based Day Supports (CBDS)

f. Family Training

g. Home Modification and Adaptations

h. Individual Goods and Services

I Individual Supported Employment

- Individual Day Supports

K. Peer Support

l. Specialized Medical Equipmeand Supplies

m. | Stabilization

0. | Transportation

p. | Vehicle Modification

g. Remote Supports and Monitoring

Extended State Plan Serviceselect one)

1 Not applicable

B | The following extended state plan services are proviit@ach extended state plan service by ser
title):

Day Habilitation Supplement

Supports for Participant Direction (check each that applies))

A The waiver provides foparticipant direction of services as specified in Appendix E. The w.
includes Information and Assistance in Support of Participant Direction, Financial Manag
Services or other supports for participant direction as waiver services.

A Thewaiver provides for participant direction of services as specified in Appendix E. Some or
the supports for participant direction are provided as administrative activities and are describg
Appendix E.

B | Not applicable

Support Included Alternate Service Title (if any)

Information and Assistance in A

Support of Participant Direction

Financial Management Services A

Other Supports for Participant Directiflist each support by service title)

State: Appendix G1: 2
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Appendix C: Participant Services
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C-1/C-3: Service Specification

Statelaws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

‘ Service Specification

Service Type. Statutory 9 Extended State Plan 3 Other
Service: Group Supported Employment

B service is included in approved waiver. There is no change in service specifications.
5 Service is included in approved waiver. The service specifications have been modified.
8 Service is not included in approved waiver.

Service Definition (Scope)

Group Supported employment services consist of the ongoing supports thatpamadilgants, for whom
competitive employment at or above the minimum wage is unlikely absent the provision of supports, an
because of their disabilities, need support to perform in a regular work setting. The outcome of the serv
sustained paiémployment and work experience leading to further career development and individual int
community employment for which the participant is compensated at or above the minimum wage, but n
than the customary wage and level of benefit paid byethployer for the same or similar work performed by
individuals without disabilities. Small group supported employment are services and training activities p
in regular business, industry and community settings for groups of two (2) to eightrk&yswoith disabilities.
Examples include mobile work crews, enclaves and other budiasssl workgroups employing small group
of workers with disabilities in employment in the community. Services must be provided in a manner tha
promotes engagementtime workplace and interaction between participants and people without disabilitie
including ceworkers, customers, and supervisors. Group supported employment may include any comb
of the following services: jolbelated discovery or assessment, siggj the participants to locate a job or
develop a job on behalf of the participants, job analysis, training and systematic instruction, job coachin
negotiation with prospective employers, and benefits support. Typically group supported employmsts cq
of 2-8 participants, working in the community under the supervision of a provider agency. The participar
generally considered employees of the provider agency and are paid and receive benefits from that age
Group supported employment includgegivities needed to sustain paid work by participants including
supervision and training and may include transportation if not available through another source. Transp
bet ween the participantsé pl ace mwthfiepmowdsrisit end thegroal
employment site may be provided.

Federal financial participation is not claimed for incentive payments, subsidies or unrelated vocational ti
expenses such as the following:

1. Incentive payments made to amployer to encourage or subsidize the employer's participation in
supported employment program;

2. Payments that are passed through to users of supported employment programs; or

3. Payments for training that is not directly related to a participamijscsted employment program

When supported employment services are provided at work sites where persons without disabilities are
employed, payment is made only for the adaptations; supervision and training required for participants 1
the waiver senge as a result of their disabilities but does not include payment for supervisory activities
rendered as a normal part of the business setting. Documentation is maintained in the file of each partig
receiving this service that the service is not labée under a program funded under Section 110 of the
Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act (20 U.S.C. 1401 et seq.)

Group supported employment does not include volunteer work or vocational services providditlyim seid
work settings.

State: Appendix G1: 3
Effective Date
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This service is primarily delivered in person; telehealth may be used to supplement the scheuirigshin
participantos
planning procesand reviewed by the Service Coordinator during each scheduled reassessment as outli

service based on

Appendix D-2-a.

t he

needenteredr e f

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method | A

(check each thapplies)

Participantdirected as specified in Appendix E

Provider
managed

Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsibld
applies): Person
Provider Specifications
ProviderCategory(s) A | Individual. List types: B | Agency. List the types of agencies:
(check one or both) Work/Day Non Profit, For Profit and State
Provider Agencies
Provider Qualifications
Provider Type: License(specify) | Certificate(specify) Other Standar¢specify)
Work/Day Non 115 CMR 7.00 High School diploma,| Possess appropriate qualifications as
Profit, For Profit and| (Department of GED or relevant evidenced by interview(s), two persong
State Provider Developmental equivalencies or or professional references and a
Agencies Services Standard{ competencies. Massachusetts Criminal Offender Recq
for all Services ang Information (CORI) and National
Supports) and 115 Criminal Background check: 115 CMR
CMR 8.00 12.00 (National Criminal Background
(Department of Checks), be age 18 years or older, be
Developmental knowledgeable about what to do in an
Services emergency; be knowledgeable about h
Certification, to report abuse and neglect, have the
Licensirg and ahility to communicate effectively in the|
Enforcement language and communication style of t
Regulations) participant, maintain confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living. Specific competencies needed tq
meet the support needs of the participg
based upon the unique and specialized
needs of the participant related to their
disability and other characteristics will
delineated in the Support Plan by the
Team.
Telehealth providers must comply with
the requirements of the Health Insuran
Portability and Accountability Act of
1996 (HIPAA), as amended by the
State:

Effective Date
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Health Information Technology for
Economic and Clinical Health
(HITECH) Act, and their applicable
regulatims, as well applicable state law
M.G.L. Ch. 66A and M.G.L. Ch. 123B,
Section 17, to protect the privacy and
security of the p
health information.

DDS/ EOHHS reli es
independent legal obligation as covere
entities ad contractual obligations to
comply with these requirements. Therg
not a single state HIPAA compliance
officer. This methodology is accepted
DDS and EOHHS officials.

Verification of Provider Qualifications

Provider Type:

Entity Responsible for Verification: Frequency of Verification

Work/Day Non Profit,
For Profit and State
Provider Agencies

DDS Office of Quality Enhancement, Survey al Every?2 years

Certification staff.

State:

Effective Date

Appendix G1:5
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Service Specification ‘

Service Type:l Statutory 9 Extended State Plan 9 Other

Service Name:Individualized Home Supports

B service is included in approved waiver. There is no change in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Individualized Home Supports consists of services and supports in a variety of actisitiemyhbe
provided regularly but that are less than 24 hours per day that are determined necessary to all
participant to successfully live in the community as opposed to an institutional setting. This sen
provides the support and supervision neagstr the participant to establish, live in and maintain
an ongoing basis a household of their choosing, in a personal home or the family home to mee
habilitative needs. These services assist and support the waiver participant and mayeachidg
and fostering the acquisition, retention or improvement of skills related to personal finance, hee
shopping, use of community resources, community safety, and other social and adaptive skills
in the community as specified in the PldrGare. It may include training and education in-self
determination, selddvocacy to enable the participant to acquire skills to exercise control and
responsibility over the services and supports they receive to become more independent, engag
prodictive in their communities. The service includes elements of community habilitation and
personal assistance. This service excludes room and board, or the cost of facility upkeep, and
maintenance. An assessment is conducted and a Plan of Care is devasguedrbthat assessment]
The service is |Iimited to the amount speci
of locating appropriate housing may be included as part of this service. No individual provision
duplicates services providedder Targeted Case Management. This service may not be provide
the same time as Respite, Group or Individual Supported Employment, Community Based Day
Supports, Individualized Day Supports, Individualized Goods and Services, or Adult Companio
whenother services that include care and supervision are provided.

This service may be setfirected through either the Fiscal Intermediary or Agency with Choice.

This service may be delivered in a partiori
via telehealth. Thiservice is primarilydelivered in persortglehealth may be used to supplement {
scheduled irperson servickasedonthp ar t i c i p prefdrehcesand gaald as determined
during the persowentered planning process argtiewed by the Service Coordinatturing each
scheduled reassessmastoutlined in Appendix 2-a. When participants are also receiving Rem
Supports and Monitoring, providers of both services will share services plans and schedules, s
Remote 8pports and Monitoring timing and activities will not overlap with the provision of
Individualized Home Supports. This service may not be delivered via telehealth to any particif
who is also receiving Remote Supports and Monitoring.

Purchase of devisaused for such remote/telehealth delivery is not covered by this service.

State: Appendix G1: 6
Effective Date
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Specify applicable (if any) limits on the amount, frequency, or duration of this service:

This service is 23 hours or less per day. A participant can be enrolled ilmbieidualized Home
Supports and Remote Supports and Monitoring but cannot receive both simultaneously. Partici
who receive both services must receive their IHS in person, not via telehealth.

Service Delivery Method(check each thal ll | Participantdirected as specified in | ll | Provider

applies) Appendix E managec

Specify whether the service may be provided 5 | Legally B | Relative| 5 | Legal

(check each that applies): Responsible Guardian
Person

Provider Category(s)
(check one or both)

Individual. List

types:

Agency. List the types of
agencies:

Quialified Individual
Providers

Residential/Work/Day Individual or
Family Support Provider and State
Agencies

Provider Qualifications

Provider Type:

License(specify)

Certificate
(specify)

Other Standaréspecify)

Quialified Individual
Providers

High School
diploma,
GED, or
relevant
equivalencies
or
competencies

Possess appropriate qualifications as
evidenced by interview(s), two person
or professional references and a
Criminal Offender Record Information
(CORI) and National Criminal
Background Check:115 CMR 12.00
(Nationd Criminal Background
Checks), be age 18 years or older, be
knowledgeable about what to do in an
emergency; be knowledgeable about
how to report abuse and neglect, have
the ability to communicate effectively |
the language and communication styls
of the @rticipant, maintain
confidentiality and privacy of the
participant, respect and accept differe
values, nationalities, races, religions,
cultures and standards of living.
Specific competencies needed to meg
the support needs of the participant
based upo the unique and specialized
needs of the participant related to thei
disability and other characteristics will
be delineated in the Support Plan by t
Team.

State:

Effective Date
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Telehealth providers must comply wit
the requirements of the Health
InsurancePortability and Accountability
Act of 1996 (HIPAA), as amended by
the Health Information Technology for
Economic and Clinical Health

(HITECH) Act, and their applicable
regulations, as well applicable state Ig
M.G.L. Ch. 66A and M.G.L. Ch. 123B
Section %, to protect the privacy and

security of the p
health information.
DDS/ EOHHS reli es

independent legal obligation as covert
entities and contractual obligations to
comply with these requirements. Ther|
is not a sigle state HIPAA compliance
officer. This methodology is accepted
by DDS and EOHHS officials.

Residential/Work/Day
Individual or Family
Support Provider and
State Agencies

115 CMR 7.00
(Department of
Developmental
Services
Standards for all
Services and
Supports) and
115 CMR 8.00
(Department of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

High School
diploma,
GED or
relevant
equivalencies
or
competencies

Possess appropriate qualifications as
evidenced by interview(s), two
personal or professional references a
a Criminal Offender Record
Information (CORI) and National
Criminal Background Check:115 CMF
12.00 (National Criminal Background
Checks), be age Mears or older, be
knowledgeable about what to do in ar
emergency; be knowledgeable about
how to report abuse and neglect, hav;
the abilitytocommunicate effectively
in the language and communication
style of the participant, maintain
confidentiality andorivacy of the
participant, respect and accept differe
values, nationalities, races, religions,
cultures and standards of living.
Specific competencies needed to me
the support needs of the participant
based upon the unique and specialize
needs of th participant related to their
disability and other characteristics will

State:

Effective Date
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be delineated in the Support Plan by |
Team.

Telehealth providers must comply with
the requirements of the Health
Insurance Portability and Accountabili
Act of 1996 (HIPAA), as mended by
the Health Information Technology for
Economic and Clinical Health
(HITECH) Act, and their applicable
regulations, as well applicable state Ig
M.G.L. Ch. 66A and M.G.L. Ch. 123B
Section 17, to protect the privacy and
security of the participgagn6s pr o
health information.

DDS/ EOHHS relies
independent legal obligation as covers
entities and contractual obligations to
comply with these requirements. Ther
is not a single state HIPAA complianc
officer. This methodology iaccepted
by DDS and EOHHS officials.

Verification of Provider Qualifications

Entity Responsible for
Provider Type: Verification: Frequency of Verification

Qualified Individual Providers DDS Every two years
Residential/Work/Day Individual | DDS Office of Quality | Every two years

or Family Support Provider and | Enhancement, Survey
State Agencies and Certification staff.

‘ Service Specification

Service Type:l Statutory 9 Extended State Plan 3 Other
Service:Live-in Caregiver (42 CFR 8441.303(f)(8)
[l Service is included in approved waiver. There is no change in service specifications.

3 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition (Scope)

State: Appendix G1:9
Effective Date
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Thepayment for the additional costs of rent and food that can reasonably be attributed-io pérsonal
caregiver who resides in the same household as the waiver participant. Paymentsrfaaliegiver services
are made to the waiver participantyReent will not be made when the participant lives in the caregiver's h
or in a residence that is owned or leased by the provider of Medicaid services. Tihefivegiver may provid
up to 40 hours per week of direct service including-dieticted adlt companion, selflirected individualized
home support seffirected individual supported employment or individualized day support. Thimlive
caregiver service must be selifected, paid through the Fiscal Intermediary. The ilivearegiver may notdé
related by blood or marriage to any degree.

The livein caregiver can not be employed by a provider of waiver services

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Live-in caregiver can not provide maiean 40 hours of direct service per week.

Service Delivery Method B | Participantdirected as specified in Appendix E | A | Provider
(check each that applies) managed

Specify whether the service may bl A | Legally A | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person

Provider Category(s)| Individual. List types: A Agency. List the types @gencies:
(check one or both)

Individual Live-in Caregiver

Provider Qualifications

Provider Type: License(specify) | Certificate(specify) Other Standargspecify)

Individual Live-in High School Possess appropriate qualifications as

Caregiver Diploma, GED, evidenced by interview(s), two persong
equivalencies, or or professional references and a Crimil
relevant Offender Record Information (CORI)
competencies. and National Criminal Background

Check:115 CMR 12.00 (National
Criminal Background Chés), be age 14
years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ability to
communicate effectively in the languag
and communication style of the
participant, maintain cordientiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living. Specific competencies needed t
meet the support needs of the participg
based upon the unique and specéliz
needs of the participant related to their
disability and other characteristics will
delineated in the Support Plan by the
Team.

Verification of Provider Qualifications

State: Appendix G1:1C
Effective Date
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Provider Type: Entity Responsible for Verification: Frequency oW erification
Individual Live-in Department of Developmental Services Annually or prior to utilization
Caregiver of service.

‘ Service Specification

Service Type:l Statutory 8 Extended State Plan 8 Other
Service:Respite

[l Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
3 Service is not included in approved waiver.

Service Definition(Scope)

Services are provided in either: @) licensed respite facility, b) in the home of the participant, c) in the fan
home, or

d) in the home of an individual family provider to waiver participants who are unable to care for themsel
Services ar@rovided on a shotierm overnight basis where there is an absence or need for relief of those
persons who normally provide care for the participant or due to the needs of the waiver participant. Res
may be made available to participants who irezether services on the same day, such as Group or Indivig
Supported Employment, or adult degre, however, payment will not be made for respite at the same timg
when other services that include care and supervision are provided.

Respite may not bgrovided at the same time as Individualized Goods and Services, when a service rath
a good is being provided.

Facility-based respite cannot be participditected. Others forms of respite may be-s@écted. The choice o
the type ofrespieid ependent on the waiver participantos

Federal financial participation will only be claimed for the cost of room and board when provided as partf
respite care furnished in a facility licensed by the state.

Specify applicable (iny) limits on the amount, frequency, or duration of this service:

Respite may be provided up to 30 days per year and is reflected in the Individual Service Plan based of
need.

Service Delivery Method B | Participantdirected as specified in Appendix E | [} | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person
Provider Specifications
Provider Category(s)| Individual. List types: B | Agency. List the types of agencies:
(check one or both) Individual Respite Provider Respite Provider Agency and State Provider
Agencies
Provider Qualifications
Provider Type: License(specify) | Certificate(specify) Other Standar@specify)
State: Appendix G1: 11

Effective Date
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Respite Provider
Agency and State
Provider Agencies

115 CMR 7.00
(Department of
Developmental
Services Standard
for all Services and
Supports) and 115
CMR 8.00
(Department of
Developmental
Services
Certification,
Licensng and
Enforcement
Regulations

High School
Diploma, GED, or
equivalencies or
relevant
competencies.

Possess appropriate qualifications as
evidenced by interview(s), two persong
or professional references and a Crimil
Offender Recordnformation (CORI)
and National Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks), be age
years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ity to
communicate effectively in the languag
and communication style of the
participant, maintain confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living. Speeific competencies needed tq
meet the support needs of the participg
based upon the unique and specializeg
needs of the participant related to their
disability and other characteristics will
delineated in the Support Plan by the
Team.

Individual Respite
Provider

High School
Diploma, GED, or
equivalencies or
relevant
competencies.

Possess appropriate qualifications as
evidenced by interview(s), two persong
or professional references and a Crimil
Offender Record Information (CORI)
andNational Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks), be age
years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ability to
communicate déctively in the language|
and communication style of the
participant, maintain confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living. Specific competencies néed to
meet the support needs of the participg
based upon the unique and specialized
needs of the participant related to their
disability and other characteristics will
delineated in the Support Plan by the
Team

Verification of Provider Qualification s

Provider Type:

Entity Responsible for Verification:

Frequency of Verification

State:

Effective Date

Appendix G1: 12
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Respite Provider Agency] DDS Office of Quality Enhancement, Survey af Every 2 years
and State Provider Certification staff.
Agencies

Individual Respite Department of Developmental Services Every 2 years
Provider

‘ Service Specification

Service Type:d Statutory I Extended State Plan o Other
Service:Day Habilitation Supplement

3 Service is included in approved waiver. There is no change in service specifications.
. Service is included in approved waiver. The service specifications have been modified.

