Application for a 81915(c) Home and Community-

Based ServicesWaiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waiverstarget population. Waiver services complement and/or supplement the services that are available to
participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design awaiver program that is cost-effective
and employs avariety of service delivery approaches, including participant direction of services.

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of Colorado requests approval for an amendment to the following Medicaid home and community-based
services waiver approved under authority of 81915(c) of the Social Security Act.

B. Program Title:
HCBS - Children's Habilitation Residential Program

C. Waiver Number:C0.0305
Original Base Waiver Number: C0O.0305.

D. Amendment Number:

E. Proposed Effective Date: (mm/ddlyy)

Approved Effective Date of Waiver being Amended: 07/01/19

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:
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IRespite Individual Day - In Home Family - 7.980%

3. 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

concurrently (check each that applies):

Component of the
Approved Waiver

Subsection(s)

Waiver I

6l

Application

Appendix A

Waiver I
Administration

and Operation

Appendix B

Participant |

6f

Accessand
Eligibility

Appendix C
Participant I

la

Services

Appendix D
Participant

Centered I
Service

1c, 1d, 2a, QI (aii)

Planning and
Delivery

Appendix E

Participant I
Direction of

Services

Appendix F
Participant I

Rights

Appendix G
Participant |

Ql (G.c.1)

Safeguards

Appendix H

Appendix |
Financial I

1,2d

Accountability

Appendix J
Cost-Neutrality I

2c, 2d

Demonstration

B. Natur e of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check

each that applies):
M odify target group(s)
Modify Medicaid eligibility
Add/delete services
Revise service specifications
Revise provider qualifications

I ncr ease/decr ease number of participants
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Revise cost neutrality demonstration
Add participant-direction of services

Other
Specify:

Application for a 81915(c) Home and Community-Based Services Waiver

1. Request I nformation (1 of 3)

A

B.

. The State of Colorado requests approval for a Medicaid home and community-based services (HCBS) waiver under the

authority of 81915(c) of the Socia Security Act (the Act).
Program Title (optional - thistitle will be used to locate this waiver in the finder):

HCBS - Children's Habilitation Residential Program

. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)

3years Syears

Original Base Waiver Number: C0O.0305
Draft ID: C0.008.05.07

. Type of Waiver (select only one):

Regular Waiver

. Proposed Effective Date of Waiver being Amended: 07/01/19

Approved Effective Date of Waiver being Amended: 07/01/19

PRA Disclosur e Statement

The purpose of this application isfor statesto request aMedicaid Section 1915(c) home and
community-based services (HCBS) waiver. Section 1915(c) of the Socia Security Act authorizes the
Secretary of Health and Human Services to waive certain specific Medicaid statutory requirements so
that a state may voluntarily offer HCBS to state-specified target group(s) of Medicaid beneficiaries who
need alevel of ingtitutional carethat is provided under the Medicaid state plan. Under the Privacy Act
of 1974 any personally identifying information obtained will be kept private to the extent of the law.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires: December 31, 2023). The time required to complete this
information collection is estimated to average 160 hours per response for a new waiver application and
75 hours per response for a renewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request Information (2 of 3)

F.

Level(s) of Care. Thiswaiver isrequested in order to provide home and community-based waiver services to individuals
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be



reimbursed under the approved Medicaid state plan (check each that applies):

Hospital
Select applicable level of care
Hospital asdefined in 42 CFR 8§440.10

If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR 8440.160

Nursing Facility

Select applicable level of care
Nursing Facility asdefined in 42 CFR ??440.40 and 42 CFR ??7440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

Institution for Mental Disease for personswith mental illnesses aged 65 and older as provided in 42 CFR
§440.140

Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/I1D) (asdefined in 42 CFR
§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/IID level of care:

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

Not applicable

Applicable
Check the applicable authority or authorities:

Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix |

Waiver (s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:

Specify the §1915(b) authorities under which this program oper ates (check each that applies):
81915(b)(1) (mandated enrollment to managed car€)
§1915(b)(2) (central broker)
§1915(b)(3) (employ cost savingsto furnish additional services)
§1915(b)(4) (selective contracting/limit number of providers)

A program operated under §1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or



previously approved:

A program authorized under 81915(i) of the Act.
A program authorized under 81915(j) of the Act.

