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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 Waiver for Community Mental Health Supports (CMHYS)
C. Waiver Number:C0.0268

Original Base Waiver Number: C0O.0268.
D. Amendment Number:C0O.0268.R06.04
E. Proposed Effective Date: (mm/ddlyy)

o7i01/23

Approved Effective Date: 07/01/23
Approved Effective Date of Waiver being Amended: 07/01/22

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:
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The purpose of this amendment is to (updates with PHE notation were made due to the unwinding of the Public Health
Emergency):

-Clarify the provider qualifications for Peer Mentorship that training is provided by the agency and defined by the Department;
Update the Remote Support Provider Entity Responsible for Verification to include the Colorado Department of Public Health &
Environment;

Update Appendices A, C, and | for Case Management Redesign to reflect the Department will be utilizing Targeted Case
Management and the establishment of defined service areas;

Update Home Delivered Meals provider qualifications removing the requirement that a foreign entity must have a physical
presence within Colorado (PHE);

Update Appendix B and D Quality Improvement Discovery and Remediation sections to remove the reference to the Quality
Improvement Organization (QlO);

Update the Case Management monitoring visitsto 1 in person with up to 3 additional monitoring contacts either in person, on the
phone, or through other technological contact;

M ake non-substantive changes to the performance measures including B.c.2, B.c.3, D.a.1, D.a.2, D.a3,D.c.1, D.c.2, D.d.2,
D.d.4, D.d.5, and G.c.6 to reflect that the data source is collected " Continuously and Ongoing;" and

Update the cost neutrality demonstration, the State has revised projectionsin sections J-2-a (C), J-2-b (ALOS), J-2-c-i (D), and J-
2-c-ii (D’) to consider initstrending analysis the latest 372 data available, which is from SFY 2020-21 (July 1, 2020-June 30,
2021).

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

Waiver I 6l,8 I
Application
Appendix A

Waiver | 3,4,7 |
Administration
and Operation

Appendix B

Participant [ QI (B.c.2, B.C3, aii, b-ii) |
Accessand
Eligibility
Appendix C
Participant I 1a, 1b, 2d I
Services

Appendix D
Participant
Centered I 1d, 1e, 23, Ql (D.a1,D.a2, D.a3,D.c.1,D.c.2,D.d.2, D.d4, D.d.5, &ii) I
Service
Planning and
Delivery

Subsection(s)

[ Appendix E
Participant | |
Direction of
Services

[] Appendix F
Participant I I
Rights

Appendix G
Participant | Ql (G.c.6) |
Safeguards

[] Appendix H
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Component of the

Approved Waiver Subsection(s)
Appendix |
Financial I 1, 2a, 5b I

Accountability

Appendix J
Cost-Neutrality | 2a 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
Revise cost neutrality demonstration

[ Add participant-direction of services
Other

Specify:

Update/replace al referencesto "Single Entry Points" or "SEPS" in all Sectionsto now identify referent as Case
Management Agencies (CMAS).

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

1. Request I nformation (1 of 3)

A. The State of Colorado requests approval for a Medicaid home and community-based services (HCBS) waiver under the
authority of 81915(c) of the Social Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

HCBS Waiver for Community Mental Health Supports (CMHS)
C. 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.)
o 3years ® Syears

Original Base Waiver Number: CO.0268
Waiver Number:C0O.0268.R06.04

Draft ID: C0.022.06.02
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 07/01/22
Approved Effective Date of Waiver being Amended: 07/01/22

PRA Disclosur e Statement
The purpose of this application is for states to request aMedicaid Section 1915(c) home and
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community-based services (HCBS) waiver. Section 1915(c) of the Social 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 arenewal 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: CM S, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request I nformation (2 of 3)

F. Level(s) of Care. Thiswaiver isrequested in order to provide home and community-based waiver servicesto 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
O Hospital asdefined in 42 CFR §440.10

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

©) I npatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
Nursing Facility
Select applicable level of care

®© Nursing Facility as defined in 42 CFR ??440.40 and 42 CFR ??440.155

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

O Institution for Mental Disease for per sonswith mental illnesses aged 65 and older asprovided in 42 CFR
8440.140

[] Intermediate Care Facility for I ndividualswith I ntellectual Disabilities (ICF/I1D) (asdefined in 42 CFR
§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICH/IID level of care:

1. Request Information (3 of 3)

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

® Not applicable

o Applicable
Check the applicable authority or authorities:

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

[J 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 81915(b) authorities under which this program oper ates (check each that applies):
[ §1915(b)(1) (mandated enrollment to managed care€)
[ §1915(b)(2) (central broker)
[] 81915(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:

HPN 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 eligible 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.
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The HCBS Community Mental Health Supports (CMHS) Waiver is available to individual s experiencing a severe and persistent
mental health need who require long-term supports at alevel typically provided in anursing facility.

A person experiencing a severe and persistent mental health need is defined as someone who is 18 years of age or older who
currently has or at any time during the past year leading up to assessment a diagnosed mental, behavioral, or emotional disorder
of sufficient duration to meet diagnostic criteria specified within the current version of the Diagnostic and Statistical Manual of
Mental Disorders.

The State has defined a range of community-based services designed to support individuals with major mental illness to remain
in the community. These services are: Adult Day Health, Alternative Care Facility (ACF), Consumer Directed Attendant Support
Services (CDASS), Electronic Monitoring, Home Modifications, Homemaker Services, Non-medical Transportation, Personal
Care, Respite Care, Specialized Medical Equipment and Supplies (limited to medication reminder systems), Peer Mentorship,
Home Delivered Meals, Life Skills Training, and Transition Setup. In addition to these waiver services, clients also have access
to all Medicaid State Plan benefits and any appropriate services offered under the Community Mental Health Services Program
(the BHO program).

The Department contracts with local, non-state entities called Case Management Agencies (CMAS) to enable people with long
term care needs to access appropriate supportive services. These agencies form a statewide network that provides case
management and care coordination for CMHS waiver clients. Case management functions include: intake/screening/referral,
assessment of client needs, functional eligibility determination, service plan development, ongoing case management, and
monitoring to assure participant protections and quality assurance. The Department currently contracts with twenty-four (24)
CMAs for the case management and utilization review of long term care waivers unrelated to developmental disabilities.

Through a client-centered service planning process, waiver clients assist the CMA case manager to identify services and
community supports needed to prevent placement in a Nursing Facility. The waiver provides clients with a choice of service
delivery options for the following services: personal care/assistance, homemaker, and health maintenance activities. Health
Maintenance actives are routine and repetitive activities of daily living which require skilled assistance for health and normal
bodily functioning, and which would be carried out by an individual with adisability if he or she were physically/cognitively
able.

A client and/or authorized representative may choose to direct these services or choose to have the same services delivered by a
traditional Medicaid agency provider. Clients who choose to self-direct personal care/assistance and/or homemaker services will
receive support for these services through a Financial Management Services (FMS) organization. The FMS will be responsible
for providing appropriate and timely fiscal management services to individuals and or authorized representatives who choose to
self direct these services.

3. Components of the Waiver Request

Thewaiver application consists of the following components. Note: Item 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):

® vYes Thiswaiver provides participant direction opportunities. Appendix E isrequired.
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O 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: (a) 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 M edically Needy. Indicate whether the state requests awaiver of §1902(a)(10)(C)(i)(I11)
of the Act in order to use ingtitutional income and resource rules for the medically needy (select one):

O Not Applicable
® No

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

©No

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

[] Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver
only to individuals 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 comparable services through the service delivery
methods that are in effect elsewhere in 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

In accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:
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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 all facilities subject to 81616(€) 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 institutional 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 institutional 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 individuals in the institutional setting(s) specified for this waiver.

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 financial participation (FFP) will
not be claimed in expenditures for waiver servicesincluding, 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.
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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: (a) 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 services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federa 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 8441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICFH/IID.

C. Room and Board. In accordance with 42 CFR 8441.310(8)(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 8§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 8§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 as free care to
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 aternative 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.

H. 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.

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:
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The public comment period ran from 02/02/2023 through 03/03/2023:

The process is summarized as follows: The Department sent, via electronic mail, asummary of all proposed changesto
all Office of Community Living (OCL) stakeholders. Stakeholdersinclude clients, contractors, families, providers,
advocates, and other interested parties. Non-Web-Based Notice: The Department posted notice in the newspaper of the
widest circulation in each city with a population of 50,000 or more on 02/02/2023 and 02/16/2023. The Department
employed each separate form of notice as described. The Department understands that, by engaging in both separate
forms of notice, it will have met the regulatory requirements, CM S Technical Guidance, as well as the guidance given by
the CM S Regional Office. The Department posted on its website the full waiver and a summary of any proposed changes
to that waiver at https.//hcpf.colorado.gov/hchs-public-comment. The Department made available paper copies of the
summary of proposed changes and paper copies of the full waiver. These paper copies were available at the request of
individuals. The Department allowed at least 30 days for public comment. The Department complied with the
reguirements of Section 1902(a)(73) of the Social Security Act by following the Tribal Consultation Requirements
outlined in Section 1.4 of its State Plan on 02/02/2023. The Department had the waiver amendment reviewed by the State
Medical Care Advisory Committee (otherwise known as “Night MAC”) in accordance with 42 CFR 431.12 and Section
1.4 of the Department’ s State Plan on 02/02/2023. 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
calling (303) 866-3684 or by visiting the Department at 1570 Grant Street, Denver, Colorado 80203.”

Newspaper 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
was provided at the meeting or offered to be mailed to them after the meeting. Attendees both in person and on the
telephone were also instructed that they may call or visit the Department for a paper copy. All relevant items confirming
noticing will be provided upon request.

Summaries of al the comments and the Department’ s responses are documented in alistening 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.

At the end of the 30-day public comment period the Department received 9 comments. A Summary of the commentsis as
follows.

Comment (1 total): Supports the addition of Mental Health Transitional Living Homes service to the CMHS waiver and
looks forward to partnering with the Department to ensure provider adequacy.

Department Response: The Department appreciates your feedback and support of the new Mental Health Transitional
Living Home benefit.

Comment (1 total): Supports the flexibility allowing spouses to provide personal care in the EBD, CMHS, CIH, and Bl
waivers but has identified language inconsistency within the amendments.

Department Response: The Department appreciates your review and feedback and support of allowing a member's spouse
to provide personal care. The Department will be updating the Personal Care service definition in Appendix C for EBD
and Bl to remove the reference that payment will not be made for personal care services provided by a spouse. In
Appendix C-2.d Provision of Personal Care or Similar Services by Legally Responsible Individuals of the CMHS waiver
the Department will be removing the following sentence: “A client’s spouse employed by a Personal Care Agency may
not be reimbursed to provide personal care to his’her spouse.”

Comment (1 total): Regarding Non-Substantive Performance Measure Language Corrections, requested clarification
regarding how often QIS data should be received by CMAs and if CMAs should receive rea time feedback for
performance measures.

Department Response: The Department is currently updating the waiver application to allow for more flexibility when
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completing quality oversight and reporting. The Department is still determining whether any changes will be made to
Quality Improvement Strategies data shared with case management agencies.

J. Noticeto Tribal Gover nments. 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 CMS 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.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to 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
V1 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.

7. Contact Person(s)

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

Last Name:
[Eggers |
First Name:
[Lana |
Title:
|\Naj ver Administration & Compliance Unit Supervisor I
Agency:
|COI orado Department of Health Care Policy & Financing |
Address:
[1570 Grant Street I
Address 2:
City:
|Denver
State: Colorado
Zip:
80203
Phone:
[(303) 866-2050 | Ext] |1 v
Fax:
[(303) 866-2786 |
E-mail:

|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:
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First Name:

Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

Phone:

Fax:

E-mail:

Colorado

| | Ext:I |D TTY

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, congtitutes 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
V1 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:

Submission Date:

Julie Masters

State Medicaid Director or Designee

May 23, 2023

Last Name:

First Name:

Title:

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

|FI ores-Brennan |

[Adela |

|M edicaid Director

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 13 of 291

Agency:
|Executive Director's Office I
Address:
[303 E 17th Ave |
Address 2:
City:
|Denver |
State: Colorado
Zip:
[30203 |
Phone:
[(303) 866-3060 | Ext: | |L 7y
Fax:
[(303) 866-2786 |
E-mail:
Attachments |Adel a.Flores-Brennan@state.co.us

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 CMSfor 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 thisfield 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 germane to this
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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" inthisfield, 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 amendment will be subject to any provisions or
requirements 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 ancther timeif specified in the final Statewide Transition Plan and/or related milestones (which
have received CMS approval).

Additional Needed I nformation (Optional)

Provide additional needed information for the waiver (optional):
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Appendix A-3: Waiver Administration and Operation: Use of Contracted Entities:

The Dept. contracts with the Dept. of Local Affairs— Division of Housing (DOH) to perform waiver operational and
administrative functions on behalf of the Dept. The relationship between the Dept. and DOH isregulated by an IA, which
reguires the Dept. and DOH to meet no less than monthly to discuss continued program improvement. DOH’ s responsibilities
include, but are not limited to, recruiting and enrolling providers, reviewing PARs, inspecting home modifications done by
providers, creating standards to ensure a consistent quality of work statewide, managing the client and provider grievance
processes, participating in regular stakeholder meetings to gather feedback and update standards and processes, and making
regular reports to the Dept. on the quality of the home modification benefit provided to clients.

The Department contracts with an Administrative Services Organization (ASO) to provide oversight of the Non-Medical
Transportation (NMT) benefit. The ASO is responsible for ensuring all provider agencies, vehicles, and drivers meet the
regulatory and safety requirements set forth by the Department. The ASO will be responsible for coordination with the Regional
Transportation District (RTD), verifying eligibility, processing the RTD special discount card, dissemination of transit fares, and
production of outlined reports.

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 aso 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.

Appendix D-1 b: Conflict-Free Case Management BCPs

On January 11, 2018, the Department published guidance for CMAs regarding requirements for a Business Continuity Plan
(BCP). The BCP required agenciesto identify how they would comply with the separation of case management from the
provision of direct HCBS Waiver Services. The Department received BCPs from the conflicted SEPs on and before July 1, 2018.
By July 1, 2019, all SEPswere out of conflict and divested from their conflicted agency arm. However, every five (5) yearsthe
SEP contracts go out for renewal, and this particular year, Conegjos County informed the Department that they will not continue
to contract with the Department for Case Management services. An emergency one-year procurement was sent out and Costilla
County was awarded the one-year contract. Costilla County, taking on the Case Management activities, is now in conflict and
has asked for arural exception, which has been granted from July 1, 2020 through June 30, 2021. The Department will work
with Costilla County to develop a BCP to identify its plan forward.

Additiona information for E-2-a-ii:

The Department will provide and require oversight for attendants who have been hired through the exception process. Oversight
measures for granted exceptions will include in-person monitoring by the case manager including assessment that the attendant is
meeting the member’ s needs; Department, FM S, Training and Operations vendor, and case manager monitoring of critical
incidents; and reminding members and/or authorized representatives education about the state' s processes for reporting critical
incidents including mistreatment, abuse, neglect, and exploitation.

The CDASS attendant exception process will contain thorough oversight safeguards:

1. Anoutline of general attendant safety measures will be required for al newly enrolled CDASS members. It will be reviewed
and approved by the case manager and Training and Operations Vendor before the member or authorized representative
completes enrollment and services are rendered.

2. A formal safety plan will be required for al current CDASS members seeking an exception to hire an individual who was
found inligible. This plan will be created by the member/authorized representative and sent by them to the Department for
review.

3. Themember’s safety plan must demonstrate that the member/authorized representative has considered and planned severa
defined safety elements related to the individual they are choosing to hire. If the plan does not have thorough responses for each
of the elements, the exception will be denied and the individual will remain ineligible for hire as an attendant. The plan may be
resubmitted.

4. The Department will notify the member/authorized representative upon approval of the exception and share the safety plan
with the member’ s case manager, FM S, and the Training and Operations Vendor when an exception is processed.

5. Quarterly safety plan review and service assessment by the case manager.
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6. Additional fraud, mistreatment, abuse, neglect, and exploitation (MANE) reporting tools developed by the Department and
to be implemented by January 2023.

7. Robust educational and training resources for CDASS members/authorized representatives developed by the Training and
Operations vendor and to be implemented by January 2023. Increased promotion of its current peer support services.

8. Continual stakeholder engagement will occur for ongoing policy and operational improvements where necessary.

Additional information on 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 Letter, 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.

The Dept operates an Electronic Visit Verification (EVV) system to document that a variety of HCBS services are provided to
members. EVV captures six points of data as required by the 21st Century Cures Act: individual receiving the service, attendant
providing the service, type of service provided, location of service delivery, date of service, and time that service provision
begins and ends. The Department implemented a hybrid or open EVV model. The State contracted with an EVV vendor for a
state-managed solution. This solution is available to providers at no cost. Providers may also choose to utilize an alternate EVV
system procured and managed by the provider agency.

The Department isimplementing EVV for federally mandated and additional servicesthat are similar in nature and service
delivery. The State EVV Solution and Data Aggregator, for alternate vendor data transfer, are currently available for use

Additiona information on |-2a Rate Determination Methods:

The state's process for soliciting public comment on rate determination methods involves a standardized and documented
process consisting of a presentation of rate-setting methodology to stakeholders prior to or during rate-setting and solicitation of
feedback on methodology, a 30 day period to receive feedback from providers, and community stakeholders, publishing of the
rates as determined by the state’' s methodology in conjunction with a stakeholder presentation reviewing the methodol ogy,
providing guidance on documents that would be provided to stakeholders, stakeholder deliverable sent to providers following
presentation included all services and the direct/indirect care hours, wage, BL S position, and capital equipment included and

offered providers an extended (60 day) period to offer feedback. All feedback is reviewed and feedback that can be validated is
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incorporated into the rates. All information from the stakeholder process is posted on the Dept's external website. Additional
information on public input islocated in Main 6-1.

Indirect and Direct Care Reguirements:

Salary expectations for direct and indirect care workers are based on the Colorado mean wage for each occupation, direct and
indirect care hours for each occupation, the full-time equivalency required for the delivery of servicesto HCBS Medicaid clients,
and necessary staffing ratios. Wages are determined by the Bureau of Labor Statistics and are updated by the Bureau every two
years. Communication with stakeholders, providers, and clients aids in the determination of direct and indirect care hours
required and the full-time equivalency of each occupation. Finally, collaboration with policy staff ensures the salaried
occupations, wages, and hours required to conform to the program or service design. These expenses also include payroll taxes
and benefits for the employee at arate of 15.9% based on tax information found online.

Following the development of the rate, stakeholder feedback is solicited, and appropriate and necessary changes may be made to
therate. At thistime, services within Colorado HCBS waivers are being transitioned to utilizing the new, documented FFS rate
methodology. Rates for waiver services are reviewed for appropriateness every five years with the waiver renewal. Rates were
last reviewed in 2017.

Utilizing data from the Bureau of Labor Statistics (BLS) and waiver rates from other states, CDASS rates determined Salary
expenses for al required tasks designated by the Department rule §8.510.3.B.2. Payroll taxes and benefits are included in the
service rate to account for federal, state, and local taxes as well as Worker’ s Compensation contributions. Capital, Operating, and
Facility expenses were not included as CDASS Attendants are not required to provide or use specialized equipment and are not
hired or employed by a home health agency; therefore, there are no facility expenses associated with service delivery.

The rates for Adult Day, Home Delivered Meals, Life Skills Training, and Alternative Care Facility Respite were reviewed in the
2017 Medicaid Provider Rate Review Analysis Report, which found that they varied between 36.70% and 184.58% of their
relevant benchmark comparisons. The Department recommended increasing rates for waiver services as identified through the
ongoing rate-setting process, with special attention to services that were identified by stakeholders through the rate review
process and those that have the biggest gaps, or budget neutrality factor, between current rates and appropriate rates devel oped
through the Department’ s rate-setting methodology. Additionally, upon implementation of Peer Mentorship and Home Delivered
Mealsin the waiver, the Department developed a documented rate methodol ogy for Peer Mentorship and Home Delivered

Meals, and the budget neutrality factors were found to be more substantial than expected. The Department is closing the gap or
reducing the budget neutrality factor, for these servicesin the HCBS waivers.

Rates are communicated via Departmental notice in provider bulletins, and tribal notices and are made available on the
Department’ s external website to be accessed by stakeholders and providers at any time.

The State will, upon identification of the need, prospectively implement a differential in the rate structure to account for variance
in minimum wage reguirements and acknowledgment of unique geographical considerationsimpacting access to care. Distinct
rates by locality, county, metropolitan area, or other types of regional boundaries will be implemented as the Department
determines potential access to care considerations. Upon the subsequent waiver amendment or renewal, the Department will
update the corresponding rate and any changes in methodol ogy.

Colorado's HCBS Waivers utilize a Fee-for-Service (FFS) rate methodology for CDASS (Consumer Directed Attendant Support
Services). The CDASS rates have the unit designation(s) and reimbursement equal to the rate multiplied by the number of units
utilized. CDASS rates are published through the Department’ s FFS rate schedules, and the Department’ s provider bulletin, and
are posted on the Department’ s website. The CDASS FFS rate was determined using a previous (historical) rate methodology for
which documentation does not exist. Although documentation islacking, it is believed that the Department utilized wage data
from the Bureau of Labor Statistics, similar service rates or rate methodol ogies, and other information including Medicaid
service rates from other states to set CDASS rates.

The State will be utilizing funding from section 9817 of the American Rescue Act of 2021 for the Home Modification/Home
Accessibility Adaptation budget enhancement of $10,000. The State will use 9817 ARP funds for the minimum wage rate
increases through April of 2023 and then will utilize state general funds approved by legidlation starting in April of 2023.

The State uses a blended rate of the different component services under CDASS: Homemaker, Personal Care, and Health
Maintenance to calculate one overall CDASS rate.

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

® Thewaiver is operated 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):

@ TheMedical Assistance Unit.

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

O Another division/unit within the state M edicaid agency that is separate from the Medical 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).

O Thewaiver isoperated by a separ ate agency of the statethat 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).

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.
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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):

® ves Contracted entities perform waiver operational and administrative functions on behalf of the M edicaid
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.
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The Dept. maintains an Interagency Agreement (IA) with the Dept. of Public Health and Environment (CDPHE).
This agreement allows CDPHE to survey and investigate complaints against the following HCBS providers:
Personal Care, Homemaker, IHSS, Alternative Care Facilities, Adult Day Services, Life Skills Training, Transition
Setup, Peer Mentorship, and Home Delivered Meals. Once the CDPHE survey has been completed, the provider is
referred to the Dept. to obtain Medicaid Certification.

The Dept. contracts annually with 20 Case Mgmt. Agencies serving 20 defined service areas throughout Colorado.
CMASs consist of local/regional non-state public agencies, private agencies, and non-profit agencies. These
governmental subdivisions are made up of County Depts. of Human and Social Services, County Depts. of Public
Health, County Area Agencies on Aging or County, and District Nursing Services.