5 Service is not included in approved waiver.

Service Definition (Scope)
This service will no longer be included as a waiver service effective January 1, 2023.

Day Habilitation Supplement consists of supplemental services that are providedsédricdiag Day
Habilitation program sites and is not available to waiver participianany other program, setting or site. The
supplemental services are not otherwise available under the Medicaid State plan, and are services whig
Department of Developmental Services has determined are necessary to enable the participaiptati® i
day habilitation program. The supplemental services consist of focused-one assistance for participants
who have significant support needs who are either medically fragile with issues such as dysphasia, asp
and repositioning and/@xhibit extreme behavioral actions such as seriousrgetious behavior or injurious
behavior directed at others such as pica, severelfaaging, pulling out fingernails and toenails, biting and
other forms of aggression. The etteone assistancesares that the health and safety issues of both the
participant and others who participate in the Day Habilitation program are met. Many of the participants
severe intellectual disability and are fully dependent on caregivers for risk managememtectibp. The
scope and nature of these services do not otherwise differ from day habilitation services furnished undsg
State plan. Transportation between the partici
provided as a componeaf the day habilitation supplement; meals are not provided as a component of th
Habilitation Supplement. The provider qualifications specified in the State plan apply. This service cann
self- directed.

Specify applicable (if any) limits otihe amount, frequency, or duration of this service:

This service is limited to 5 days per week and no more than 6 hours per day based on assessed need @
waiver participant.

Service Delivery Method A | Participanidirected as specified in Appendix E | [} | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person
Provider Specifications

Provider Category(s)| A Individual. List types: B | Agency. List the types of agencies:
(check one or both) MassHealth Certified Providers
Provider Qualifications

State: Appendix G1: 12
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Provider Type: License(specify) | Certificate(specify) Other Standar@specify)
MassHealthCertified | 130 CMR 419.401| Committee for
Providers (MassHealth Day | Accreditation of

Habilitation Center] Rehabilitation

Services Facilities (CARF).

Regulations).
Verification of Provider Qualifications

Provider Type: Entity Responsible foYerification: Freguency of Verification
MassHealth Certified Committee for Accreditation of Rehabilitation | One to three years, dependin
Providers Facilities (CARF). on level of certification.

‘ Service Specification

Service Type:® Statutory & Extended State Plan I Other
Service: Adult Companion
. Service is included in approved waiver. There is no change in service specifications.

8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Non-medical care, supervision and socialization provided to an adult. Serviceschale assistance with
meals and basic activities of daily living such as shopping, laundry, meal preparation, routine household
incidental to the support and supervision of the participant. The service is provided to carry out personal
outcomes idetified in the individual plan that support the participant to successfully reside in his/her hom
the family home. Adult companion may also be provided when the caregiver regularly responsible for th
activities is temporarily absent or unable tamage the home and care. Adult companion services are also
available for a participant in his/her own residence who requires assistance with general household tash

This service does not entail hands on nursing care. Provision of services is limitegl top e r son 6 s
family home, or in the community. This service may not be provided at the same time as Chore, Individ{
Home Support, Respite, Group or Individual Supported Employment, Individualized Day Supports, Con]
Based Day or when oth services that include care and supervision are provided. This service may be s¢g
directed.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

This service is 23 hours or less per day. It is @avigilable to participants who live in their family home or in
home of their own.

Service Delivery Method B | Participantdirected as specified in Appendix E | [} | Provider

(check each that applies) managed
Specify whether the service may bd A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsible

applies): Person

Provider Specifications

State: Appendix G1: 14

Effective Date
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Provider Category(s)

Individual.

List types:

Agency. List the types @fgencies:

(check one or both)

Quialified Individual Provider

Residential/Work/Day Individual or Family
Support Provider

Provider Qualifications

Provider Type:

License(specify)

Certificate(specify)

Other Standar¢specify)

Residential/Work/Day
Individual orFamily
Support Provider

115 CMR 7.00
(Department of
Developmental
Services Standard
for all Services ang
Supports) and 115
CMR 8.00
(Department of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

High School diploma,
GED or rebvant
equivalencies or
competencies.

Possess appropriate qualifications as
evidenced by interview(s), two person
or professional references and a
Criminal Offender Record Information
(CORI) and National Criminal
Background Check:115 CMR 12.00
(National Giminal Background
Checks), be age 18 years or older, be
knowledgeable about what to do in an
emergency; be knowledgeable about
how to report abuse and neglect, havg
the ability to communicate effectively i
the language and communication stylq
the paricipant, maintain confidentiality
and privacy of the participant, respect
and accept different values, nationaliti¢
races, religions, cultures and standard
of living. Specific competencies neede
to meet the support needs of the
participant based upohe unique and
specialized needs of the participant
related to their disability and other
characteristics will be delineated in the
Support Plan by the Team.

Quialified Individual
Provider

High School diploma,
GED, or relevant
equivalencies or
competencies.

Possess appropriate qualifications as
evidenced by interview(s), two person
or professional references and a
Criminal Offender Record Information
(CORI) and National Criminal
Background Check:115 CMR 12.00
(National Criminal Background
Cheks), be age 18 years or older, be
knowledgeable about what to do in an
emergency; be knowledgeable about
how to report abuse and neglect, havg
the ability to communicate effectively i
the language and communication stylg
the participant, maintain couliéntiality
and privacy of the participant, respect
and accept different values, nationaliti¢
races, religions, cultures and standard
of living. Specific competencies neede
to meet the support needs of the
participant based upon the unigue and

State:

Effective Date
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specializd needs of the participant
related to their disability and other
characteristics will be delineated in the
Support Plan by the Team.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency oWerification
Residential/Work/Day DDS Office of Quality Enhancement, Survey al Every 2 years
Individual or Family Certification Staff.
Support Provider
Qualified Individual Department of Developmental Services Every 2 years
Provider

‘ ServiceSpecification

Service Type:® Statutory 9 Extended State Plan IOther
Service Name: Assistive Technology

B Service is included in approved waiver. There is no change in service specifications.
3 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

This servicenas two components: Assistive Technology devices and Assistive Technology evaluation
and training. These components are defined as follows:

Assistive Technology devicesan item, piece of equipment, or product system that is used to

develop, icrease, maintain, or improve functional capabilities of participants, and to support the
participant to achieve outcomes identified in their Individual Support Plan. Assistive Technology
devices can be used to enable the participant to engage in teleAsaisive Technology devices

can be acquired commercially or modified, customized, engineered or otherwise adapted to meet the
individual 6s specific needs, including design
Technology device purchadease, or other acquisition costs, this service component covers
maintenance and repair of Assistive Technology devices and rental of substitute Assistive
Technology devices during periods of repairhis service includes device installation aedup

costs but excludes installation and-gptand ongoing provision fees related to internet setrvice.

Assistive Technology evaluation and traininthe evaluation of the Assistive Technology needs of the
participant, i.e. functional evaluation of timepact of the provision of appropriate Assistive

Technology devices and services to the participant in the customary environment of the participant; the
selection, customization and acquisition of Assistive Technology devices for participants; selection,
design, fitting, customization, adaption, maintenance, repair, and/or replacement of Assistive
Technology devices; coordination and use of necessary therapies, interventions, or services with
Assistive Technology devices that are associated with othecesmontained in the Individual

Support Plan; training and technical assistance for the participant, and, where appropriate, the family
members, guardians, advocates, or authorized representatives of the participant; and training or
technical assistancerfprofessionals or other individuals who provide services to, employ, or are

State: Appendix G1: 1€
Effective Date
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otherwise substantially involved in the major life functions of participants. Assistive Technology must
be authorized by the Service Coordinator as part of the Individual SuplpartThe Service

Coordinator will explore with the participant/legal guardian the use of the Medicaid State Plan. Waiver
funding shall only be used for assistive technology that is specifically related to the functional
limitation(s) caused by theparficant 6s di sabi lity. The evaluatio
service may be provided remotely via telehealth based on the professional judgement of the evaluator
and the needs, preferences, and goals of the participant as determined during thespazsesh

planning process and reviewed by the Service Coordinator during each scheduled reassessment as
outlined in Appendix B2-a.

Assistive Technology must meet the Underwriter's Laboratory and/or Federal Communications Commig
requirements, where applicable, for design, safety, and utility.

There must be documentation that the item purchased is appropriate to the participant's needs.

Any Assistive Technology item that is available through the State Plan must be purchasdd throug
the State Plan; only items not covered by the State Plan may be purchased through the Waiver.

This service includes purchase, lease, or other acquisition costs of cell phones, tablets, computers,
and ancillary equipment necessary for the operation oA$sestive Technology devices that enable

the individual to participate in telehealth. These devices are not intended for purely
diversional/recreational purposes.

Specify applicable (if any) limits on the amount, frequency, or duration oé¢imisce:

Participants may not receive duplicative devices through both the Transitional Assistance Service and t
Assistive Technology Service. The Assistive Technology evaluation includes identification of technology
already available and assesses wiretbchnology modifications or a new device is appropriate based on
demonstrated need.

Service Delivery B | Participantdirected as specified in Appendix E B | Provider
Method (check each tha managed
applies)

Specify whether the service may be| A | Legally Responsible | [} | Relative| A | Legal Guardian
provided by(check each that applies Person

Provider B Individual. List types: B Agency. List the types afgencies:
Category(s) Individual Qualified contractors Qualified Contractors authorized to sell this
(check one or . . ) : .

both) authorized to sell this equipment o] equipment or make adaptations

make adaptations

Individual Qualified AT Evaluation,| Non-profit, for-profit provider, state operated AT

Training, and Device Provider Evaluation, Training, and Device Provider
Agencies
Provider Qualifications
Provider Type: License(specify) Certificate(specify) Other Standar@specify)
State: Appendix G1: 17
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Individual
Qualified
Contractors
authorized to sell
this equipment of
make adaptationy

The Individual Qualified Contractor must
hold a license in occupational therapy or
physical therapy or speetéinguage
pathology issued in accordance with 259
CMR 2.00 or 260 CMR 2.00, or a certified
Assistive Technology Professional (ATP)
a certified Rehabilitation Engineering
Technologist (RET) and an active membe
of the Rehabilitation Engineering Society
North America (RESNA).

Individual Qualified Contractors must meq
or purchase from entés that meet state
requirements to sell, lease, maintain or
modify equipment. They must hold a valid
tax payer ID number. Payment for service
is made only to providers who meet the
following requirements: (1) agree to accej
assignment of rates developeygthe
Executive Office of Health and Human
Services (EOHHS) for all products and
services provided; (2) primarily engage in
the business of providing assistive
technology equipment, assistive technolo
repair services, or medical supplies to the
public; (3) meet all applicable federal, stat
and local requirements, certifications, ang
registrations governing assistive technolo
business practice; and (4lemonstrate
compliance with state and national crimin
history background checks in accordance
with 101 CMR 15.00: Criminal Offender
Record Check and 115 CMR 12.00:
National Criminal Background Checks on
all employees or subcontractors where th
employee or subcontractor may have the
potential for unsupervised contact with a
waiver participant such aghere the
employee or subcontractor delivers or set
up equi pment in thd

Qualified
Contractors
authorized to sel
this equipment
or make
adaptations

Qualified contractors authorized to or that
purchase from entities that aethorized to
sell this equipment or make adaptations &
that meet state requirements to sell, lease
maintain or modify equipment. Qualified
contractors providing assistive technology
and or assistive technology services for
persons with intellectual dasilities that are
covered by Medicare or Medicaid, or
Quialified contractors qualified by
Medicare/Medicaid as a mulpecialty
clinic providing assistive technology

State:
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services. They must hold a valid tax paye
ID number. Payment for services is made)
only to providers who meet the following
requirements: (1) agree to accept
assignment of rates developed by the
Executive Office of Health and Human
Services (EOHHS) for all products and
services provided; (2) have a primary
business telephone number listedha t
name of the business; (3) engage in the
business of providing assistive technology
equipment, assistive technology repair
services, or medical supplies to the publig
(4) meet all applicable federal, state, and
local requirements, certifications, and
registrations governing assistive technolo
business practice; and (5) demonstrate
compliance with state and national crimin
history background checks in accordance
with 101 CMR 15.00: Criminal Offender
Record Check 115 CMR 12.00: National
Criminal Backgound Checks on all
employees or subcontractors where the
employee or subcontractor may have the
potential for unsupervised contact with a
waiver participant such as where the
employee or subcontractor delivers or sef
up equi pment i n et hg

Individual
Qualified AT
Evaluation,
Training, and
Device Provider

The Individual Qualified AT Evaluation,
Training, and Device Provider must hold
license in occupational therapy or physic:
therapy or speeelanguage pathology
issued imaccordance with 259 CMR 2.00
or 260 CMR 2.00, or a certified Assistive
Technology Professional (ATP) or a
certified Rehabilitation Engineering
Technologist (RET) and an active membg
of the Rehabilitation Engineering Society
of North America (RESNA).

Individual Qualified Contractors must me
or purchase from entities that meet state
requirements to sell, lease, maintain or
modify equipment. They must hold a vali
tax payer ID number. Payment for servicg
is made only to providers who meet the
following recuirements: (1) agree to accej
assignment of rates developed by the
Executive Office of Health and Human

State:

Appendix G1: 1€
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Services (EOHHS)for all products and
services provided; (2) primarily engage ir
the business of evaluating the need for
providing Assistive Technologgnd
training on its use, assistive technology
repair services, or medical supplies to the
public; (3) meet all applicable federal,
state, and local requirements, certificatior
and registrations governing assistive
technology business practice; (4)
demongrate compliance with state and
national criminal history background
checks in accordance with 101 CMR
15.00: Criminal Offender Record Check
and 115 CMR 12.00: National Criminal
Background Checks on all employees or
subcontractors where the employee or
sulcontractor may have the potential for
unsupervised contact with a waiver
participant such as where the employee ¢
subcontractor delivers or sets up equipm
in the participant

Telehealth providers must comply with th
requirements of the Healthsurance
Portability and Accountability Act of 1996
(HIPAA), as amended by the Health
Information Technology for Economic an
Clinical Health (HITECH) Act, and their
applicable regulations, as well applicable
state law, M.G.L. Ch. 66A and M.G.L. Ch
123B,Section 17, to protect the privacy
and security of th
health information.

DDS/ EOHHS relies o
independent legal obligation as covered
entities and contractual obligations to
comply with these requirements. There ig
not a single state HIPAA compliance
officer. This methodology is accepted by
DDS and EOHHS officials.

State:

Appendix G1: 2C
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Non-profit, for- The evaluator/trainer or leader of the
profit provider, evaluation/training team must be a
state operated professional who holds a license in
?;E;’%uaatr'%n’ occupational therapy or physical th.erapy
Device F;rovider speecHanguage pathology issued in
Agencies accordance with 259 CMR 2.00 or 260
CMR 2.00, or a certified Assistive
Technology Professional (ATP) or a
certified Rehabilitation Engineering
Technologist (RET) and an active membg
of the Rehabilitation Engineering Society
of North America (RESNA).

Quialified agency providers must meet st
requirements to sell, lease, maintain or
modify equipment. They musold a valid
tax payer ID number. Payment for servicg
is made only to providers who meet the
following requirements: (1) agree to acce
assignment of rates developed by the
Executive Office of Health and Human
Services (EOHHS)for all products and
services provided; (2) have experience in
evaluating the need for, providing
Assistive Technology and training on its
use, assistive technology repair services,
medical supplies to the public; (3) meet 4
applicable federal, state, and local
requirements, ertifications, and
registrations governing assistive
technology business practice; (4)
demonstrate compliance with state and
national criminal history background
checks in accordance with 101 CMR
15.00: Criminal Offender Record Check
and 115 CMR 12.00: Niatnal Criminal
Background Checks on all employees or
subcontractors where the employee or
subcontractor may have the potential for
unsupervised contact with a waiver
participant such as where the employee ¢
subcontractor delivers or sets up equipm
inthe participantds

Telehealth providers must comply with th
requirements of the Health Insurance
Portability and Accountability Act of 1996

State: Appendix G1: 21
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(HIPAA), as amended by the Health
Information Technology for Economic an
Clinical Health (HITECH) Act, and #ir
applicable regulations, as well applicable
state law, M.G.L. Ch. 66A and M.G.L. Ch
123B, Section 17, to protect the privacy
and security of th
health information.

DDS/ EOHHS relies o
independent legal obligaticas covered

entities and contractual obligations to

comply with these requirements. There ig
not a single state HIPAA compliance
officer. This methodology is accepted by
DDS and EOHHS officials.

Verification of Provider Qualifications

ProviderType: Entity Responsible for Verification: Frequency of Verification
Individual Qualified | DDS Every two years.
Contractors

authorized to sell thig
equipment or make
adaptations

Qualified Contractord DDS Every two years.
authorized to sell thig
equipment or make
adaptations

Individual Qualified | DDS Every two years.
AT Evaluation,
Training, and Device
Provider

Non-profit, for-profit DDS Every two years.
provider, state
operated AT
Evaluation, Training,
and Device Provider
Agencies

‘ Service Specification

Service Type:® Statutory 3 Extended State Plan lOther
Service Name:Behavioral Supports and Consultation
[l Service is included in approved waiver. There is no change in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.

State: Appendix G1: 22
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8 Service is not included in approved waiver.