A program authorized under 81115 of the Act.
Soecify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswaiver provides servicesfor individualswho are ligible for both M edicare and Medicaid.

2. Brief Waiver Description

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

The Home and Community Based Services Children's Habilitation Residential Program waiver (HCBS-CHRP) provides
assistance to children and youth, age birth (0) through twenty (20)years of age who have been determined to have a
developmental disability. These children and youth require high levels of service to remain in the community. The waiver serves
as an dternative to placement in an Intermediate Care Facility for Individuals with Intellectua Disabilities (ICF/11D)(as defined
in 42 CFR §440.150).

The HCBS-CHRP waiver provides the following services to children residing in the home of a parent/guardian:
* Respite

« Hippotherapy

 Intensive Support Services

* Massage Therapy

e Movement Therapy

» Supported Community Connections

e Transition Support Services

Children/youth may receive Habilitation services in an appropriate foster or group home/center or Residential Child Care Facility
where either the individual foster care provider or the Child Placement Agency (CPA) has acquired a Medicaid Provider number
and have met the additional provider requirements according to the Colorado Department of Human Services staff manual,
Volume 7, and the Health Care Policy and Financing, Volume 8. Habilitation services may be provided to achild who is till in
the custody of their parent/s. Habilitation services will be provided in alicensed foster care home, group home or residential
child care facility. These services will not be offered in the family home. Habilitative services are tailored to the individual
child's needs and provided by the foster parents, staff, and/or CPA. The Habilitation services are structured to provide the child
an opportunity to learn daily living skills, advocacy, socia skills and, independent living skills in order to more successfully live
within the community setting.

Targeted Case Management is performed by a Case Management Agency (CMA). The CMA enables people with long-term care
needs to access appropriate long-term care services and ensure access to a state-wide network of providers. Functions of case
management include intake/screening/referral, assessment of the child's needs, functional eligibility determination, service plan
development, ongoing case management, and monitoring to assure service delivery, participant protections and quality assurance
of services provided.

3. Components of the Waiver Request

Thewaiver application consists of the following components. Note: ltem 3-E must be completed.




A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):

Yes. Thiswaiver provides participant direction opportunities. Appendix E isrequired.

No. Thiswaiver does not provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and
welfare of waiver participantsin specified areas.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I. Financial Accountability. Appendix | describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver (s) Requested

A. Compar ability. The state requests awaiver of the requirements contained in §1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (&) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resour ces for the Medically Needy. Indicate whether the state requests a waiver of §1902(a)(10)(C)(i)(111)
of the Act in order to use ingtitutional income and resource rules for the medically needy (select one):

Not Applicable
No

Yes
C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin 81902(a)(1) of the Act
(select one):

No

Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

Geogr aphic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver
only to individual s who reside in the following geographic areas or political subdivisions of the state.

Soecify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:



Limited Implementation of Participant-Direction. A waiver of statewidenessis requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparabl e services through the service delivery
methods that are in effect elsewherein the state.

Foecify the areas of the state affected by this waiver and, as applicable, the phase-in schedul e of the waiver by
geographic area:

5. Assurances

I'n accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguardsinclude:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under thiswaiver;

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver. The state assures that these
requirements are met on the date that the services are furnished; and,

3. Assurance that al facilities subject to §1616(e) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The state assures financial accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for alevel of care specified for thiswaiver, when there is a reasonabl e indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and community-based services
under thiswaiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either ingtitutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of ingtitutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver isin effect, the average per capita
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
waiver by the state's Medicaid program for these individualsin the institutional setting(s) specified for thiswaiver.



G. Ingtitutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for thiswaiver.

H. Reporting: The state assures that annually it will provide CM S with information concerning the impact of the waiver on
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. Thisinformation will be consistent with a data collection plan designed by CMS.

|. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through alocal educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

J. Servicesfor Individualswith Chronic Mental IlIness. The state assures that federal financia participation (FFP) will
not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
with chronic mental illnesses if these individuals, in the absence of awaiver, would be placed in an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR 8440.140; or
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (@) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver servicesin meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

B. Inpatients. In accordance with 42 CFR 8§441.301(b)(1)(ii), waiver services are not furnished to individuals who arein-
patients of a hospital, nursing facility or ICF/1ID.