CMA s are contracted with the Dept. to provide case management services for HCBS participants including disability
and delay determination, level of care screen, needs assessment, and critical incident reporting. CMAs also provide
Targeted Case Management including case management, service planning, referral care coordination, utilization
review, the prior authorization of waiver services, and service monitoring, reporting, and follow up services through
aMedicaid Provider Participation Agreement. All CMAs are selected through a competitive bid process.

The Dept. contracts with a Fiscal Agent to maintain the Medicaid Management Information System (MMIS),
process claims, assist in the provider enrollment/application process, prior authorization data entry, maintain acall
center, respond to provider questions and complaints, maintain the Electronic Visit Verification (EVV) System, and
produce reports.

The Dept. contracts with a Quality Improvement Organization (QIO) to consolidate long-term care utilization mgmt.
functions for waiver programs and Medicaid clients. For the Over Cost Containment (OCC) process the QIO
reviews for duplication, medical orders, limits prescribed in rule and waiver, assessments outlining needs, and
service plansto ensure all items are appropriate for the client. The QIO also manages appeals that arise from an
OCC review denial.

The Department contracts with a QIO to conduct reviews of skilled health maintenance activities (HMA) in
participant-directed servicesfor:

- duplication of state plan benefits,

- medical orders,

- limits prescribed in rule and waiver,

- assessments outlining needs, and

- service plans to ensure all items are appropriate for the client.
The QIO also testifies, when necessary, at appeals that arise from an HMA review denial.

The QIO isresponsible for mgmt. of the Critical Incident Reports (CIR) for the HCBS-CMHS waiver. The QIO is
responsible for assessing the appropriateness of both provider and CMA response to critical incidents, for gathering,
aggregating, and analyzing CIR data, and ensuring that appropriate follow-up for each incident is compl eted.

The QIO supports the Dept. in the analysis of CIR data, understanding the root cause of identified issues, and
providing recommendations to changes in CIR and other waiver mgmt. protocols aimed at reducing/preventing the
occurrence of future critical incidents.

The Dept. contracts with Fiscal Management Services (FMS) vendors that serve as the financial intermediaries for
the Colorado Consumer-Directed Support Services (CDASS) program. In addition, the Dept. contracts with one
training and operations vendor that trains participant-directed members, authorized representatives, IHSS provider
agencies, and case management agencies. The FM S provides administrative and financial servicesto CDASS
members and/or Authorized Representatives to complete employment-related functions for CDASS attendants and
to record, monitor, and report on CDASS member allocations and utilization. The FM S vendor collects and
processes attendant timesheets, conducts payroll functions, completes attendant enrollment with required
background checks, and services customer complaints and questions. The FM S fulfills requirements to comply with
Electronic Visit Verification (EVV) regulations, implement Americans with Disabilities Act accommodations and
produce reports demonstrating contractual performance standards. Additionally, the FMS is required to implement
necessary systems and services to fully administer newly mandated local, state, and federal laws impacting CDASS.
The vendor provides technical assistance, records management, and payment processing for Colorado state
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employee Sick Time (SB 20-205) and Family and Medical Leave (Proposition 118). This modd allows the client the
most choice in directing and managing their services as they are the sole employer of the attendant.
Please refer to Appendix E for additional detail on the FM S responsihilities.

Additional information islocated in Main B. Optional.

O 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):

O 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 complete items A-5 and A-6:

The Department contracts with non-state public agencies to act as Case Management Agencies throughout the
state of Colorado to perform HCBS waiver operational and administrative services, case management,
utilization review, and prior authorization of waiver services for CMHS waiver recipients.

L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at thelocal or regional level. Thereis a 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
responsibilities and performance requirements of the local/regional 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).

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

The Department contracts with non-governmental, non-state private, non-profit agenciesto act as Case
Management Agencies throughout the state of Colorado to perform HCBS waiver operational and
administrative services, case management, utilization review, and prior authorization of waiver services for
CMHS waiver recipients. These agencies are selected through a competitive bid process.

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, Office of Community Living, Benefits and Services Management
Division.

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/regional 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
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non-state entities is assessed:
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The Department provides on-going oversight of the Interagency Agreement with the Colorado Department of Public
Health and Environment (CDPHE) through regular meetings and reports. |ssues 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 Interagency Agreement contract between the Department and CDPHE requires that all complaints be
investigated and reported to the Department. Should the investigation result in a DPHE recommendation to decertify a
provider agency, the Department terminates the provider agency and coordinates with the CMA to ensure the continuity
of care and transition of clientsto other provider agencies. 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 the waiver application.

The Department oversees the Case Management Agency (CMA) system. As a part of the overall administrative and
programmatic evaluation, the Department conducts annual monitoring for each CMA. The Department reviews
compliance with regulations at 10 C.C.R. 2505-10 Sections 8.390 and 8.485.

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. 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. In
addition, the contract with the CMAs allows the Dept. to withhold funding and terminate a contract due to
noncompliance. If a compliance 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 programmatic evaluation consists of a desk audit in conjunction with the state's case management IT system to audit
client files and assure that all components of the CMA contract have been performed according to necessary waiver
reguirements. The state's case management I T system is an electronic record used by each CMA to maintain client-
specific data. Dataincludes client referrals, screening, level of care dligibility screen (LOC Screen), Person-Centered
Support Plan, case notes, evaluation and reeval uation documentation, and all other case management activities.
Additionally, the state's case management IT system is used to track and evaluate timelines for eval uations, reeval uations,
and a natice 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 sampleis 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

organi zation.

The contract for the Financial Management Services (FMS) vendors was established through a competitive bid process. It
is monitored by the Department on an ongoing basis through monthly and quarterly reporting, monthly meetings, and ad
hoc audits as needed. The Department has an established Participant Directed Programs Policy Collaborative (PDPPC)
that meets at least on a quarterly basis. The committee is comprised of clients, family members, Department staff, FMS
staff, advocates, and other community stakeholders. The committee discusses a variety of issues that impact participant-
directed services. Issues that require quick action are resolved through the use of workgroups comprised of volunteers
from the committee. In addition, Department staff have monthly and ad hoc meetings with FM S contractors to resolve
issues and maintain open and on-going communication. Additional information about CDASS operationsis provided in
Appendix E of the waiver application.

The Department has on-going oversight of the IA with DOH through regular meetings and reports. The Department
requires DOH to provide detailed monthly and annual reports on issues that arise in the operation of the benefit, how
funding is utilized under the benefit, and client and provider grievances. DOH will aso report to the Department on
provider recruitment and enrollment, home modification inspections, issues arising regarding local building code
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standards, and integration with the Single-Family Owner-Occupied (SFOQO) program administered by DOH. The
Department and DOH have created standards specific to the home modification benefit, as well as standardized forms for
use during the home modification process. The Department has established a Home Modification Stakeholder Workgroup
that meets periodically to provide input on the creation of these standards. DOH will inspect home modifications for
adherence to local building codes, adherence to the standards created for the home modification benefit, compliance with
communication regquirements between the provider and client, and quality of work performed by providers. DOH reports
regularly to the Department with the results of these inspections. The Department retains oversight and authority over
providers who are found to be out of compliance with the home modification benefit standards.

The Department has oversight of the Fiscal Agent, QIO, and Transportation ASO 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 abreach 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 to 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, which the RAC isrequired to incorporate in its process.

The Department evaluates, calculates, and approves administrative payments when the RAC invoices the Department
work claims reviews completed. The Department reviews each claim associated with the invoice and determinesiif the
Contractor met the administrative payment criteriafor each claim. The Department only approves administrative
payments for claims that meet the administrative payment criteria.

Reporting of assessment results follows the Program Integrity Contract Oversight Section clearance process, depending
on the nature of the results and to what audience the results are being released to. All assessments are reviewed by the
RAC Manager, the Audit Contract Management and Oversight Unit Supervisor, and the Program Integrity and Contract
Oversight Section Manager. Clearance for certain reporting, including legisative requests for information, can also
include the Compliance Division Director, the Medicaid Operations Office Director, and other areas of the Department.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that

applies):
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In accordance with 42 CFR 8431.10, when the Medicaid agency does not directly conduct a function, it supervisesthe
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policiesrelated to the

function.
Function Medicaid Contrgcted L ocal Nqn-State
Agency Entity Entity

Participant waiver enrollment
Waiver enrollment managed against approved limits

Waiver expenditures managed against approved levels
Level of careevaluation
Review of Participant service plans
Prior authorization of waiver services
Utilization management
Qualified provider enrollment
Execution of Medicaid provider agreements L]
Establishment of a statewide rate methodology L] L]
\I,Qv:ilcﬁ,erppcilggi,n?rocedures and information development governing the ] ]
Quality assurance and quality improvement activities L]

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid
Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:
= Uniformity of development/execution of provider agreements throughout all geographic areas covered by
the waiver
= Equitable distribution of waiver openingsin all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

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 statistically/deductively or inductively, how themes are identified or conclusions

drawn, and how recommendations are formulated, where appropriate.
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Performance Measure;

A.2#and % of reports submitted by CDPHE asrequired in the I nteragency Agreement
(IA) that arereviewed by Dept showing cert surveys are conducted ensuring providers meet
Dept standards N: # of reports submitted by CDPHE per 1A that arereviewed by Dept
showing cert surveys ar e conducted ensuring providers meet Dept standards D: Total # of
reportsrequired to be submitted by DPHE asrequired

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Reportsto State Medicaid Agency/Interagency Agreement with CDPHE

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State Medicaid L weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually L stratified
Specify: Describe Group:
CDPHE
[] Continuously and [] Other
Ongoing Specify:
[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [ Weekly
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Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[] Other
Specify:

Performance Measure;

A.3 Number and percent of deliverables submitted to the Department by the Quality
Improvement Organization (Ql O) demonstrating performance of delegated functions N: #
of deliverables submitted to the Department by the Q1O demonstrating perfor mance of
delegated functions per the contract D: Total # of QIO deliverables mandated by the
contract

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/generation(check | collection/generation(check | each that applies):
each that applies): each that applies):
State M edicaid LI weexly 100% Review
Agency
[J operating Agency LI Monthly [ L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually [] Stratified
Specify: Describe Group:
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QIO
[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance Measure:

A.6 Number and Percent of Fiscal I ntermediary service level agreementsreviewed by the
Dept demonstrating financial monitoring of the CMHSwaiver N: # of Fiscal I ntermediary
service level agreementsreviewed by the Dept demonstrating financial monitoring of the
CMHSwaiver D: Total # of service level agreementsrequired from thefiscal intermediary

as specified in their contract.

Data Sour ce (Select one):

Reportsto State M edicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:
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Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data Sampling Approach(check
collection/gener ation(check | each that applies):
each that applies):

Fiscal Intermediary

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually [ Stratified
Specify: Describe Group:

[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
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Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

[] Continuously and Ongoing

[] Other
Specify:

Performance Measure;

A.10#and % of datareports submitted by the FM S vendor as specified in the contract
reviewed by the Dept showing CDASS services are paid in accordance with regs N: # of
data reports submitted by FM S vendor s as specified in contract reviewed by Dept showing
CDASS servicesare paid in accordance with regs D: Total data reportsrequired to be
submitted by FM S vendor s as specified in the contract

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other’ is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity Quarterly [] Representative
Sample
Confidence
Interval =
Other [ Annually [ Stratified
Specify: Describe Group:
FMS Vendors
[] Continuously and [] Other
Ongoing Specify:
[] Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
[ Sub-State Entity [] Quarterly
] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

Performance M easure:

A.11 Number and percent of participant trainings completed by the CDASS Training
Vendor within thetimeframe designated by the Department. N: Number of trainings
completed by the CDASS Training vendor with thetimeframe designated by the
Department D: Total number of trainingsrequired to be completed within the timeframe
designated by the Department

Data Sour ce (Select one):

Reportsto State M edicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check

collection/gener ation(check | collection/generation(check | each that applies):

each that applies): each that applies):

State Medicaid [T weekly 100% Review

Agency

[] Operating Agency [] Monthly [] Lessthan 100%
Review

[] Sub-State Entity [] Quarterly [] Representative
Sample

Confidence
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Training Vendor

Interval =
Other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[] Other
Specify:
Performance Measure:

A.13#and % of payments paid to legally responsible per sons and family member s by the
FM Sthat do not exceed 40 hours of work per week reviewed by the Dept N: # of payments
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hours of work per week reviewed by the Dept D: Total # of payments paid to legally
responsible per sons and family membersby the FM S

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State Medicaid L weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%

Review

[ Sub-State Entity

Quarterly

[ Representative

Sample
Confidence
Interval =
Other Annually L stratified
Specify: Describe Group:
FMS Vendor

[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [] Quarterly
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Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

Performance Measure;

A.14#and % of deliverables submitted by the Recovery Audit Contractor (RAC) vendor
that arereviewed by the Department demonstrating perfor mance of delegated functions. N:
# of deliver ables submitted by the RAC vendor that arereviewed by the Department
demonstrating performance of delegated functions D: Total # of deliverablesfor RAC
reviews mandated by the Contract.

Data Sour ce (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/gener ation(check | each that applies):
each that applies): each that applies):
State Medicaid LI weekly 100% Review
Agency
[] Operating Agency Monthly [] L essthan 100%
Review
[] Sub-State Entity Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually ] Stratified
Specify: Describe Group:
RAC Vendor
[] Continuously and [] Other
Ongoing Specify:
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[l Other

Specify:

Data Aggregation and Analysis:

Page 35 of 291

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance M easure:

A.15#and % of datareportssubmitted by DOLA-DOH as specified in the I nteragency
Agreement (1A) that ensure Home Mods meet Dept. reg. requirements N: # of datareports
submitted by DOLA-DOH that arereviewed by the Department as specified in the A
ensuring Home M ods meet Dept. reg. requirements D: # of datareportsrequired to be
submitted by DOL A-DOH as specified in the | A.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Reportsto state Medicaid Agency/I nteragency Agreement with DOLA-DOH

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/generation(check | each that applies):
each that applies): each that applies):

State Medicaid [T weekly 100% Review
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Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
] Sub-State Entity ] Quarterly ] Representative
Sample
Confidence
Interval =
Other Annually [ stratified
Specify: Describe Group:
DOLA-DOH

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

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 Agency [] Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

Per formance M easur e

A.16 Number and percent of quality inspections performed by DOLA-DOH during the
performance review period N: Number of quality inspections completed for Home

M odifications during the performance period D: Total number of inspectionsfor Home
Modification required to be completed during the performance period

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated

If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually L stratified
Specify: Describe Group:
DOLA-DOH

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Page 37 of 291

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023)

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [] Quarterly
[] Other
Specify:
Annually
[] Continuously and Ongoing
[] Other
Specify:
Performance Measure;

A.18#and % of datareports submitted by the Transportation ASO that arereviewed by
the Dept demonstrating services mest Dept regulation requirements N: # of datareports

submitted by the Transportation ASO that arereviewed by the Dept demonstrating

services meet Dept regulation requirements D: # of data reportsrequired to be submitted

by the Transportation ASO as specified in the contract

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated

If 'Other’ is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State Medicaid LI weekly 100% Review
Agency
[] Operating Agency Monthly [] Lessthan 100%

Review

[ Sub-State Entity

Quarterly

[ Repr esentative

Sample
Confidence
Interval =
Other Annually L stratified
Specify: Describe Group:
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Transportation ASO
Contractor
[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance Measure:

A.20 Number and percent of deliverables submitted by the CM Asreviewed by the Dept.

demonstrating performance of contractual requirements. N: Number of deliverables

submitted by the CMAsreviewed by the Dept. demonstrating per formance of contractual

requirements D: Total number of CMA deliver ables mandated by the contract

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

Responsible Party for data | Frequency of data

Sampling Approach(check
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collection/gener ation(check
each that applies):

collection/gener ation(check
each that applies):

each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ Stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

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 Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing
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Frequency of data aggregation and
analysis(check each that applies):

Responsible Party for data aggregation
and analysis (check each that applies):

[] Other
Specify:

Performance Measure;

A.26 # & % of background check requirements completed by the FM S vendor for newly
enrolled CDASS attendants audited by the Dept who meet the requirementsin the
approved waiver N:# of bkgrnd chk requirements completed by the FM Sfor new CDASS
attendants audited by the Dept who meet therequirementsin the apvd wvr D:Total # of

bkgrnd chk requirements completed by the FM Sfor new CDASS attendants

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State Medicaid [ weekly [ 100% Review
Agency
[J operating Agency Monthly L essthan 100%

Review

[] Sub-State Entity

Quarterly

Representative
Sample
Confidence
Interval =

95% confidence
level with +/-5%
margin of error

Other
Specify:

FMS Vendor

[ Annually

[ stratified
Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:
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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 Agency [] Weekly
[ Operating Agency [] Monthly
[ Sub-State Entity [] Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the

State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
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The Dept. maintains oversight of waiver contracts/interagency agreements through tracking contract deliverables
on amonthly, quarterly, semi-annually, and yearly basis depending on requirements of the contract deliverable.
The Dept. reviews al required reports, documentation and communications to ensure compliance with all
contractual, regulatory, and statutory requirements.

A2

The DPHE |A is to manage aspects of provider qualifications, surveys and complaints/critical incidents. The |A
reguires monthly/annual reports detailing: number and types of agencies surveyed, the number of agencies with
deficiencies, types of deficiencies cited, date deficiencies were corrected, number of complaints received,
investigated, and substantiated. Oversight is through monthly meetings and reports. |ssues that impact the
agreement, problems discovered at specific agencies or widespread issues and solutions are discussed.

A3

QIO contractor oversight is through contractual requirements and deliverables. Dept. reviews monthly, quarterly,
and annual reports to ensure the QIO is performing delegated duties. The Dept.'s Operations Division ensures that
deliverables are provided timely and as specified in the contract. Subject Matter Experts review deliverables for
accuracy.

A.6

The fiscal agent is required to submit weekly reports regarding performance standards as established in the
contract. The reports include summary data on timely and accurate coding, claims submission, claims
reimbursement, time frames for completion of data entry, processing claims PARs. The Dept. monitors the fiscal
agent’ s compliance with Service Level Agreements through reports submitted by the fiscal agent on customer
service activities included provider enrollment, provider publication, and provider training. The Dept. requests ad
hoc reports as needed to monitor any additional issues or concerns.

A.10,A.13, A.26
To assure oversight of FM S entities, the contractual deliverables are overseen by an administrator at the Dept. and
performance is assessed quarterly. An on-site review is conducted at least annually.

A.10

FMSisrequired to monitor the client’s and/or authorized representative’ s submittal of required timesheet
information to determine that it is complete, accurate and timely; work with the case manager to address client
performance problems; provide monthly reportsto the client and/or authorized representative for the purpose of
financial reconciliation; and monitoring the expenditure of the annual allocation. Monitoring consists of an
internal evaluation of FM S procedures, review of reports, review of complaint logs, re-examination of program
data, on-site review, formal audit examinations, and/or any other reasonabl e procedures.

All

The CDASS Training Vendor provides training to assure that case managers, clients and/or authorized
representatives understand the philosophy and responsibilities of participant directed care. At minimum, this
training includes: an overview of the program, client and/or authorized representative rights and responsibilities,
planning and organizing attendant services, managing personnel issues, communication skills, recognizing and
recruiting quality attendant support, managing health, allocation budgeting, accessing resources, safety and
prevention strategies, managing emergencies, and working with the FMS.

A.13
The Dept. reviews FM S vendor reports to ensure that payments made to legally responsible persons and family
members that do not exceed 40 hours or work per week.

A.l4

The RAC vendor is contractually required to develop aquality control plan and process to ensure that
retrospective reviews are conducted accurately and in accordance with the scope of work. The Dept. may conduct
performance reviews or evaluations of the vendor. Performance standards within the contract are directly tied to
contractor pay based on the quality of the vendor’s performance.
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A.15,A.16

The Dept. maintains oversight of the DOH A through regular meetings and reports specified in the |A. The Dept.
reviews required detailed monthly and annual reports submitted by DOH on issues that arise in the operation of
the benefit, how funding is utilized under the benefit, and client and provider grievances.

A.16

The Dept. reviews DOH reports regarding results of home modification inspections that ensure adherence to local
building codes and standards created for the home modification benefit; compliance with communication
reguirements between the provider and client; and, quality of work performed by providers.

A.18

The Dept. contracts with an ASO to act as the Transportation Broker. The ASO is responsible for coordination
with the RTD, verifying eligibility, processing the RTD specia discount card, dissemination of transit fares, and
production of reports that demonstrate services meet Dept. regulation requirements.

A.20

Monitoring of CMAs is completed through tracking administrative contract deliverables. Regular reporting is
required to assure appropriate compliance with Dept. policies, procedures and contractual obligations. The Dept.
audits CMAs for administrative functions including qualifications of individuals performing assessments and
service planning; process regarding evaluation of need, service planning, participant monitoring, case reviews,
complaint procedures, provision of participant choice, waiver expenditures, etc.

A.26

The FM S reviews 100% of CDASS attendants eligible for hire assuring they meet the waiver requirements. The
FMS reports this data to the Department through monthly and quarterly reports. The Department utilizes the
monthly and quarterly reports to conduct a full audit of enrollment procedures and documentation of cases,
chosen at random, to ensure the FMS is completing the mandatory CBI criminal history and Board of Nursing
checks and following approved FM S enrollment policies and procedures.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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A.2,A3,A6,A.10,A.11, A13 A.14,A.15 A.16,A.18, A.20,A.26
Delegated responsibilities of contracted agencies/vendors are monitored, corrected and remediated by the Dept.’s
Office of Community Living (OCL).

During routine annual evaluation or by notice of an occurrence, the Dept. works with sister agencies and/or
contracted agencies to provide technical assistance, or some other appropriate resolution based on the identified
situation.

If remediation does not occur timely or appropriately, the Dept. issues a“Notice to Cure” the deficiency to the
contracted agency. This requires the agency to take specific action within a designated timeframe to achieve
compliance.

A.20

If problems are identified during a CMA audit, the Dept. communicates findings directly with the CMA
administrator, and documents findingsin the CMA’s annual report of audit findings, and if needed, requires
corrective action.

The Dept. conducts follow-up monitoring to assure corrective action implementation and ongoing compliance. In
addition, the contract with CMAs allows theDept. to withhold funding and terminate a contract due to
noncompliance.

If acompliance issue extends to multiple CMAs, the Dept. provides clarification through formal Policy Memos,
formal training, or both. Technical assistanceis provided to CMAs via phone and e-mail.

If issues arise at any other time, the Dept. works with the responsibl e parties (case manager, case management
supervisor, CMA Administrator) to ensure appropriate remediation occurs.