Service Definition(Scope)

Behavioral supports and consultative services are clinical and therapeutic services and that are necess
i mprove the participantés independence and mea
service is available to visger participants and is designed to remediate identified challenging behaviors or
acquire socially appropriate behaviors. Behavioral supports and consultation are provided by professiorn
the fields of psychology, mental health, or special edutalibe service may include a a) functional
assessment by a trained clinician, b) the development of a positive behavior support plan which include
teaching of new skills for increasing new adaptive replacement behaviors, decreasing challenging$)ehal
the participantdéds natural environments, c¢) int
support plan and associated documentation and data analysis, and e) monitoring of the effectiveness of
Monitoring of the plan W occur at least monthly or more frequently as needed. The service will include g
change to the positive behavior support plan when necessary and the professional(s) shall be available
provide recommendations to the ISP team and the Targeted Caagafiincluding making referral
recommendations to community physicians and other clinical professionals that support the assessmen
findings. In order to carry out supports to Waiver Participants, training, consultation and technical assist
paid am unpaid caregivers may be provided to enable them to understand and implement the positive
behavioral plan at home. This service does not provide direct services to either paid or unpaid caregive
behavioral supports and consultation must be camgistith the DDS regulations. Access to this service is @
permissible by prior authorization through the Area Office Psychologist or the Area Director. This servic
available in the waiver participant's home or in the community. This service isipyidelivered in person;
telehealth may be used to supplement the scheduleceim son ser vice based on
preferences, and goals as determined during the peestdared planning process and reviewed by the Serv
Coordinator duringeach scheduled reassessment as outlined in Appergia.Behavioral Supports and
Consultation does not include any service covered by the Medicaid State Plan including individual, grou
family counseling or under private insurance including benefiteer ARICA. If the waiver participamasa
co-occurring mental health diagnosis those services must be accessed through the Medicaid State Plan
Providers must first access behavioral supports and consultation through their own agency. This seb@acg
self-directed through the Fiscal Intermediary.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery B Participartdirected as specified in Appendix E B | Provider
Method (check each managed
that applies)

Specify whether the service may i A | Legally Responsible Persof
provided by(check each that

P>

Relative| A | Legal Guardian

applies):
Provider Specifications
Provider B Individual. List types: B | Agency. List the types of agencie
Category(s) Individual Qualified Behavioral Health Non-profit, for-profit provider, state
(check one or . . :
both) Provider operated Behavioral Support agencies
State: Appendix G1: 22
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Provider Qualifications

Provider License(specify) | Certificate(specify) Other Standar¢specify)
Type:
Individual Doctoral For mental 1500 hours of relevant training, including
Qualified degree in health course work in principles of development,
Behavioral | psychology, professionals, learning theory, behavior analysis and positive
Heal'_[h education, such as family behavioal supports. Knowledge and
Provider medicine or therapists and experience in a range of interventions for adu
related rehabilitation with intellectual disability. The relevant
discipline, counselors, training may be part of an advanced degree
and any necessary program. Two years of relevant experience in
state certification assuming the lead role in designing and
licensure requirements implemering behavioral supports and
required for must be met consultation. Criminal Offender Record
the for those Information (CORI) and National Criminal
discipline. disciplines. Background Check:115 CMR 12.00 (National
Criminal Background Checks) if working
directly with the waiver participant.
Telehealth providers must eply with the
requirements of the Health Insurance Portabil
and Accountability Act of 1996 (HIPAA), as
amended by the Health Information Technolog
for Economic and Clinical Health (HITECH)
Act, and their applicable regulations, as well
applicable stattaw, M.G.L. Ch. 66A and
M.G.L. Ch. 123B, Section 17, to protect the
privacy and security
protected health information.
DDS/ EOHHS relies on
independent legal obligation as covered entitig
and contractual obligations tmmply with these
requirements. There is not a single state HIPA
compliance officer. This methodology is
accepted by DDS and EOHHS officials.
Non-profit, If the agency For mental 1500 hours of relevant training, including
for-profit employs health course work in principles of development,
provider, individuals to professionals, learning theory, behavior analysis and
state provide such as family positive behavioral supports. Knowledge and
céﬁ?ﬁa behavioral therapists and experience in a range of interventions for
Support support and rehabilitation adults with intellectual disability. The
agencies consultation, counselors, relevant training may be part of an advanced
staff must meet necessary degree program.
all relevant certification
state and requirements
federal must be met
State: Appendix G1: 24
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licensure
requirements in
their discipline.
Doctoral
degrees in
psychology,
education,
medicine, or
related
discipline, any
related state
licensure
required for the
discipline.

for those
disciplines.

Two years of relevant experience in assuming
the lead role in designing and implementing
behavioral supports and consultation.

Individuals with lesghan the highest advance
degree for the discipline can offer the service
under the supervision of a licensed individual
per state requirements.

All applicants and providers must conduct
Criminal Offender Record Information
(CORI) checks and National Crirnal
Background Check: 115 CMR 12.00 (National
Criminal Background Checks) on all
employees working directly with the waiver
participant.

Telehealth providers must comply with the
requirements of the Health Insurance Portabil
and Accountability Act of 296 (HIPAA), as
amended by the Health Information Technolog
for Economic and Clinical Health (HITECH)
Act, and their applicable regulations, as well
applicable state law, M.G.L. Ch. 66A and
M.G.L. Ch. 123B, Section 17, to protect the
privacy and securitp f t he part.i
protected health information.

DDS/ EOHHS relies on {
independent legal obligation as covered entitié
and contractual obligations to comply with the
requirements. There is not a single state HIPA
compliance officer. Tis methodology is
accepted by DDS and EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Freguency of Verification
Individual DDS Every two years
Qualified
Behavioral Health
Provider
Non-profit, for- DDS Every two years

profit provider,
state operated
Behavioral
Support agencies

State:

Effective Date
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Service Specification

Service Type:® Statutory & Extended State Plan IOther
Service:Chore

B service is included in approved waiver. There is no change in service specifications.
8 Service is included in approved waiver. The service specifications have been modified.
8 Service is not included in approved waiver.

Service Definition (Scope)

Sewices needed to maintain the home in a clean, sanitary, and safe environment. This service includes
home repairs, general housekeeping and heavy household chores such as washing floors, windows, an
tacking down loose rugs and tiles, moving¥Wefurniture in order to provide safe egress and access. Thes
services are only provided when neither the participant nor anyone else in the household is capable of
performing or financially providing for them and where no other relative, caregivelptdnd
community/volunteer agency, or third party payer is responsible for their provision. In the case of rental
property, the responsibility of the landlord, pursuant to the lease agreement, is examined prior to any
authorization of the service. Servigenot available in a provider operated setting. Chore service must be |
through a selflirected budget through the Fiscal Intermediary.

Specify applicable (if any) limits on the amount, frequency, or duration of this service;

Service Delivery Method | I} Participantdirected as specified in Appendix E A | Provider

(check each that applies) managed
Specify whether the service may b{ A Legally B | relative A | LegalGuardian
provided by(check each that Responsible

applies): Person

Provider Specifications

Provider Category(s)| I} Individual. List types: B | Agency. List the types of agencies
(check one or both)

Individual Qualified Chore Provider Chore Providers

Provider Qualifications

Provider Type: License(specify) Certificate(specify) Other Standar@specify)
Individual Qualified Taxpayer identification number
Chore Provider required, 18 years or older, must hay

a Criminal Offender Record
Information (CORI) and National
Criminal Background Check:115
CMR 12.00 (National Criminal
Background Checks), have two
personal or professional references,
Must maintain confidentiality and
privacy of participant information,
must be respectful and accept differg
values, nationalities, races, religions
cultures ad standards of living.

Chore Providers Taxpayer identification number
required, 18 years or older, must hay

State: Appendix G1: 2€
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a Criminal Offender Record
Information (CORI) and National
Criminal Background Check:115
CMR 12.00 (National Criminal
BackgroundChecks), have two
personal or professional references,
Must maintain confidentiality and
privacy of participant information,
must be respectful and accept differg
values, nationalities, races, religions
cultures and standards of living.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Individual Qualified Department of Developmental Services Every 2 years
Chore Provider

Chore Providers Department of Developmental Services Every 2 years

‘ Service Specification

Service Type:® Statutory & Extended State Plan I Other
Service: Community Based Day Supports
Bservice is included in approved waiver. There is no change in service specifications.

8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

This program of supports is designed to enable a participant to enrich his or her life and enjoy a full ran
(community) activities in a community setting by providing opportunities for developing, enhancing, and
maintaining competency in personal, isband community activities. The service may include career
exploration, including assessment of interests through volunteer experiences or situational assessment
community experiences to support fuller participation in community life; developmentippdrsof activities
of daily living and independent living skills, socialization experiences and enhancement of interpersonal
and pursuit of personal interests and hobbies. The service is intended for participants of working age w
be on a p&way to employment, a supplemental service for participants who are employéichpaahd need 3
structured and supervised program of services during the time that they are not working, and for particig
who are of retirement age. Community based dgopsrts provides a structured and supervised program of
services and supports in a group setting which promotes socialization and peer interaction and develop
habilitative skills and achieve habilitative goals.

Specify applicable (if anylmits on the amount, frequency, or duration of this service:

Service Delivery Method A | Participanidirected as specified in Appendix E | [} | Provider
(check each that applies) managed

State: Appendix G1: 27
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Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person

Provider Specifications

p2

Provider Category(s)
(check one or both)

Individual. List types: Agency. List the types @gencies:

Non-profit or for profit Center Based Day
Support Providers and State Provider Ageng

Provider Qualifications

Provider Type:

License(specify)

Certificate(specify)

Other Standar¢specify)

Non-profit or for
profit Center Based
Day Support
Providers and State
Provider Agencies

115 CMR 7.00
(Department of
Developmental
Services Standard
for all Services ang
Supports) and 115
CMR 8.00
(Department of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

High Schwol diploma,
GED or relevant
equivalencies or
competencies.

Possess appropriate qualifications as
evidenced by interview(s), two persong
or professional references and a Crimil
Offender Record Information (CORI)
and National Criminal Background
Check:115CMR 12.00 (National
Criminal Background Checks), be age
years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ability to
communicate effectively in the languag
and communidion style of the
participant, maintain confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standards
living. Specific competencies needed t
meet the support needs of thetmdpant
based upon the unique and specializeg
needs of the participant related to their
disability and other characteristics will
delineated in the Support Plan by the
Team.

Verification of Provider Qualifications

Provider Type:

Entity Responsible for Verification:

Frequency of Verification

DDS Office of Quality Enhancement, Surv¢
and Certification Staff

Non-profit or for profit
Center Based Day
Support Providers and
State Provider Agencies

Every 2 years

‘ ServiceSpecification

Service Type:® Statutory 3 Extended State Plan lOther
Service Name:Family Training

| Service is included in approved waiver. There is no change in service specifications.

State:
Effective Date
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8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition(Scope)

Family Training is designed to provide training and instruction about the treatment regimes, behavior
plans, and the use of specialized equipment that supports the waiver participant to participate in the
community. Family Training may also incla training in family leadership, support of satfvocacy,

and independence for their family member. The service enhances the skill of the family to assist the
waiver participant to function in the community and at home when the waiver participantasits

family home. Documentation in the participant's record demonstrates the benefit to the participant. For
the purposes of this service "family" is defined as the persons who live with or provide care to a waiver
participant and may include a parent drastrelative. Family Training may be provided in small group
format or the Family Trainer may provide individual instruction to a specific family based on the needs
of the family to understand the specialized needs of their family member. The one tmibye fa

training is instructional; it is not counseling. Family does not include individuals who are employed to
care for the participant. This service may be-datcted. This service may be provided remotely via
tel eheal th based sppnefetertes, apdegoats ascdetgrmined during thegpersbn
centered planning process and reviewed by the Service Coordinator during each scheduled reassessm
as outlined in Appendix £2-a. This service may be delivered remotely via telehealth 100% &@ftae

The methods and minimum frequency with which participants will receivetéafaee contact to

ensure health and welfare are described in AppendixaD

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery B Participantdirected as specified in Appendix E B | Provider
Method (check each managed
that applies)

Specify whether the service may | A | Legally Responsible Persof] A | Relative| A | LegalGuardian
provided by(check each that

applies):
Provider Specifications
Provider B Individual. List types: B | Agency. List the types of agencies
Category(s) o . . - . .. .
Qualified Individual Family Training Family Training Agencies

(check one or Provider
both}
Provider Qualifications
Provider License(specify) | Certificate(specify) Other Standar¢specify)
Type:
Qualified Individuals Relevant Applicants must possess appropriate
Individual who meet all comp_etencie_s and | qualifications to serve as staff as evidenced by
Family relevant state experiences in interviews, two personal or professional
Training and federal Family Training. references, a Criminal Offender Record
Provider licensure or Information (CORI) and Nationariminal

certification Background Check: 115 CMR 12.00 (National

requirements Criminal Background Checks). The applicant

State: Appendix G1: 2¢
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for their
discipline.

must have the ability to communicate effective
in the language and communication style of th{
family to whom they are providing training. The
applicant must haexperience in providing
family leadership, selddvocacy, and skills in
training in independence.

Telehealth providers must comply with the
requirements of the Health Insurance Portabilit
and Accountability Act of 1996 (HIPAA), as
amended by the Hehlinformation Technology
for Economic and Clinical Health (HITECH) Act
and their applicable regulations, as well applicd
state law, M.G.L. Ch. 66A and M.G.L. Ch. 123H
Section 17, to protect the privacy and security ¢
the parti ci p amirfodnmtiop.r o

DDS/ EOHHS relies on t
legal obligation as covered entities and contrag
obligations to comply with these requirements.
There is not a single state HIPAA compliance
officer. This methodology is accepted by DDS
and EOHHS officials.

Family Agency needs If the agency is Must possess appropriate qualifications to
Training to employ providing serve as staff as evidenced by interviews, two
Agencies individuals activities personal or professional references, a
who meet all where Criminal Offender Record Information
relevant state certification is (CORI) and National Criminal Background
and federal necessary, the Check: 115 CMR 12.00 (National Criminal
licensure of applicant will Background Chdcs).
certification have the
requirements in necessary
their discipline. certifications. Agency needs to employ individuals who must
For mental be able to effectively communicate in the
health language and communication style of the
professionals participant or family for whom they are
such as Family providing the training. They must have
Therapists, experience in promoting independence and in
Rehabilitation family leadership.
Counselors,
Social Telehealth providers must comply with the
Workers, requirements of the Health Insurance Portabilit
necessary and Accountability Act of 1996 (HIPAA), as
certification amended by the Health Information Technolog)
: for Economic and Clinical Health (HITECH) Act
requirements : : . .
tor those and their gplicable regulations, as well applicak
state law, M.G.L. Ch. 66A and M.G.L. Ch. 123H
State: Appendix G1: 3C
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disciplines Section 17, to protect the privacy and security ¢
must be met. the participantds pro

DDS/ EOHHS relies on t
legal obligation asovered entities and contracty
obligations to comply with these requirements.
There is not a single state HIPAA compliance
officer. This methodology is accepted by DDS
and EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Qualified DDS Every two years
Individual Family
Training Provider

Family Training | DDS Every two years
Agencies

Service Specification

Service Type:® Statutory 9 Extended State Plan lOther

Service Name:Home Modifications and Adaptations

B Service is included in approved waiver. There is no change in service specifications.
8 Service is included in approved waiver. The service specifications hamenmdified.

5 Service is not included in approved waiver.
Service Definition (Scope)

Those physical adaptations to the private resi
service plan, that are necessary to ensure the health, welfare, and safety of the participant, or that enal
the participant to function with greater gygbndence in the home. Service includes the assessment and
evaluation of home safety modification.he assessment and evaluation component of the home and
adaptations service may be provided remotely via telehealth basedmoféssional judgement dfie
evaluator and theeedspreferencesand goals of the participant as determined during the person
centered planning process and reviewed by the Service Coordingitoy each scheduled

reassessmeass outlined in Appendix 2-a. Adaptationscanonlp e pr ovi ded to t he
primary residence. Such adaptations include but are not limited to:

Alnstallation of ramps and grdiars

Awidening of doorways/hallways

AModifications of bathroom facilities

ALifts: porch or stair lifts

Alnstallation of specialized electric and plumbing systems which are necessary to accommaudetiictie

equipment and supplies, and which are necessary for the welfare of the participant
Alnstallation of specialized flooring to improve mobility and saittat

ASpecialized accessibility/safety adaptations/additions
AAutomatic door openers/door bells
AVoice activated, light activated, motion activated and electronic devices

State: Appendix G1: 31
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ADoor and window alarm and lock systems

AAir filtering devices and cooling adaptations atevices

ASpecialized noibreakable windows

All services shall be provided in accordance with State or Local Building codes.

Excluded are those adaptations or improvements to the home that are of general utility, and which are
not of direct medical or remadibenefit to the participant, such as carpeting, roof repair, central air
conditioning. Adaptations that add to the total square footage of the home are excluded from this
benefit except when necessary to complete an adaptation. General householdnepairincluded in

this service.

Any use of Waiver funds for home adaptation requests must be submitted and approved in advance
following the process outlined below.

The Service Coordinator will explore with the participant and family wisésvant, utilization of
appropriate modifications that are portable to accommodate changes in residence, size of the
participant, and changes in equipment and needs. In addition, all proposals for home adaptations
shall plan for the reuse of portable acrnodations.

a) Waiver funding shall only be used for renovations that will allow the participant to remain in
his/her home (primary residence), and must specifically relate to the functional limitation(s) caused by
the partici pant 6 kbleda partcipants who yisit home periodically but wha v a i
otherwise reside elsewhere.

b) The following steps to request approval for funding must be followed.

A The Service Coordinator must receive for his/her review and recommendation the following
information a proposal detailing the request for funding, and the completed Vehicle/Home
Adaptations Funding Request Form. The particip
and explains the need for a home adaptation beegtached to this information

A If the DDS Service Coordinator recommends the proposal for funding, the request is then
forwarded to theé\reaand then the Regional Director for review and recommendation of funding.

A If a home adaptation request is approved, the participant/family must submit, at a

minimum, 3 bids thatontaincosts and a work agreement, to the Department.

C) All payments for Home Adaptations must be made through the Fiscal Management

Service and purchagehrough a selflirected budget. This service must be an identified need and
documented in the service plarheHome Adaptations must be purchased through adietfcted

budget through the Fiscal Intermediary.