C. Room and Board. In accordance with 42 CFR 8441.310(a)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of §1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FFP is not claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. FFP also may not be claimed for services that are available without charge, or asfree careto
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes afee
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 legally
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.

G. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR 8431 Subpart E, to individuals:
(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of
care specified for thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide



individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

. Quality Improvement. The state operates aformal, comprehensive system to ensure that the waiver meets the assurances
and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b)
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (€) financial oversight
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver isin effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

. Public Input. Describe how the state secures public input into the development of the waiver:

|The public comment period ran from 08/11/2022 through 09/09/2022:

|The processis summarized as follows: The Department sent, via electronic mail, a summary of all proposed changes to
lal Office of Community Living (OCL) stakeholders. Stakeholders include clients, contractors, families, providers,
ladvocates, and other interested parties. Non-Web-Based Notice: The Department posted notice in the newspaper of the
Iwidest circulation in each city with a population of 50,000 or more on 08/11/2022 and 08/25/2022. The Department
lemployed each separate form of notice as described. The Department understands that, by engaging in both separate
Iforms of notice, it will have met the regulatory requirements, CMS Technical Guidance, as well as the guidance given by
Ithe CM S Regional Office. The Department posted on its website the full waiver and a summary of any proposed changes
Ito that waiver at https://hcpf.col orado.gov/hcbs-public-comment. The Department made available paper copies of the
Isummary of proposed changes and paper copies of the full waiver. These paper copies were available at the request of
lindividuals. The Department allowed at least 30 days for public comment. The Department complied with the
[requirements of Section 1902(a)(73) of the Social Security Act by following the Tribal Consultation Requirements
loutlined in Section 1.4 of its State Plan on 08/11/2022. The Department had the waiver amendment reviewed by the State
IMedical Care Advisory Committee (otherwise known as “Night MAC”) in accordance with 42 CFR 431.12 and Section
11.4 of the Department’ s State Plan on 08/11/2022. In addition to the specific action steps described above, the
|Department also ensured that all waiver amendment documentation included instructions about obtaining a paper copy.
|All documentation contains language stating: “Y ou may obtain a paper copy of the waiver and the proposed changes by
Icalling (303) 866-3684 or by visiting the Department at 1570 Grant Street, Denver, Colorado 80203.”

INewspaper notices about the waiver amendment also included instructions on how to obtain an electronic or paper copy.
|At stakeholder meetings that announced the proposed waiver amendment, attendees were offered a paper copy, which
Iwas provided at the meeting or offered to be mailed to them after the meeting. Attendees both in person and on the
Itelephone were also instructed that they may call or visit the Department for a paper copy. All relevant items confirming
Inoticing will be provided upon request.

|Summaries of all the comments and the Department’ s responses are documented in a listening log that is posted to the
|Department’ s website and submitted to CMS.

|The Department followed all items identified in the |etter addressed to the Regional Centers for Medicare and Medicaid
|Services Director from the Department’ s legal counsel dated 6/15/15. A summary of this protocol is available upon
[request.

. Noticeto Tribal Governments. The state assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a
Medicaid waiver request or renewal request to CM S at least 60 days before the anticipated submission date is provided by
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the
Medicaid Agency.

. Limited English Proficient Persons. The state assures that it provides meaningful accessto waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services " Guidance to Federal Financial Assistance Recipients Regarding Title
VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.
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7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

Phone:

Fax:

E-mail:

|Eggers |

|Lana |

|\Naj ver Administration & Compliance Unit Supervisor

|COI orado Department of Health Care Policy & Financing

|1570 Grant Street

|Denver

Colorado

ls0203

[(303) 866-2050 [Ext| | TV

[(303) 866-2786 |

|Lana. Eggers@state.co.us

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:




State: Colorado

Zip:

Phone:

Fax:

E-mail:

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, constitutes the state's request to
amend its approved waiver under 81915(c) of the Social Security Act. The state affirmsthat it will abide by all provisions of the
waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will continuously
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section
VI of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the
Medicaid agency in the form of additional waiver amendments.