A.l4
If adeficiency isidentified, the Dept. will issue a corrective action plan request to the vendor, in which the vendor
must create a plan that addresses the deficiency and return to contractual compliance.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

Other
Specify:

c. Timelines
When the State 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 non-
operational.
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Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing

identified strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility

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

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |No Maximum Age
Limit Limit
[l Aged or Disabled, or Both - General
L] IAged L]
] Disabled (Physical)
[] Disabled (Other)
[l Aged or Disabled, or Both - Specific Recognized Subgroups
] Brain Injury I_l |_| L]
[] HIV/AIDS D D []
] M edically Fragile D D []
] T echnology Dependent I_I I_I L]
[ Intellectual Disability or Developmental Disability, or Both
|:| IAutism D
] Developmental Disability ]
] Intellectual Disability ]
Mental |lIness
Mental Iliness 18
L] Serious Emotional Disturbance H

b. Additional Criteria. The state further specifiesits target group(s) as follows:

Thiswaiver is available to individuals experiencing a severe and persistent mental health need who require long-term
supports at alevel typically provided in anursing facility.

A person experiencing a severe and persistent mental health need is defined as someone who is 18 years of age or older,
currently or at any time during the past year leading up to assessment has a diagnosed mental, behavioral, or emotional
disorder of sufficient duration to meet diagnostic criteria specified within the current version of the Diagnostic and
Statistical Manual of Mental Disorders.

c¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to
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individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of
participants affected by the age limit (select one):
® Not applicable. Thereisno maximum age limit

O Thefollowing transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Foecify:

Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a state
may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

O No Cost Limit. The state does not apply an individua cost limit. Do not complete Item B-2-b or item B-2-c.

O Cost Limit in Excess of Institutional Costs. The state refuses entrance to the waiver to any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to

that individual would exceed the cost of alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

The limit specified by the stateis (select one)

O A level higher than 100% of theinstitutional aver age.

Specify the percentage:lzl

O Other

Specify:

® |ngtitutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eigible individual when the state reasonably expects that the cost of the home and community-based services
furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c.

O Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that

individual would exceed the following amount specified by the state that is less than the cost of alevel of care
specified for the waiver.

Foecify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver
participants. Complete Items B-2-b and B-2-c.
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The cost limit specified by the stateis (select one):
©) Thefollowing dollar amount:

Specify dollar amount:IIl

Thedollar amount (select one)

O Isadjusted each year that the waiver isin effect by applying the following for mula:

Specify the formula:

O May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.
o Thefollowing percentage that islessthan 100% of the institutional average:

Specify percer1t:|:|

O Other:

Specify:

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare

can be assured within the cost limit:

Prior to entrance into the waiver, the client and case manager meet to develop a Person-Centered Support Plan (PCSP). If
the case manager identifies that a client's needs are more extensive than the services offered in the waiver can support, the
case manager informs the client that his/her health and safety cannot be assured in the community and provides the client
with appeal rights. Please see Appendix F-I for more information on the client's appeal rights.

c. Participant Safeguards. When the state specifies an individual cost limit in Item B-2-aand thereis a change in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of servicesin an amount
that exceeds the cost limit in order to assure the participant's health and welfare, the state has established the following

safeguards to avoid an adverse impact on the participant (check each that applies):
[] The participant isreferred to another waiver that can accommaodate the individual's needs.

Additional servicesin excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:
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Upon a change in the client's condition, the case manager assesses the client to determine if the client's health and
welfare can be assured in the community. If the case manager determines the client's health and welfare can be
assured, the case manager is authorized by the Department to approve home health or health maintenance activities

and HCBS waiver services up to the cost of the home health daily limit.

Should the combined costs for waiver services and/or long-term home health exceed the cost of the home health
daily limit, the Department will review the request to determine if it is appropriate and justifiable based on the
client's condition. While the Department is reviewing the request, the client's existing services remain intact until the
request for additional servicesis approved or denied. In the event that the request is denied, the client is provided
with appeal rights as well as being offered additional options of having their needs met including, but not limited to,

nursing facility placement.

[ Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CM S to modify the
number of participants specified for any year(s), including when a modification is hecessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistable is basis for the cost-

neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Year 1 4049
Year 2 4059
Year 3 4069
Year 4 4079
Year 5 4089

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of
participants specified in Item B-3-a, the state may limit to alesser number the number of participants who will be served at
any point in time during awaiver year. |ndicate whether the state limits the number of participantsin thisway: (select one)

® The gtate does not limit the number of participantsthat it servesat any point in time during a waiver

year.

O The gtate limitsthe number of participantsthat it servesat any point in time during a waiver year.

The limit that appliesto each year of the waiver period is specified in the following table:

Table: B-3-b

Waiver Year

Maximum Number of Participants Served
At Any Point During the Year

Year 1
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Waiver Year Maximum Number of Participants Served
At Any Point During the Year
Y ear 2
Year 3
Year 4
Year 5

Appendix B: Participant Accessand Eligibility
B-3: Number of Individuals Served (2 of 4)

. Reserved Waiver Capacity. The state may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver servicesto individuals
experiencing acrisis) subject to CMS review and approval. The State (select one):

® Not applicable. The state does not reserve capacity.

O The state reserves capacity for the following pur pose(s).

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within awaiver year, the state may make the number of participants who are served
subject to a phase-in or phase-out schedule (select one):

® Thewaiver isnot subject to a phase-in or a phase-out schedule.

O Thewaiver issubject to a phase-in or phase-out schedulethat isincluded in Attachment #1 to Appendix
B-3. This schedule constitutes an intra-year limitation on the number of participantswho are served in
the waiver.

e. Allocation of Waiver Capacity.

Slect one:

® Waiver capacity is allocated/managed on a statewide basis.
O waiver capacity is allocated to local/regional non-state entities.
Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity

and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

f. Selection of Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:

Individuals are enrolled based upon the date of the case manager's verification of Medicaid eligibility and certification
that the individual meets the functional, level of care, and additional program criteria specified in this application.

Appendix B: Participant Accessand Eligibility
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B-3: Number of Individuals Served - Attachment #1 (4 of 4)
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Answers provided in Appendix B-3-d indicate that you do not need to complete this section.

Appendix B: Participant Accessand Eligibility

B-4: Eligibility Groups Served in the Waiver

1. State Classification. The stateis a (select one):
® 51634 State
O sgl Criteria State
O 209(b) State

2. Miller Trust State.
Indicate whether the state isa Miller Trust State (select one):
O No

©Yes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under

the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
8435.217)

[ L ow income familieswith children as provided in 81931 of the Act

SSI recipients

[] Aged, blind or disabled in 209(b) stateswho are éigible under 42 CFR 8§435.121
Optional state supplement recipients

[] Optional categorically needy aged and/or disabled individuals who haveincome at:

Select one:

O 100% of the Federal poverty level (FPL)
O 9 of FPL, which islower than 100% of FPL.

Specify percer1tage:|:|

Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
81902(a)(10)(A)(ii)(XI11)) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!I1A Basic Coverage Group asprovided in
81902(a)(10)(A)(ii))(XV) of the Act)

[ Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii)(XVI) of the Act)

Di individuals age 18 or younger who would require an institutional level of care (TEFRA 1 igibility
[ isabled individual 8 h Id [ institutional level of ( 34 digibili
group as provided in §1902(e)(3) of the Act)

[ Medically needy in 209(b) States (42 CFR §435.330)
[] Medically needy in 1634 Statesand SSI Criteria States (42 CFR 8435.320, §435.322 and §435.324)

[] Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin the state
plan that may receive services under thiswaiver)

Specify:
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Special home and community-based waiver group under 42 CFR 8435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 isincluded, Appendix B-5 must be completed

O No. The state does not furnish waiver servicesto individualsin the special home and community-based waiver
group under 42 CFR 8435.217. Appendix B-5 is not submitted.

® ves The state furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8§435.217.

Select one and complete Appendix B-5.

O All individualsin the special home and community-based waiver group under 42 CFR §435.217

® Only thefollowing groups of individualsin the special home and community-based waiver group under 42
CFR 8435.217

Check each that applies:

A special income level equal to:

Sdect one:

® 300% of the SSI Federal Benefit Rate (FBR)
O A per centage of FBR, which islower than 300% (42 CFR 8435.236)

Specify percentage: I:I

O A dollar amount which islower than 300%.

Specify dollar amount: I:I

[] Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR §435.121)

[] Medically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR 8435.320, §435.322 and §435.324)

[] Medically needy without spend down in 209(b) States (42 CFR 8435.330)
[ Aged and disabled individuals who have income at:

Sdlect one:

O 100% of FPL
O o4 of FPL, which islower than 100%.

Specify percentage amount:lZl

[] Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin
the state plan that may receive services under thiswaiver)

Specify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)
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In accordance with 42 CFR §441.303(€), Appendix B-5 must be completed when the state furnishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR §435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR 8435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR §435.217 group effective at any point during this time period.

Spousal impoverishment rulesunder §1924 of the Act are used to deter mine the digibility of individualswith a
community spouse for the special home and community-based waiver group. In the case of a participant with a
community spouse, the state uses spousal post-eligibility rulesunder 81924 of the Act.

Complete Items B-5-€ (if the selection for B-4-a-i is S3 State or §1634) or B-5-f (if the selection for B-4-a-i is 209b
Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date as required by law).
Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date as required by law) (select one).

® Spousal impoverishment rulesunder §1924 of the Act are used to deter minethe digibility of individualswith a
community spouse for the special home and community-based waiver group.

In the case of a participant with acommunity spouse, the state elects to (select one):

® Use spousal post-eligibility rules under §1924 of the Act.
(Complete Item B-5-b (SS Sate) and Item B-5-d)

O use regular post-eligibility rules under 42 CFR 8435.726 (SSI State) or under 8435.735 (209b State)
(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

O Spousal impoverishment rulesunder §1924 of the Act are not used to deter mine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state usesregular post-
digibility rulesfor individuals with a community spouse.

(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of | ncome (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
b. Regular Post-Eligibility Treatment of Income: SSI State.

The state uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse who
is not acommunity spouse as specified in 81924 of the Act. Payment for home and community-based waiver servicesis
reduced by the amount remaining after deducting the following allowances and expenses from the waiver participant's
income:

i. Allowance for the needs of the waiver participant (select one):

O Thefollowing standard included under the state plan

Select one:
O ssi standard
o Optional state supplement standard

©) Medically needy income standard
o The special incomelevel for institutionalized persons

(select one):
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O 300% of the SSI Federal Benefit Rate (FBR)
O A per centage of the FBR, which islessthan 300%

Specify the percentage:lZl

O A dollar amount which is lessthan 300%.

Specify dollar amount:IIl

Oa per centage of the Federal poverty level

Specify percer1tage:|:|

O Other standard included under the state Plan

Soecify:

O Thefollowing dollar amount

Specify dollar amount:III If this amount changes, thisitem will be revised.
® Thefollowing formulais used to determine the needs allowance:

Specify:

Page 54 of 291

For recipients who reside in an Alternative Care Facility, the Old Age Pension standard shall be used. For
recipients who are not in an Alternative Care Facility, the allowance amount shall equal the 300%.

O other

Soecify:

ii. Allowance for the spouse only (select one):

® Not Applicable

O Thegate provides an allowance for a spouse who does not meet the definition of a community spousein

§1924 of the Act. Describe the circumstances under which this allowanceis provided:

Specify:

Specify the amount of the allowance (select one):

O sg standard

o Optional state supplement standard
©) Medically needy income standard
o Thefollowing dollar amount:

Specify dollar amount:
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I:l If this amount changes, thisitem will be revised.

O The amount is determined using the following formula:

Specify:

iii. Allowance for the family (select one):

O Not Applicable (seeinstructions)
® AFDC need standard

o M edically needy income standard
O Thefollowing dollar amount:

Specify dollar amount:III The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine eligibility under the state's approved AFDC plan or the medically
needy income standard established under 42 CFR 8§435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

O The amount is determined usi ng the following formula:

Specify:

O Other

Specify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 8CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

® The state does not establish reasonable limits,
O The state establishesthe following reasonable limits

Specify:

Appendix B: Participant Access and Eligibility
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Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

c. Regular Post-Eligibility Treatment of Income: 209(B) State.
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Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section

isnot visible.

Appendix B: Participant Access and Eligibility

B-5: Post-Eligibility Treatment of Income (4 of 7)

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

d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care if it determines
the individual's eligibility under 81924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), acommunity spouse's allowance and afamily allowance as specified in the state
Medicaid Plan. The state must aso protect amounts for incurred expenses for medical or remedial care (as specified

below).
i. Allowance for the personal needs of the waiver participant

(select one):

O ssl standard

O Optional state supplement standard

o M edically needy income standard

O The special income level for institutionalized persons
O A per centage of the Federal poverty level

Specify percentage:|:|

O Thefollowing dollar amount:

Specify dollar amount:|:| If this amount changes, this item will be revised

® Thefollowing formulais used to deter mine the needs allowance:

Foecify formula:

For recipients who reside in an Alternative Care facility, the Old Age Pension standard shall be used. For
recipients who are not in an Alternative Care Facility, the allowance amount shall equal the 300% standard.

O other

Specify:

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR 8435.726 or 42 CFR §435.735,
explain why thisamount isreasonable to meet theindividual's maintenance needsin the community.

Select one:
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@ Allowanceisthe same
O Allowanceisdifferent.

Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR 8§435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one;

O Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

® The state does not establish reasonable limits,
O The gtate uses the same reasonable limits as ar e used for regular (non-spousal) post-eligibility.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of | ncome (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selectionsin B-5-b also apply to B-5-e.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of |ncome (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of |ncome (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - 2014 thr ough 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care. There is
deducted from the participant's monthly income a personal needs allowance (as specified below), acommunity spouse's
allowance and afamily allowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.
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Appendix B: Participant Accessand Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR 8441.302(c), the state 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 servicesin the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for servicesis less than monthly, the participant requires
regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to

need waiver services is:

ii. Frequency of services. The state requires (select one):
® The provision of waiver services at least monthly
o Monthly monitoring of the individual when services are furnished on alessthan monthly basis

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

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

O Directly by the Medicaid agency
O By the operating agency specified in Appendix A

® By a gover nment agency under contract with the Medicaid agency.

Foecify the entity:

Case Management Agencies (CMAS)

O other
Foecify:

c¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:
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The minimum qualifications for HCBS Case Managers that conduct the person-centered service planiis:
1. A bachelor’s degree; or
2. Five (5) years of experiencein the field of LTSS, which includes Developmental Disabilities; or
3. Some combination of education and rel evant experience appropriate to the requirements of the position.
4. Relevant experience is defined as:

a. Experience in one of the following areas. long-term care services and supports, gerontology, physical
rehabilitation, disability services, children with special health care needs, behavioral science, special education, public
health or non-profit administration, or health/medical services, including working directly with persons with physical,
intellectual or developmental disabilities, mental illness, or other vulnerable populations as appropriate to the position
being filled; and

b. Completed coursework and/or experience related to the type of administrative duties performed by case
managers may qualify for up to two (2) years of required relevant experience.

Safeguards to assure the health and welfare of waiver participants, including response to critical
events or incidents, remain unchanged.

Agency supervisor educational experience:
The agency's supervisor(s) shall meet minimum standards for education and/or experience and shall be able to
demonstrate competency in pertinent case management knowledge and skills.

d. Level of CareCriteria. Fully specify the level of care criteriathat are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve asthe basis of the state's level of care instrument/tool. Specify
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteriaand
the level of care instrument/tool are available to CM S upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.

The case manager completes the Level of Care Eligibility Determination Screen (LOC Screen) utilizing the state-
prescribed LOC Screen instrument to determine an individual's need for an institutional level of care. The LOC Screen
measures six defined Activities of Daily Living (ADL) and the need for supervision for behavioral or cognitive
dysfunction. ADLs include bathing, dressing, toileting, mobility, transferring, and eating. For initial evaluations, the
Professional Medical Information Page (PMIP) is also required to be completed by atreating medical professional who
verifies theindividual’s need for institutional level of care.
e. Level of Carelnstrument(s). Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):
® Thesameinstrument isused in determining the level of carefor thewaiver and for institutional care under the
state Plan.

O A different instrument is used to determine the level of care for the waiver than for ingtitutional care under the
state plan.

Describe how and why thisinstrument differs from the form used to evaluate institutional level of care and explain
how the outcome of the determination isreliable, valid, and fully comparable.

f. Processfor Level of Care Evaluation/Reevaluation: 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:
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Clients arereferred to the CMA for an initial LTSS dligibility assessment. The CMA completes an intake screening of the
referrals to determine if aLOC Screen is appropriate.

Should the CMA determine that a LOC Screen is not appropriate, the CMA provides information and referral to other
agencies as needed. The client isinformed of the right to request a LOC Screen if the client disagrees with the CMA's
determination. If the client disagrees with the determination, the CMA will complete the LOC Screen upon request.

Should the CMA determine that an assessment is appropriate; or the client requests one; the CMA:

« Verifies the applicant's current financial eligibility status,

* Refers the applicant to the County Department of Human and Social Services of the client's county of residence for
application, or

* Provides the applicant with the financial eligibility application form(s) for submission with required attachments to
the County Department of Human and Social Services for the county in which the individual resides and documents
follow-up on the return of forms.

The determination of the applicant's financial eigibility is completed by the County Department of Human and Social
Services for the county in which the applicant resides.

The €eligibility site shall process an application for Medical Assistance Program benefits within the following deadlines:

* 90 days for persons who apply for the Medical Assistance Program and a disability determination is required.

« 45 daysfor all other Medical Assistance Program applicants.

* The above deadlines cover the period from the date of receipt of a complete application to the date the eligibility site
mails a notice of its decision to the applicant.

« In unusual circumstances, the eligibility site may delay its decision on the application beyond the applicable deadline
at its discretion. Examples of such unusual circumstances are a delay or failure by the applicant or an examining
physician to take a required action such as submitting required documentation or an administrative or other emergency
beyond the agency's contral.

The €eligibility site shall not use the above timeframes as awaiting period before determining eligibility or as areason for
denying digibility.

Upon verification of the applicant's financial eligibility or verification that an application has been submitted, the CMA
compl etes the evaluation within the following time frames:

« For an individual who is not being discharged from a hospital or a nursing facility, the LOC Screen is completed
within ten (10) working days.

« For aclient who is being transferred from a nursing facility to an HCBS program, the LOC Screen is completed
within five (5) working days.

« For aclient who is being transferred from a hospital to an HCBS program, the LOC Screen is completed within two
(2) working days.

The CMA isrequired to complete areevaluation of clients within 12 months of the initial or previous LOC Screen. A
reevaluation may be completed sooner if there is asignificant change in the client's condition or if required by program
criteria. At both evaluation and re-evaluation, a CM performs the following activities:

1. Assesstheclient's functional status at the client's place of residence.

2. Review PCSP, service agreements, and provider contracts or agreements;

3. Evaluate service effectiveness, quality of care, and appropriateness of services;

4. Verify continuing Medicaid eligibility, other financial and program eligibility;

5. Annualy, or more often if indicated, complete new PCSP and service agreements;

6. Maintain appropriate documentation, including the type and frequency of long-term care servicesthe client is
receiving for certification of continued program dligibility if required by the program for a continued stay review.

7. Refer the client to community resources as needed and devel op resources for the client if the resource is not
available within the client's community;

8. Submit appropriate documentation for authorization of services, in accordance with program requirements; and

9. CMAs may use phone or tel ehealth to complete the LOC screen when there is a documented safety risk to the

case manager or client, including public health emergencies as determined by state and federal government.

0. Reevaluation Schedule. Per 42 CFR 8441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):
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O Every three months
o Every six months
® Every twelve months

O Other schedule
Foecify the other schedule:

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):

® The qualifications of individuals who perform reevaluations ar e the same as individuals who perform initial
evaluations.

O The qualifications ar e different.
Foecify the qualifications:

i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):

CMAs are required to maintain a tracking system to assure that reevaluations are completed on atimely basis. The
Department monitors CMAs annually to ensure compliance through record reviews and reports electronically generated
by the State's case management IT system. The State's case management I T system is utilized by every CMA and
contains electronic client records and the timeframes for evaluation and reevaluation. The annual program evaluation
includes areview of arandom sample to ensure LOC Screens and re-screens are being completed correctly and timely.

j- Maintenance of Evaluation/Reevaluation Records. Per 42 CFR 8441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
years as required in 45 CFR 8§92.42. Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:

CMAs are required to keep documentation retrievable electronically in the state's case management I T system. The
database is located at the Department, and the documentation is accessible electronically to monitoring staff and program
administrators.

Hard copies of documents kept by the Single Entry Point (SEP). A sample of client filesis reviewed during each

agency’ s annua site visit to confirm that they are maintaining these files. The SEP is contractually required to maintain
documents “until the last to occur of: (1) aperiod of six (6) years after the date this Contract expires or is sooner
terminated, or (ii) aperiod of six (6) years after final payment is made hereunder, or (iii) aperiod of six (6) years after the
resolution of any pending Contract matters, or (iv) if an audit is occurring, or Contractor has received notice that an audit
is pending until such audit has been completed and its findings have been resolved (collectively, the “Record Retention
Period”)".

CMAs are monitored annually for compliance with appropriate record maintenance.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.
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a. Methodsfor Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for

evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/11D.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there isreasonable
indication that services may be needed in the future.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-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 statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

B.a.1 Number and percent of new waiver enrolleeswho received a level of care
eigibility determination screen (LOC Screen) indicating a need for appropriate
institutional LOC prior to thereceipt of services N: # of new waiver enrolleeswho
received L OC Screen indicating a need for appropriateinstitutional LOC prior tothe
receipt of servicesD: Total # of new waiver enrolleesreviewed

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

State's case management I T system

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with +/-
5% margin of
error
[] Other Annually [] Stratified
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Specify: Describe Group:

Other
Specify:

[] Continuously and
Ongoing

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[] Other
Specify:

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 Agency LI weekly
[ Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as

specified in the approved waiver.
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Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate 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.

c. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description to determine participant level of care.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate 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;

B.c.2 Number and percent of new waiver participants whose eligibility was
determined using the approved processes and instruments as described in the
approved waiver Numerator: Number of new waiver participants whose eligibility
was deter mined using the approved processes and instruments asdescribed in the
approved waiver Denominator: Total number of new waiver participantsreviewed

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Program Review Tool

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 Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative

Sample
Confidence
Interval =
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95%
confidence
level with +/-
5% margin of
error

[ Other
Specify:

Annually

[ stratified
Describe Group:

Continuously and
Ongoing

Other
Specify:

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[ Other
Specify:

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 Agency [ Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

Continuously and Ongoing

[] Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Performance M easure:

B.c.3 Number and percent of new waiver participantsfor whom a PMIP was

completed N: Number of new waiver participantsfor whom a PMIP was completed

D: Total number of new waiver participantsreviewed

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Program Review Tool/Super Aggregate Report

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 Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with +/-
5% margin of
error
Other Annually [] Stratified
Specify: Describe Group:
Case Management
Agencies

Continuously and
Ongoing

Other
Specify:
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Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

Continuously and Ongoing

[] Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
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The Department utilizes the Super Aggregate Report as the primary data source for monitoring the Level of Care
(LOC) assurance and performance measures. The Super Aggregate Report is a custom report consisting of two
parts: data pulled directly from the state’ s case management IT system/the Bridge and data received from the
annual program evaluations document, the QI Review Tool. Some performance measures use state’ s case
management I T system-only data, some use QI Review Tool-only data, and some use a combination of both the
state’ s case management | T system and/or Bridge and QI Review Tool data. The Super Aggregate Report
providesinitial compliance outcomes for performance measuresin the LOC sub-assurances and performance
Measures.