Funding for Home Adaptations is not avaifor use in any state operated or provider residence, or in the
home of a home sharing care provider. No permanent adaptations to the structure will be made to props
rented or leased by the participant, guardian or legal representative.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Not to exceed $15,000 in a fiyear period. Only available to participants who live in the family home or if
home of their own.

Service Delivery B | Participantdirected as specified in Appendix E A | Provider
Method (check each tha managed
applies)
Specify whether the service may be| A | Legally Responsible | [} | Relative| A | LegalGuardian
provided by(check each that applies Person
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Provider

Provider Specifications

B | ndividual. List types:

Agency. List the types of agencies:

Category(s)
(check one or
both)

Individual Qualified Home
Adaptation provider

Home Modification Agencies/Assistive
Technology Centers

Provider Qualifications

Provider Type: License(specify) Certificate(specify) Other Standar¢specify)
Individual Contractors for Individual providers must produce a
Qualified Home home Criminal Offender Record Information
Adaptation adaptations (CORI) check and National Criminal
provider must be Background Check: 115 CMR 12.00
licensed to do (National Criminal Background
business in the Checks), if working directly with the
Commonwealth waiver participant.
and meet
applicable
qualifications
and be insured. Telehealth providers must comply with
the requirements of the Health Insuran
Portability and Accountability Act of
1996 (HIPAA), as amended by the
Health Information Technology for
Economic and Clinical Health
(HITECH) Act, andtheir applicable
regulations, as well applicable state la
M.G.L. Ch. 66A and M.G.L. Ch. 123B,
Section 17, to protect the privacy and
security of the p
health information.
DDS/ EOHHS relies
independent legal obligan as covered
entities and contractual obligations to
comply with these requirements. Theré
is not a single state HIPAA compliancq
officer. This methodology is accepted
by DDS and EOHHS officials.
Home Contractors for Providers shall ensure that individual
Modification home workers employed by the agency havg
Agencies/Assistivd modifications been CORI checked and National
(T:(Z(r:]?groslc’gy must be licensed Criminal Background Check: 115 CMH
to do business in 12.00 (National Criminal Background
the Checks) and are able to perform
Commonwealth assigned duties and responsibilities, if
and meet
applicable
State: Appendix G1: 32
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qualifications and working directly with the waiver
be insured. participant.

Telehealth providers must comply with
the requirements of theddlth Insurance
Portability and Accountability Act of
1996 (HIPAA), as amended by the
Health Information Technology for
Economic and Clinical Health
(HITECH) Act, and their applicable
regulations, as well applicable state la
M.G.L. Ch. 66A and M.G.L. CHL23B,
Section 17, to protect the privacy and
security of the p
health information.

DDS/ EOHHS relies
independent legal obligation as covere
entities and contractual obligations to
comply with these requirements. e
is not a single state HIPAA compliance
officer. This methodology is accepted
by DDS and EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Individual Qualified DDS Every two years
Home Adaptation
provider

Home Modification DDS Every two years
Agencies/Assistive
Technology Centers

‘ Service Specification

Service Type:® Statutory & Extended State Plan I Other
Service:Individual Goods and Services
l Service is included in approved waiver. There is no change in service specifications.

8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Individual Goods and Services are services, equipment or supplies that will provide etiefttdnd support
specific outcomes that are identified in the W

State: Appendix G1: 34
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are not provided through either other waiver services or the Medicaid State Plan. The Individual Goods
Services promoteommunity involvement and engagement, or provide resources to expand opportunities
selfadvocacy, or decrease the need for other Medicaid services, or reduce the reliance on paid support
directly related to the health and safety of the wabagticipant in his/her home or community. Individual
Goods and Services are used when the waiver participant does not have the funds to purchase the iten
from any other source.

Examples of allowable Individual Goods and Services include:

Enrol ment fees, dues, member ship costs associ at g
habilitation, training, preventative veterinary care and maintenance of service dogs, supplies and mater
promote skill development and increased inaelgmce for the participant with a disability in accessing and
using community resources. The Individual Goods and Services must be purchased throudjneatsel f
budget. This service must be mpproved by the Team and subject to DDS rules and muast lakentified need
and documented in the service plan. Experimental and prohibited treatments are excluded. The Individl
and Services may not be provided at the same time as respite, or any employment or day activity progr
Individual Goods and&vices excludes all services and supplies provided under specialized medical eq
and supplies or assistive technology. This service must bdisstted paid through the Fiscal Intermediary.

Specify applicable (if any) limits on the amouingquency, or duration of this service:

This service is limited to $3,000 per waiver year.

Service Delivery Method B | Participantdirected as specified in Appendix E | A | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally A | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person
Provider Specifications

Provider Category(s)| [ | Individual. List types: B | Agency. List the types afgencies:
(check one or both) Individual Qualified Community Vendor agency meeting industry standards i

Vendor the community according to the goods, servi

and supports needed

Provider Qualifications

Provider Type: License(specify) | Certificate(specify) Other Standar¢specify)
Vendor agency Services, supports, or goods can
meeting industry be purchased from typical

SIEMOEIES (in e vendors in the community.
community

according to the Vendors must meet industry
goods, services and stanards in the community.
supports needed

Individual Qualified Services, supports, or goods can
Community Vendor be purchased from typical
vendors in the community.
Vendors must meet industry
standards in the community.

Verification of Provider Qualifications

State: Appendix G1: 3
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Provider Type: Entity Responsible for Verification: Freguency of Verification

Vendor agency meeting | Department of Developmental Services Every 2 years
industry standards in the
community according to

the goods, services and

supports needed

Individual Qualified Department of Developmental Services Every 2 years
Community Vendor

Service Specification

Service Type:l Statutory ¢ Extended State Plan 9 Other
Service Name: Individual Supported Employment
B Service is included in approved waiver. There is no change in service specifications.

8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.
Service Definition (Scope)

Individual supported employment services consist of ongoing supports that enable a participant, for
whom competitive employment at or above the minimum wage is unlikely absent the provision of
supports, and who, because of his/her disabilities, need suppentform in a regular work setting.
Individual supported employment may include assisting the participants to locate a job or develop a job
on behalf of the participant. Individual supported employment is conducted in a variety of settings,
particularly ¥pical work sites where persons without disabilities are employed. Emphasis is on work in
an environment with the opportunity for participants to have contact wittockers, customers,

supervisors and others without disabilities. In individual supp@medloyment the participant has a

job based on his/her identified needs and interests, located in a community business. It may also includ|
self-employment or a small business, or a homebase@sgifoyment, or temporary services which

may assist a partigant in securing an individual position within a business. Individual supported
employment may include jetelated discovery or assessment, peisamered employment planning,

job placement, job development, negotiation with prospective employers, jgbiantaining and

systematic instruction, job coaching in the form or regular or periodic assistance; training and support
are provided for the purpose of developing, maintaining and/or improving job skills and fostering career
advancement opportunitie®ob coaching at the job site is not designed to provide continuegsiog

support; it is expected that as the participant develops more skill and independence the level of support
will decrease and fade over time as the natural supports in the woekapéaestablished. Some-on

going intermittent job related support may be provided to assist the waiver participant to successfully
maintain his/her employment situation. Natural supports are developed by the provider to help increase
participation and indeendence of the participant within the community setting. Participants are paid by
the employer. It may include transportation if not available through another source. Transportation
assistance between the parti ci psHerstingld@deddn treecae o f
paid to providers of individual supported employment services. Ongoing transportation for an
participant is excluded from the rate. Thti@ited transportation for components of discovery, career
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exploration, job developmerg provided. Once the participant is hired, transportation ceases.
Individual supported employment may be s#itected and paid through the Fiscal Intermediary.

Federal financial participation is not claimed for incentive payments, subsidies or unveledédnal
training expenses such as the following:

1. Incentive payments made to an employer to encourage or subsidize the employer's participation in a
supported employment program;

2. Payments that are passed through to users of supported employrgesrngrer
3. Payments for training that is not directly related to a participant's supported employment program.

When supported employment services are provided at work sites where persons without disabilities are
employed, payment is made only for the@dtions; supervision and training required for participants
receiving the waiver service as a result of their disabilities but does not include payment for supervisory|
activities rendered as a normal part of the business setting. Documentation is edint#ire file of

each participant receiving this service that the service is not available under a program funded under
Section 110 of the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act (20
U.S.C. 1401 et seq.) Individualgoorted employment excludes participants working in mobile crews or
in small groups. It excludes volunteer work.

This service may be provided remotely via tele
goals as determined during the persentered planning process and reviewed by the Service
Coordinator during each scheduled reassessment as outlidggéndix D2-a. This service may be
delivered remotely via telehealth 100% of the time. The methods and minimum frequency with which
participants will receive faet-face contact to ensure health and welfare are described in Appendix D
2-a.

Specifyapplicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery B Participantdirected as specified in Appendix E B | Provider
Method (check each managed
that applies)
Specify whether the service may b{ A | Legally Responsible B | Relative| A | Legal Guardian
provided by(check each that Person
applies):
Provider Specifications
Provider B Individual. List types: B | Agency. List the types afgencies:
Category(s) Individual Qualified Supported Work/Day Non Profit, For Profit and State
(check one or ) ) .
Employment Provider Provider Agencies
both)
Provider Qualifications
Provider Type:)] License(specify) Certificate Other Standar@specify)
(specify)
Work/Day 115 CMR 7.00 High School Possess appropriate qualifications as evidenced
Non Profit, (Department diploma, GED or| interview(s), two personal or professional
For Profitand | of relevant references and a Massachusetts Criminal Offen
State Provider| pevelopmental Record Information (CORI) and National Crimai
Agencies
State: Appendix G1: 37
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Services
Standards for
all Services
and Supports)
and 115 CMR
8.00
(Department
of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

equivalencies or
competencies.

Background check:115 CMR 12.00 (National
Criminal Background Checks), be age 18 years
older, be knowledgeable about what to do in an
emergency; be knowledgeable about how to rep
abuse and neglect, have the ability to communig
effectively in the language and communication
style of the participant, maintain confidentiality
and privacy of the participant, respect and accey
different values, nationalities, races, religions,
cultures and standards of living. Specific
competencies needed to meetshpport needs of
the participant based upon the unique and
specialized needs of the participant related to th
disability and other characteristics will be
delineated in the Support Plan by the Team.

Telehealth providers must comply with the
requiremets of the Health Insurance Portability
and Accountability Act of 1996 (HIPAA), as
amended by the Health Information Technology
for Economic and Clinical Health (HITECH) Act,
and their applicable regulations, as well applical
state law, M.G.L. Ch. 66A and.G.L. Ch. 123B,
Section 17, to protect the privacy and security o
the participantds pr ot

DDS/ EOHHS relies on t
legal obligation as covered entities and contract
obligations to comply with these regeiinents.
There is not a single state HIPAA compliance
officer. This methodology is accepted by DDS
and EOHHS officials.

Individual High School All individual providers must: Possess approprig
Quialified Diploma, GED, | qualifications as evidence by interview(s), two
Supported or relevant personal or professional references and a Crimi
Employment equivalencies or | ender Record Information (CORI) and Nation
Provider competencies. | criminal Background Check:115 CMR 12.00
(National Criminal Bakground Checks), be age
18 years or older, be knowledgeable about what
do in an emergency; be knowledgeable about h
to report abuse and neglect, have the ability to
communicate effectively in the language and
communication style of the participant, imzin
State: Appendix G1: 3¢
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confidentiality and privacy of the participant,
respect and accept different values, nationalitieg
races, religions, cultures and standards of living
Specific competencies needed to meet the supp
needs of the participant based upon the uniguae
specialized needs of the participant related to th
disability and other characteristics will be
delineated in the Support Plan by the Team.

Telehealth providers must comply with the
requirements of the Health Insurance Portability
andAccountability Act of 1996 (HIPAA), as
amended by the Health Information Technology
for Economic and Clinical Health (HITECH) Act,
and their applicable regulations, as well applical
state law, M.G.L. Ch. 66A and M.G.L. Ch. 123B
Section 17, to protect ¢hprivacy and security of
the participantds pr ot

DDS/ EOHHS relies on tH
legal obligation as covered entities and contractl
obligations to comply with these requirements.
There is not a single state HIPAAmpliance
officer. This methodology is accepted by DDS a
EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

Work/Day Non DDS Office of Quality Enhancement, Every two years
Profit, For Profit Survey and Certification staff.
and Statd°rovider
Agencies

Individual Department of Developmental Services| Every two years
Qualified
Supported
Employment
Provider

‘ Service Specification

Service Type:® Statutory 3 Extended State Plan lOther
Service Name: Individualized Day Supports

State: Appendix G1: 3¢
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B Service is included in approved waiver. There is no change in service specifications.
8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Sewices and supports provided to participants tailored to their specific personal goals and outcomes
related to the acquisition, improvement, and/or retention of skills and abilities to prepare and support a
participant for work and/or community participatiand/or meaningful retirement activities, and could

not do so without this direct support.

This service can only be participatitected. A qualified family member or relative, independent
contractor or service agency may provide services. This senviirates from the home of the

participant and is generally delivered in the community. This service is primarily delivered in person;
telehealth may be used to supplement the schedulectim s on ser vi ce based on
preferences, andogls as determined during the pers@mtered planning process and reviewed by the
Service Coordinator during each scheduled reassessment as outlined in App2ralix D

Examples

1 Develop and implement an individualized plan for day services and supports;

9 Assist in developing and maintaining friendships of choice and skills to use in daily
interactions;

Provide support to explore job interests or retirement options;

Provide opportunities to participate in community activities, including suppatté¢od and
participate in postsecondary or adult education classes;

9 Provide support to complete work or business activities including supports for participants who
own their own business;

i Training and support to increase or maintain-kelp, socializabn, and adaptive skills to
participate in own community;

9 Develop, maintain or enhance independent functioning skills in the areas of serory
cognition, personal grooming, hygiene, toileting, etc.

This service is not provided in or from a facilitgsed day program. This service is not provided from a
provider operated or stateperated group residence. This service may not be provided at the same time
as Group or Individual Supported Employment, Community Based Day Supports, Individualized Goods
and Services Supports or when other services that include care and supervision are provided. This
service is only available to waiver participants who-detct his/her own supports and must be pre
approved by the Team, subject to DDS rules stated abogenast be an identified need and

documented in the service plan. The Individualized Day Supports must be purchased through a self
directed budget through either the Fiscal Intermediary or the Agency with Choice.

Specify applicable (if any) limits on tr@nount, frequency, or duration of this service:

State: Appendix G1: 4C
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Service Delivery

Method (check each

that applies)

Participanidirected as specified in Appendix E

p

Provider
managed

Specify whether

provided by(check each that

applies):

Provider
Category(s)
(check one or
both)

the service may k

Provider Specifications

Individual. List types:

Legally Responsible Persq

P>

B | Relative Legal Guardian

Agency. List the types afgencies:

Individual Qualified Day Support and
Services Provider

Work/Day Support Provider Agency

Provider Qualifications

Provider
Type:

License(specify)

Certificate

(specify)

Other Standaréspecify)

Individual
Quialified Day
Support and
Services
Provider

High School
Diploma, GED,
or relevant
equivalencies or
competencies.

All individual providers must: Possess appropriaf
qualifications as evidence by interview(s), two
personal or professional references and a Crimir
OffenderRecord Information (CORI) and Nationg
Criminal Background Check:115 CMR 12.00
(National Criminal Background Checks), be age
18 years or older, be knowledgeable about what
do in an emergency; be knowledgeable about hd
to report abuse and neglect, have ability to
communicate effectively in the language and
communication style of the participant, maintain
confidentiality and privacy of the participant,
respect and accept different values, nationalities
races, religions, cultures and standards ofgjvi

Specific competencies needed to meet the supp
needs of the participant based upon the unique 3
specialized needs of the participant related to th¢
disability and other characteristics will be

delineated in the Support Plan by the Team.

Teleheath providers must comply with the
requirements of the Health Insurance Portability
Accountability Act of 1996 (HIPAA), as amended
by the Health Information Technology for
Economic and Clinical Health (HITECH) Act, and
their applicable regulations, agilvapplicable state
law, M.G.L. Ch. 66A and M.G.L. Ch. 123B, Secti
17, to protect the privacy and security of the
participantds protect ¢

DDS/ EOHHS relies on th
legal obligation as covered entities and casitral

State:
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obligations to comply with these requirements.
There is not a single state HIPAA compliance

officer. This methodology is accepted by DDS af
EOHHS officials.

Work/Day 115 CMR 7.00

Support (Department
Provider of

Agency

High School

or relevant

Developmental
Services
Standards for
all Services
and Supports)
and 115 CMR
8.00
(Department
of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

competencies.

Diploma, GED,

equivalencies or

Possess appropriate quig#tions as evidenced by
interview(s), two personal or professional
references and a Criminal Offender Record
Information (CORI) and National Criminal
Background Check:115 CMR 12.00 (National
Criminal Background Checks), be age 18 years
older, be knowldgeable about what to do in an
emergency; be knowledgeable about how to rep
abuse and neglect, have the abilitgommunicate
effectively in the language and communication
style of the participant, maintain confidentiality a
privacy of the participanrespect and accept
different values, nationalities, races, religions,
cultures and standards of living. Specific
competencies needed to meet the support need
the participant based upon the unique and
specialized needs of the participant relatedhéirt
disability and other characteristics will be
delineated in the Support Plan by the Team.

Telehealth providers must comply with the
requirements of the Health Insurance Portability
Accountability Act of 1996 (HIPAA), as amended
by the Health Infonation Technology for
Economic and Clinical Health (HITECH) Act, and
their applicable regulations, as well applicable st
law, M.G.L. Ch. 66A and M.G.L. Ch. 123B, Secti
17, to protect the privacy and security of the

participant 6s rmpatiant e ct ¢

DDS/ EOHHS relies on th
legal obligation as covered entities and contractu
obligations to comply with these requirements.
There is not a single state HIPAA compliance

officer. This methodology is accepted by DDS af
EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Individual DDS Every two years
Qualified Day
Support and

State: Appendix G1: 42
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Services Provider

Work/Day DDS Office of Quality Enhancement, Every two years
Support Provider | Survey and Certification staff.