Signature:

State Medicaid Director or Designee

Submission Date:

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

Last Name:

|Bat$ |
First Name:

|Cristen |
Title:

|Interim Medicaid Director
Agency:

|COI orado Department of Health Care Policy & Financing
Address:

[1570 Grant Street
Address 2:
City:

|Denver |
State: Colorado
Zip:

[30203 |

Phone:



[(303) 866-2993 [Ext: | | TTv

Fax:

[(303) 866-4411 |

E-mail:
Attachments  [CridenBades@eaocons |

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 thiswaiver.

Combining waivers.

Splitting one waiver into two waivers.

Eliminating a service.

Adding or decreasing an individual cost limit pertaining to eligibility.

Adding or decreasing limitsto 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 changesthat could result in some participantslosing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

Attachment #2: Home and Community-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(c)(4)-(5), and associated CM S guidance.

Consult with CMS for instructions before completing thisitem. 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
complies 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 germaneto this
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB
setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 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 C-5. 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 thisfield, and include in Section C-5 the information on all HCB settings in the waiver.

The state assures that the settings transition plan included with this waiver renewal will be subject to any provisions or
reguirements included in the State's approved Statewide Transition Plan. The State will implement any required changes upon
final approval of the Statewide Transition Plan and will make conforming changes to its waiver when it submits the next
amendment or renewal, or at another timeif specified in the final Statewide Transition Plan and/or related milestones (which
have received CM S approval).



Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):



Appendix G Quality Improvement
Methods for Remediation/Fixing Individual Problems:

G.d.3 The Dept provides remediation training for CMAs annually to assist with improving compliance with the ensuring there is
accurate RAE/CMA care coordination. The Dept compiles and analyzes CMA CAPs to determine a statewide root cause for
deficiencies. Based on the analysis, the Dept. identifies the need to provide policy clarifications, and/or TA, design specific
training, and determine the need for modifications to current processes to address statewide systemic issues.

I-1 Financia Integrity and Accountability:

I-1 Financia Integrity and Accountability:

PICO Audits continued -

Regarding the audits performed by the PICO Section which are not randomly selected, below details how data samples and
records are selected, communications to providers are made, how CAPs are issued, and how inappropriate claims are handled:
Providers are selected based on their status as outliersin variables of interest. Members are then randomly selected from those
providers, and all lines from those members are selected.

The provider is contacted prior to the start of the Audit viaemail and is asked to verify their contact. The Records Request is sent
viacertified mail and encrypted email. The results of the audit are communicated to the provider via a Notice Of Adverse Action
Letter and Case Summary or aNo Findings Letter. All audit results are sent electronically via encrypted email to the verified
email address. If the provider requests a Review of Findings meeting in accordance with the timelines outlined in the Records
Request L etter, we will meet with the provider over the phone or via video and go over the findings with them prior to issuing
the Notice of Adverse Action.

The State does not require corrective action plans, however, corrective action plans (CAPs) are utilized by the PICO Section
when deficiencies or breaches are identified within the RAC contract or any post-payment claims review contract. When the
PICO Section identifies the need for a CAP, the State notifies the vendor in writing of the area of hon-compliance and requests
the vendor to create a CAP that outlines what efforts the vendor took to investigate the issue, the root cause of the issue, the
outcome of the vendor’ s investigation and the proposed remediation actions the vendor would like to implement. The State will
review the CAP and make any changes as needed to address and correct the area of non-compliance and then authorize the CAP.
The State then monitors the CAP, including the milestones and steps outlined in the CAP, and makes the determination when the
vendor is back in compliance with the contract. If the vendor fails the CAP, the State can move to terminate the contract.

When the State has received payment from a provider for an inappropriately billed claim found in a post-payment claims review,
the State attaches claim information with that payment for processing to the accounting. The information includes cal cul ations of
FFP and the amount of recovery that should be recorded on the CM S-64 report by accounting staff and returned to the federal
government.