The case manager completes the LOC Screen to determine an individual's need for an ingtitutional level of care.
The LOC Screen measures six defined Activities of Daily Living (ADL) and the need for supervision for
behavioral or cognitive dysfunction. ADLs include bathing, dressing, toileting, mobility, transferring, and eating.
For initial evaluations, the Professional Medical Information Page (PMIP) is also required to be completed by a
treating medical professional who verifies theindividua’s need for institutional level of care.

B.al

The LOC Screen must be conducted prior to the Long Term Care (LTC) start date; services cannot be received
prior to the LTC start date; the LOC Screen must indicate a need for an institutional level of care. To meet the
level of care definition, the new enrollee must have either have a score of "2" or greater on two ADLS or score a
"2" or higher on either Supervision Behaviors or Supervision Memory.

Discovery data for this performance measure is pulled directly from the state’ s case management I T system.

B.c.2

L OC Screen must comply with Department regulations and requirements. All level of care eligibility questions
must be completed to determine the level of care. The Department uses the results of the QI Review Tool and the
record to discover deficiencies for this performance measure.

B.c.3

Compliance with this performance measure requires assurance that each initial LOC Screen has an associated
PMIP completed and signed by alicensed medical professional according to Department regulations, (prior to and
within six months of the LTC start date). The Department uses the QI Review Tool results and the participant’s
state’ s case management I T system record to discover deficiencies for this performance measure.

b. Methods for Remediation/Fixing I ndividual Problems

Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

B.al,B.c.2,B.c3

The Department provides remediation training for CMAs annually to assist with improving compliance with the
level of care performance measures and in completing LOC Screens. The Department compiles and analyzes
CMA CAPsto determine a statewide root cause for deficiencies. Based on the analysis, the Department identifies
the need to provide policy clarifications, and/or technical assistance, design specific training, and determine the
need for modifications to current processes to address statewide systemic issues.

The Department monitors the level of care CAP outcomes continually to determine if individual CMA technical
assistance is required, what changes need to be made to training plans, or what additional training needsto be
developed. The Department will analyze future QIS results to determine the effectiveness of the pieces of training
delivered. Additional training, technical assistance, or systems changes will be implemented based on those
results.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
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Responsible Party(check each that applies):

Frequency of data aggregation and analysis
(check each that applies):

Page 69 of 291

[] Operating Agency [] Monthly
[] Sub-State Entity [ Quarterly
Other

Speaity: Annually

Case Management Agencies (CMA)

[] Continuously and Ongoing

Other
Specify:

As warranted by nature of discovery
and/or severity of incident.

c. Timelines

When the State 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 non-operational.
® No

oYe's

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

Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR 8441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or hisor her legal representativeis:

i. informed of any feasible alter natives under the waiver; and
ii. given the choice of either ingtitutional or home and community-based services.

a. Procedur es. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services.
I dentify the form(s) that are employed to document freedom of choice. The form or forms are available to CM S upon
request through the Medicaid agency or the operating agency (if applicable).
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During the initial LOC Screen and Person-Centered Support Planning (PCSP) process, eligible individuals and/or legal
representatives are informed of feasible service aternatives provided by the waiver and the choice of either institutional
or home and community-based services. Thisinformation is also presented at continued stay review(CSR).

The LOC Screen determines eligibility for the institutional level of care. If an individual is determined dligible, they are
provided a choice between ingtitutional or HCBS waiver services. If waver services are chosen, the Person-Centered
Support Planning process assesses which waiver(s) the client is eligible for based on both the level of care and targeting
criteria. The waiver(s) for which the client meets targeting criteria and their associated services are explained to the client
and discussed relative to the client’ s service and support needs. Based on this assessment and discussion, the client and/or
their legal representative choose the best waiver and service options for them and a PCSP is developed. All forms
completed through the Person-Centered Support Planning process are available for signature through digital or wet
signatures based on the member’ s preference. Case managers also provide a choice of providers.

b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

Both written and electronically retrievable facsimiles of freedom of choice documentation are maintained by the CMA
and in the State's case management I T system.

Appendix B: Participant Accessand Eligibility
B-8: Accessto Services by Limited English Proficiency Persons

Accessto Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the 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):

CMAs employ several methods to assure meaningful access to waiver services by Limited English Proficient persons.
Documents include a written statement in Spanish instructing clients how to obtain assistance with trandation. Documents are
orally translated for clients who speak other languages by alanguage translator.

CMAs may employ case management staff to provide translation to clients. For languages in which there is not an available
translator employed by the CMA, the case manager first attempts to have afamily member trandate. If family members are
unavailable or unable to trandate, the CMA may align with specific language or ethnic centers, and/or use a telephone trandation
service.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Statutory Service Adult Day Services
Statutory Service Homemaker
Statutory Service Personal Care
Statutory Service Respite
Other Service Alternative Care Facility (ACF)
Other Service Consumer Directed Attendant Support Services (CDASS)
Other Service Home Delivered Meals
Other Service Home Modifications
Other Service Life SkillsTraining
Other Service Non-Medical Transportation
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Service Type Service
Other Service Peer Mentorship
Other Service Personal Emer gency Response Systems (PERS)
Other Service Remote Support Technology
Other Service Specialized Medical Equipment and Supplies
Other Service Transition Setup

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:
Statutory Service
Service:

Adult Day Health

Alternate Service Title (if any):

Adult Day Services

HCBS Taxonomy:

Category 1.

Category 2:

Category 3:

Service Definition (Scope):

Category 4

Sub-Category 1.

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Adult Day Health service has 3 tiers

Tier 1isal15-minute unit to be provided:

e Up to 12 units or 3 hours/day

« 15-minute unit = minimum of 8 minutes

* Can be delivered virtualy or in-person
Tier 1 can be provided viatelehealth or in-person for up to 3 hours a day for one or more days a week for members
who may be vulnerable or at higher risk for contracting illness and do not want to be in a group setting or afacility
site. Thistier encompasses both health and social services to assure the optimal functioning of the individual.
Outpatient settings include parks, churches, and office buildings. The requirement to provide lunch, meet other food
safety requirements, and provide a place to shower are waived if services are not provided in person or over the
lunch hour. Providers may utilize thistier to offer virtual classes, activities, and groups using telehealth to connect
members to staff and other day program members.

Tier 2 isasingle in-person unit to be provided:

* 3-5 hours

* Must be delivered in-person
Tier 2 can be provided for 3-5 hours aday on aregularly scheduled basis, for one or more days per week, in an
outpatient setting, encompassing both health and social services needed to ensure the optimal functioning of the
individual. Meals provided as part of these services shall not constitute a full nutritional regimen (3 meals per day).
Physical, occupational, and speech therapiesindicated in the individual’s plan of care would be furnished as
component parts of this service if such services are not being provided in the participant’s home.

Tier 3 istwo units of in-person to be provided:

« 2 units = more than 5 hours of service

* Must be delivered in-person
Tier 3 can be provided for 5 hours or more on aregularly scheduled basis, for one or more days per week, in an
outpatient setting, encompassing both health and social services needed to ensure the optimal functioning of the
individual. Meals provided as part of these services shall not constitute a full nutritional regimen (3 meals per day).
Physical, occupational and speech therapiesindicated in the individual’s plan of care would be furnished as
component parts of this servicesif such services are not being provided in the participant’s home.

A member shall have the choice in how they would like to receive Adult Day Services.

Specialized Adult Day Services (SADS) is provided by a community-based entity for participants with a primary
diagnosis of dementia related diseases, Multiple Sclerosis, Brain Injury, chronic mental illness, Intellectual and
Developmental Disabilities, Huntington's Disease, Parkinson's, or post-stroke participants, who require extensive
rehabilitative therapies. To be designated as specialized, two-thirds of an ADS Center's population must have a
diagnosis which is one of any of the above diagnoses. Each diagnosis must be verified by a Licensed Medical
Professional, either directly or through Case Management Agency documentation, in accordance with Section
8.491.14.A.

The purpose of the telehealth option in this service isto maintain and/or improve a participant’ s ability to support
relationships while also encourage and promote their ability to participate in the community. The telehealth delivery
option must meet the following requirements:

*Each provider of the telehealth service delivery option must demonstrate policies and procedures that include they
have aHIPAA compliant platform. HIPAA compliance will be reviewed regularly through the Colorado Department
of Public Health and Environment (CDPHE) survey and monitoring process. Each provider will sign an attestation
that they are using a HIPAA compliant platform for the Telehealth service component. The provider requirements
and assurances regarding HIPAA have been approved by the states HIPAA Compliance Officer.

*Privacy rights of individuals will be assured. Each participant will utilize their own eguipment or equipment
provided by the provider during the provision of telehealth services. The participant has full control of the device.
The member can turn off the device and end services any time they wish.

*The participant’s services may not be delivered virtually 100% of the time. The Adult Day service providers must
maintain a physical location where in-person services are offered. There will always be an option for in-person
services available.

*Participants must have an informed choice between in person and telehealth services;

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 73 of 291

*Providers must create a published schedule of virtual services participants can select from.

*The use of the telehealth option will not block, prohibit or discourage the use of in-person services or access to the
community. Members may not be inclined to attend Adult Day programming every day in-person, but may still want
to participate in games and activities, such as Bingo or entertainment programs, and engage with their community
and their friends, when they choose or when they otherwise would not be able to do so due to iliness, transportation
issues, pandemics or other personal reasons.

*Members who require hands on assistance during the provision of Adult Day Services must receive services at the
center. In order to ensure the health and safety of members, case managers and providers must assess the
appropriateness of virtual services with member. If it is determined that hands-on assistance is required, virtual
services may not be provided. This process will be outlined in each providers policies and procedures.

*Telehealth will not be used for the provider's convenience. The option must be used to support a participant to reach
identified outcomes in the participant’ s Person-Centered Plan.

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

Adult Day Health services offered in this waiver are limited based on the clients assessed need for services,
physicians orders and prior authorization by case managers up to the cost containment parameters as defined in 10
CCR 2505-10, Section 8.485.50 (J). Regulations do not prohibit clients from utilizing the Alternative Care Facility
and Adult Day services concurrently.

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Certified Adult Day Services Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Adult Day Services

Provider Category:
Agency
Provider Type:

Certified Adult Day Services Agency

Provider Qualifications
L icense (specify):

N/A

Certificate (specify):

Certified asaMedicaid provider of Adult Day Services, 25.5-6-301, CRS (2005); 10 CCR 2505-10,
Section 8.491
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Other Standard (specify):

N/A

Verification of Provider Qualifications
Entity Responsible for Verification:

Colorado Department of Public Health and Environment (CDPHE), Health Facilities and Emergency
Section Division
Frequency of Verification:

Providers are surveyed at a minimum every 36.9 months. Risk-based surveys may occur more often if a
credible complaint is received by CDPHE. Credible complaints are ones that are validated; when
investigated they have not been found to be fabricated all egations misinterpreted impressions of
something that did not occur. During the investigation of a complaint by CDPHE, findings are severe -
i.e. asystemic failure, patient harm, etc. it may cause an investigation to be converted to afull survey at
the time the investigation is underway. The findings of the investigation may be grounds for CDPHE to
initiate afull recertification survey of the provider agency regardless of the date of the last survey.

Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Statutory Service

Service:

Homemaker

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
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Homemaker Service (in person):

Services consist of general household activities (meal preparation and routine household care) provided by a
qualified homemaker when the individual regularly responsible for these activitiesis temporarily absent or unable to
manage the home and care for him/herself or othersin the home. Members choosing to live in a Mental Health
Transitional Living Home shall have no duplication of homemaker services.

Homemaker Remote Supports Service:

Assistance with general household tasks (e.g. meal preparation and routine household care) provided by staff at a
remote location who are engaged with the individual to respond to the individual’s health, safety, and other needs
through technol ogy/devices with the capability of live two-way communication.

Theindividual’s interaction with support staff may be scheduled, on-demand, or in response to an alert from a
devicein the technology integrated system. The type of technology and whereit is placed will depend upon the
needs and preferences of the individual. Should immobile devices be used for two-way communication, the device
must be located in a common area; otherwise, individuals will have the ability to move two-way communication
devices freely throughout their residence.

« Each provider of Homemaker Remote Supports must demonstrate policies and procedures that include the use of
aHIPAA compliant platform. Each provider will sign an attestation that they are using a HIPAA compliant platform
for the technol ogy/devices used. The provider requirements and assurances regarding HIPAA have been approved
by the state's HIPAA Compliance Officer.

* The privacy rights of individuals will be assured. The individual has full control of the device. The individual
can turn off the device and technology being used and end services any time they choose.

« There will always be an option for in-person support available.

« Policy requires providers to maintain emergency contact protocols in the event the individual requests in-person
assistance.

« Policy requires the provider to maintain contact with the individual until the responsible backup person arrives
or in the event of an emergency until emergency services personnel arrive.

« Policy requires providers to work collaboratively with the individual, and case manager at a minimum, for
selecting Homemaker Remote Supports and identifying goals and desired outcomesin the individual’ s Person-
Centered Service Plan (PCSP).

« Individuals must have an informed choice between Homemaker and Homemaker Remote Supports.

« This service must be used in conjunction with Remote Support Technology for an integrated support approach.

« This service cannot be duplicative of tasks completed under other waiver services including Personal Care,
Personal Care Remote Supports, or Homemaker.

The participant’s Home and Community-Based Services may not be delivered remotely 100% of the time. There
will always be an option for in-person services available.

The use of the remote supports option will not block, prohibit or discourage the use of in-person services or access to
the community. When in-person service delivery is not possible or required individuals may not be inclined to
receive the service and engage with their community and their providers when they otherwise would not be able to
do so duetoillness, inclement weather, pandemic, or other personal reasons.

If it is determined that hands-on assistance is required, remote support may not be provided. This process will be
outlined in each provider's policies and procedures.

Remote support technology will not be used for the provider's convenience. The option must be used to support a
participant to reach identified outcomes in the participant’ s Person-Centered Plan.

Individuals who need assistance utilizing remote delivery of the service will be provided training initially and
ongoing if needed on how to use the equipment, including how to turn it on/off.

Individuals will maintain the right to revoke consent and discontinue the use of Remote Supports at any time.

Case managers will be responsible for ensuring the health and safety of individuals utilizing remote support during
regular monitoring visits.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Homemaker Service (in person):

Relatives shall not be reimbursed to provide only homemaker services. Homemaker services are limited based on the
client's assessed need for services and prior authorization by case managers up to the waiver's cost containment
parameters. Clients choosing to have Homemaker services delivered by a Homemaker agency shall have no
duplication of these services by CDASS. There shall be no duplication of housekeeping chores that are incidental to
and reimbursed as personal care.

Homemaker Remote Supports Service:
Homemaker Remote Supports must be provided in conjunction with Remote Supports Technology.

Homemaker Remote Supports is provider-managed and must be provided by a Homemaker Remote Supports
enrolled Medicaid Provider.

Homemaker Remote Supports service may NOT be provided by:
« Legally Responsible Person
« Relative
* Legal Guardian

Service Delivery Method (check each that applies):
[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Person

[ Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Home Health Agency

Agency Home Health Agency

Agency Homemaker Remote Supports Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Homemaker

Provider Category:
Agency
Provider Type:

Home Health Agency

Provider Qualifications
L icense (specify):

Home Care Agency, ClassA or B
Certificate (specify):

Medicare/Medicaid Certified as a Home Health Agency and Certified as aMedicaid provider of Home
and Community Based Services.CRS (2005); 10 CCR 2505-10, Section 8.490
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Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Colorado Department of Public Health and Environment (CDPHE), Health Facilities and Emergency
Section

Frequency of Verification:

Providers are surveyed at a minimum every 36.9 months. Risk-based surveys may occur more often if a
credible complaint is received by CDPHE. Credible complaints are ones that are validated; when
investigated they have not been found to be fabricated all egations misinterpreted impressions of
something that did not occur. During the investigation of a complaint by CDPHE, findings are severe -
i.e. asystemic failure, patient harm, etc. it may cause an investigation to be converted to afull survey at
the time the investigation is underway. The findings of the investigation may be grounds for CDPHE to
initiate afull recertification survey of the provider agency regardless of the date of the last survey.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Homemaker

Provider Category:
Agency
Provider Type:

Home Health Agency

Provider Qualifications
L icense (specify):

Home Care Agency, Class A or B
Certificate (specify):

Certified as aMedicaid provider of Home Agency and Community Based Services, C.R.S. (2005); 10
CCR 2505-10, Section 8.489 and 8.490
Other Standard (specify):

N/A

Verification of Provider Qualifications
Entity Responsible for Verification:

Colorado Department of Public Health and Environment (CDPHE), Health Facilities and Emergency
Section Division
Frequency of Verification:
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Providers are surveyed at a minimum every 36.9 months. Risk-based surveys may occur more often if a
credible complaint is received by CDPHE. Credible complaints are ones that are validated; when
investigated they have not been found to be fabricated all egations misinterpreted impressions of
something that did not occur. During the investigation of a complaint by CDPHE, findings are severe -
i.e. asystemic failure, patient harm, etc. it may cause an investigation to be converted to afull survey at
the time the investigation is underway. The findings of the investigation may be grounds for CDPHE to
initiate afull recertification survey of the provider agency regardless of the date of the last survey.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Homemaker

Provider Category:
Agency
Provider Type:

Homemaker Remote Supports Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

The provider must meet the standards for a Certified Medicaid provider under 10 C.C.R. 2505-10
Section 8.487 and must receive the Department Remote Support Provider Training Completion
Certificate.

Other Standard (specify):

e Must be at least 18 years of age

« Have the ability to communicate effectively, complete required forms and reports, and follow verbal

and written instructions

« Have the ability to provide services in accordance with a Service Plan

* Have competed minimum training based on State training guidelines

» Have necessary ability to perform the required job tasks

 Have the interpersonal skills needed to effectively interact with participants receiving waiver services
Verification of Provider Qualifications

Entity Responsible for Verification:

Colorado Department of Health Care Policy & Financing and Colorado Department of Public Health and
Environment

Frequency of Verification:

Providers are surveyed at a minimum every 36.9 months. Risk-based surveys may occur more often if a
credible complaint is received by CDPHE. Credible complaints are ones that are validated; when
investigated they have not been found to be fabricated allegations or misinterpreted impressions of
something that did not occur. During the investigation of a complaint by CDPHE, findings are severe -
i.e. asystemic failure, patient harm, etc. it may cause an investigation to be converted to afull survey at
the time the investigation is underway. The findings of the investigation may be grounds for CDPHE to
initiate a full recertification survey of the provider agency regardless of the date of the last survey.

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023)

Appendix C: Participant Services

Page 80 of 291

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).
Service Type:

Statutory Service

Service:

Personal Care

Alternate Service Title (if any):

HCBS Taxonomy:

Category 1.

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Personal Care Service (in person):

Assistance with eating, bathing, dressing, personal hygiene, and activities of daily living. These services may include
assistance with the preparation of meals, but do not include the cost of the meals themselves. When specified in the
service plan, this service may also include such housekeeping chores as bed making, dusting, and vacuuming, which
areincidental to the care furnished, or which are essential to the health and welfare of the individual, rather than the
individuals family. Payment will not be made for services furnished to aminor by the childs parent (or step-parent),
or to an individual by that persons spouse.

Personal Care Remote Supports Service:

Assistance with eating, bathing, dressing, personal hygiene, activities of daily living that do not require hands-on
assistance by staff at aremote location who are engaged with the individual to respond to the individual’s health,
safety, and other needs through technol ogy/devices with the capability of live two-way communication. These
services may include assistance with the preparation of meals but do not include the cost of the meals themselves.
When specified in the service plan, this service may also include such housekeeping chores as bed making, dusting,
and vacuuming, which are incidental to the care furnished, or which are essentia to the health and welfare of the
individual, rather than the individual’s family. Members choosing to live in a Mental Health Transitional Living
Home shall have no duplication of personal care services.

Theindividual’s interaction with support staff may be scheduled, on-demand, or in response to an alert from a
devicein the technology integrated system. The type of technology and whereit is placed will depend upon the
needs and preferences of the individual. Should immobile devices be used for two-way communication, the device
must be located in a common area; otherwise, individuals will have the ability to move two-way communication
devices freely throughout their residence.

« Each provider of Personal Care Remote Supports must demonstrate policies and procedures that include the use
of aHIPAA compliant platform. Each provider will sign an attestation that they are using a HIPAA compliant
platform for the technol ogy/devices used. The provider requirements and assurances regarding HIPAA have been
approved by the state's HIPAA Compliance Officer.

* The privacy rights of individuals will be assured. The individual has full control of the device. The individual
can turn off the device and technology being used and end services any time they choose.

 There will always be an option for in-person support available.

« Policy requires providers to maintain emergency contact protocols in the event the individual requests in-person
assistance.

« Policy requires the provider to maintain contact with the individual until the responsible backup person arrives
or in the event of an emergency until emergency services personnel arrive.

« Policy requires providers to work collaboratively with the individual, and case manager at a minimum, for
selecting Personal Care — Remote Supports and identifying goals and desired outcomesin the individual’ s Person-
Centered Service Plan (PCSP).

« Individuals must have an informed choice between Personal Care and Personal Care Remote Supports.

« This service must be used in conjunction with Remote Support Technology for an integrated support approach.

« This service cannot be duplicative of tasks completed under other waiver services including Homemaker,
Personal Care, or Personal Care Remote Supports

The participant’s Home and Community-Based Services may not be delivered remotely 100% of the time. There
will always be an option for in-person services available.

The use of the remote supports option will not block, prohibit or discourage the use of in-person services or access to
the community. When in-person service delivery is not possible or required individuals may not be inclined to
receive the service and engage with their community and their providers when they otherwise would not be able to
do so duetoillness, inclement weather, pandemics, or other personal reasons.

If it is determined that hands-on assistance is required, remote support may not be provided. This process will be
outlined in each provider's policies and procedures.

Remote support technology will not be used for the provider's convenience. The option must be used to support a
participant to reach identified outcomes in the participant’ s Person-Centered Plan.

Individuals who need assistance utilizing remote delivery of the service will be provided training initially and
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ongoing if needed on how to use the equipment, including how to turn it on/off.
Individuals will maintain the right to revoke consent and discontinue the use of Remote Supports at any time.