Agency

‘ Service Specification

Service Type:® Statutory © Extended State Plan I Other

Service: Specialized Medical Equipment and Supplies

B Service is included in approved waiver. There is no change in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.

5 Service is not included in approved waiver.

Service Definition (Scope)
Specialized medical equipment and supplies include: (a) devices, controls, or appliances, specified in th
care, that enable participants to increase their ability to petéativities of daily living; (b) devices, controls,
or appliances that enable the participant to perceive, control, or communicate with the environment in w
they live;

(c) items necessary for life support or to address physical conditions alongeiitarg supplies and
equipment necessary to the proper functioning of such items; (d) such other durable-dachhtenmedical
equipment not available under the State plan that is necessary to address participant functional limitatig
(e) necessg medical supplies not available under the State plan. Items reimbursed with waiver funds ar
addition to any medical equipment and supplies furnished under the State plan and exclude those items
not of direct medical or remedial benefit t@ tharticipant. Accessing the state plan benefits must occur bef
accessing this service. All items shall meet applicable standards of manufacture, design and installation
medical support devices or equipment must have proven evideased suppodand conform with acceptablg
medical practice; no experimental or alternative devises or equipment are permitted to be purchased. A
devices used in the provision of the service must be FDA approved. Specialized Medical Equipment an
Supplies must be authiped by the Service Coordinator as part of the Individual Service Plan process.
Specialized medical equipment and supplies must be purchased througtiesedfi budget through the
Fiscal Intermediary.

Specify applicable (if any) limits on tl@mount, frequency, or duration of this service:
This service is limited to $3,500 per waiver year.

Service Delivery Method B | Participantdirected as specified in Appendix E | A | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsiblg
applies): Person
Provider Specifications
Provider Category(s)| A Individual. List types: B | Agency. List the types afgencies:
(check one or both) Specalized Medical Equipment Providers
Pharmacies

Provider Qualifications

State: Appendix G1: 42
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Provider Type:

License(specify)

Certificate(specify)

Other Standar¢specify)

Specialized Medical
Equipment Providers

Any notfor-profit or proprietary
organization that responds satisfactoril
to the Waiver provider enroliment
process and as such, has successfully
demonstrated, at a minimum, the
following

- Providers shall ensure that
individual workers employed by the
agency have been CORiecked and
National Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks) and are
able to perform assigned duties and
responsibilities.

- Providers of specialized medic3
equipment and supplies must ensure tH
all devices and supigk have been
examined and/or tested by Underwriten
Laboratory (or other appropriate
organization), and comply with FCC
regulations, as appropriate.

Pharmacies

Any notfor-profit or proprietary
organization that responds satisfactoril
to theWaiver provider enrollment
process and as such, has successfully
demonstrated, at a minimum, the
following

- Providers shall ensure that
individual workers employed by the
agency have been CORI checked, and
National Criminal Background
Check:115 CMR 12.0(National
Criminal Background Checks) and are
able to perform assigned duties and
responsibilities.

- Providers of specialized medic3
equipment and supplies must ensure tH
all devices and supplies have been
examined and/or tested by Underwriten
Laborabry (or other appropriate
organization), and comply with FCC
regulations, as appropriate.

Verification of Provider Qualifications

Provider Type:

Entity Responsible for Verification: Freguency of Verification

Specialized Medical
EquipmentProviders

Department of Developmental Services Every 2 years

State:

Effective Date
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Pharmacies Department of Developmental Services Every 2 years

..

‘ Service Specification

Service Type:® Statutory © Extended State Plan IOther
Service: Stabilization

B service is included in approved waiver. There is no change in service specifications.
5 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)
This service is designed to provide stabilization and support for waiver participants who due to either bg
or environmental circumstances cannot remain in their current residence or family home. The service is
provided in either a licensed respiéeility or in the home of an individual family provider to waiver
participants who are unable to care for themselves. The home of an individual family provider is overseg
gualified stabilizati on agency uppdthsassgssed dnd is doquaean
in the Individual Plan of Care. The service includes aight supervision and support. Stabilization services
may be available to participants who receive other waiver services on the same day, such as ctrasednit
day supports, centdrased day supports, group or individual supported employment or individualized day
supports or day habilitation supplement. Stabilization services cannot be provided when other services
provide care and supervision are being pesl. The length of stay is based on the assessed needs of the
participantand isregularlyreviewed by the Regional Management Team. This service cannot-oirseléd.

Specify applicable (if any) limits on the amount, frequencyjuation of this service:

Stabilization may be provided up to 90 days per year and is reflected in the Individual Service Plan base
assessed need.

Service Delivery Method A | Participantdirected as specified itppendix E B | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally A | Relative A | Legal Guardian
provided by(check each that Responsibld

applies): Person

Provider Specifications

Provider Category(s)| A | Individual. Listtypes: B | Agency. List the types of agencies:
(check one or both)

Nonprofit or forprofit residential, individual
support stabilization agencies, qualified
stabilization agencies licensed as respite

providers
Provider Qualifications
Provider Type: License(specify) | Certificate(specify) Other Standargspecify)
State: Appendix G1: 4E
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Nonprofit or for
profit residential,
individual support
stabilization
agencies, qualified
stabilization agencie
licensed as respite
providers

115 CMR 7.00
(Department of
Developmental
Services Stastards
for all Services and
Supports) and 115
CMR 8.00
(Department of
Developmental
Services
Certification,
Licensing and
Enforcement
Regulations)

High School diploma,
GED or relevant
equivalencies or
competencies.

Possess appropriate qualifications as
evidenced by interview(s), two persona|
or professional references and a Crimil
Offender Record Information (CORI)
and a National Criminal Background
Check:115 CMR 12.00 (National
Criminal Background Checks), be age
years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ability to
communicate effectively in the languag
and communication style of the
participant, maintain confidentiality and
privacy of the participant, respect and
accept different values, nationalities,
races, religions, cultures and standard
living. Specific competencies needed t
meet the support needs of the participg
will be delineated in the Support Plan
the Team.

Verification of Provider Qualifications

Provider Type:

Entity Responsible for Verification:

Frequency of Verification

Nonprofit or forprofit
residential, individual
support stabilization
agencies, qualified
stabilization agencies
licensed as respite
providers

DDS Office ofQuality Enhancement, Surve
& Certification Staff.

Every 2 years

‘ Service Specification

Service Type:® Statutory

3 Extended State Plan l Other

Service Name: Peer Support

B service is included in approved waiver. There is no change in service specifications.
5 Service is included in approved waiver. The service specifications have been modified.

5 Service is not included in approved waiver.

Service Definition(Scope)

Peer support is designed to provide training, instruction and mentoring to participants akaiM @y,

participant direction, civic participation, leadership, benefits, and participation in the community. Peer st
is designed to promote n d
a peer mentor or through an individual/agency peer support facilitator. Peer support may be provided in

small groups or

assi st

t he

wai ver

p a r-advocacypttaough @ither

State:

Effective Date
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2) peer support may involve one individlweho is either a peer or an individual peer support facilitator
providing support to a waiver participant. The one to one peer support is instructional; it is not counselin
service enhances the skills of the participant to function in the comnamdfpr family home. Documentatior
in the participantés record demonstrates the b
groups or as a ore-one support for the participant. Peer support is available to participants who rexide
licensed settings, in the family home, a home of their own or receive less than 24 hours of support per ¢
This service may be selflirected. This service may be provided remotely via telehealth based on the
participant 6s n e dscsdetermined duang then peremsnierecaptainingypooaess and
reviewed by the Service Coordinator during each scheduled reassessment as outlined in Apgendiki®
service may be delivered remotely via telehealth 100% of the time. The methadsandm frequency
with which participants will receive fage-face contact to ensure health and welfare are described in
Appendix D-2-a.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery B Participamtdirected as specified in Appendix E B | Provider
Method (check each managed
that applies)
Specify whether the service may bl A | Legally Responsible A | Relative| A | LegalGuardian
provided by(check each that Person
applies):
Provider Specifications
Provider B Individual. List types: B | Agency. List the types of agencies
Category(s) Individual Peer Support Trainers Peer Support Agencies
(check one or
both)
Provider Qualifications
Provider License(specify) Certificate Other Standar@specify)
Type: (specify)
Individual Individuals Relevant Applicants must possess appropriate qualificatio
Peer Support] who meet all compgtencie_s ang to serve as staff as evidenced by interview(s), tw
Trainers relevant state experiences In | personal and or professional references, a Crimi
and federal Peer Support. | Gfender Record Information (CORI) and Nation
licensure or Criminal Background Check: 115 CMR 12.00
certification (National Criminal Background Checks). The
requirements applicant must have the ability to communicate
for their effectively in the language and communication
discipline if style of the family to whom they are providing
needed. training. The applicant must have expace in
providing family leadership, seidvocacy and
skills training and independence.
Minimum of 18 years of age;

State: Appendix G1: 47
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Be knowledgeable about what to do in an
emergency;

Be knowledgeable about how to report abuse an
neglect;

Must maintain confidentidl and privacy of
participant information;

Must be respectful and accept different values,
nationalities, races, religions, cultures and
standards of living;

Specific competencies needed to meet the supp
needs of the participant based uponuhigue and
specialized needs of the participant related to thg
disability and other characteristics will be
delineated in the Support Plan by the Team.

Telehealth providers must comply with the

requirements of the Health Insurance Portability
and Accourability Act of 1996 (HIPAA), as

amended by the Health Information Technology
for Economic and Clinical Health (HITECH) Act,
and their applicable regulations, as well applicah
state law, M.G.L. Ch. 66A and M.G.L. Ch. 123B,
Section 17, to protect the prissaand security of
the participantds prot

DDS/ EOHHS relies on th
legal obligation as covered entities and contractd
obligations to comply with these requirements.
There is not a single state HIPAA compiia
officer. This methodology is accepted by DDS
and EOHHS officials.

Peer Support
Agencies

If Agency is
providing activities
where licensure is
necessary,
individuals need to
meet all relevant
state and federal
licensure or
certification

If the agency is
providing
activities where
certification is
necessary, the
applicant will
have the
necessary
certifications. For

mental health

Possess appropriate qualifications to serve as st
as evidenced by interview(s), two personal and d
professional references, a Criminal Offender Reg
Information (CORI) andNational Criminal
Background Check: 115 CMR 12.00 (National
Criminal Background Checks).

Agency needs to employ individuals who are-self
advocates and supporters must be able to
communicate effectively in the language and

State:

Effective Date
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requirements in
their discipline.

professionals suc
as Family
Therapists,
Rehabilitation
Counselors,
Social Wokers,
necessary
certification
requirements for
those disciplines
must be met.

communication style of the parif@nt or family for
whom they are providing training. Specific
competencies needed to meet the support needs
the participant based upon the unique and
specialized needs of the participant related to thd
disability and other characteristics will be idelated
in the Support Plan by the Team. The applicant
must have experience in providing peer support,
self-advocacy, skills and training in independencst

Telehealth providers must comply with the
requirements of the Health Insurance Portability
Accountability Act of 1996 (HIPAA), as amended
by the Health Information Technology for
Economic and Clinical Health (HITECH) Act, and
their applicable regulations, as well applicable st
law, M.G.L. Ch. 66A and M.G.L. Ch. 123B, Secti
17, to protect the pracy and security of the
participantds protecte

DDS/ EOHHS relies on th
legal obligation as covered entities and contracty
obligations to comply with these requirements.
There is not a single state HIPAA corliapice
officer. This methodology is accepted by DDS a
EOHHS officials.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification:

Individual Peer DDS
Support Trainers

Peer Support DDS
Agencies

Frequency of Verification

Every two years

Every two years

‘ Service Specification

Service Type:® Statutory o Extended State Plan I Other

Service: Transportation

B service is included in approved waiver. There is no change in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.

5 Service is not included in approved waiver.

Service Definition (Scope)

Sewice offered in order to enable waiver participants to gain access to waiver and other community ser

activities and resources, as specified by the service plan. Transportation services under the waiver are

accordance with the participargsrvice plan. Whenever possible, family, neighbors, friends, or community
agencies which can provide this service without charge are utilized. This service includes travel to and f

State:
Effective Date
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programs and travel for accessing community activities and resolire@sportation may also include the
purchase of transit and bus passes for public transportation systems and mileage reimbursement for qu
drivers. The provision of transportation is based on a service plan that meets the need in the-pftesttivest
manner. Transportation that is part of a day or residential program or a contracted transportation provid
be selfdirected. This service is offered in addition to medical transportation required under 42 CFR 431.
transportation serviseunder the State Plan defined at 42 CFR 440.170(a), and does not replace them.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Provider
managed

Service Delivery Method
(check each that applies)

Participantdirected as specified in Appendix E

Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsibld
applies): Person

Provider Specifications

Provider Category(s)
(check one or both)

B | Individual. List types:

| Agency. List the types of agencies:

Qualified Individual Transportation

provider

Non for profit or for profit Transportation
Agency

Transportation Pass Provider

Provider Qualifications

Provider Type:

License(specify)

Certificate(specify)

Other Standar¢specify)

Non for profit or for
profit Transportation
Agency

Valid
Massachusetts
Driver's License.

Specifications written into all contracts
with transportation providersttachment
to contract which requires valid drivers
license, liability insurance, reporting of
abuse; timeliness, written certification ¢
vehicle maintenance, age of vehicles;
passenger capacity of vehicles; RMV
inspection; seat belts; list of safety
equpment; air conditioning and heating
first aid kits; snow tires in winter; and
two-way communication.

Qualified Individual
Transportation
provider

Valid
Massachusetts
Driver's License.

High School
Diploma, GED, or
relevant equivalencie
or competencies.

All individual providers must: Possess
appropriate qualifications as evidenced
by interview(s), two personal or
professional references and a Criminal
Offender Record Information (CORI)
and National Criminal Background
Check:115 CMR 12.00 (Nianal
Criminal Background Checks), be age
years or older, be knowledgeable abou
what to do in an emergency; be
knowledgeable about how to report ab
and neglect, have the ability to
communicate effectively in the languag
and communication style tie
participant, maintain confidentiality and
privacy of the participant, respect and

State:

Effective Date
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accept different values, nationalities,
races, religions, cultures and standard
living.

Valid driverds |
RMYV inspection; seat belts; Spéci
competencies needed to meet the supj
needs of the participant based upon th
unique and specialized needs of the
participant related to their disability and
other characteristics will be delineated
the Support Plan by the Team.

Transportation Pss Transportation passes may be purchas
Provider from vendors or retail locations
authorized to sell passes for public
transportation systems, bus services o
other transit providers. Vendors must
meet industry standards in the

community.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Non for profit or for DDS Regional Transportation Coordinator.| Annually
profit Transportation
Agency
Qualified Individual Department of Developmental Services Annually or prior to utilization
Transportation provider of service
Transportation Pass Department of Developmental Services Annually or prior to utilization
Provider of service

‘ Service Specification

Service Type:d Statutory 2 Extended State Plan I Other
Service: Vehicle Modification
B Service is included in approved waiver. There is no change in service specifications.

8 Service is included in approved waiver. The service specifications have been modified.
5 Service is not included in approved waiver.

Service Definition (Scope)

Vehicle Adaptations

Adaptations or alterations to an automobile or
transportation in order to accommodate the special needs of the participant. Vehicle adaptations are sp
the service plan as nessary to enable the participant to engage more fully in the broader community and
ensure the health, welfare and safety of the participant.

Examples of vehicle adaptations include:

State: Appendix G1: 51
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Avan i ft

ATie downs

ARamp

ASpecialized seating equi pment

ASeat itynegtraista f e

The following are specifically excluded vehicle modifications:

1. Adaptations or improvements to the vehicle that are of general utility, and are not of direct medig
remedial benefit to the participant.
2. Purchase or lease ovehicle
3. Regularly scheduled upkeep and maintenance of a vehicle, except upkeep and maintenance of

adaptations. The participant must be in the family home, vehicle modification is not available to participa
who reside in a provider residentialtsgg or in 24 sekdirected 24 home sharing supports or in the-iive
caregiver model.

Funding for adaptations to a new van or vehicle purchased/leased by family can be made available at tk
purchase/lease to accommodate the special needspdrticgpant.
This service is must be an identified need and documented in the service plan. The Vehicle modification
be purchased through a participaimected budget and paid through the Fiscal Intermediary
1. The Service Coordinator must receimeaidvance for his/her review and recommendation the follow
information: a proposal detailing the request for funding and the completed Vehicle/Home Adaptations H
Request Form. The participant ds | n dinsvhedeedfdra &gy
adaptation must be attached to this information.

2. If the DDS Service Coordinator recommends the proposal for funding, the request is then forwar
the Area and then the Regional Director for review and recommendationdirfidu
3. All payments for Vehicle Adaptations must be made through the Fiscal Management Service an

purchased through a setfirected budget

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Cost not teexceed $15,000 over a five year period. Available to participants who live in family home. Thi
service is not available to participants using the-livearegiver model. Thelive n car egi ver 0
eligible for vehicle adaptations, adaptatian§ t he car egi ver 6s private p

Service Delivery Method B | Participantdirected as specified in Appendix E | A | Provider

(check each that applies) managed
Specify whether the service may bl A | Legally B | Relative A | Legal Guardian
provided by(check each that Responsibld
applies): Person
Provider Specifications
Provider Category(s)| W Individual. List types: B | Agency. List the types afgencies:
(check one or both) Independent Contractors Vehicle Modification Agencies
Provider Qualifications
Provider Type: License(specify) | Certificate(specify) Other Standar¢specify)
Vehicle Modification| Licensed as Vehicle Modifications must be
Agencies businesses doing performed by certified entities who are
vehicle licensed to perform vehicle conversion
modifications and and modifications.
conversions.
Independent Vehicle Modifications must be
Contractors performed by certifie@ntities who are
State: Appendix G1: 52
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licensed to perform vehicle conversion
and modifications.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Vehicle Modification Department oDevelopmental Services Every two years
Agencies
Independent Contractors Department of Developmental Services Every two years.