J-2ci - Factor D Derivation:
(Update for WY 4-5 for Amendment with requested effective date of 1/1/2023:

IThe State is updating Appendix Jto reflect 2% ATB rate increase approved in the budget request for Long Bill HB22-1329 for
[the following services:

(Habilitation - Foster Home Level 1-6

(Habilitation - Group Home Level 1-6

(Habilitation - Residential Child Care Facility Level 1-5
(Respite- 15 min

(Respite - Day

(Respite Individual - In Home Family

(Respite Individual Day - In Home Family

(Respite Individual - In Residential Setting

(Transition Support Services - Wraparound Plan
(Transition Support Services - Prevention and Monitoring
(Transition Support Services - In-Home Support
(Supported Community Connections

(Hippotherapy - Individual

(Hippotherapy - Group

(Intensive Support Services - Wraparound Plan

(Intensive Support Services - Prevention and Monitoring
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[Intensive Support Services - In-Home Support
IMassage Therapy

IMovement Therapy - Bachelors

IMovement Therapy - Masters

|-The State received approval through the Long Bill for the following Targeted Rate Increase:
[Habilitation - Foster Home Level 1 - 17.009%
[Habilitation - Foster Home Level 2 - 17.018%
[Habilitation - Foster Home Level 3 - 17.012%
[Habilitation - Foster Home Level 4 - 17.009%
[Habilitation - Foster Home Level 5 - 17.019%
[Habilitation - Group Home Level 1 - 42.007%
[Habilitation - Group Home Level 2 - 29.937%
[Habilitation - Group Home Level 3 - 24.809%
[Habilitation - Group Home Level 4 - 20.549%
[Habilitation - Group Home Level 5 - 19.521%
[Habilitation - Group Home Level 6 - 17.732%
IRespite - 15 min - 5.474%

IRespite - Day - 6.681%

[-The State also received approval through the Long Bill to implement a $15 Base Wage Minimum. The following services
Ireceived the following increases for this implementation:

[Respite Individua - In Home Family - 9.326%

IRespite Individual Day - In Home Family - 7.980%

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver (select
one):

Thewaiver isoperated by the state M edicaid agency.

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

The Medical Assistance Unit.

Specify the unit name:
The Office of Community Living, Benefits and Services Management Division
(Do not complete item A-2)

Another division/unit within the state M edicaid agency that is separate from the M edical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has been
identified as the Single State Medicaid Agency.

(Complete item A-2-a).

Thewaiver isoperated by a separate agency of the state that isnot a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR 8431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CM S upon request. (Compl ete item A-2-b).
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Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agency) in the oversight of these activities:

Asindicated in section 1 of thisappendix, the waiver is not operated by another division/unit within the
State Medicaid agency. Thusthis section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:

Asindicated in section 1 of thisappendix, the waiver is not operated by a separate agency of the State. Thus
this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):

Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicable).

Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.



IThe Department of Health Care and Policy Financing (the Department) maintains an I nteragency Agreement (1A)
Iwith the Colorado Department of Public Health and Environment (CDPHE) to perform quality assurance and quality
limprovement activities. This agreement allows CDPHE to conduct surveys of and investigate complaints against
ICHRP service providers for Respite and Supported Community Connections. This includes the responsibilities of
lenrolling qualified providers by processing applications from interested providers to including assuring that all
(provider and pre-site visit requirements are met prior to CDPHE recommendation to HCPF for program approval.

[HCPF maintains an |A with the Colorado Department of Human Services (CDHS) for licensure and monitoring of
(Habilitation and Respite facilities. This agreement allows CDHS to conduct surveys of and investigate complaints
lagainst CHRP providers of Habilitation and Respite facilities.

|The Department holds administrative contractual agreements with 20 non-state, private, non-profit corporations
(called Community Centered Boards (CCBSs) to act as the single entry point agencies to perform Home and
(Community Based (HCBS) waiver operational and administrative services including intake, verification of target
(criteria, completion of the level of care assessment, enrollment, utilization review and quality assurance. These
lagencies also operate as Organized Health Care Delivery Systems and contract with other service providers for the
[provision of services under this HCBS waiver. These local non-governmental non-state entities also provide
|Targeted Case Management and waiver services through Medicaid Provider Agreements.

|The Department contracts with a Fiscal Agent which maintains the Medicaid Management Information System
[(MMIS). The Fiscal Agent isresponsible to process claims, assist in the provider enrollment and application
[process, maintain a call center, respond to provider questions and complaints, maintain the Electronic Visit
Verification (EVV) System, and produce reports.

|The Department contracts with a Quality Improvement Organization (QIO) for the management of the Critica
(Incident Reports (CIR) for the HCBS-CHRP waiver. The QIO is responsible for ng the appropriateness of
(both provider and CMA response to critical incidents, for gathering, aggregating and analyzing CIR data, and
lensuring that appropriate follow up for each incident is completed.