Case managers will be responsible for ensuring the health and safety of individuals utilizing remote support during
regular monitoring visits.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Personal Care Service (in person):

Relatives of the individual receiving services by virtue of blood, marriage, adoption, or Colorado common law, may
be employed by a personal care/homemaker or home health agency to provide personal care services. Relatives
employed by an agency shall meet the same experience and qualification standards required of al agency
employees.

Per 25.5-6-310, C.R.S,, the number of Medicaid personal care units provided by relatives shall not exceed the
equivalent of 444 hours per annual certification.

Thiswaiver serviceisonly provided to individuals age 21 and over. All medically necessary Persona care service
for children under age 21 are covered in the state plan pursuant to the EPSDT benefit.

Personal care services are limited based on the client's assessed need for services and prior authorization by case
managers up to the cost containment parameters.

Clients that choose to have personal care services delivered by an agency shall have no duplication of these services
by CDASS. There shal be no duplication of the light housekeeping chores that are incidental to personal care and
the services are reimbursed under the homemaker benefit. This service can only be participant-directed if the client
chooses to participate in Consumer Directed Attendant Support Service (CDASS).

Personal Care Remote Supports Service:
Personal Care Remote Supports must be provided in conjunction with Remote Supports Technology.

Personal Care Remote Supports is provider managed and must be provided by a Personal Care Remote Supports
enrolled Medicaid Provider.

Personal Care Remote Supports service may NOT be provided by:
« Legally Responsible Person
* Relative
 Legal Guardian

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Home Health Agency

Agency Personal Care Remote Supports Provider
Agency Personal Care/Homemaker Agency
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Personal Care

Provider Category:
Agency
Provider Type:

Home Health Agency

Provider Qualifications
L icense (specify):

Certificate (specify):

Certification as a Medicaid provider of Home and Community Based Services. 26-4-601, C.R.S; 10
C.C.R. 2505-10, Section 8.489

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Environment, Health Facilities and Emergency Section Division
Freguency of Verification:

Providers are surveyed every 9-15 months for the first three years of their Medicaid certification until
eligibility for a Risk Based Survey can be established. Once a Risk Base is established providers survey
schedules are modified to a9 to 36 month risk based survey cycle. Providersthat have deficienciesin
areas of staff training/ supervision, or client care are surveyed every 9-15 months according to the
number and severity of the deficiencies. Providers that have administrative deficiencies due to errorsin
paperwork are surveyed every 15 to 24 months. Providers that have no deficiencies are surveyed every
24 to 36 months. In addition, if DPHE receives a complaint involving client care, the findings of the
investigation may be grounds for DPHE to initiate afull survey of the provider agency regardless of the
date of their last survey.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Personal Care

Provider Category:

Agency

Provider Type:

Personal Care Remote Supports Provider
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Provider Qualifications
License (specify):

Certificate (specify):

The provider must meet the standards for a Certified Medicaid provider under 10 C.C.R. 2505-10
Section 8.487 and must receive the Department Remote Support Provider Training Completion
Certificate.

Other Standard (specify):

e Must be at least 18 years of age

« Have the ahility to communicate effectively, complete required forms and reports, and follow verbal

and written instructions

« Have the ahility to provide services in accordance with a Service Plan

« Have competed minimum training based on State training guidelines

« Have necessary ahility to perform the required job tasks

« Have the interpersonal skills needed to effectively interact with participants receiving waiver services
Verification of Provider Qualifications

Entity Responsible for Verification:

Colorado Department of Health Care Policy & Financing and Colorado Department of Public Health and
Environment

Frequency of Verification:

Providers are surveyed at a minimum every 36.9 months. Risk-based surveys may occur more often if a
credible complaint is received by CDPHE. Credible complaints are ones that are validated; when
investigated they have not been found to be fabricated allegations or misinterpreted impressions of
something that did not occur. During the investigation of a complaint by CDPHE, findings are severe -
i.e. asystemic failure, patient harm, etc. it may cause an investigation to be converted to afull survey at
the time the investigation is underway. The findings of the investigation may be grounds for CDPHE to
initiate afull recertification survey of the provider agency regardless of the date of the last survey.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Personal Care

Provider Category:
Agency
Provider Type:

Personal Care/Homemaker Agency
Provider Qualifications

L icense (specify):

N/A

Certificate (specify):
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Certified as aMedicaid provider of Home Agency and Community Based Services. 26-4-601, C.R.S.
(2005); 10 CCR 2505-10, Section 8.489 and 8.490

Other Standard (specify):

N/A

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Environment, Health Facilities and Emergency Section Division
Frequency of Verification:

Providers are surveyed every 9-15 months for the first three years of their Medicaid certification until
eligibility for a Risk Based Survey can be established. Once a Risk Base is established providers survey
schedules are modified to a 9 to 36 month risk based survey cycle. Providers that have deficienciesin
areas of staff training/ supervision, or client care are surveyed every 9-15 months according to the
number and severity of the deficiencies. Providers that have administrative deficiencies due to errorsin
paperwork are surveyed every 15 to 24 months. Providers that have no deficiencies are surveyed every
24 to 36 months. In addition, if DPHE receives a complaint involving client care, the findings of the
investigation may be grounds for DPHE to initiate afull survey of the provider agency regardless of the
date of the last survey.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service
Service:
Respite
Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4 Sub-Category 4:

Services provided to individuals unable to care for themselves, furnished on a short-term basis because of the
absence or need for relief of those persons normally providing the care.

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

Anindividua client shall be authorized for no more than 30 days of respite care in each certification period.
Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Retative

[] Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Alternative Car e Facility

Agency Class| Nursing Facility

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency
Provider Type:

Alternative Care Facility

Provider Qualifications
L icense (specify):

Assisted Living Residence
Certificate (specify):

Medicaid certified aternative care facility. Certification as a Medicaid Alternative Care Facility. 10
CCR 2505-10, Section 8.430.

Other Standard (specify):
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CDPHE has one team of surveyors, and the surveyors inspect ACFs for the ACF Volume 8 regulations
aswell astheregulationsin licensure, including Chapter I1, VIl and medication administration Chapter
24. A facility may be inspected more often should CDPHE receive a complaint. Any issues or concerns

regarding Life Safety Code found during an inspection are forwarded to Colorado Department Fire
Prevention and Control.

This survey is conducted every three years or more frequently if CDPHE has received a complaint about
the facility. The surveyors review the clients they have identified during the tour as having restraints, or
for larger facilities the surveyors review arandom sample of clients who have restraints.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Environment, Health Facilities and Emergency Section Division
Frequency of Verification:

A third of the total ACFs areinspected every fiscal year by CDPHE. The CDPHE fiscal year runs from
July 1 to June 30th. During inspections, the health team inspects each facility for compliance with
Chapter VI operating licensing, Chapter 24 medication administration regulations and Volume 8 - ACF
regulations. Therefore, two deficiency lists are generated if there are citations under each regulation set.
The Health inspections focus on resident care and treatment, resident rights and the delivery of services,
including medication administration, etc. In between survey cycles, should CDPHE receive a complaint,
thiswill beinvestigated aswell. Should an ACF demonstrate a pattern of non-compliance or be issued
an outcome level deficiency, CDPHE will consider enforcement action in the form of intermediate
conditions. Any issues or concerns regarding Life Safety Code found during an inspection are
forwarded to Colorado Department Fire Prevention and Control.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency
Provider Type:

Class| Nursing Facility
Provider Qualifications

L icense (specify):

Long Term Care Fecility
Certificate (specify):

Certification as a Medicaid Nursing Facility, 10 CCR 2505-10, Section 8.430
Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
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Colorado Department of Public Health and Environment, Health Facilities and Emergency Section
Division
Frequency of Verification:

Every nursing facility is surveyed by CDPHE every 9-15 months.

Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Alternative Care Facility (ACF)

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Alternative care facilities shall provide safe, cost effective services including twenty-four hour residential care
support services, adequate sleeping and living areas, adequate recreational areas and opportunities, assistance with
the arrangement of transportation when needed, protective oversight and social recreational services.

Alternative care services means personal care such as assistance with eating, bathing, dressing, personal hygiene,
activities of daily living, and homemaker services consisting of general household activities. Protective oversight
means guidance of aresident who may travel independently in the community; monitoring the activities of the
resident while on the premises to assure the health, safety, and well being of the residents including monitoring of
prescribed medications, reminding the resident to carry out activities of daily living, and reminding the resident to
carry out any important activities, including appointments. Room and board is not part of the service package and
must be paid by residents from their own funds.

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:
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Alternative care facilities offered in this waiver are limited based on the clients assessed need for services,
physicians orders and prior authorization by case managers up to the cost containment parameters as defined in 10
CCR 2505-10, Section 8.485.50 (J). Clients choosing to live in an aternative care facility shall have no duplication
of these services by a personal care agency, homemaker agency, or by CDASS. If a participants needs are not being
meet by the ACF, the case manager will work with the client to evaluate if other services, such as Adult Day, would
fulfill those needs.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Assisted Living Residences

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Alternative Car e Facility (ACF)

Provider Category:
Agency
Provider Type:

Assisted Living Residences
Provider Qualifications
L icense (specify):

Assisted Living Residence
Certificate (specify):

Medicaid certified aternative care facility. Certification as a Medicaid Alternative Care Facility. 10
C.C.R. 2505-10 Section 8.495

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Colorado Department of Public Health and Environment (CDPHE), Health Facilities and Emergency
Section Division
Frequency of Verification:
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A third of the total ACFsareinspected every fiscal year by CDPHE. The CDPHE fiscal year runs from
July 1 to June 30th. During inspections, the health team inspects each facility for compliance with
Chapter VI operating licensing, Chapter 24 medication administration regulations and Volume 8 - ACF
regulations. Therefore, two deficiency lists are generated if there are citations under each regulation set.
The Health inspections focus on resident care and treatment, resident rights and the delivery of services,
including medication administration, etc. In between survey cycles, should CDPHE receive a complaint,
thiswill beinvestigated aswell. Should an ACF demonstrate a pattern of non-compliance or be issued
an outcome level deficiency, CDPHE will consider enforcement action in the form of intermediate
conditions. Any issues or concerns regarding Life Safety Code found during an inspection are
forwarded to Colorado Department Fire Prevention and Control (DFPC).

DFPC conducts Life Safety Code Inspections of ACFs on athree-year cycle. DFPC inspects the physical
environment, according to the Life Safety Code standards set forth in the National Fire Protection
Association. An ACF shall not occupy or use a Health Facility for the provision of services until a
completed Certificate of Compliance (COC) has been issued by DFPC. Any violations must be corrected
before a COC isissued. DFPC sends the COC to CDPHE, which is needed for the ACF licensure.

Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Consumer Directed Attendant Support Services (CDASS)

HCBS Taxonomy:
Category 1: Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:
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Servicesthat assist an individual to accomplish activities of daily living including health maintenance, personal care,
and homemaker activities.

Health maintenance activities include routine and repetitive health-related tasks furnished to an eligible member in
the community or in the member’s home which are necessary for health and normal bodily functioning that a person
with adisability is physically unable to carry out.

Personal Care services are furnished to an eligible member in the community or in the member’s home to meet the
member’ s physical, maintenance, and supportive needs.

Homemaker services are general household activities provided by an attendant in a member’s home to maintain a
healthy and safe environment for the member. Homemaker services shall be provided only in the primary living
space of the member; multiple attendants may not be reimbursed for duplicating homemaker tasks. Tasks may
include the provision of homemaker activities or teaching the member homemaker activities.

The client, or the authorized representative, is responsible for hiring, training, recruiting, setting wages, scheduling,
and in other ways managing the attendant.

Members choosing to live in a Mental Health Transitional Living Home shall have no duplication of CDASS.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Consumer Directed Attendant Support Services offered in this waiver are limited based on the client's assessed need
for services and prior authorization by case managers up to cost containment parameters. In addition, spouses,
guardians, and family members are limited to providing CDASS under the guidelines described in Appendix C-2, d,
ande.

Services provided in CDASS are different from those services provided in the State Plan because of the option to use
the participant-directed service delivery method.

Client's are also unable to receive personal care servicesin conjunction with CDASS services. Furthermore,
individual attendants must be at least 16 years of age.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
[ Provider managed
Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
. The program participant or representativeisthe common law employer of workershired, trained and
Individual L ;
managed by the participant or representative.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Consumer Directed Attendant Support Services (CDASS)

Provider Category:
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Individual
Provider Type:

The program participant or representative is the common law employer of workers hired, trained and
managed by the participant or representative.

Provider Qualifications
L icense (specify):

N/A

Certificate (specify):

N/A

Other Standard (specify):

The Department contracts with Financial Management Service Vendors to review the hiring agreements
between the client and their selected CDASS attendant to ensure all forms are complete and follow
employment qualifications established by the federal and state government.

At aminimum, attendants must be at least 16 years of age, trained to perform appropriate tasks to meet
the client's needs, and demonstrate the ability to provide support to the client as defined in the clients
Attendant Support Management Plan and Hiring Agreement.

Sections 12-38-103 (8), 12-38-103 (1), 12- 38-123 (1) (a), 12-38.1-102 (5) and 12-38.1-
117 (1)(b) CRS shall not apply to Attendants employed through CDASS and who are acting within the
scope of such employment.

However, such a person may not represent him or herself to the public as alicensed nurse, certified

nurse aide, licensed practical or professional nurse, registered nurse, or registered professional nurse.

This exclusion shall not apply to any person who has his or her license as a nurse or certification asa

nurse aide suspended or revoked or his or her application for such license or certification denied.
Verification of Provider Qualifications

Entity Responsible for Verification:

Financial Management Service (FMS) organization and the Department of Health Care Policy and
Financing, Community Based Long Term Services and Supports Division

Frequency of Verification:

The FMS vendor shall ensure all employment paperwork required by the federal and state government is
complete and filed prior to attendant being hired and eligible to perform services.

Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Other Service
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Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Home Delivered Med's

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4
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Home Délivered Meals services offer nutritional counseling and meal planning, preparation, and delivery to support
aclient.

Services do not include the provision of items outside of the nutritional meals identified in the meal planning, such
as additional food items or cooking appliances.

To access Home Delivered Meals, a client must participate in a needs assessment through which they demonstrate a
need for the service based on the following:

« The client demonstrates a need for nutritional counseling, meal planning, and preparation;

« The client shows documented special dietary restrictions or specific nutritional needs;

« The client cannot prepare meals with the type of nutrition vital to meeting their special dietary restrictions or
specia nutritional needs;

 Theclient has limited or no outside assistance, services, or resources through which they can access meals with
the type of nutrition vital to meeting their specia dietary restrictions or special nutritional needs; and

 Theclient’s need demonstrates arisk to health, safety, or institutionalization; and

« The client demonstrates that, within 365 days, they have the ability to acquire skills, other services, or other
resources to access meals.

To access Home Delivered Meals for individuals who are discharged from the hospital, a client must meet the
following requirements:

 Has been admitted to the hospital or Emergency Department for at least one (1) day;

« Screened by a physician, registered dietician or nutrition professional, or clinical social worker to receive meals
through the program.

« Demonstrates arisk to health, safety, institutionalization, or readmission to the hospital;

» Demonstrates a need for nutritional counseling, meal planning, and preparation;

« Has a documented specia dietary restrictions or specific nutritional needs;

« Cannot prepare meals with the type of nutrition vital to meeting their specia dietary restrictions or special
nutritional needs;

* Does not reside in a provider-owned or controlled setting; and

 Has limited or no outside assistance, services, or resources through which they can access meals with the type of
nutrition vital to meeting their special dietary restrictions or special nutritional needs.

The assessed need is documented in the Service Plan as part of the client’ s acquisition process, which includes
gradually becoming capable of preparing his’/her own meals or establishing the resources to obtain needed meals.

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

Home Delivered Meal services are available over a period of 365 days following the first day the service is provided.

The unit designation for Home Delivered Meal servicesis per meal. Meals are limited to two meals per day or 14
meals delivered one day per week. Home Delivered Meals is not avail able when the person resides in a provider
owned or controlled setting.

Home Delivered Meals services post hospital discharge are available for 30 calendar days following discharge from
ahospital stay up to two (2) times per service plan certification year. Meals are limited to two meals per day or 14
meals delivered one day per week.

Exceptions will be granted based on extraordinary circumstances.
Service Delivery Method (check each that applies):
ar ticipant-dir ected as specified in Appendix
[ Participant-directed ified in Appendix E
Provider managed
Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person

[l Relative
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[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Home Delivered Meals Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home Delivered Meals

Provider Category:
Agency
Provider Type:

Home Delivered Meals Provider

Provider Qualifications
License (specify):

The provider must be alegally constituted entity or foreign entity (outside of Colorado) registered with

the Colorado Secretary of State Colorado with a Certificate of Good Standing to do businessin
Colorado.

The provider shall have al licensures required by the State of Colorado Department of public health and
Environment (CDPHE) for the performance of the service or support being provided, including

necessary Retail Food License and Food Handling License for Staff; or be approved by Medicaid as a
home delivered meals provider in their home state.

Certificate (specify):

The provider must meet the certification standards in §8.487.20 (10 CCR 2505-10).

The provider must have an on-staff or contracted certified Registered Dietitian (RD) or Registered
Dietitian Nutritionist (RDN).

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Health Care Policy and Financing and the Department of Public Health and Environment.
Frequency of Verification:

Initially and at submission of renewed license upon expiration of each required license. In addition, if
CDPHE receives acomplaint involving client care, the findings of the investigation may be grounds for
CDPHE to initiate afull survey of the provider agency regardless of the date of their last survey.

Appendix C: Participant Services
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C-1/C-3: Service Specification

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

Service Type:

Other Service

Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Home Modifications

HCBS Taxonomy:
Category 1. Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:

Those physical adaptations to the home, required by the individuals plan of care, that are necessary to assure the
health, welfare, and safety of theindividual, or that enable the individual to function with greater independence in
the home, and without which the individual would require institutionalization.

Excluded are those adaptations or improvements to the home which are of genera utility and are not of direct
medical or remedial benefit to the individual, such as carpeting, roof repair, central air conditioning, or covered
under the Durable Medical Equipment benefit within the state plan. Adaptations that add to the total square footage
of the home are excluded from this benefit. All services shall be provided in accordance with applicable State and
local building codes.

It may be necessary to make home modifications to an individual’ s place of residence before they transition from an
institution to the community. Such modifications may be made while the person isinstitutionalized if the individual
isin the process of transitioning. Home modifications, included in the individual’s plan of care, may be furnished up
to 180 consecutive days prior to the individua’s discharge from an institution. However, such modifications will not
be considered complete until the date the individual |eaves the institution and is enrolled in the waiver. Home
modifications made under this circumstance may not be billed to the HCBS waiver authority until the date the
individual leaves the institution and enters the HCBS waiver.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Home madifications are limited based on the client's assessed need for services. Thereis alifetime cap of $14,000
per member for the home modification benefit. The lifetime cap applies to the home modification service in general.
Members may use up to the lifetime cap for one or multiple home modification projects, dependent on their needs.
The Department and case management agencies work with numerous other entities to discover additional services
that may be used to supplement the limitations on the home modification benefit. The lifetime cap may be exceeded
in certain instances to ensure the health and welfare of the client. During the Public Health Emergency (PHE), some
individuals on the waiver will have exceeded the lifetime cap as there is atemporary $10,000 increase, $24,000 total,
to the service limit to help members continue to live in their homes and the community. This increase will continue
through December 31, 2024 to ensure continuity of operations and assurance of client health, safety, and welfare
within waiver benefits due to the COVID-19 pandemic. Beginning January 1, 2025, the lifetime cap will resume to
$14,000 per individual.

Criteriafor consideration above the lifetime maximum to ensure client health and welfare include: 1) achange in the
client’s condition and needs since the previous home modification, if applicable; 2) length of time since previous
home modification, if applicable; and 3) amount requested over the cap. On occasion, the health, safety, and welfare
of the client may still not be assured by exceeding the lifetime cap. In these limited situations, the Department would
evaluate the client for eigibility for other programs, supports, and services that would ensure the client’s health and
welfare. This could include removing the client from the waiver. The Home Modification service under this waiver
islimited to additional services not otherwise covered under the state plan, but consistent with waiver objectives of
avoiding ingtitutionalization

Home modifications shall not be made to provider-owned housing. All medically necessary Home Modifications
that are covered under the Durable Medical Equipment benefit within the state plan shall be accessed first.

Service Delivery Method (check each that applies):
] Participant-directed as specified in Appendix E
Provider managed
Specify whether the service may be provided by (check each that applies):

L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Licensed Building Contractor
Agency Building Contractor

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home M odifications

Provider Category:
Individual
Provider Type:

Licensed Building Contractor

Provider Qualifications
License (specify):

Asrequired by State and local law
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Certificate (specify):

Certification as a Medicaid Home Madification Provider 10 C.C.R. 2505-10 Section 8.493.12. Meets
Uniform Building Codes as adopted by the State of Colorado, and meets local building codes.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Health Care Policy and Financing
Frequency of Verification:

The Department currently reviews the provider qualifications at the time of initial application and every
five years through provider re-validation.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home M odifications

Provider Category:
Agency
Provider Type:

Building Contractor

Provider Qualifications
L icense (specify):

Asrequired by State and local law
Certificate (specify):

Certification as a Medicaid Home Modification Provider 10 CCR 2505-10 Section 8.493.12. Meets
Uniform Building Codes as adopted by the State of Colorado, and meets local building codes.

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Health Care Policy and Financing
Frequency of Verification:

The Department currently reviews the provider qualifications at the time of initial application and every
five years through provider re-validation.
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C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Life Skills Training

HCBS Taxonomy:

Category 1.

Category 2:

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Life Skills Training (LST) supports the client through skills training designed and directed with the client to develop
and maintain their ability to sustain themselves physically, emotionally, socially and economically in the
community. Skillstraining includes assessing, training, supervising, or assisting the client with self-care and the
activities of daily living, medication reminders and supervision, time management skill building, safety awareness
skill development and training, task completion, communication skill building, interpersonal skill development,
socialization training, community mobility training, identifying and accessing mental and behavioral health services,
reduction or elimination of maladaptive behaviors, understanding and following plans for occupational or sensory
skill development, problem solving, benefits coordination, resource coordination, financial management and
household management.

L ST also includes working with the client and the client’ s providers to achieve an integrated Service Plan that will
reinforce skills training during and beyond the provision of LST. LST shall be delivered according to the Service
Plan.

Members choosing to live in a Mental Health Transitional Living Home shall have no duplication of LST services.

To access LST, aclient must participate in a needs assessment through which they demonstrate a need for the
service based on the following:

» Theclient demonstrates a need for training designed and directed with the client to develop and maintain their
ability to sustain themselves physically, emotionally, socially and economically in the community;

» The need demonstrates risk to health, safety, or institutionalization; and

» Theclient demonstrates that with training they have ability to acquire these skills or services necessary within
365 days.