‘ Service Specification

Service Type:® Statutory 9 Extended State Plan I Other

Service Name: Remote Supports and Monitoring

B service is included in approved waiver. There is no change in service specifications.

3 Service is included in approved waiver. The service specifications have been modified.

5 Service is not included in approved waiver.

Service Definition (Scope)

Remote Supports and Monitoring (RSM) are designed to provide support using communication
norrinvasive monitoring technologies to assist participants to attain and/or maintain independer
their homes and communities while minimizing the need for onsite staff presence and intervent
The use of RSM promotes skill acquisition and mainteadahrough instruction/guidance with the
goal of promoting independence in the | eas
audio/video technology delivered by qualified provider staff at a monitoring center. RSM staff
and provide psmpts to participants in real time. RSM is delivered on a scheduled -aeddsd basis
as identified in the participant s Iparsbnbackap
plan, based on the needs of the participant, documented inRhitvidual interaction with Remotg
Supports and Monitoring staff may be scheduleddemand, or in response to an alert from a devi
in the remote support and monitoring equipment system.

The provider of RSM must have a process to assess needsyideptareas of concern, and identify
how these can be addressed with the use of RSM technologies. Additionally, the ISP will detail
supports necessary to ensure participants©®o
turned off. In theevent the participant no longer wants the service, or the service no longer mee
participantodos needs, appropriate changes i
through the persenentered planning process in the same manner aglaaryservice.

The participantdés | SP will outline the sch
training of the individual receiving RSM on how to use the remote support system will be outling
the ISP. Training will include how to rept technology malfunction®SM providers do not provide

in person servicesHowever, RSM providers are required to have baglcapabilities to respond in

person to address technology malfunctions, system checks, or urgent situations that do nat reg
911 call. Such urgent situations are rare and are characterized by the need for a timely assess
is not achievable via the technology and othgveénson options are not availabl€he circumstances
under which an individual may receive argarson response from an RSM provider are agreed u
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in advance and outlined i n the i-pednvespdnsesby th
RSM provider more than three times in ady period, or fewer than three times in aday peria
but for a recurring reason, then the individual would be reassessed and the negeéifeorinservices
would be reevaluatedThis does not affect #person visits by Service Coordinators or providers of
other services. A part of the persoentered planing process, if the participant needs haowls
assistance, they will be offered the services necessary to meet their needgnhasgistance may b¢
provided through other services in addition to RSM but will not be provided at the same time as
Handson assistance is not provided through RSM.

RSM can be used in conjunction with Individualized Home Supports, but only when Individualiz
Home Supports are being provided in person. RSM and Individualized Home Supports providg
share service phs and schedules so that RSM timing and activities will not overlap witbme
supports.

All participants who are interested in RSM are evaluated and the evaluation considers whether
service could help enhance their ability to engage in meaningful activities, stay connected with
and be integrated in their communities. RSM maxtihorized to complement otherperson
services in meeting these goals. RSM can be mobile, where participants may take a tablet or
into the community to help promote or increase independence.

The overall care plan will address the particigad s needs i ncluding co
use of RSM and other services. The ISP includes documentation of community involvement o
measur able objectives regarding a particip

Placemenbf RSM devices will be considered based on assessed need, privacy and right
considerations, and informed consent of the participant and others who live in the home. Use g
system may be restricted to certain hours as indicated in the ISP. The systehawe visual or othe
indicators that inform the participant when the RSM system is activated. Use of RSM audio dev
that have a continuous feed will not be permitted in bedrooms or bathrooms. However, RSM a{
devices may be triggered in the evehan emergency or otherwise activated by the participant. R
video monitoring devices will not be permitted in bedrooms or bathrooms.

As part of the informed consent process, the participant will be informed and trained as to how
offorremovet he devi ce. Depending on the type of

may be able to turn off the RSM device themselves. If they are unable to do so, then they will b
informed as to who to contact for assistance with turning off the device

Participants may not receive RSM and MassHealth State Plan PERS at the same time.

The rate for Remote Supports and Monitoring includes a standard per diem costJaytwo
communication equipment rental and call center staffing. If a participasgessed to require
specialized equipment to interface with the standard RSM equipment and call center, that sped
equipment is paid for through the Assistive Technology service.

Specify applicable (if any) limits on the amouingéquency, or duration of this service:
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A participant can be enrolled in both Individualized Home Supports and Remote Supports and
Monitoring but cannot receive both simultaneously. Participants who receive both services mug

receive their IHS in personpt via telehealth.

Service Delivery

Method (check each

that applies)

5 | Participantdirected as specified in Appendix E

Provider
managed

Specify whether the service may Legally B | Relative| 5 | Legal Guardian
be provided byicheck each that Responsible Persg

applies):

Provider 3 Individual. List types: B | Agency. List the types of agencies:
Category(s)

(check one or
bothY

Remote Supports and Monitoring Providers
qualified vendor

Provider Qualifications

Provider Type: | License(specify)| Certificate(specify) Other Standar¢specify)
Remote 115 CMR 7.00 | High School Possess appropriate qualifications to
Supports and | (Department of | diploma, GED or | Serve as staff as evidenced by
Monitoring Developmental | relevant interview(s), two personal or
Providers Services equivalencies or professimal references, and a Criminal
Standards for all | competencies. Offender Record Information (CORI)
Services and and National Criminal Background
Supports) and Check:115 CMR 12.00 (National
115 CMR 8.00 Criminal Background Checks), be 18
(Department of years or older, be knowledgeable abot
Developmental what to do in an emergency; be
Services knowledgeable aboubiw to report
Certification, abuse and neglect; have the ability to
Licensing and communicate effectively in the languagd
Enforcement) and communication style of the
participant, maintain confidentiality ang
privacy of the participant, respect and
accept different values, nationalities,
races, refjions, cultures and standards
living. Specific competencies needed
meet the support needs of the participa
based upon the unique and specialize(
needs of the participant related to their
disability and other characteristics will
be delineated ithe Support Plan by the
Team.
State: Appendix G1: 5&

Effective Date




Appendix C: Participant Services
HCBS Waiver Applicatfersion 3.6

RSM providers must comply with the
requirements of the Health Insurance
Portability and Accountability Act of
1996 (HIPAA), as amended by the
Health Information Technology for
Economic and Clinical Health
(HITECH) Act, and their applicable
regulations, as well applicable state lay
M.G.L. Ch. 66A and M.G.L. Ch. 123B,
Section 17, to protect the privacy and
security of the p
health information.

DDS/ EOHHS relies
independent legal olglation as covered
entities and contractual obligations to
comply with these requirements. Therg
not a single state HIPAA compliance
officer. This methodology is accepted
by DDS and EOHHS officials.

Additionally, the RSM provider must
provide:

- Safeguads and/or emergency
backup systems such as batteri
and/or generators, or other
emergency solutions, for the
electronic devices in place at th
remote monitoring center and
locations utilizing the system,
e. g. ., particip

- Detailed and writtetvrackup
procedures to address/manage
system failure (e.g., prolonged
power outage), fire or weather
emergency, participant medical
issues, or personal emergency,
etc. for each location utilizing th
system will be discussed, agree|
upon, and included in elc
participantos
timing for response.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification

State: Appendix G1: 5€
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Remote Supports | DDS Every 2 years
and Monitoring
Providers

b. Provision of Case Management Services to Waiver Participantslndicate how case management is
furnished to waiver participantéselect ong

! Not a p pil Casea mdnagement is not furnished as a distinct activity to W
participants.

B |App! i cGabe management is furnished as a distinct activity to waiver participa
Check each that applies:

A | As a waiver service defined in Appendix3Do not completéem C-1-c.

A | As a Medicaidstate plan service under §1915(i) of the Act (HCBS as a State Plan Opt
Complete item €l-c.

B | As a Medicaidstate plan service under §1915(g)(1) of the Act (Targeted Case
Management).Complete item €l1-c.

A | As an administrative activityComplete item @-c.

A | As a primary care case managen®ystemservice under a concurrent managed care
authority.Complete item €1-c.

c. Delivery of Case Management ServicesSpecify the entity or entities that conduct case management
functionson behalf of waiver participants:

Department of Developmental Services

State: Appendix G1: 57
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Appendix C-2: General Service Specifications

a. Criminal Hi story and/ or. BaSkgaiafuwdsheoéesthegat ico
C 0 n douccrti mi nal hi story and/ or background investi ge
(sel ect one)

B|lYes Criminal hi story and/ or backgroumpes
positions (e.g., personal assistants, a
(b) the scope of such investigations (€
mandat ory investigat iadnes |haawse breegmulcadnd

in this descriptiCiMs apohavaghashe Medi
agency (i f applicabl e):

DDS and its providers are governed by
(EOHHS®)gul ations 101 CMR 15. 00 et seq.
potenti al for unsupervised contact witHh
Of fender Record I nfor mati on) check i s
regul ati ons. These are checks on the cri
individual may begin to provide service
setting until a CORI <check RIs rceognupel sett etd
of Criminal Justice I nformation Servi csg

of Public Safety and Security. The DCJ
agency. The I nvestegatoygssaDsevasiopenso
to conduct audi't of provider agenci es
100% compliance with this requiremen
to ensucernéda@ti adrh acti on has beedi rceo
i r supports must request a CORI Ched
FMS Manual contains guidance and ues
FMS receives the CORI report and i n
applicant from being hired.

S
S

44~ c -
>0 333 30T S

e
e
e
e

apter 19 B s. 19 and 20: An Act Requi
conducthasedgethpicik®mt st ate and nati on
termine the suitability of al/l curr el
supervised contact with persons with
par-timesetd or funded progr am. AEmpl oy
prentice, intern, transponttatfon whov
monitored contact with a person wi tMR
.00 also requires that any househol d
emi ses subject to licendased shaltl kg
kground check. DDS begaogr ccuoomd uccht @ cnkg
provide waiver services in January
I be subject to such checkslibgcidamga
t request a gtauerda@Gbletlkdehnbuhckhe
S). The FMS Manual contains gui danceé
request. The FMS receives t he cr
Depart ment odulwthetmreaohi lhiet rtehe appli can

I INo Cri mi mavadblickgomowynd i nvestigations af

—~JssocohRrocPOaCcO™(
MS —"ST® TNST®S®O =

©
0
I
S
M

—
>
(7))

b. Abuse RegistrySfBeceégniambeetrreagruitrbees t he screening
wai ver servsi aeai ntthaionuegd (asbeul seec tr eognies)t r y
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! lJYes sSTAee maintains an abuse reg
registry. edpedciyf enta itelsg r es
types of positions for which ab

agency or the operating agency

for ensuring that mandatory screeninged
policies referenced itho tGMS petshcrro @wgl i eotn

istry an
ponsi bl 6
use regi

(i f appl

Bino sThee does not conduct abuse

registr

Services in Facilities Subject t®&1616(e) of the Social Security ActSelect one

' INo Home andbaoendnusmernwyi ces under
to A1616(eDo onfott hikee BRI d.i i

this wa

B|Yes Homand c dmmseali vayrceespr ovi ded i
Act . The standards that apply
availtablCeMS upamroeghedthe Medic
appl i €a&bnlpdtleet@®@-c .id .i.i i

n faci/l
to each
aid age

i. Types of Facilities Subject to §1616(e) Complete the following table farach typeof facility

subject to 81616(e) of the Act:

Waiver Service(s)
Type of Facility Provided in Facility

Facility Capacity
Limit

Respite
Facilities

Provider or
StateOperated
Group
Residence

State:

Effective Date
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ii. Larger Facilities: In the case of residential facilitisabject to §1616(djhat serve four or more
individuals unrelated to the proprietor, describe how a home and community character is maintained in
these settings.

All community residential settings, regardless of size, are subject to the same requirem
expectations related to maintaining anteo and communitpased character. Commun
residences are located throughout Massachusetts in neighborhoods in cities and tow
may be either existing houses or new construction. Houses are required to reflect the
rhythms and activities of grhousehold with kitchens for preparing meals, dining areas, |
rooms/dens and private/semiivate bedrooms.

This homelike and communiyased character is initially evaluated for new homes throug
site feasibility process, which is conducteddietermine if a proposed site offers a safe
suitable living support environment for the participants it is intended to serve. For e
homes, ongoing compliance with requirements for home and comnrhasgd settings |
monitored through the licensi and certification process. This process was revised
enhanced in September 2016 to clarify expectations and even more closely and stron
the tool with the critical elements of the Community Rule in terms of residential (ang
residential) sttings These expectations include both homelike characteristics of the
(including physical setting, privacy and choice and control) as well as community accq
meaningful involvement.

DDS6s policies cleammytmeht e¢cto @msowrwien
engagement with and incorporation into the community and a move away from setting
institutionatlike qualities. In this vein, DDS amended an existing regulatory provision to
the capacity of residial settings to no greater than five residents. The regulations prov
exception to this limitation such that homes that had a licensed capacity greater than fi
to 1995 are permitted to retain the capacity approved in the license for thétli original
building if the site can accommodate more than five participants. The regulations further
that capacity in excess of five must be reduced if the Department determines at any timg
site can no longer accommodate more thea fiarticipants. In the event that DDS determi
that a site can no longer accommodate more than five participants, the provider must
and implement a plan to reduce the capacity. DDS will work collaboratively with the prq
on plans to effectua the reduction in capacity to five or fewer participants.

115 CMR 7.00: Standards for All Services and Supports/7.08 (Capacity)

Facility type: Respite Facility

Provided in
Waiver Service Facility

Group Supported Employment A
Transportation A
Individualized Day Supports A
Individual Goods and Services A
Individual Supported A
Employment

Respite i
Vehicle Modification A

State: Appendix G2: 3

Effective Date




§441.303(f)(8))

Day Habilitation Supplement A
Family Training A
Stabilization B
Behavioral Supports and A
Consultation

Adult Companion A
Chore A
Home Modifications and A
Adaptations

Community Based Day Support A
Live-in Caregiver (42 CFR A

Individualized Home Supports

Specialized Medical Equipment
and Supplies

Scope of Facility Standards For this facility type, pleasspecify whether that at e 6 s
address the followin¢check each that applies)

Standard

Topic
Addressed

Admission policies

Physical environment

Sanitation

Safety

Staff : resident ratios

Staff training and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

Incident reporting

Provision of or arrangement for
necessary health services

stand

When facility standards do not address one or more of the topics listed, explain why the standard is

not included or is not relevant to the facility type or population. Explain how the hedlthedfiare
of participants is assured in the standard(aje#ot addressed

State:

Effective Date
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Facility type: Provider or Stat®©perated Group Residence

Provided in

Waiver Service Facility
Group Supported Employment A
Transportation A
Individualized DaySupports A
Individual Goods and Services A
Individual Supported A
Employment
Respite i
Vehicle Modification A
Day Habilitation Supplement A
Family Training A
Stabilization B
Behavioral Supports and A
Consultation
Adult Companion A
Chore A
Home Modifications and A
Adaptations
Community Based Day Support A
Live-in Caregiver (42 CFR A
8441.303(f)(8))
Individualized Home Supports
Specialized Medical Equipment
and Supplies

Scope of Facility Standards

For this

address the followin¢check each that applies)

Topic
Standard Addressed
Admission policies ]
Physical environment B
Sanitation B
Safety ]

State:

Effective Date

faci

ity

type,
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Staff : resident ratios

Stafftraining and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

Incident reporting

Provision of or arrangement for
necessary health services

When facility standards do natldress one or more of the topics listed, explain why the standard is
not included or is not relevant to the facility type or population. Explain how the health and welfare
of participants is assured in the standard area(s) not addressed:

State: Appendix G2: 6

Effective Date




d Provision of Personal Care or Similar ASéegiat ey

responsible individual #8sataeny apre rtsoormr awheo floas aan od
includes: (a) the paraenmi ndri odhiglicc adr orheadgppdi die
must provide care to the child or (b)) a spouse
and under extraordinarysaitreg u npsatyamecnets nsapye cniofti elde
responsi ble individual for the provision of pers
individual would ordinarily perform or b®elrestpon
one:

B({No ®haete doepaymentmatke | egally responsi
care or similar services.

1 |Yes Bhaet e makes payment to |l egally respd
similarwhlhen vibeg are qualif.i @mge ctioftypea oM
responsible indé vpdiwanE swhocamdey skee visma

provi deat e( bp)ol i cies that specify the dio
t he pr oevxitsriaoonr ddifylae gya lclay er e s p a nlda vb Htedntden d
that the provision of services by a | e
partiame@e)hte; cont reanipd otylkealt tawreensure t ha
servicesAlrgoede fed i n3 Atplpee npdeérxs cCnal car e
payment may be made to | egadhyer speacre $.d

e Other St ate Policies Concerning Payment for Wai ver
Guar di anSmpeatid ypol i cies concerning making paymer
provision of waiver servicesl|lboevd Seaheécabowne the

1 | That ate does not make payment to rel at
services.

Bl Theate makes payment to r edme dcivfeisdulmeagn
only when the relative/guardian Spesmt
circumstances undenthwdichpeayment el at im
payment maandbet hmeadseer vi ces f or .Swhitoh t e
that are employed to ensure that Apampeneis
AppercdiCT2 each waiver service for which
ardi ans.
e state markeslsatpiawene ntwst tmot to | egal
r furnishing waiver services when t hd
a provider agenedyi roerc thtidmey lwirrst ii codpgd.aonR
alified provider agencies may provi dd
r ensuring that esvseryidmpgl gqguead i hme etad i

-0 o+ -la

u
h
0
y
u
0

par tdiicriepcatnitn g shisselofr her esemwhi ©é

pai d ar e:

l ack of a qua

|l ack of a qua
[ it
ft o

a

e

e provider in
e

e unique abi

e

e

0

d

d

d provider wh

t he praemltgt i ve f

re -bhenafictos ing the relati ve
delivery of rvices by a rela

pment of the service pl anor Tthhies

e the ser vhiecnee fiintc launddi nwh ya nyt d oss ti 1
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Payment rates to a relative must be con

Payment i s madreviomd yi svhnent tah ef isrect i on t |

for the participant without charge as a

of a nuclear family. Rel atives who wou
ch

mh o r il dren, spouses or | egal guar di
payments to relatives and ensure that w
i ndi vidual supported employment tstramgsp
day supports, chore, adult companion arn

provider.