IThe QIO will aso support the Department in the analysis of CIR data, understanding the root cause of identified
lissues, and providing recommendations to changes in CIR and other waiver management protocols aimed at
Ireducing/preventing the occurrence of future critical incidents.

(Post-payment reviews of Medicaid paid services of individuals receiving benefits under the HCBS Waiver program
(will be mostly conducted by internal staff reviewers, however, the Department’s existing Recovery Audit Contractor
((RAC) will also be utilized to conduct post-payment claims reviews. All audits will continue to focus on claims
(submitted by providers for any service rendered, billed, and paid as a benefit under an HCBS Waiver. The
(Department will also issue notices of adverse action to providers to recover any identified overpayments.

No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
M edicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

Not applicable

Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an interagency agreement or memorandum of under standing between the State
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

Soecify the nature of these agencies and compl ete items A-5 and A-6:
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The Department contracts with 20 non-state private non-profit corporations to act as the single entry point
agencies to perform Home and Community Based waiver operational and administrative servicesincluding

intake, screening, enrollment, utilization review and quality assurance.

L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. Thereisa contract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsihilities and performance requirements of the local/regiona entity. The contract(s) under which private
entities conduct waiver operational functions are available to CM S upon request through the Medicaid agency or

the operating agency (if applicable).

Soecify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the
state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:

Department of Health Care Policy and Financing, The Office of Community Living

Appendix A: Waiver Administration and Operation

6. Assessment M ethods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regiona non-state entities to ensure that they perform assigned waiver operational and administrative functionsin
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional

non-state entities is assessed:



The Department of Health Care and Policy Financing (The Department) provides on-going oversight of the Interagency
Agreement(1A) with the Colorado Department of Public Health and Environment (CDPHE) through monthly meetings
and reports. Issues that impact the agreement, problems discovered at specific agencies, or widespread issues and
solutions are discussed. In addition, the Department is provided with monthly and annual reports detailing the number of
agencies that have been surveyed, the number of agencies that have deficiencies, the number of complaints received
complaints investigated and complaints that have been substantiated. The |A between the Department and CDPHE
requiresthat all complaints be investigated and reported to the Department. By gathering this information, the
Department is able to develop strategies to resolve issues that have been identified. Further information about the
relationship between CDPHE and the Department is provided in Appendix G of thiswaiver application.

The Department provides on-going oversight of the Interagency Agreement (1A) with the Colorado Department of
Human Services (CDHS) through monthly reports. In addition, the Department is provided with monthly survey
summary data including the number of agencies that have been surveyed, the number of agencies that have deficiencies,
and types of deficiencies. The |A between the Department and CDHS requires that CDHS submits a monthly report of all
critical incidents filed in their computer-based system to the Department. This report includes action taken by CDHSto
follow-up on each critical incident. The Department uses this data to crosswalk critical incidents reported to the
Department to ensure all incidents are reported and responded to appropriately.

The Department oversees the Community Centered Boards (CCB). As a part of the overall administrative and
programmatic eval uation, the Department conducts annual monitoring for each CCB. The Department reviews agency
compliance with regulations at 10 C.C.R. 2505-10 Section 8.500, 8.500.90, and 8.503 et seq.