Teleheadth is an allowable mode for delivering this service. Telehealth useis by the choice of the client and policy
requires assessment for use through the support planning process by the CMA. Palicy requires the provider to
maintain client consent and assessment for Telehealth use. The purpose of the telehealth option in this serviceisto
maintain and/or improve a participant’ s ability to support relationships while also encourage and promote their
ability to participate in the community. The telehealth delivery option must meet the following requirements:

*Each provider of the telehealth service delivery option must demonstrate policies and procedures that include they
have aHIPAA compliant platform. HIPAA compliance will be reviewed regularly through the Colorado Department
of Public Health and Environment (CDPHE) survey and monitoring process. Each provider will sign an attestation
that they are using a HIPAA compliant platform for the Telehealth service component. The provider requirements
and assurances regarding HIPAA have been approved by the states HIPAA Compliance Officer.

*Privacy rights of individuals will be assured. Each participant will utilize their own eguipment or equipment
provided by the provider during the provision of telehealth services. The participant has full control of the device.
The member can turn off the device and end services any time they wish.

*The participant’s services may not be delivered virtually 100% of the time. The service providers must maintain a
physical location where in-person services are offered. There will aways be an option for in-person services
available.

*Participants must have an informed choice between in person and telehealth services;

*Providers must create a published schedule of virtual services participants can select from.

*The use of the telehealth option will not block, prohibit or discourage the use of in-person services or access to the
community. Members may not be inclined to attend in-person, but may still want to participate in services, engage
with their community and their friends, when they choose or when they otherwise would not be able to do so dueto
illness, transportation issues, pandemics or other personal reasons.

*Members who require hands on assistance during the provision of the service must receive services in-person. In
order to ensure the health and safety of members, case managers and providers must assess the appropriateness of
virtual services with member. If it is determined that hands-on assistance is required, virtual services may not be
provided. This process will be outlined in each providers policies and procedures.

*Telehealth will not be used for the provider's convenience. The option must be used to support a participant to reach
identified outcomes in the participant’ s Person-Centered Plan.

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

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023)

Page 101 of 291

Clients may utilize LST up to 24 units (six hours) a day over a period of 365 days following the first day the service

isprovided. LST shall be delivered no more than 40 hours per week.

Exceptions will be granted based on extraordinary circumstances.

Reimbursement for Telehealth servicesis limited to enrolled Colorado Medicaid providers and excludes the

purchasing or installation of telehealth equipment or technologies.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E

Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person

[ Relative

[] Legal Guardian

Provider Specifications:

Provider Category

Provider TypeTitle

Agency Life Skills Training Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service

Service Name: Life

Skills Training

Provider Category:
Agency
Provider Type:

Life Skills Training Provi
Provider Qualifications

L icense (specify):

None

Certificate (specify):

Certified asaMedicaid provider of Life Skills Training: 10 C.C.R. 2505-10, Section 8.487.

der

Other Standard (specify):
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Providers for the Telehealth service delivery option must demonstrate policies and procedures that
include:

*HIPAA compliant platforms;

«Client support given when client needs include: accessibility, trandation, or limited auditory or
visual capacities are present;

*Have a contingency plan for provision of servicesif technology fails;

*Professional's do not practice outside of their respective scope; and

«Assessment of clients and caregivers that identifies a client's ability to participate in and outlines
any accommodations needed while utilizing Telehealth.

For the Telehealth service delivery option, Case Management Agencies (CMA)s will be required to:
*Provide prior authorization for all servicesto be rendered using Telehealth; and
Indicate client choice to use telehealth and indicate in service plan.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Environment.
Frequency of Verification:

Initially and every three years.

Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Non-Medica Transportation

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:
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Service offered to enable individuals served on the waiver to gain access to waiver and other community services,
activities and resources specified by the plan of care. This service is offered in addition to medical transportation
required under 42 CFR 431.53 and transportation services under the State Plan, defined at 42 CFR 440.170 (a) (if
applicable), and shall not replace them. Transportation services under the waiver shall be offered in accordance with
the individuals service plan. Whenever possible, family, neighbors, friends, or community agencies that can provide
this service without charge will be utilized.

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

Excluding transportation to Adult Day facilities, a client may not receive more than the equivalent of four one-way
trip services per week, or 104 round trip (two, one-way trips) per annual certification period, unless otherwise
authorized by the Department. Non-medical transportation services offered in this waiver are limited based on the
clients assessed need for services, physicians orders and prior authorization by case managers up to the cost
containment parameters. Clients may utilize a combination of NMT services up to the Department prescribed limit

Service Delivery Method (check each that applies):
[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Per son
] Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Non-Medical Transportation Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-M edical Transportation

Provider Category:
Agency
Provider Type:

Non-Medica Transportation Provider

Provider Qualifications
License (specify):

Asrequired by State law
Certificate (specify):

Medicaid certified. Certification asaMedicaid provider of Non-medical transportation provider 10
C.C.R. 2505-10, Section 8.494: All drivers shall possess avalid Colorado driverslicense, shall be free of
physical or mental impairment that would adversely affect driving performance, and have not had two or
more convictions or chargeable accidents within the past two years. All vehicles and related auxiliary
equipment shall meet al applicable federal, state and local safety inspection and maintenance
requirements, and shall be in compliance with state automobile insurance requirements.

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 104 of 291

Other Standard (specify):

The contracted Administrative Services Organization (ASO) must be engaged in a provider agreement
with the Department and comply with all regulationsin C.R.S 10 C.C.R. 2505-10, Section 8.00 and
8.100

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Health Care Policy and Financing
Frequency of Verification:

The Department currently reviews the provider qualifications at the time of initial application and on an
annual basis.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM 'S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Peer Mentorship

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:
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Peer Mentorship is provided by a peer who draws from common experience to support a client with acclimating to
community living. The peer supports a client with advice, guidance, and encouragement on matters of community
living, including through describing real-world experiences, encouraging the client’s self-advocacy and independent
living goals, and modeling strategies, skills, and problem-solving.

Peer Mentorship does not include services or activities that are solely diversional or recreational in nature.

To access Peer Mentorship, aclient must participate in a needs assessment through which they demonstrate a need
for the service based on the following:

» Theclient demonstrates a need for a peer to mentor the client in acclimating to community living;

» Theclient’s need demonstrates health, safety, or institutional risk; and

» There are no other services or resources available to meet the need; and

» Theclient demonstrates that, within 365 days, they have the ability to acquire these skills or establish other
Services or resources necessary to their need.

Telehealth is an allowable mode for delivering this service. Telehealth useis by the choice of the client and policy
requires assessment for use through the support planning process by the CMA. Palicy requires the provider to
maintain client consent and assessment for Telehealth use. The purpose of the telehealth option in this serviceisto
maintain and/or improve a participant’ s ability to support relationships while also encouraging and promoting their
ability to participate in the community. The telehealth delivery option must meet the following requirements:

*Each provider of the telehealth service delivery option must demonstrate policies and procedures that include they
have a HIPAA-compliant platform. HIPAA compliance will be reviewed regularly through the Colorado Department
of Public Health and Environment (CDPHE) survey and monitoring process. Each provider will sign an attestation
that they are using a HIPAA-compliant platform for the Telehealth service component. The provider requirements
and assurances regarding HIPAA have been approved by the state's HIPAA Compliance Officer.

*Privacy rights of individuals will be assured. Each participant will utilize their own eguipment or equipment
provided by the provider during the provision of telehealth services. The participant has full control of the device.
The member can turn off the device and end services at any time they wish.

*The participant’s services may not be delivered virtually 100% of the time. The service providers must maintain a
physical location where in-person services are offered. There will aways be an option for in-person services
available.

*Participants must have an informed choice between in-person and telehealth services,

*Providers must create a published schedule of virtual services participants can select from.

*The use of the telehealth option will not block, prohibit or discourage the use of in-person services or access to the
community. Telehealth is available as an option for members who may not be inclined to participate in person but
may still want to participate in services and engage with their community and their friends, when they choose or
when they would otherwise be unable to do so due to illness, transportation issues, pandemics, or other personal
reasons.

*Members who require hands-on assistance during the provision of the service must receive servicesin person. In
order to ensure the health and safety of members, case managers and providers must assess the appropriateness of
virtual services with members. If it is determined that hands-on assistance is required, virtual services may not be
provided. This process will be outlined in each provider's policies and procedures.

*Telehealth will not be used for the provider's convenience. The option must be used to support a participant to reach
identified outcomes in the participant’ s Person-Centered Plan.

*Video cameras/monitors are not permitted in bathrooms. Video cameras/monitors may be permitted in bedrooms
for members who are bedridden and request to allow the telehealth service delivery option.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Clients may utilize Peer Mentorship services over a period of 365 days following the first day the service is
provided.

Peer Mentorship is billed in 15-minute units. Clients may utilize Peer Mentorship up to 24 units (six hours) aday,
and up to 365 days upon initia service provision.
Exceptions will be granted based on extraordinary circumstances.

Reimbursement for Telehealth servicesis limited to enrolled Colorado Medicaid providers and excludes the
purchasing or installation of telehealth equipment or technologies.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Per son
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Peer Mentorship Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Peer Mentor ship

Provider Category:
Agency
Provider Type:

Peer Mentorship Provider

Provider Qualifications
L icense (specify):

The provider agency must be licensed under a governing body that islegally responsible for overseeing
the management and operation of al programs conducted by the licensee including ensuring that each

aspect of the agency’ s programs operates in compliance with all applicable local, state, and federal
requirements, laws, and regulations.

Certificate (specify):

The provider agency must be alegally constituted entity or foreign entity (outside of Colorado)
registered with the Colorado Secretary of State Colorado with a Certificate of Good Standing to do
businessin Colorado.

The provider must meet the standards for a Certified Medicaid provider under 10 C.C.R. 2505-10

Section 8.487.
Other Standard (specify):
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The provider must ensure services are delivered by a peer mentor staff who:

*Has lived experience transferabl e to support a client in acclimating to community living through
providing them client advice, guidance, and encouragement on matters of community living, including
through describing real-world experiences, encouraging the client’s self-advocacy and independent
living goals, and modeling strategies, skills, and problem-solving;

eIs qualified in the customized needs of the client as described in the Service Plan.

*Has completed the provider agency’s peer mentor training, which is to be consistent with core
competencies as defined by the Department.

Providers for the Telehealth service delivery option must demonstrate policies and procedures that
include:

*HIPAA compliant platform

«Client support given when client needs include: accessibility, trandation, or limited auditory or
visual capacities are present;

*Have a contingency plan for provision of servicesif technology fails;

*Professional's do not practice outside of their respective scope; and

«Assessment of clients and caregivers that identifies a client's ability to participate in and outlines
any accommodations needed while utilizing Telehealth.

For the Telehealth service delivery option, Case Management Agencies (CMA)s will be required to:
*Provide prior authorization for all servicesto be rendered using Telehealth; and
Indicate client choice to use telehealth and indicate in service plan.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Environment.
Frequency of Verification:

Initially and every three years.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM 'S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.
Service Title:

Personal Emergency Response Systems (PERS)

HCBS Taxonomy:

Category 1 Sub-Category 1.
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Category 2: Sub-Category 2:

Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

PERS is an electronic device that enables certain individuals at high risk of institutionalization to secure helpin an
emergency. The individual may also wear a portable "help" button to allow for mobility. The system is connected to
the person's phone and programmed to signal a response center once a"help" button is activated.

Monitoring of the deviceisincluded in the PERS service. The response center is staffed by trained professionals.

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

PERS services are limited to those individuals who live alone, or who are alone for significant parts of the day, and
have no regular caregiver for extended periods of time and who would otherwise require routine supervision.

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Person

[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Personal Alert Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Emer gency Response Systems (PERS)

Provider Category:
Agency
Provider Type:

Personal Alert Agency
Provider Qualifications

L icense (specify):

N/A

Certificate (specify):
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N/A

Other Standard (specify):

Certification as a Medicaid provider of Agency Electronic Monitoring services. 25.5-6-301, CRS
(2005); 10 CCR 2505-10, Section 8.488

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Health Care Policy and Financing
Frequency of Verification:

Enrolled Medicaid Certified Provider

Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:
Remote Support Technology
HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14031 equipment and technology
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:
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Remote Support Technology means any item, piece of equipment, or product system, whether acquired
commercialy, modified, or customized, that is used in conjunction with Personal Care Remote Supports and/or
Homemaker Remote Supports to increase, maintain, or improve functional capabilities of participants. Remote
Support Technology does not include the cost of cell phones, internet access, landline telephone lines, cellular phone
voice, and/or data plans necessary for the provision of services.

Real-time staff at an offsite remote location are responsible for the remote support technology.
The remote support methodology is accepted by the state’s HIPAA Compliance Officer.

Remote Support Technology will assist individuals by facilitating service delivery when in-person options may not
be available or are not needed or wanted. By accessing the necessary HCBS supports and services via Remote
Support Technology, individuals will be able to continue living in their homes and engaging in their communities
without the need for out-of-home placement in a more restrictive living environment.

Remote Support Technology will enhance/increase the individua’s independence by providing real-time support
with tasks that do not require hands-on assistance and that would otherwise reguire an in-home visit by a provider.

Remote support technology will help individuals increase opportunities to fully integrate into the community and
participate in community activities by allowing individual s to connect with providers and their community at times
when inclement weather or a health condition would confine them to their homes.

Remote support technology providers will have written policies and procedures regarding the safeguarding of
member privacy. The use of any video or audio monitoring or recording in the provision of this serviceis not
allowed.

The Remote Support Technology provider will have a backup power system (such as battery power and/or
generator) in place at the monitoring base in the event of electrical outages.

The Department will not allow the use of video or audio monitoring technology in bedrooms and/or bathrooms. If an
individual were to request a device in their bedroom/bathroom the request would be reviewed on a case by case basis
by the state, person-centered planning team, and the state’' s Human Rights Committee respectively to ensure that the

individual's rights are protected.

Individuals will be fully trained initially and ongoing if needed on the use of equipment, including how to turn it
on/off. Individuals will maintain the right to revoke consent and discontinue the use of Remote Supports at any time.
Case managers will also be responsible for ensuring equipment is functioning and that the member has the training
and ability to use the equipment during regular monitoring visits.

The case manager is required to work with the member and their family/guardian to ensure member choice and
appropriateness in selecting any home and community-based service, including Remote Supports. These discussions
and decisions will be documented by the case manager in the Person-Centered Service Plan.

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

Must be provided in conjunction with Personal Care Remote Supports and/or Homemaker Remote Supports.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[] Legal Guardian

Provider Specifications:
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Provider Category Provider TypeTitle

Agency Remote Supports Technology Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Remote Support Technology

Provider Category:
Agency
Provider Type:

Remote Supports Technology Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

The provider must meet the standards for a Certified Medicaid provider under 10 C.C.R. 2505-10
Section 8.487

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Health Care Policy & Financing
Freguency of Verification:

Verification of provider qualification is completed upon initial Medicaid enrollment and every five years
through provider revalidation

Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Other Service

As provided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:
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Specialized Medica Equipment and Supplies

HCBS Taxonomy:
Category 1 Sub-Category 1.
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

The devices, controls, or appliances which enable an individual at high risk of intitutionalization to increase their
abilities to perform activities of daily living, or to perceive, control, or communicate with the environment in which
they live. Specialized Medical Equipment and Supplies shall include items necessary for life support, ancillary
supplies, and equipment or other devices necessary for the proper functioning of such items, and durable and non-
durable medical equipment not available as a State plan benefit. Specialized Medical Equipment and Supplies shall
be considered a benefit only when reasonable and necessary for the treatment of an individual's illness, impairment,
or disability as documented on the ULTC 100.2 and service plan.

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

Items reimbursed as specialized medical equipment and supplies shall be in addition to any medical equipment and
supplies furnished under the Medicaid State plan. Specialized Medical Equipment and Supplies shall be limited to
medication minders and shall only be authorized for individuals who have the physical and mental capacity to utilize
the particular system requested for that client. Specialized Medical Equipment and Supplies shall be authorized only
if they arein accordance with current accepted standards of medical practice in the treatment of the client's condition
without excess or extreme function or expense beyond which is necessary.

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Person

[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Specialized Medical Equipment and Supplies

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 113 of 291

Service Type: Other Service
Service Name: Specialized Medical Equipment and Supplies

Provider Category:
Agency
Provider Type:

Specialized Medical Equipment and Supplies
Provider Qualifications
L icense (specify):

N/A

Certificate (specify):

N/A

Other Standard (specify):

Certification as aMedicaid Provider of durable and non-durable medical equipment and supplies.
10CCR 2505-10, Section 8.590 et seq.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Health Policy and Financing
Frequency of Verification:

The Department currently reviews the provider qualifications at the time of initial application and every
five years through provider re-validation.

Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.
Service Title:

Transition Setup

HCBS Taxonomy:

Category 1 Sub-Category 1.
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Category 2: Sub-Category 2:

Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Transition Setup includes coordination and purchase of one-time, non-recurring expenses necessary for aclient to
establish a basic household upon transitioning from an institutional setting to a community living arrangement.

Allowable setup expensesinclude:

1. Security deposits that are required to obtain alease on an apartment or home.

2. Setup fees or deposits to access basic utilities or services (telephone, electricity, heat, and water).

3. Services necessary for the individual’s health and safety such as pest eradication or one-time cleaning prior to
occupancy.

4. Essentia household furnishings required to occupy and use a community domicile, including furniture, window
coverings, food preparation items, or bed or bath linens.

5. Expensesincurred directly from the moving, transport, provision, or assembly of household furnishingsto the
residence.

6. Feesassociated with obtaining legal and/or identification documents necessary for a housing application such as
abirth certificate, state issued ID, or crimina background check.

Setup expenses do not include rental or mortgage expenses, ongoing food costs, regular utility charges, or items that
are intended for purely diversional, recreational, or entertainment purposes. Setup expenses do not include the
furnishing of living arrangements that are owned or leased by awaiver provider where the provision of these items
and services are inherent to the service they are already providing. Setup expenses do not include payment for room
and board.

To access Transition Setup, a client must be transitioning from an institutional to acommunity living arrangement
and participate in a needs assessment through which they demonstrate a need for the service based on the following:

» Theclient demonstrates a need for the coordination and purchase of one-time, non-recurring expenses necessary
for aclient to establish a basic household in the community;

» The need demonstrates health, safety, or institutional risk; and

» Other services/resources to meet the need are not available.

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

Transition Setup coordination is billed in 15 minute unit increments. The coordination must not exceed 40 units per
eligible client. Transition Setup is not available when the person resides in a provider owned or controlled setting.

Transition Setup expenses must not exceed atotal of $1,500 per eligible client, unless otherwise authorized by the
Department. The Department may authorize additional funds above the $1,500 unit limit, not to exceed a total value
of $2,000, when it is demonstrated as a necessary expense to ensure the health, safety, and welfare of the client.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Per son
] Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Transition Setup Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Transition Setup

Provider Category:
Agency
Provider Type:

Transition Setup Provider

Provider Qualifications
License (specify):

Certificate (specify):

The provider must be alegally constituted entity or foreign entity (outside of Colorado) registered with

the Colorado Secretary of State Colorado with a Certificate of Good Standing to do businessin
Colorado.

The provider must meet the standards for a Certified Medicaid provider under 10 C.C.R. 2505-10
Section 8.487.

Other Standard (specify):

The product or service to be delivered shall meet all applicable manufacturer specifications, state and
local building codes, and Uniform Federal Accessibility Standards.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Public Health and Environment.
Frequency of Verification:

Initially and every three years.

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)
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b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

O Not applicable - Case management is not furnished as a distinct activity to waiver participants.

®© Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

[] Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.

[] AsaMedicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete item
C-1-c

AsaMedicaid state plan service under §1915(g)(1) of the Act (Targeted Case M anagement). Complete item
C-1-c
Asan administrative activity. Complete item C-1-c.

[] Asaprimary care case management system service under a concurrent managed car e authority. Complete
item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants:

The Department contracts through competitive procurement with Case Management Agencies serving 20 defined service
areas throughout Colorado to perform Home and Community-Based Services waiver operational and administrative
services, case management, utilization review, and prior authorization of waiver services.

TCM includes the following case management functions: service planning meetings, dissemination of service plan,
LTHH PAR review, person-centered support planning, internal case consultation, case administration, PAR development,
monitoring of long-term service delivery, coordination of care, intake screening, referral, and CDASS coordination.

Administrative contractual activitiesinclude Level of Care Screens, Need Assessments, Human Rights Committee,

Critical Incidents, appeals, developmental disability and delay determinations, Support Intensity Scale Assessments, and
specific contract deliverables.

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background I nvestigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

O No. Criminal history and/or background investigations are not required.

® ves Criminal history and/or background investigationsare required.
Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, () the process for ensuring that mandatory

investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CM S upon reguest through the Medicaid or the operating agency (if applicable):
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Home Care Agencies (HCA) certified to provide Personal Care and Homemaker services are licensed annually by
the Colorado Department of Public Health and Environment (CDPHE). This licensure requires that any individual
seeking employment with the agency submit to a Colorado Bureau of Investigation (CBI) criminal history record
check. The criminal history record check must be conducted not more than 90 days prior to the employment of the
individual. To ensure that the individual does not pose arisk to the health, safety, and welfare of the consumer,
HCAs must develop and implement policies and procedures regarding the employment of any individual who is
convicted of afelony or misdemeanor.

CDPHE will not issue alicense or recommend certification until the agency conformsto all applicable statutes and
regulations. Should it be found that an agency has not performed the criminal background investigations as required
by licensure or regulatory standards, CDPHE requires the agency to submit a plan of correction within 30 days.
CDPHE has the discretion to approve, impose, modify, or reject a plan of correction. Only after the plan of
correction has been accepted will alicense or recommendation for certification be issued. CDPHE sends the survey
and licensing information to the Department for review. The Department may certify the provider for Medicaid
enrollment based on the CDPHE review. Agencies denied licensure or recommendation for certification by CDPHE
are not approved as Medicaid providers.

HCBS-CMHS clients may utilize Nursing Facilities (NF) and Alternative Care Facilities (ACF) for respite services.
Owners and administrators along with any staff or volunteers that have personal contact with residents at these
facilities are required to submit to a CBI criminal history check. When making employment decisions, it isthe
responsibility of an ACF and NF to determine whether prospective staff or volunteers have been convicted of a
felony or misdemeanor that could pose arisk to the health, safety, and welfare of the residents. During regular
surveys, CDPHE reviews employment records to ensure ACFs and NFs are completing required criminal
background checks.

State-approved educational programs for Certified Nurse Aides also require CBI criminal history checks upon
admission to the education program.