Il ndi vi dual providers of home modificat.i
subject to the r evibauw prrucsde sree erto ttehde da ing
noted for the relevant service type.

Approval of the home or vehispecmbdbdrcf ap
Rel ati ves may not kda reencpleody epd todve dpeardst id ey
in caregiver, behavior al supports and
services, assistive technol ogy, and, p &
Rel atives/ | egal guardi ans may beh e@rad g
relativel/l egal guardian is qualified/-&

Specify the controls that are employed to ensure that payments are made (
services rendered.

Ot her 9$mddicfyy

State:

Appendix G2: 8
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f.  Open Enroliment of Providers. Specify the processes that are employed to assure that all willing and
qualified providers have the opportunity to enroll as waiver service proviggrgrovided in
42 CFR :A431.51

Any willing and qualified provider has thapportunity to submit a proposal to enroll with the
department as a provider of waiver services. The

Commonweal thdéds Executive Office of Health
(808 CMR 1.04) to determine the fiscal health of the proviéliéproviders must complete this
process in order to qualify as a provider of services.

DDS also has standards that ensure that waiver providers possess the requisite skills and
competences to meet the needs of the waiver target population. The Deptymicatly reviews
gualifications in 30 days or less and then updates the list of qualified providers. Any participa
may choose from among qualified providers
service standards.

The Department has podten its website the requirements and procedures for potential provig
to qualify to deliver services. The qualifying system is open and continuous to enable potent
providers to qualify as they become ready to deliver services to waiver participants.

Quality Improvement: Qualified Providers

As a distinct component of tse a t e 6 simpgoueanénstratggy, provide information in
the following fields to detailthe at e 6s met hods f or di scovery

a. Methods for Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system for
assuring that all waiver services are provided by qualified providers.

i Sub-Assurancs:

a. SubAssurance:The state verifies that providers initidy and continually meet required
licensure and/or certificatiorstandards and adhere to other standards prior to their
furnishing waiver services.

i. Performance Measures

For each performance measure trstate will use to assess compliance with thetstary
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
datistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

State: Appendix G2: 9

Effective Date
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Performance
Measure:

QP a3: Percent of providers that continue to meet applicable licensur
certification standards (Number of providers that continue to meet
applicable licensure or certification standards/ Number of providers
subject to licensure/certification).

Data Source(Select one) (Several options are listed in thdima application):

| f 60t her o

i s sel

ected,

speci fy:

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation:
(check each that
applies)

Sampling Approach
(check each that
applies)

A Other Specify:

applies)
Bl State Medicaid Agenc, 4 Weekly [l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other A Annually
Specify:
B Continuously and J A Stratified:
Ongoing Describe Group:
A Other
Specify: ‘
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
State Medicaid Agenc] A Weekly

A Operating Agency . Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:

A Continuously and

Ongoing

A Other

Specify:
State:

Effective Date

Appendix G2: 1C



Performance
Measure:

QP a4: Percent of providers that have corrected identified deficiencie
licensing/certification requirements (The numbelicénsed/certified
providers that have corrected deficiencies in licensing/certification
requirements / The number of licensed/certified providers with identif
deficiencies.)

Data Source(Select one) (Several options are listed in thdirma applicaton):

| f 60t her o

i s sel

ected,

speci fy:

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation:
(check each that
applies)

Sampling Approach
(check each that

applies)

A Other Specify:

applies)
Bl State Medicaid Agenc, 4 Weekly [l 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
l other A Annually
Specify:
Fiscal Management BicContinuously and J A Stratified:
Service Ongoing Describe Group:
A Other
Specify: ‘
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
State Medicaid Agenc] A Weekly

A Operating Agency . Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:

A Continuously and

Ongoing

A Other

Specify:
State:

Effective Date

Appendix G2: 11



Performance
Measure:

QP al: Percent of new providers that received an initial license to prg
supports. (Number of new providers that received a licenspeiate

within 6 months of initial review/ Number of new providers who requif
licensing and were selected to provide supports.)

Data Source(Select one) (Several options are listed in thdima application):

| f 00Ot her 6

i s sel

ected,

speci fy:

Responsible Party for
data
collection/generation
(check each that

Frequency of data

collection/generation:

(check each that
applies)

Sampling Approach
(check each that

applies)

applies)

H State Medicaid Agenc A Weekly l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other A Annually

Specify:

H continuously and A Stratified:

Ongoing Describe Group:
A Other J
Specify:

B A

Other Specify:

|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

] State Medicaid Agenc

A Weekly

A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:
A Continuously and
Ongoing
. Other
Specify:
Semiannually
State:

Effective Date

Appendix G2: 12



Performance
Measure:

QP a2: Percent dicensed clinicians that meet applicable licensure
requirements (Number of licensed clinicians with appropriate credent
Number of licensed clinicians providing services.)

Data Source(Select one) (Several options are listed in thdimmapplication):

| f

60t her 6 i

s sel

ect ed,

speci fy:

Responsible Party for
data

Frequency of data
collection/generation:

Sampling Approach
(check each that

A Other Specify:

collection/generation | (check each that applies)
(check each that applies)
applies)
A State Medicaid Agenc A Weekly B 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
l other A Annually
Specify:
Fiscal Management Continuously and J A Stratified:
Service Ongoing Describe Group:
A Other
Specify: ‘
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies

A State Medicaid Agenc] A Weekly
A Operating Agency . Monthly
A SubState Entity A Quarterly
l other A Annually
Specify:

Fiscal Management
Service

A Continuously and
Ongoing

A Other
Specify:

b.

adherence to waiver requirements.

State:

Effective Date

Sub-Assurance: Thestate monitors norlicensed/noncertified providers to assure

Appendix G2: 18



i. Performance Measures

For each performance measure ttsgate will use to assess compliance with the statutory

assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on thecamded data that will enable

the state to analyze and assess progress toward the performance measure. In this section

provide information on the method by which each source of data is analyzed

statistically/deductively or inductively, how themes areftified or conclusions drawn, and

how recommendations are formulated, where appropriate.

Performance
Measure:

QP b1l: Percent of individual providers not subject to licensure or
certification who are offering setfirected services who meet
requirements tprovide supports. (Number of individual providers not
subject to licensure or certification who meet the qualification
requirements to provide services/ Number of individual providers

providing services.)

Data Source(Select one) (Several options arddid in the odine application):

i

60t her 6 i

s sel

ected,

speci fy:

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation:
(check each that

applies)

Sampling Approach
(check each that
applies)

A Other Specify:

applies)
A State Medicaid Agenc| A Weekly Bl 100% Review
A Operating Agency A Monthly A Less than 100%
Review
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
Other A Annually J
Specify:
Fiscal Management Bl continuously and A Stratified:
Service Ongoing Describe Group:
A Other
Specify: ‘
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

Frequency of data
aggregation and
analysis:

State:

Effective Date

Appendix G2: 14




(check each that (check each that
applies applies
[l State Medicaid Agenc| A Weekly
A Operating Agency | JlfMonthly
A SubState Entity A Quarterly
[l other A Annually
Specify:
Fiscal Management A Continuously and
Service Ongoing
A Other
Specify:
Performance QP b2: Percent of Support Services Qualified Agency (SSQUAL)
Measure: Providers that meet the qualifications to provégevices. (Number of

SSQUAL providers that meet the qualifications to provide services/
Number of SSQUAL agency providers providing services.)

Data Source(Select one) (Several options are listed in thdima application):

| f 60t her o s el

fiy:s

ected,

speci

Responsible Party for
data
collection/generation
(check each that

Frequency of data

collection/generation:

(check each that
applies)

Sampling Approach
(check each that

applies)

applies)

B State Medicaid Agenc, 4 Weekly [l 100% Review

A Operating Agency A Monthly A Less than 100%

Review

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other A Annually

Specify:

A Continuously and
Ongoing

H other
Specify:

SemtAnnually

A Other Specify:

A Stratified:
Describe Group:

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for Frequency of data
data aggregation and aggregation and
analysis analysis:

State:
Effective Date

Appendix G2: 1&



(check each that (check each that
applies applies

[l State Medicaid Agenc| A Weekly

A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other A Annually
Specify:
A Continuously and
Ongoing
Other
Specify:

Semiannually

C. Sub-Assurance: Thestate implements its policies and procedures for verifying that
provider training is conducted in accordance with state requirements and the approved
waiver.

i. Performance Measures

For each performance measure ttggate will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data trexiatilé

the state to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusiansdand

how recommendations are formulated, where appropriate.

Performance QP c1: Percent of licensed/certified providers that have staff trained :
Measure: current in required trainings including medication administration, CPH
first aid, restraintutilization and abuse/neglect reporting. (Number of
providers that have staff trained in medication administration, CPR, fi
aid, restraint utilization and abuse/neglect reporting/ Number of
licensed/certified providers reviewed.)

Data Source(Select or) (Several options are listed in the-lome application):

| f 60Other6 is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
H State Medicaid Agenc A Weekly B 100% Review
A Operating Agency A Monthly A Less than 100%
Review
State: Appendix G2: 1€
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A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other A Annually J
Specify:
l continuously and A Stratified:
Ongoing Describe Group:
A Other J
Specify:
Bl A Other Specify:
|

Add another Data Source for this performance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

State Medicaid Agenc] A Weekly
A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other A Annually
Specify:
A Continuously and
Ongoing
. Other
Specify:

Semiannually

Performance QP c2: Percent of individugkoviders who have received training in
Measure: reporting of abuse/neglect and incidents. (The number of individual
providers who have received training in reporting abuse/neglect and
incidents / Number of individual providers providing services.)

Data Source(Sdect one) (Several options are listed in thelioie application):

| f 60Otherdé is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation:| (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
[l State Medicaid Agenc] A Weekly B 100% Review
A Operating Agency A Monthly A Less than 100%
Review
State: Appendix G2: 17
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A SubState Entity A Quarterly A Representative

Sample; Confidence

Interval =
Other A Annually J
Specify:
Fiscal Management l continuously and A Stratified:
Service Ongoing Describe Group:
A Other J
Specify:
Bl A Other Specify:
|

Add another Data Source for this performance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

State Medicaid Agenc] A Weekly
A Operating Agency A Monthly

A SubState Entity W Quarterly
[l Other A Annually
Specify:
Fiscal Management A Continuously and
Service Ongoing
A Other
Specify:

Add another Performance measure (buttonpoompt another performance measure)

il If applicable, in the textbox below provide any necessary additional information on the
strategies employed by tkite to discover/identify problems/issues within the waiver
program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems

i Describethet at ed6s met hod for addressing individu
Include information regarding responsible parties &BENERALmMethods for problem
correction. In addition, provide information on the methods used bstdteeto document
these items.

State: Appendix G2: 18
Effective Date




The

Ar ea

for

St at e

approved,

i ncladmhgi strative
di scovered

Medi cai d
with the
Of fi ces, DDS a
and i mpl e
identifying and

agency is responsible f
and operational functio
management of the waiyv
nd MassHeal ebtave mespo
mented within appropri a
analyzing trends rel at

addr es srlepucaldi tiyssues.

Remediation Data Aggregation

Remediationrelated | Responsible Partycheck

Data Aggregation
and Analysis
(including trend
identification)

each that applies)

Frequency of data
aggregation and
analysis:

(check each that

applies)

l State Medicaid Agency | A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other: Specify: l Annually

A Continuously and
Ongoing

A Other: Specify:

C. Timelines
When thestate does not have all elements of the Quality Improvement Strategy in place,
provide timelines to design methods for discovery and remediation related to the assurance
of Qualified Providers that are currently nayperational.
i No
1 | Yes
Please provide a detailed strategy for assuring Qualified Providers, th
specific timeline for implementing identified strategies, and the parties
responsible for its operation.
State: Appendix G2: 1€
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Appendix C-4: Additional Limits on Amount of Waiver Services

i onal Limits on .Amolunndti coaft eNawh/eetrh eSre rtvh e« evdai v er
i onal l'i mits on (tcthe ckmawmrcth pepfl i wasi)ver services

4 Not appMihaabtlee does not i mpose a | imit of
provided in3.Appendix C

i Appl iicTalhbd @t e i mposes additional [ imits o

When a | i mispecily:ga) themyaivensgreiags to which the limit applies; (b) the basis of

the limit, including its basis in historical expenditure/utilization patterns and, as applicable, the
processes and methodologies that are used to mdeterthe amount of the limit to which a
participantbés services are subject; (c) how ¢t
period; (d) provisions for adjusting or making exceptions to the limit based on participant health

and welfare neexlor other factors specified by the state; (e) the safeguards that are in effect when
the amount of the I imit i s iamd() hotvipaticizantdaret o me
notified of the amount of the limit

AflLimit(s) on SetT(hse)r eofi sSer Viicneist on t he ma
t hat is authorized for one or nFourren isseht st ho
speci fied above

B|Prospective I ndiv.i duTaherBeudigseta Anmonintt on t
services authorized Fwowrnieskht s@epecnfocmaptai

(a) Al I wai ver participants are assessed
enroll ment into the waiver. I n the case o
portion of the MASSCAP which focus in gr
interaction of the parti diepant &s aln sedsa is
safety issues and a standard approach ari
annually and when the participant experie
the Adult ComouwWwatyelbLiis $70,000. This |
this waiver.

l'imits for t

e Cemmbristey Ioin
y Health Care
ar services i
y Support

(b) This | i mit i ncludes th
hi storical experience iIin t
which have been certified
Wai ver, and providing si mi
these supports Rmogrnam.Famil

e

h
b
I

(c)
(d)

The | imits may be adjusted subject to

I
wi |1

n

0

h
f the participant cannot be safely s
-dbrer allilsed from the waiver, and,t einfsiap
usi g reserved capacity. There is reserve
enrolled in the CLS Waiver whose health a
cost |limits or Cthethecedead s$wppattiusear e

The mechanism to effect an exception to
participant experience a change in circunj

State: Appendix G4:1
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Ar

ea Directo

those changi

w h
r e
Th

y the participant's needs cannot be mal
view of aMatievreratsierevimoers including stat
e Area Director matyi naeu tfhuonrdi izneg andodti tti oo nea

-
ng

cannot exceed

or
I

coordinated

acute medica
partiscihpeaanitt'h
t h

(e

e opportunity to apply for an alternat.

ess heal
i ce Waive

) The Quality Assurance System as descr

- 0
©® 5

pond to his/her needs. ResservedSgcppac
nging Needs
r

t h

i r tUmne te mruocsitl naeprmptr oivnet o an al t er
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vices from a particular waiver. nRiatr twhe
i tional services within the Adult Comn
Manager through the Individual Service PI

) The participants wil/ be oM fApreaendihxe K

oe MASEGAP Teasmgwielel. dTdinduc
needs. The request will de

4 months tat meamteettbe what ei
to meet emergenc-yt emene dhsaat tul
condition of the participan
and safety needs cannot be

and Emergencies. The Depa
and safety concerns so thfdg
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servimcés and whai ambluert ®sno
g process the DDS Targete
et | imit.

P>

are assigned to funding | evd

by. LewadedofonSupmorbsessmer

e information specified abo

=5

her TypeThofatte mempl oys anDoetshcerri btey pteh eo fl

f ormati on

sp

eci fied above.

>S5 QO OO —OT TUTOY
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siness day
t tot al ca

The Il i mi t

tensi ve, Community Living and Adult Sup
The | i mibte wadjlusntoetd based on appropri g

siness day
he | i mit

e
r ci panto
s
[

ordinator

T
ds of t he
toi

S
nn

S .
f

S

the mechanism in place to assure he
ntains regul ar odntwaacitv ewi tshertvh ec esr awir
nagement System and the Critical Il nci d

t o

per mont hMaxi mxmprresmlear | oif 8
ot exceed 184 hours in any

S based on DDS historical

or day and empl oyment servi
wai ver participant. eAlddtio in
health and welfare needs. I

possi bl e emergency needs.
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cer tiion.caWwai ver
of settings. DDS
provide medical
and Behavioral i ssues ar e
devel oped Emepgphangs.baklkl
emergenuaop phaks.deAlsl hprvev b
actively part:i ate in
Management A Families
with a disab in their

I f the waiver ci pant
state plan servi t o

The

) The Quality Assurance
effect to insure conti
criptdieosn anfd steheviamount s
vice planning process
day and empl oyment

al so has

ti
ge
il

ces

f)
i n
des
ser
for

participants
avali
consultatienbabawiedd alasc d
t he
f ami |

a

ack

COOP planning

ar

home.

cannot
addr ess

partici pantrs gvnitl It ob ea ppfefad r eacs

System as
nNuous

of

t he
services.

obs
RN

re al so
| abl e a
most commo i
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up pl ans f
reg
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e al so

be
t he

saf el
partic
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desd
monitorin
the | imits
DDS Service
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Appendix C-5: Home and Community-Based Settings

Explain how residential and naesidential settings in this waiver comply with federal HCB
Settings requirements at 42 CBR1.301(c)(4X5) and associated CMS guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the
time of submission and in the future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver
settings meet federal HCB Setting requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #LB Settings Waiver TransitidRAlanfor description
of settings that do not meet requirements at the time of submission. Do not duplicate that
information here.

The Adult Supports and Community Living waivers support participants who live in their o
home or in their family home. EhDepartment of Developmental Services (DDS), an agency
within EOHHS that has primary responsibility for el@yday operation of the Intensive Suppo
Adult Supports, and the Community Living waivers, completed systemic arspgitéfic

assessments tmsure compliance of waiver service settings with the new federal requiremsq
they apply within this waiver.