The administrative evaluation is used to monitor compliance with agency operations and functions as outlined in waiver
and department contract requirements. The Department will evaluate CMAs through the on-going tracking of
administrative contract deliverables on a monthly, quarterly, semi-annually and yearly frequency basis depending on the
contract deliverable. These documentsinclude: operations guide, personnel descriptions (to ensure the appropriateness of
qualifications), complaint logs and procedures, case management training, appeal tracking, and critical incident trend
analysis. The review also evaluates agency, community advisory activity and provider, and other community service
coordination. Should the Department find that a CMA is not in compliance with policy or regulations, the agency is
required to take corrective action. In addition, the contract with the CMAs allows the Dept. to withhold funding and
terminate a contract due to noncompliance. Technical assistanceis provided to CMAs via phone, e-mail and through
meetings. The Department conducts follow-up monitoring to assure corrective action implementation and ongoing
compliance. If acompliance issue extends to multiple CMAs, the Department provides clarification through formal
Policy Memos, formal training, or both. Technical assistance is provided to CMAs via phone and e-mail.

The programmiatic evaluation consists of adesk audit in conjunction with the Benefits Utilization System (BUS) to audit
client files and assure that all components of the CCB contract have been performed according to necessary waiver
requirements. The BUS is an electronic record used by each CCB to maintain client-specific data. Data include client
referrals, screening, Level of Care (LOC) assessments, individualized service plans, case notes, reassessment
documentation, and all other case management activities. Additionally, the BUS is used to track and evaluate timelines
for assessments, reassessments, and a notice of action requirements to assure that processes are completed according to
Department prescribed schedules. The Department reviews a sample of client files to measure the accuracy of
documentation and track appropriateness of services based upon the LOC determination. Additionally, the sample is used
to evaluate compliance with the aforementioned case management functions. The contracted case management agency
submits deliverables to the Department on an annual and quarterly basis for review and determination of approval. Case
management agencies are evaluated through quality improvement strategy reviews annually which is completed by a
quality improvement organization. These methods are outlined in more detail in Appendix H of thiswaiver application.

The Department oversees the fiscal agent operating the Medicaid Management Information System (MMIS). The fiscal
agent isrequired to submit weekly reports to the Department on meeting performance standards as established in the
contract. The reports include summary data on timely and accurate coding, claims submission, and claims
reimbursement, time frames for completion of data entry, processing of claims and Prior Authorizations. The Department
monitors the fiscal agent’s compliance with Service Level Agreements through reports submitted by the fiscal agent on
customer service activities including provider enrollment, provider publication, and provider training. The Department is
able to request ad hoc reports as needed to monitor any additional issues or concerns.

The Department has oversight of the QIO contractor through different contractual requirements. Deliverable due dates



include monthly, quarterly, and annual reports to ensure the vendor is completing their respective delegated duties. The
Department's Operations Division ensures that deliverables are given to the Department on time and in the correct format.
Subject Matter Experts who work with the vendors review deliverables for accuracy.

For any post-payment claims review work completed by the Department’s Recovery Audit Contractor (RAC), all
deliverables and work product will be reviewed and approved by the Department as outline in the Contract. The
Department requires the RAC to develop and implement an internal quality control process to ensure that all deliverables
and work product—including audit work and issuance of findings to providers—are complete, accurate, easy to
understand, and of high quality. The Department reviews and approves this process prior to the RAC implementing its
internal quality control process.

As part of the payment structure within the Contract, the Department cal culates administrative payments to the RAC
based on its audit work and quality of its audit findings. These payments are in addition to the base payment the RAC
receives for conducting its claim audits. Under the Contract, administrative payments are granted when at least eighty-
five percent (85%) of post-payment reviews, recommendations, and findings are sustained during informal
reconsideration and formal appeal stages.

Also under the Contract, the Department has the ability to conduct performance reviews or evaluations of the RAC at the
Department’ s discretion, including if work product has declined in quality or administrative payments are not being
approved. The RAC isrequired to provide al information necessary for the Department to complete all performance
reviews or evaluations. The Department may conduct these reviews or evaluations at any point during the term of the
Contract, or after the termination of the Contract for any reason.

If thereis a breach of the Contract or if the scope of work is not being performed by the RAC, the Department can also
issue corrective action plans to the Contract to promptly correct any violations and return into compliance with the
Contract.

The Department reviews and approves the RAC' sinternal quality control process at the onset of the Contract and
monitors the Contract work product during the term of the Contract. The Department can request changes to this process
asit seesfit to improve work performance, whic