For clients who choose CDASS, the FM S performs Colorado Bureau of Investigation (CBI) criminal history check
on all prospective attendants. The Department maintains alist of high risk crimes that initially prohibit a potential
attendant from employment. After over two years of engagement, stakeholders voted to implement an exception
process that enables a member and/or authorized representative to make the final hiring decision for certain
individuals found initially ineligible for employment. The exception process requires that the Department receive
from the member/AR awritten acknowledgement that: the Colorado Criminal Background Check report was
received and reviewed, that the reason for initial ineligibility is understood, that the member and/or authorized
representative chooses to hire this person, and that a safety planisin place. Support resources and education are
available to members and/or authorized representatives to learn more about best practices regarding hiring
employees with criminal backgrounds and what protective resources are available if the member becomes unsafe.
Ongoing oversight of the safety plan and quality of care occurs quarterly by the case manager. Employment
decisions are made at the discretion of the client and/or authorized representative.

In addition, all prospective attendants for CDASS and IHSS are subject to a Board of Nursing and certified nurse
aide background check, and Office of Inspector General (OIG) check. Any person who has had their license as a
nurse or certification as a nurse aid suspended or revoked or their application for such license or certification denied
shall be denied employment as an attendant. Any person who has failed the OIG check shall be denied employment
as an attendant.

The Department audits the employment records of the FM S annually to ensure they are completing the mandatory
Board of Nursing and certified nurse aide background checks.

Adult day services providers are not licensed in the State of Colorado. CDPHE surveys these providers on a risk-
based survey schedule to ensure compliance with the certification standards detailed in the program regulation.
Currently, this regulation does not require criminal background investigations though many providers complete the
investigations voluntarily. The adult day servicesregulation is currently under review, and the Department will
consider adding criminal background investigations as a requirement.

Background checks are not required on any other HCBS-CMHS waiver service providers, though many providers
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complete the checks on staff voluntarily. The Department does not require an abuse registry screening, because the
State does not have such aregistry.

b. Abuse Registry Screening. Specify whether the state requires the screening of individuals who provide waiver services
through a state-maintained abuse registry (select one):

O No. The state does not conduct abuse registry screening.

® Yes. The state maintains an abuse registry and requires the screening of individualsthrough this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which
abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CM S upon request
through the Medicaid agency or the operating agency (if applicable):

Statute 26-3.1-111(6)(a)(1) and State regulation, 12 CCR 2518-1 30.960 state that employees providing direct care to
at-risk adults must submit to a Colorado Adult Protective Services (CAPS) check. The Colorado Department of
Human Servicesis the operating agency, ensuring screening takes place and processing the CAPS checks.
Employers are required to complete a Colorado Adult Protective Services (CAPS) check prior to hiring a new
employee who will provide direct care to an at-risk adult. Employers must register prior to requesting a CAPS check
to allow for verification of the employer’s legal authority to request the check. The Employer then obtains written
authorization and any required identifying information from the new employee prior to requesting the CAPS check
and submits the request using an online or hard copy to the Department of Human Services (DHS). DHS completes
the CAPS check and will respond to the request as soon as possible, but no later than 5 business days from the
receipt of the request. The CAPS check will include: Whether or not there is a substantiated finding for the new
employee, purpose for which the information in CAPS may be made available, consequences for improper release of
information in CAPS, and for CAPS checksin which there is a substantiated finding, the CAPS check results will
include the date(s) of the report, county department(s) that completed the investigation(s), and the type(s) of severity
level(s) of the mistreatment.

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

Note: Required information from this page (Appendix C-2-c) is contained in responseto C-5.

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Careor Similar Services by Legally Responsible Individuals. A legaly responsible individual is
any person who has a duty under state law to care for another person and typically includes: (a) the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child or (b) a spouse of awaiver
participant. Except at the option of the State and under extraordinary circumstances specified by the state, payment may
not be made to alegally responsible individual for the provision of personal care or similar services that the legally
responsible individual would ordinarily perform or be responsible to perform on behalf of awaiver participant. Select one:

O No. The state does not make payment to legally responsible individuals for furnishing personal careor similar
Services.

® yes The state makes payment to legally responsible individuals for furnishing personal care or similar services
when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may
provide; (b) state policiesthat specify the circumstances when payment may be authorized for the provision of
extraordinary care by alegally responsible individual and how the state ensures that the provision of services by a
legally responsible individual isin the best interest of the participant; and, (c) the controls that are employed to ensure

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 119 of 291

that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar
services for which payment may be made to legally responsible individuals under the state policies specified here.

A spouse may be paid to furnish extraordinary care through Consumer Directed Attendant Support Services
(CDASS). Extraordinary care is determined by assessing whether an individual who is the same age without a
disability needs the requested level of care, the activity is one that a spouse would not normally provide as part of a
normal household routine, and the activity is one that a spouse is not legally responsible to provide and is necessary
to assure the health and welfare of the participant and avoid institutionalization.

A spouse may not provide more than 40 hours of CDASS in a seven-day period. The CDASS FMS vendors have
systems in place to maintain and enforce established program limits.

A client/authorized representative must complete an Attendant Support Management Plan outlining a plan for
attendant schedules and tasks to be performed before starting CDASS.

Allowing aclient to receive Persona Care Services or similar services from alegally responsible individual provides
an opportunity for the client to receive consistent services from a caregiver who is uniquely familiar with the client's
needs. This practice ensures the health and welfare of the individual and aidsin avoiding ingtitutionalization.

Anindividual must be offered a choice of providers. If clients or his/her authorized representative choose a spouse
asacare provider, it must be documented in the Attendant Support Management Plan. In addition to case
management, monitoring, and reporting activities required for all waiver services, the following additional
reguirements are employed when a spouse is paid as a care provider:

a. At least quarterly reviews of expenditures, and health, safety, and welfare status of the client by the case manager.
b. Monthly reviews by the fiscal agent of hours billed for spouse-provided care.
¢. A spouse who is a client's authorized representative may not also be paid to be the client's attendant.

Self-dir ected
Agency-oper ated

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/L egal Guardians. Specify

state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

O The state does not make payment to relatives/legal guardiansfor furnishing waiver services.

® The gate makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guardian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardiansto whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for
which payment may be made to relatives/legal guardians.
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For the purpose of this section relatives/legal guardians shall be defined as all persons related to the client by virtue
of blood, marriage, adoption, or Colorado common law. Extraordinary Care is an activity that relatives/guardians
would not normally provide as part of anormal household routine.

The Department contracts with case management agencies to authorize Personal Care or similar services as
appropriate to aclient's needs and to coordinate with provider agencies to review the Personal Care services
received.

Family members may be employed to provide Personal Care or CDASS based on the limitations described below:

Family members may also be employed by the program participant or representative to provide CDASS subject to
the conditions below:

1. The family member providing CDASS shall meet the following requirements for employment:

a. Being employed and supervised by the program participant or representative.

b. A family member who is an individual’ s authorized representative may not be reimbursed for the provision of
CDASS.

2. The family member employed by the program participant or representative may provide up to 40 hours of CDASS
in a seven-day period.

3. Clients and/or authorized representatives who choose to hire afamily member as a care provider in CDASS must
document their choice on the Attendant Support Management Plan.

Allowing aclient to receive Personal Care Services from arelative/guardian provides an opportunity for the client to
receive consistent services from a caregiver who is uniquely familiar with the client's needs.

The case manager utilizes an assessment tool and service planning process to determine the client's needs and the
available services to best meet their identified support needs. Support needs may be met by utilizing natural
supports, non-Medicaid resources, state plan benefits, and HCBS waiver services.

In addition to case management, monitoring, and reporting activities required for all waiver services, the following
additional requirements are employed when afamily member is paid as a care provider for CDASS clients:

a. At least quarterly reviews of expenditures, and health, safety, and welfare status of the client.

b. Monthly reviews by the fiscal agent of hours billed for family member-provided care.

The Department contracts with the Colorado Department of Public Health and Environment to license and survey
agencies administering personal care services. Thisincludes areview of the service hours billed, documentation of
tasks performed, and agency documentation of their oversight of their employee.

O Relatives/legal guardians may be paid for providing waiver serviceswhenever thereélativel/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.

O Other policy.

Specify:

f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll as waiver service providers as provided in 42 CFR 8431.51:
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Providers interested in providing services to Colorado Medicaid clients must first obtain certification from the
Department. Certification is obtained by a provider after undergoing a survey by CDPHE. CDPHE will recommend a
provider for Medicaid certification after the provider has successfully completed a survey. The Department will review
the recommendation by CDPHE and either certify the provider or ask that the provider improve the conformance to rules
and/or regulations before certifying the provider.

The Department also distributes a Provider Bulletin that contains notification of changes to existing programs or updates
about new programs and services. Providers are able to contact the fiscal agent or Department directly to inquire about
enrollment or provider qualification requirements.

Once a provider has obtained Medicaid certification, the provider is referred to the Colorado Medical Assistance Program
fiscal agent to obtain a provider number and a Medicaid provider agreement. Any certified, willing, and interested
providers may request an enrollment packet from the Colorado Medical Assistance Program fiscal agent. The fiscal agent
enrolls providers in accordance with Medical Assistance Program regulations and the Departments directives. The fiscal
agent maintains provider enrollment information in the Medical Assistance Program Medicaid Management Information
System (MMIS).

The enrollment application is designed to address requirements for providers who render specific types of services.
Providers who have questions about how to compl ete the application may contact the fiscal agent for technical assistance.
The fiscal agent processes applications and sends written notification of the action to the provider within ten days of
receipt of the application.

Providers whose applications are approved will be sent a provider number and information to help the provider to begin

to submit claims. Incomplete applications are delayed in processing, but the provider will be sent a letter identifying the
missing information or incomplete documents. Providers whose applications are denied will be advised of the reason for
denial.

CDPHE does not survey providers of the following services: Medication Reminders, PERS, CDASS, home modification,
and non-medical transportation. Providers of these services obtain Medicaid certification from the Department by
completing the Medicaid provider enrollment process through the fiscal agent prior to serving Medicaid clients.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adeguate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Perfor mance M easur es

For each performance measure the State 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 that will enable the Sateto
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.
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Performance Measure;

C.al#& % of licensed/certified waiver providers, by type, that met licensing stds or
cert regrmtsat time of scheduled or periodic recert. survey Numerator: # of
licensed/certified waiver providers, by type, that met licensing stdsor cert reqrmtsat
time of scheduled or periodic recert. survey Denominator: Total licensed/certified
waiver providers, by type, surveyed during perfce period

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

CDPHE Survey Reports

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 Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
Other LI Annually [ stratified
Specify: Describe Group:
CDPHE

Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure;

C.a2#& % of waiver providersenrolled within the perfce period, by type, that have
thereqd prof'l licensureor cert prior to serving waiver participants N: # of waiver
providersenrolled within the perfce period, by type, that have the reqd prof'l
licensure or certification prior to serving waiver participants D: Total # of waiver
providersenrolled within the performance period, by type.

Data Sour ce (Select one):
Other

If 'Other’ is selected, specify:
MMIS Data

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 Medicaid L1 weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative

Sample
Confidence
Interval =
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[] Other Annually [] Stratified
Specify: Describe Group:
[ Continuously and [ Other
Ongoing Specify:
[] Other
Specify:
Data Sour ce (Select one):
Other
If 'Other' is selected, specify:
CDPHE Survey Reports
Responsible Party for Frequency of data Sampling Approach

data
collection/generation

(check each that applies):

collection/generation
(check each that applies):

(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%

Review

[] Sub-State Entity

Quarterly

[] Representative

Sample
Confidence
Interval =
Other Annually [ stratified
Specify: Describe Group:
CDPHE

[] Continuously and
Ongoing

[ Other
Specify:

Page 124 of 291

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023)

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
Sub-State Entit Quarter
[ Other
Specify:
Annually
[ Continuously and Ongoing
[ Other
Specify:
Performance M easure:

C.a.6 Number and percent of non-surveyed licensed/certified waiver providers, by
type, that continually meet waiver licensure/certification standards Numer ator:
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Number of non-surveyed licensed/certified waiver providers, by type, that continually

meet waiver licensur e€/certification standards Denominator: Total number of non-

surveyed licensed/certified waiver providers, by type

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
MMIS Data

Responsible Party for Frequency of data

data collection/generation
collection/generation (check each that applies):
(check each that applies):

Sampling Approach
(check each that applies):
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State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):
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that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing
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Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

[] Other
Specify:

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver
requirements.

For each performance measure the State 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 that will enable the Sate 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;

C.b.1 Number and percent of non-surveyed non-licensed/non-certified providersthat
initially and continually meet waiver requirements Numerator: Number of non-
surveyed non-licensed/non-certified providersthat initially and continually meset
waiver requirements Denominator: Total number of non-surveyed non-licensed/non-
certified waiver providers

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
MMIS Data

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 Medicaid [T weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
[] Other Annually [] Stratified
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Specify: Describe Group:
[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[ Continuously and Ongoing
[] Other
Specify:
Performance Measure:

C.b.3 Number and percent of newly enrolled CDASS attendants who meet the
background check requirements monitored by the FMS vendor s and Department N:
Number of newly enrolled CDASS attendants who meet the background check
requirements monitored by the FM S vendor s and the Department D: Total number
of newly enrolled CDASS attendants

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated
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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 Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%

Review

[] Sub-State Entity

Quarterly

[] Representative

Sample
Confidence
Interval =
Other Annually [ stratified
Specify: Describe Group:
FMS

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

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 Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other

Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

[] Continuously and Ongoing

[ Other
Specify:

c. Sub-Assurance: The State implementsits policies and procedures for verifying that provider training is
conducted in accordance with state requirements and the approved waiver.

For each performance measure the State 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 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 formul ated, where appropriate.

Performance Measure;

C.c.1 Number and percent of surveyed CMHS waiver providerswho meet
Department waiver training requirementsin accordance with state requirements and
the approved waiver Numerator: Number of surveyed CMHSwaiver providerswho
meet Department waiver training requirementsin accordance with state

requirements and the approved waiver Denominator: Total number of surveyed
waiver providers

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
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Interval =
Other Annually [] Stratified
Specify: Describe Group:
CDPHE

[ Continuously and [ Other
Ongoing

Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually
[] Continuously and Ongoing
[] Other
Specify:
Performance Measure:

C.c.2 Number and percent of CMHS waiver non-surveyed provider s who meet
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department training requirementsin accordance with state requirementsand the
approved waiver N: Number of CMHS waiver non-surveyed providerswho meet

Department training requirementsin accordance with state requirementsand the
approved waiver D: Total CMHSwaiver non-surveyed providers

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
MMIS Provider Records

Responsible Party for
data
collection/generation

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

(check each that applies):

State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
U other Annually [ stratified
Specify: Describe Group:

[] Continuously and [] Other
Ongoing Specify:
[] Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
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Cal

Providers who are interested in providing HCBS services that are required by Medical Assistance Program
regulations to be surveyed prior to certification to ensure compliance with licensing and qualification standards
and requirements. Certified providers are re-surveyed according to the CDPHE schedule to ensure ongoing
compliance.

The Department is provided with monthly and annual reports detailing the number and types of agencies that have
been surveyed, the number of agencies that have deficiencies and types of deficiencies cited, the date deficiencies
were corrected, the number of complaints received, complaints investigated, substantiated, and resolved.

The Department uses CDPHE survey reports as the primary data source for this performance measure.

Caz

Licensed/certified providers must be in good standing with their specific specialty practice act and with current
state licensure regulations. Following Medicaid provider certification, all providers are referred to the
Department’ s fiscal agent to obtain a provider number and a Medicaid provider agreement. The fiscal agent
enrolls providers in accordance with Medical Assistance Program regulations and the Department’ s directives and
maintains provider enrollment information in the MMIS. All provider qualifications and required professional
licenses are verified by the fiscal agent upon initial enrollment and in arevalidation cycle; at least every five
years. Data reports verifying required professional licensure and certification are maintained by the Department’s
waiver provider enrollment staff.

Ca6

All provider qualifications are verified by the fiscal agent upon initial enrollment and in arevalidation cycle; at
least every five years. Data reports verifying non-surveyed providers continually meet waiver requirements are
maintained by the Department’ s waiver provider enrollment staff. Department records are the primary data
source for this performance measure.

Ch.l

The Department reviews the waiver provider qualifications. The fiscal agent enrolls providersin accordance with
program regulations and maintains provider enrollment information in the MMIS. All provider qualifications are
verified by the fiscal agent upon initial enrollment and in arevalidation cycle; at least every five years. Data
reports verifying non-licensed/non-certified providers continually meet waiver requirements are maintained by the
Department’ s waiver provider enrollment staff.

Department records are the primary data source for this performance measure.

Chb.3

FMS provides the Department with monthly and quarterly reports of the number of CDASS attendants that were
eligible for hire based on CBI criminal history and Board of Nursing checks prior to the attendant providing
services to waiver participants under the CDASS option. The Department reviews FM S monthly and quarterly
reports as the primary discovery method for this performance measure.

Ccl
CDPHE reviews personnel records as part of their provider surveying activities and includes training deficiencies
identified during the surveysin the written statement of deficiencies.

C.c2

Department regulations for provider general certification standards require provider agenciesto maintain a
personnel record for each employee and supervisor that includes documentation of qualification and required
training completed.

b. Methods for Remediation/Fixing I ndividual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Cal

Providers who are not in compliance with CDPHE and other state standards receive deficient practice citations.
Depending on the risk to the health and welfare of clients, the deficiency will require, a minimum, a plan of
correction to CDPHE. Providers that are unable to correct deficient practices within prescribed timelines are
recommended for termination by CDPHE and are terminated by the Department. When required or deemed
appropriate, CDPHE refers findings made during survey activities to other agencies and licensing boards and
notifies the Department immediately when adenial, revocation, or conditions on alicense occur. Complaints
received by CDPHE are assessed for immediate jeopardy or life-threatening situations and are investigated in
accordance with applicable federal requirements and time frames.

The Department reviews all CDPHE surveys to ensure deficiencies have been remediated and to identify patterns
and/or problems on a statewide basis by service area, and by the program. The results of these reviews assist the
Department in determining the need for technical assistance; training resources and other needed interventions.

Caz2

The Department initiates termination of the provider agreement for any provider who isin violation of any
applicable certification standard, licensure requirements, or provision of the provider agreement and does not
adequately respond to a corrective action plan within the prescribed period of time.

C.ab6

If areas of non-compliance with standards exist, the Department issues a list of deficiencies to the provider. The
provider is required to submit an acceptable Plan of Correction (POC) to the Department within a specified
timeframe. If areas of non-compliance exist where the health and welfare of participants receiving servicesarein
jeopardy, then the provider isrequired to correct the problem immediately and provide documentation of
corrections to Department. The Department initiates termination of the provider agreement for any provider who
isinviolation of any applicable certification standard, licensure requirements, or provision of the provider
agreement, and does not adequately respond to a POC within the prescribed period of time.

Cb.l

If areas of non-compliance with standards exist, the Department issues a list of deficiencies to the provider. The
provider is required to submit an acceptable Plan of Correction to the Department within a specified time frame. If
areas of non-compliance exist where the health and welfare of participants receiving services are in jeopardy, then
the provider isrequired to correct the problem immediately and provide documentation of correctionsto
Department. Providers that do not remediate deficiencies in accordance with the POC are terminated from the
program.

Cb.3

The FMS ensures that the prospective attendants that do not meet this requirements or have not been requested to
be hired by a member and/or authorized representative through the Department established process are not
eligible for hire by waiver participants. The Department’ s review of the FM'S monthly and quarterly reports,
operational materials, and requested documentation ensure deficiencies are remediated.

Ccl
The Department reviews CDPHE provider surveys to ensure plans of correction are followed up on and waiver
providers are trained in accordance with Department regulations.

C.c2

The Department initiates termination of the provider agreement for any provider who isin violation of any
applicable certification standard, licensure requirements, training requirements, or provision of the provider
agreement and does not adequately respond to a corrective action plan within the prescribed period of time.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [] Weekly
Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[] Other
Specify:
Annually

Continuously and Ongoing

[ Other
Specify:

c. Timelines

When the State 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 non-operational .
® No

oYes

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

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' isincorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

® Not applicable- The state does not impose alimit on the amount of waiver services except as provided in Appendix
C3.

O Applicable - The state imposes additional limits on the amount of waiver services.

When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (c) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (€) the safeguards that are in effect
when the amount of the limit is insufficient to meet a participant's needs; (f) how participants are notified of the
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amount of the limit. (check each that applies)

[] Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.

[ Prospective Individual Budget Amount. Thereisalimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[] Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

[ Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR
441.301(c)(4)-(5) and associated CM S 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 #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here.

Refer to Attachment #2

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Person-Centered Support Plan (PCSP)
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a. Responsibility for Service Plan Development. Per 42 CFR 8441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

[ Registered nurse, licensed to practicein the state

[] Licensed practical or vocational nurse, acting within the scope of practice under state law
[] Licensed physician (M.D. or D.O)

[ Case Manager (qualifications specified in Appendix C-1/C-3)

Case Manager (qualifications not specified in Appendix C-1/C-3).
Foecify qualifications:

The minimum qualifications for HCBS Case Managers that conduct the person-centered service planiis:
1. A bachelor’ s degree; or
2. Five (5) years of experiencein the field of LTSS, which includes Developmental Disabilities; or
3. Some combination of education and relevant experience appropriate to the requirements of the position.
4. Relevant experience is defined as:

a. Experience in one of the following areas: long-term care services and supports, gerontology, physical
rehabilitation, disability services, children with special health care needs, behavioral science, special education,
public health or non-profit administration, or health/medical services, including working directly with persons with
physical, intellectual or developmental disabilities, mental illness, or other vulnerable populations as appropriate to
the position being filled; and

b. Completed coursework and/or experience related to the type of administrative duties performed by case
managers may qualify for up to two (2) years of required relevant experience.

Safeguards to assure the health and welfare of waiver participants, including response to critical
events or incidents remain unchanged.

Agency supervisor educational experience:
The agency's supervisor(s) shall meet minimum standards for education and/or experience and shall be able to
demonstrate competency in pertinent case management knowledge and skills.

[ Social Worker
Foecify qualifications:

[ Other
Foecify the individuals and their qualifications:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

O Entitiesand/or individualsthat have responsibility for service plan development may not provide other
direct waiver servicesto the participant.

® Entitiesand/or individualsthat have responsibility for service plan development may provide other
direct waiver servicesto the participant.

The state has established the following safeguards to ensure that service plan development is conducted in the best
interests of the participant. Specify:
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The Department is currently working to implement major changes to the business process and structure of case
management services available to individuals receiving Home and Community-Based Services (HCBS). The
Department submitted a transition plan for Conflict-Free Case Management on June 2, 2017. The Department has
received concerns from stakeholders regarding the plan put forth in 2017. The Department began stakeholder
engagement in January of 2020 to discuss a change in the current plan. Once the Department established a new path
forward that would better serve individuals and families, the Department requested from CM S an extension on the
Conflict-Free Case Management implementation date. CM S granted the Department an extension until 2024 to
come into compliance with Conflict-Free Case Management.