The DDS systemic assessment process included a thorough review of regulations, policie
procedures, waiver service definitions, providealdications, and quality management and
oversight systems to determine whether the systemic infrastructure was consistent with th
principles of community integration. DDS developed and disseminated a policy (dated Sej
2, 2014) that describesthepa r t ment 6 s posi tion on futur
how existing settings that do not come into compliance with the Community Rule will be
addressed. This policy is now in force.

Following is a description of the means by which DDS assessedwer setti ng
compliance with HCBS settings requirements, a description of the settings that EOHHS h4
determined fully comply or are neeompliance with the HCBS settings requirements as of t
time of this submission, and an overview of thech@misms in place to ensure ongoing
compliance.

Where waiver services are provided to participants living in the community in their own ho
their family home, these settings are considered fully compliant with the HCBS settings
requirements.

The outomes identified in the federal HCBS settings requirements apply to the following A
Supports and Community Living naesidential waiver services: Community Based Day
Supports (CBDS), Group Supported Employment, and Individual Supported Employmeai.
on DDSO6 sy s-spedfic assessmetit ofghiede services in the Adult Supports and
Community Living waivers, DDSin collaboration with the interagency workgroup and
providers-established a timeline for full compliance (see Main Module Attach#@ntTo reach
full compliance, a DDS/provider workgroup meets regularly to address systemic changes
needed in order to bring all Community Based Day Supports services into compliance witl
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HCBS settings requirements. Such changes may inaokitteyut limitation, reforms in provider
certification requirements and/or processes, enhanced training and staff development acti|
standards for meaningful community integration in the context of CBDS programs, providg
technical assistance to enhargrogram design and operation, and other mechanisms relate
outcome goals in the Community Rule. Also, please note thatjolhsd Center Based Day

Supports settings (i.e., Sheltered Workshops) was complete by June 2016 and such settin
no longe part of this waiver.

The licensure and certification process is the basis for qualifying providers to do business
the Department, and applies to all public and private providers of residential, work/day, sit
based respite and individualized hosm@ pport services. The De
certification process measures important indicators relating to health, personal safety,
environmental safety, communication, human rights, staff competency, and goal developn
and implementation for purges of licensure, as well as specific programmatic outcomes re
to community integration, support for developing and maintaining relationships, exercise g
choice and control of daily routines and major life decisions, and support for finding and
maintining employment and/or meaningful day activities. These indicators are supportive
fully in compliance with the HCBS settings requirements. The licensure and certification tg
was revised (September 2016) to clarify expectations and even masly elod strongly align
the tool with the critical elements of the HCBS settings requirements. DDS survey teams |
licensure and certification tool to review provider performance througgitemeviews on a
prescribed cycle. Providers are requiredhike corrections when indicators are not met, and
subject to followup by surveyor staff.
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Effective Date




Appendix D: Particigaehtered Planning and Service Delivery
HCBS Waiver Application Version 3.6

Appendix D: Participa@entered Planning

and Service Delivery

Appendix D-1: Service Plan Development

State PaCentcerpeaditSer:v|Pl an of Care

a Responsibility for S.er viPee RI2anCFmRe vied olp.ne0lt( b) (
responsible for the development of the(sbeekce |
each that applies)

A | Registered nurse, licensed to practice in thgate

A | Licensed practical or vocational nurse, acting within the scope of practice undetate
law

A | Licensed physician (M.D. or D.0O)

A | Case Manager(qualifications specified in Appendix-C/C-3)

B | Case Manager(qualifications not specified in AppendixTC-3).
Specify qualifications
The Department employs Service Coordinators who meet the requirements of the St
for Targeted Casklanagement.
Service Coordinators:
Applicants must have at least (A) three years oftforle or equivalent patime
professional experience in human services; (B) of which at least one year must have
spent working with people with disabilities (iftdtual disability; developmental
disabilities; deafness; blindness; miitindicapped) or (C) any equivalent combination
required experience and the substitution below.
Substitutions:
1. A Bachelorbos degree with a mpgchoogy, i
sociology, counseling, counselor education, rehabilitation counseling may be substity
a maximum of one year of the required (A) experience*
2. A Masterbd6s degree with a concentra
counseling, conselor education, rehabilitation counseling may be substituted for a
maximum of two years of the required (A) experience.
3. Applicants who meet all federal requirements for Qualified Intellectual Disabil
Professional may substitute those requirementtthiee years of the required combined
and (B) experience.
4. *Education toward such a degree will be prorated on the basis of the proporti
the requirements actually completed.
Personnel Qualifications Required at Hire:
Knowledge of the princigls and theories of human growth and development.
Knowledge of the principles and techniques of counseling, especially people with
disabilities and their families. Knowledge of the types and symptoms of mental and/o|
emotional disorder
Knowledge of interviering techniqgues and of motivation and reinforcement techniques
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Appendix D: Particigaehtered Planning and Service Delivery
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Knowledge of the types of services and supports available to people with disabilities
their families. Knowledge of group process for counseling.

Knowledge of methods of generaport writing.

Ability to understand and explain the laws, rules, regulations, policies, procedure,
specifications, standards and guidelines governing agency activities.

Ability to exercise discretion in handling confidential information.

Ability to makecomprehensive assessments by examining records and documents a
through questioning and observing consumers.

Ability to plan training or instruction and to facilitate groups.

Ability to effectively coordinate the activities of an interdisciplinary team.

Ability to make effective oral presentations and to give oral and/or written instruction.
Ability to evaluate and maintain accurate records.

Ability to interact with people who are under physical or emotional stress and to deal
tactfully with others. Abiliy to make decisions, act quickly and maintain a calm mannsg
a stressful and/or emergency situations. Ability to establish and maintain harmonioug
working relationships with others.

Ability to respond to multiple demands for consumers and staff.

A | Social Worker
Specify qualifications:
A | Other

Specifythe individuals and their qualifications:

b. Service Plan Development Safeguards.
Select one:

Entities and/or individuals that have responsibility for service plandevelopment may
not provide other direct waiver services to the participant.

Entities and/or individuals that have responsibility for service plan development may
provide other direct waiver services to the participant.

The state has established the following safeguards to ensure that service plan deve
is conducted in the best interests of the particiggpecify

Appendix B1: 2
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C. Supporting the Participant SpacBéyvi ¢tanPiohmabampmb
that are made available to the participant
and be actively engaged in the service plan
determine who pirociessl.uded in the
The service planning process described in Appendix D produces the Waiver Plan of Carg
document. The Service Coordinator supports a participant through the entire service plan
process, also known as home and community based waiver marealevelopment/individual
support planning process, by helping the participant prepare for the meeting and assisting
to voice their wants and needs at the meeting.
State:



Appendix D: Particigaehtered Planning and Service Delivery
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The Service Coordinator has a discussion with the participant or guardian phiersigpport
plan meeting. If the participant agrees, other team members such as family and staff may
participate in this discussion. The discussion includes:

AThe participantdés goals and vision for
A A review of the past year and the peigiant's present circumstances

A Issues to discuss or not to discuss at the support plan meeting

A Identification of additional assessments needed for planning

A Explanation of the support plan process to the participant, family and guardian

A Who to invie to the meeting

A The date, time, and place of the meeting

Other preparation includes talking to people who know the participant well such as staff, f
advocates, and involved family members. In selecting people to talk to, the Service Coorq
respects the participantoés wishes about
participants cannot communicate their preferences, Service Coordinators collect informat
through observation, inference from behavior, and discussions with pelplenow the
participant well.

All conversations should be respectful of the participant and focus on his or her strengths
preferences. The Service Coordinator also looks for creative ways to focus the team on tf
unique characteristics of the partiaig and his (or her) situation. The Service Coordinator d
this by helping team members think creatively about how they can better support the pers

During the service planning consultation, the participant and Service Coordinator identify
will be invited to the meeting. These individuals constitute the team members. In situation
where personal and sensitive issues are discussed, certain team members may be invite
part of the meeting. Any issue about attendance at the service plannitiggneeeesolved by
the participant and the Service Coordinator.

d Service Plan DevVval ©6p menp asBribeticepmceds that is Useddo develop

the participanicenteredservice plan, including: (a) who develops the plan, whdicipates in the
processand the timing of the plan; (lihe types of assessments that are conduotedipportthe

service plan development process, including securing information about participant needs, preferences
and goals, and health status;o the participant is informed of the services that are available under

the waiver;(d) how the plan development process ensures that the service plan addresses participant
goals, needs (including health care needsjl preferences; (e) how waiver antiestservices are
coordinated (f) how the plan development procgssvides forthe assignment of responsibilities

implement and monitor the plan; and) fow and when the plan is updated, including when the
participant 6St ateedBhathiaomeg and policies cited
devel opment proboceGBSauptomrvaedh bittee Me kbepceaiad i angge n
agency (i f applicabl e):

The service planning process is described at 115 CMR&28) IndividualSupport Planning.

The state uses a single service/support planning process that is designed to yield two do
the Individual Support Plan (ISP) and the Plan of Care (POC) which set forth details of th
participant 6s aut h oearicepkaddevelagment proceseoccurs anteug
with a full ISP plan developed once every two years and an ISP update in the interim yeal
POC is updated annually. The process each year is similar, requiring a review of assessl|
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and progress notesi@ a meeting of the Team. The service planning process provides guid
for the planning team to follow in supporting participant to meet his or her goals.

The | SP articulates the hopes, desires s
current circumstances.. The ISP describes a point in time emphasizing the present circun
and future plans. The ISP is designed to balance competing desires and needs and refle
participantodos voice. The Vingcieom fSttetee mel
It describes the participantods preferengd
and use leisure time. The Visioning is focused on four standard questions: What does s/h
identify as important activitiesna relationships to continue to be involved in? What other
things would s/he like to be explore; 2) What does s/he think someone needs to know in
provide effective supports?; 3) What does s/he think are her/his strengths and abilities?; 4
would s/he like to see happen in his/her life over the next two years? These four question
undergird the service planning process. For some participants the answers to the questio|
evolve over time and always reflect a process which is respectftitipantcentered and keef
the participant in the forefront of all decisions.

Information about waiver services is first provided to potential participants at the time of W
eligibility. Upon initial enrollment in the waiver, the Service Coordinatdrprovide the
participant with information about supports available under this waiver and potential provi
of these supports. Provider information is also available on the DDS website. If waiver
participants request additional information, or if thre@eds change, additional information
about waiver services is made available. At the supports planning meeting, the Service
Coordinator provides each participant with a brochure describing the Choice of Service D
Method, including seiflirected ofions, and a Family Handbook which explains the concept
Choice, Portability, and Service Options within the waiver structure. The participant is als
provided information on how to access a website where all qualified agency providers of
services aradted.

Participants are encouraged to ask questions and discuss waiver service options as part
Individual Service Planning process.

There are seven components of the particqgantered support planning process; each area
addressed within theamn:

1) Vision statement, which forms the basis of the plan,

2) Current supports, including services, settings and the people involved,
3) Safety and Risk;

4) Legal/Financial/ Benefit Status;

5) Successes, challenges, Emerging issue and Unmet Needs,

6) Goals, and

7) Objectives and Strategies.

In order to facilitate a participant focused plan, DDS has a standard set of steps in the prg
which includes: premeeting activities, the design of the plan, implementation, updates ang
modification. Therequirements for each step are prescribed by DDS.

State:
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In general, the persecentered planning process documents a specific and individualized
assessed need. As part of the planning process for all waiver participants, there are four
assessmentsthats si st t he planning team to ident
and opportunities for skill development. The assessments assist the Team in establishing
Objectives and Support Strategies that are likely to be effective antithsgiarticipant to
attain his/her goals. The four required assessments are: Assessment of Ability, Safety
Assessment, Health and Dental Assessment, and the Funds Management Assessment.
addition to these assessments, for participants receiving meditatnanage or treat
behavioral symptoms a functional behavior assessment, a positive behavior support plan
medication treatment plan are required. The Service Coordinator and team members may
identify additional assessments at any time aseatked

When an assessed need is identified that may result in a restriction to the requirement fo
|l ockabl e door s, privacy, choice of F oo mi
control schedule and activities, access to food or visitorsnduification will be discussed wit
the participant through the persoentered planning process and their agreement is obtaine
documented. The persaentered plan or the positive behavior support plan identifies the
positive interventions and supportstinave been utilized prior to the implementation of the
restriction, the less intrusive methods which have not worked, a rationale for the restrictio|
how it is related to the specific assessed need, a method for review of data collection to n
effectiveness and a time frame to review pursuant to the regulations, consent and an ass
that the interventions cause no harm.

The DDS Service Coordinator is the principle organizer of the service plan. The Service
Coordinat or 6 s eparlicipantitossparticipatesasi fpllp as possible, o ensure th
support is provided to the participant to take part in the support planning process, and to
voice of the participant when the participant is not able to fully participate. Othemearbers
include the guardian, family, and other identified formal and informal supporters.

The Service Coordinator's responsibilities include developing the ISP/ POC with the parti
and his/her guardian, as appropriate, requesting and reviewingrassés, goals, objectives
and strategies, facilitating the meeti ng
mai ntaining the electronic service pl an:;{
and progress on goals, and schedyfieriodic progress or update meetings.

The Service Coordinator is responsible for any reasonable accommodation needed for th
participant's or family/guardian's involvement in service planning. Accommodations may
include personal assistance, interpretphg/sical accessibility, assistive devices, and
transportation.

ASSIGNING RESPONSIBILITIES

Following the meeting, the goals and objectives are carried out by the appropriate Team
identified at the ISP meeting. The providers track, document, &ew@rogress for each goa|
The review dates for each goal are decided at the meeting and written in the plan. All goa
reviewed at least serannually.
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The POC details both waiver and remiver services the participant will receive. T®ervice
Coordinator has day to day responsibility for POC coordination.

UPDATING AND MODIFYING THE ISP

At the mid-point between meetings, the team members send progress summaries for eac
the Service Coordinator. These summaries include:

A Progres toward the goal

A Satisfaction with the ISP

A Effectiveness of the supports
A Quality of the interventions
A Need for modification

The Service Coordinator writes a note in the participant's record stating that the ISP was
reviewed. The note specifiestifere are changes in the ISP and if the changes require a
modification. Requirements for Modifications are found in 115 CMR 6.00. The changes th
require modification to the ISP include any change in the ISP goals, supports or services,
strategies usef unmet support needs, the priority of services or supports, and the locati
the participantds home.

DDS, in both its regulations and manual, spells out the procedures to be followed when &
member, including the participant or representativeewes a modification is needed. As
described at 115 CMR 6.25, the process begins when the Service Coordinator is notified
the reason for the modification.

Participants have the right to appeal their ISP and POC. The ISP and POC are implemen
written unless DDS receives written notice of appeal within 30 days from the date of their
ISP/POC. Massachusetts regulations 115 CMR-6.38 sets forth the appeal process.
Additional information regarding appeals can be found in Appendix F

PROCEDUHRE FOR DEVELOPING AN INTERIM, TEMPORARY PLAN OF CARE

In order to initiate services until a more detailed service plan can be finalized, an interim §
will be developed that is based on the results of the MASSCAP and all other available
assessmentinformatin . Thi s i nformation wil |l be wus
type of services to meet those needs.

The Service Coordinator will include the participant and/or guardian in the development g
Interim POC. This plan will become effective on the day services begin with a full plannin
meeting occurring no later than 90 days from ttede. The Interim ©C includes both the
waiver and noswaiver services to be provided, their frequency, and who will provide the
service.

The description above includes some information contained in proposed amendments to
regulations pertaining to behavior support pland medication. DDS anticipates final
promulgation of regulations will occur prior to the expiration of the current waiver program
projected for March 2018.

115 CMR 5.00: Standards to Promote Dignity (Proposed):%.2%: Individual Support Plans
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e. Risk Assessment and Mitigation.Specify how potential risks to the participant are assessed during
the serviceplan development process and how strategies to mitigate risk are incorporated into the
service plan, subject to participant needs praderences. In addition, describe how the service plan
development process addresses backup plans and the arrangements that are used for backup.

Risk assessment and mitigation are a core part of the service planning process. Health, bg
and safet assessments are reviewed during the development of the ISP and potential ris
participantds health and safety are ide
Potential risks may also be identified by any member of the team at any point. The team
notifies the Service Codimator of a potential risk, and the service coordinator discusse
information with area office supervisory staff. If the participant has a Risk Plan deve
through the DDS Risk Management System, relevant components are discussed by th
The Team, including the participant, develops a set of prevention strategies and respd
mitigate these risks that are sensitive
process and review indicates the participant may require a RisktRe Team makes a refer
for the development of such a plan. The ISP will include reference to the Risk Plan and
plans to address contingencies such as emergencies, including the occasions when
worker does not appear when scheduteg@rovide necessary services when the absence
service may present a risk to the parti

f.  Informed Choice of Providers. Describe how participants are assisted in obtaining information about
and selecting from among qualified providers of the waiver services in the service plan.

All waiver participants have the right to freely select from among any willing and qualified
provider of waiver services. The Service Coordinator provides each participant with inforn
about supports available under the waiver and potential providers of these supports. Thig
information includes an electronic index of providers available throutghe state and informd
the participant regarding the option to obtain written material about DDS services and sta
and providers.

As part of the preplanning activities for the annual ISP meeting, and as requested by the
participant, the Service @odinator also provides information about the range of services al
supports offered through this waiver and other sources such as the state plan.

The Service Coordinator provides information about qualified providers relevant to the
parti ci p acreddsancconeerns and supports the participant to identify and se
from among qualified and willing providers. The Service Coordinator also informs the
participant of his or her option to change providers, and the process to do so.

g. Process for Making Service Plan SubjecbDesorithe
process by which the service plan is made

Wi

th 42 CFR A441.301(b) (1) (i):

The Department of Developmeah Services maintains participant files at each area office. |9
developed as described in this appendix, are maintained in the participant file. ISPs are r
for content, quality, and required components through the Service Coordinator Supeyeiso
The sample is randomly generated by a computerized formula which generates the samp
guarterly basis throughout the year and assures that each Service Coordinator Supervisd
reviews the same number of reviews of Service Plans completed byeS€oacdinators whon
they supervise.
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