While the Department implements changes to the business processes and structure of case management services, the
State Medicaid Agency allows for entities to provide both case management and direct care waiver services only
when no other willing and qualified providers are available. When a Case Management Agency (CMA) submits a
waiver request to the Department the CMA must provide the Department with the following information:

Specific service that is lacking in the CMA District

Number of other providers available in the CMA District for this service.

Number of Medicaid clients being served by the CMA for this service.

If the lack of serviceisin aparticular area, indicate the area and the number of clients being served in that area.
Efforts the CMA has made to develop the service that is lacking

Procedure the CMA follows to ensure the client has been offered a choice of providers.

. Procedure that the CMA usesto avoid any possible bias of using only the CMA when the service may be
available from another provider agency.

8. Written documentation indicating Direct Service Provider functions and CMA functions are being administered
separately

9. Any other information the CMA may feel is pertinent to obtain awaiver.

No oaghkowbdpRE

The Department reviews the above information to ensure that the CMA’swaiver isin compliance with state laws,
regulations, and policiesin reference to service provisions at 10 C.C.R. 2505-10, Section 8.393.1.M prior to granting
awaiver.

The State currently allows an individual’s HCBS provider to develop the PCSP in Costilla and Conejos Counties.

For those counties where the Department allows the HCBS provider to develop the PCSP due to lack of other
available willing and qualified providers, per the contract the Single Entry Point (SEP) is required to do the
following in regard to mitigating conflict: Obtaining awaiver annually from the Department to provide direct
services based on criteriain applicable Department regulations. If the contractor is granted awaiver to provide
services, the contractor shall provide written notification to the client and/or guardian of the potential influence the
contractor has on the service planning process and ensure the client and/or guardian are informed of their choice.

The Contractor shall provide the client and/or guardian with written information about how to file a provider agency
and/or SEP agency complaint. Upon the Client and/or guardian's request, the contractor shall provide an option for
the client and/or guardian to request a different SEP to develop the PCSP. The contractor shall provide an option for
the PCSP to be monitored by a different SEP entity or individual.

When granted awaiver the SEP must provide the following:

1. CMAsthat are granted awaiver to provide services must provide written notification to the client and/or
guardian about the potential influence the CMA has on the Person-Centered Support Planning process (such as
exercising free choice of providers, controlling the content of the PCSP, including assessment of risk, services,
frequency and duration, and informing the client of their rights).

2. The CMA must also provide the client and/or guardian written information about how to file a provider agency
complaint as well as how to make a complaint against the CMA.

3. Upon client and/or guardian request the CMA must provide an option for the client and/or guardian to choose a
different entity or individual to develop the support plan. The CMA must also provide an option for the PCSP to be
monitored by a different Case Management entity or individual.

The Department requires that all CMAs provide information about the full range of waiver servicesto eligible
clients and/or guardians. The Department does not establish rules about how this information isto be provided. The

Department requires the use of universal PCSP to be used by all HCBS case managers. The PCSP includes alist of
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al services available to the client provided in the waiver. In addition to the list of waiver services provided by the
PCSP, CMAs may choose to provide the information to clientsin aformat that best meets the client’ s needs.

Additional information islocated in Main B. Optional

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)

c. Supporting the Participant in Service Plan Development. Specify: (@) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who is included in the process.
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CMAs are contractually obligated to provide information to clients about the potential services, supports, and resources
that are available to long-term care clients. CMAs are located throughout the State, although some services or options that
are available in one part of the state may not be available in other areas of the State. For this reason, the Department has
opted not to mandate that CMAs use a specific form or method to inform clients about all of the supports available to
clients.

In 2007, the Department implemented an improved monitoring system to better collect administrative data from CMAs.
This new monitoring system will assist the Department in not only assuring CMAs are providing meaningful information
and supportsto clients but also identifying a Best Practice approach to provide clients and/ or family members with
meaningful information and supports to actively engage in and direct the process.

In addition, the Department has taken steps to improve access to information using the Department's website. Information
continues to be added in order to assist the client and/or family members to make informed decisions about waiver
services, informal supports, and State Plan benefits.

Clients, guardians, and/or legal representatives may choose among qualified providers and services. The case manager
will advise the client and/or guardians or the legal representative of the range of services and supports for which the client
is eligible throughout the Person-Centered Support Planning process. The choice of services and providers for the waiver
benefit package is ensured by facilitating a Person-Centered Support Planning process and providing alist of all
providers from which to choose. Waiver clients and/or guardians and legal representatives are informed they have the
authority to select and invite individuals of their choice to actively participate in the Person-Centered Support Planning
process.

When scheduling to meet with the client and or the client’ s legal guardian or representative the case manager makes
reasonable attempts to schedul e the meeting at atime and location convenient for all participants. In addition, the client
has the authority to select and invite individuals of his’her choice to actively participate in the Person-Centered Support
Planning process. Case managers develop emergency backup plans with the client and/or legal guardian or representative
during the planning process and document that plan on the PCSP. The client must be seen at the time of the initial
assessment and at the redetermination to ensure that the client isin the home. To facilitate person-centered practices,
CMAs may use phone or other technological contact to engage in the devel opment and monitoring of the PCSP.

Case management functions include the responsibility to document, monitor, and oversee the implementation of the
PCSP [10 C.C.R. 2505-10, Section 8.607]. The case manager meets with the client and/or legal guardian to complete a
Level of Care Eligibility Determination Screen (LOC Screen), making reasonabl e attempts to schedul e the meeting at a
time and location convenient for al participants. The Colorado Code of Regulations (10 CCR 2505-10 8.607.4 B.)
specifies that: Every effort shall be made to convene the meeting at atime and place convenient to the person receiving
services, their legal guardian, authorized representative, and parent(s) of aminor. To facilitate person-centered practices,
CMAs may use phone or other technological contacts to engage in the devel opment and monitoring of the PCSP. For
each certification period, the level of care determination or redetermination will be in person (unless a documented saf ety
risk is met as provided below).

The case manager reviews the LOC Screen, Assessment, and PCSP with the client during the required monitoring
contact. This review includes the eval uation and assessment strategies for meeting the needs, preferences, and goal s of
the client. It also includes evaluating and obtaining information concerning the client’s satisfaction with the services, the
effectiveness of services being provided, an informal assessment of changesin the client’ s function, service
appropriateness, and service cost-effectiveness.

The case manager shall perform quarterly monitoring contacts with the member, as defined by the member’ s certification
period start and end dates. An in-person monitoring contact is required at least one (1) time during the Person-Centered
Support Plan certification period. The case manager shall ensure the one (1) required in-person monitoring contact
occurs, with the Member physically present, in the Member’ s place of residence or location of services.

Upon Department approval in advance, contact may be completed by the case manager at an aternate location, viathe
telephone, or using avirtual technology method. Such approval may be granted for situationsin which in-person face-to-
face meetings would pose a documented safety risk to the case manager or client (e.g. natural disaster, pandemic, etc.).

The case manager shall perform three additional monitoring contacts each certification period either in-person, on the
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phone, or through other technological modalities based on the member's preference of engagement. To facilitate person-
centered practices, CMAs may use phone or other technological contact to engage in the development and monitoring of
the PCSP.

All forms completed through the PCSP process are available for signature through digital or wet signatures based on the
member’ s preference.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to devel op the participant-
centered service plan, including: (a) who devel ops the plan, who participates in the process, and the timing of the plan; (b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant isinformed of the
services that are available under the waiver; (d) how the plan devel opment process ensures that the service plan addresses
participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated;
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CM S upon request through the Medicaid
agency or the operating agency (if applicable):
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Case management functions include the responsibility to document, monitor, and oversee the implementation of the
PCSP [10 C.C.R. 2505-10, Section 8.393]. The case manager meets with the client and/or legal guardian to complete a
comprehensive Level of Care Eligibility Determination Screen (LOC Screen), making reasonable attempts to schedule
the meeting at atime and location convenient for all participants. To facilitate person-centered practices, CMAS may use
phone or other technological contact to engage in the devel opment and monitoring of the PCSP. For each certification
period, the level of care determination or redetermination will be in person (unless a documented safety risk is met as
provided below).

The case manager shall perform quarterly monitoring contacts with the member, as defined by the member’ s certification
period start and end dates. An in-person monitoring contact is required at least one (1) time during the Person-Centered
Support Plan certification period. The case manager shall ensure the one (1) required in-person monitoring contact
occurs, with the Member physically present, in the Member’ s place of residence or location of services.

Upon Department approval in advance, contact may be completed by the case manager at an alternate location, viathe
telephone, or using avirtual technology method. Such approval may be granted for situations in which in-person face-to-
face meetings would pose a documented safety risk to the case manager or client (e.g. natural disaster, pandemic, etc.).

The case manager shall perform three additional monitoring contacts each certification period either in-person, on the
phone, or through other technological modalities based on the member's preference of engagement. To facilitate person-
centered practices, CMAs may use phone or other technological contact to engage in the development and monitoring of
the PCSP.

All forms completed through the Person-Centered Support Planning process are available for signature through digital or
wet signatures based on the member’ s preference.

The client and/or legal guardian have the authority to select and invite individuals of their choice to actively participatein
the LOC Screen process. The client and the client's chosen group provide the case manager with information about the
client’s needs, preferences, and goals. In addition, the case manager obtains diagnostic and health status information from
the client’s medical provider and determines the client’ s level of care using the state-prescribed LOC Screen instrument.

The case manager also identifiesif any natural supports provided by a caregiver living in the home are above and beyond
the workload of anormal family/household routine. The case manager works with the client and/or the group of
representatives to identify any risk factors and addresses risk factors with appropriate parties.

Beginning December 2021 or sooner, the case manager will complete a needs assessment (Assessment), basic or
comprehensive, as determined by the client. The Assessment collects information about the client’ s strengths and support
needs in these areas: health; functioning; sensory & communication; safety & self-preservation; housing, employment,
volunteering, and training; memory & cognition; and psychosocial. The Assessment also identifies the client’s goals and
needed referrals and will determine if specific waiver targeting criteriais met. Prior to when the Assessment is
completed, the case manager will explain the assessment process to the client and/or guardian and explain options for
waivers and waiver services, as well as the option to choose between the basic or comprehensive assessment. The
comprehensive option covers all of the areas of the basic option but collects more detailed information about the client.
The Assessment identifies which HCBS waiver(s) the client is eligible for and is utilized to devel op the PCSP.

Asthe PCSP is being developed, options for services and providers are explained to the client and/or legal guardian by
the case manager. Before accessing waiver benefits, clients must access services through other available sources such as
State Plan and EPSDT benefits. The case manager arranges and coordinates services documented in the PCSP.

Referrals are made to the appropriate providers of the client’s and/or legal representative’ s choice when services
requiring a skilled assessment, such as skilled nursing or home health aide (Certified Nursing Aide) are determined

appropriate.

The PCSP defines the type of services, frequency, and duration of services needed. The PCSP also documents that the
client and/or legal guardian have been informed of the choice of providers and the choice to have services provided in the
community or in anursing facility. The client may contact the case manager for ongoing case management such as
assistance in coordinating services, conflict resolution, or crisisintervention. The service plan must be finalized in
accordance with CFR 441.301 ¢ (2)(ix), "Befinalized and agreed to, with the informed consent of the individual in
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writing, and signed by all individuals and providers responsible for its implementation.”

The case manager reviews the LOC Screen, Assessment, and PCSP with the client during the required monitoring
contact. Thisreview includes the evaluation and assessment strategies for meeting the needs, preferences, and goal s of
the client. It also includes evaluating and obtaining information concerning the client’s satisfaction with the services, the
effectiveness of services being provided, an informal assessment of changesin the client’ s function, service
appropriateness, and service cost-effectiveness.

If complaints are raised by the client about the Person-Centered Support Planning process, case manager, or other CMA
functions, case managers are required to document the complaint on the CMA complaint log and assist the client to
resolve the complaint. Complaints that are raised by the client about the Person-Centered Support Planning process, case
manager, or other CMA functions, are required to be documented on the CMA complaint log. The case manager and/or
case manager's supervisor are also required to assist in the resolution of the complaint.

This complaint log is reviewed by the Department on a quarterly basis. Department staff is able to identify trends or
discernif aparticular case manager or CMA isreceiving an unusual number or increase in complaints and remediate
accordingly.

The client may also contact the case manager's supervisor or the Department if they do not feel comfortable contacting
the case manager directly. The contact information for the case manager, the case manager's supervisor, the CMA
administrator, and the Department is included on the copy of the PCSP that is provided to the client. The client also has
the option of lodging an anonymous complaint to the case manager, CMA, or the Department.

Clients, family members, and/or advocates who have concerns or complaints may contact the case manager, case
manager's supervisor, CMA administrator, or Department directly. If the Department receives a complaint, the HCBS
waiver and benefits administrator investigates the complaint and remediates the issue.

The case manager is required to complete arescreening, at atime and location chosen by the client, within twelve months
of theinitial or previous LOC Screen. A LOC Screen shall be completed sooner if the client's condition changes or as
needed by program requirements. Upon Department approval, the annual LOC Screen and/or devel opment of the PCSP
may be completed by the case manager at an alternate location or via the telephone. Such approval may be granted for
situations in which there is a documented safety risk to the case manager or client (e.g. natural disaster, pandemic, etc.).

In cases of emergency or evacuation, the case manager may authorize needed services using atemporary interim service
plan, not to exceed 60 days. This plan will be developed when additional services, essential to the member's health and
safety, related to the emergency situation are identified. The case manager will authorize the services using the most
effective means of written communication. Service providers may provide services authorized in this manner until the
case manager is able to complete a service plan revision which will backdate to the date of the temporary interim service
plan. Thistype of interim temporary plan will only be used for already enrolled waiver participants who have been
determined eligible for the waiver pursuant to the eligibility processin the waiver.

State laws, regulations, and policies that affect the PCSP development process are available through the Medicaid
agency.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.
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Risks are assessed as part of the Person-Centered Support Planning process and are documented in the client's electronic
record. Case managers are required to provide clients with all of the choices available to the client for Long Term Care.
These choices include continuing to live in the client's community residence or choosing to live in a Nursing Facility.

The case manager discusses the possible risks associated with the client's choice of living arrangement with the client
and/or guardian. The case manager and the client then develop strategies for reducing these risks. Strategies for reducing
these risks include devel oping backup plans. Back-up plans are designed to be client-centered and often include relying
on the client's choice of family, friends, or neighborsto care for the client if a provider is unableto do so. For life or limb
emergencies, clients are instructed to call his’her emergency number (i.e. 911).

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver servicesin the service plan.

CMAs arerequired to provide clients with a choice of qualified providers. CMAs are located throughout the State,
although some services or options that are available in one part of the state may not be available in other areas of the
State. For this reason, the Department has opted not to mandate that CMAs use a specific form or method to inform
clients about all of the supports available to clients.

The Department has also developed an informational tool in coordination with the Colorado Department of Public Health
and Environment (CDPHE) to assist clients in selecting a service agency. The Department has provided all CMAs with
thisinformational tool. In addition, the guide is available on the CDPHE website.

In an effort to better monitor CMA compliance with this requirement, the Department has developed a client
survey/questionnaire that is administered to clients as specified in the QIS. The survey identifies client satisfaction with
waiver services, case management services, Medicaid and other medical services, etc. The survey aso inquires whether
or not clients were provided choices, including but not limited to: a choice in waiver services, LTC service delivery
(HCBS or nursing facility), qualified providers, participation in the entire Person-Centered Support Planning process, etc.
Clients are also asked if they have received alist of client rights and responsibilities, complaint procedures, critical
incident reporting guidelines, and contingency options.

Survey results are analyzed, tracked, and trended each year according to program areaand CMA. Improvements based on
the data collected from thistool are used in the Quality Improvement Strategy.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Processfor Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):

CMAs are required to prepare PCSP according to their contract with the Department and CM S waiver requirements. The
Department monitors each CMA annually for compliance. A sample of documentation including PCSP is reviewed for
accuracy, appropriateness, and compliance with regulations at 10 C.C.R. 2505-10, Section 8.393.

The PCSP must include the clients assessed needs, preferences, goals, natural supports, specific services, amount,
duration, and frequency of services, documentation of choice between waiver services and institutional care, and
documentation of choice of providers. CMA monitoring by the Department includes a statistical sample of support plan
reviews. During the review, PCSP and prior authorizations are compared with the documented level of care for
appropriateness and adequacy. A targeted review of PCSP documentation and authorization review is part of the overall
administrative and programmatic evaluation by the Department.

Appendix D: Participant-Centered Planning and Service Delivery
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D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review
and update of the service plan:

O Every three months or mor e frequently when necessary
O Every six months or mor e frequently when necessary

® Every twelve months or mor e frequently when necessary

O Other schedule
Foecify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each that

applies):
[ M edicaid agency
[] Operating agency
[] Case manager
Other
Secify:

Written copies are maintained at the CMA and are also available electronically to both the client's CMA and the
State Medicaid agency viathe State's case management IT system.

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan | mplementation and M onitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are
used; and, (c) the frequency with which monitoring is performed.
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Case managers are responsible for PCSP devel opment, implementation, and monitoring. Case managers are required to
meet with clients annually for PCSP development. When scheduling to meet with the client and or the client’ s legal
guardian or representative, the case manager makes reasonabl e attempts to schedule the meeting at atime and location
convenient for all participants. Once the PCSP is implemented case managers are required to conduct monitoring with the
client to ensure the PCSP continues to meet the client's goals, preferences, and needs. Case managers are also required to
contact the client when significant changes occur in the client's physical or mental condition. To facilitate person-
centered practices, CMAs may use phone or other technological contact to engage in the development and monitoring of
PCSP.

The case manager shall perform quarterly monitoring contacts with the member, as defined by the member’ s certification
period start and end dates. An in-person monitoring contact is required at least one (1) time during the Person-Centered
Support Plan certification period. The case manager shall ensure the one (1) required in-person monitoring contact
occurs, with the Member physically present, in the Member’ s place of residence or location of services.

Upon Department approval in advance, contact may be completed by the case manager at an alternate location, viathe
telephone or using virtual technology method. Such approval may be granted for situations in which in-person face-to-
face meetings would pose a documented safety risk to the case manager or client (e.g. natural disaster, pandemic, etc.).

The case manager shall perform three additional monitoring contacts each certification period either in-person, on the
phone, or through other technological modality based on the member's preference of engagement.

Participants exercise free choice of providers:

Each Case Management Agency (CMA) isrequired to provide clients with afree choice of qualified providers. Some
services and/or providersthat are available in one part of the State may not be available in other areas of the State. CMAs
have developed individual methods for providing choice to their clients. In order to ensure that clients continue to
exercise afree choice of providers, the Department has added a signature section to the PCSP that allows clients to
indicate whether they have been provided with afree choice of providers. All forms completed through the Person-
Centered Support Planning process are available for signature through digital or wet signatures based on the member's
preference.

In an effort to better monitor CMA compliance with this requirement, the Department has developed a client
survey/questionnaire that is administered to clients as specified in the Quality Improvement Strategy (QIS). The survey
identifies client satisfaction with waiver services, case management services, Medicaid and other medical services, etc.
The survey aso inquires whether or not clients were provided choices, including but not limited to: a choice in waiver
services, LTC service delivery (HCBS or nursing facility), qualified providers, participation in Person-Centered Support
Planning, etc. Clients are also asked if they have received alist of client rights and responsibilities, complaint procedures,
critical incident reporting guidelines, and contingency options. Survey results are analyzed, tracked, and trended each
year according to program area and CMA. Improvements based on the data collected from this tool will be implemented
as specified in the QIS.

Participant access to non-waiver services in the PCSP, including health services:

As of 2007, the Department implemented a PCSP which includes a section for health services and other non-waiver
services. At the same time, the Department added acute care benefits and Behavioral Health Organizations breakout
sessions to the annual case managers training conference to ensure case managers have a greater understanding of the
additional health services available to long-term care clients.

Methods for prompt follow-up and remediation of identified problems:

Clients are provided with this information during the initial and annual Person-Centered Support Planning process using
the Client Roles and Responsibilities and the Case Managers Roles and Responsibilities form. The form provides
information to the client about the following, but not limited to, case management responsibilities:

Assists with the coordination of needed services.

Communicate with the service providers regarding service delivery and concerns Review and revise services, as

necessary
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Notifying clients regarding a change in services

The form also states that clients are responsible for notifying their case manager of any changesin the client's care needs
and/or problems with services. If a case manager is notified about an issue that requires prompt follow-up and/or
remediation the case manager is required to assist the client. Case managers document the issue and the follow-up in the
state’ s case management IT system.

In cases of emergency or evacuation, the case manager may authorize needed services using atemporary interim service
plan, not to exceed 60 days. This plan will be developed when additional services, essential to the member's health and
safety, related to the emergency situation are identified. The case manager will authorize the services using the most
effective means of written communication. Service providers may provide services authorized in this manner until the
case manager is able to complete a service plan revision which will backdate to the date of the temporary interim service
plan. Thistype of interim temporary plan will only be used for already enrolled waiver participants who have been
determined eligible for the waiver pursuant to the eligibility processin the waiver.

Methods for systematic collection of information about monitoring results that are compiled, including how problems
identified during monitoring are reported to the state:

The Department will conduct an annual internal programmatic review using the Department prescribed Programmatic
Tool. Thetool is a standardized form with waiver-specific components to assist the Department to measure whether or
not CMAs remain in compliance with Department rules, regulations, contractual agreements, and waiver-specific
policies.

Evidentiary information supporting the CMA's internal programmatic reviews is submitted to the Department.
Department staff then reviews a portion of each CMAs internal programmatic review using the sampling methodology
described in the QIS. The Department staff compares information submitted by the CMA to BUS documentation and
Prior Authorization Request (PAR) submissions, client signature pages including but not limited to intake, service
planning, the release of information or HIPAA, and the Professional Medical Information Page (PMIP). If the
Department discovers errors outside the allowable margin, the agency may be subject to afull audit.

In addition, the Department audits each CMA for administrative functions including qualifications of the individuals
performing the assessment and support planning, the process regarding the evaluation of needs, client monitoring
(contact), case reviews, complaint procedures, provision of client choice, waiver expenditures, etc. Thisinformation is
compared with the programmatic review for each agency. Thisinformation is also reviewed and analyzed in aggregate to
track and illustrate state trends and will be the basis for future remediation.

The Department also has a Program Integrity section responsible for an ongoing review of sample cases to reconcile
services rendered compared to costs. Cases under review are those referred to Program Integrity through various sources
such as Department staff, CDPHE, and client complaints. The policies and procedures Program Integrity employsin this
review are available from the Department.

Costs are also monitored by Department staff reviewing the 372 reports and budget expenditures.
b. Monitoring Safeguar ds. Select one:

O Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver servicesto the participant.

® Entitiesand/or individualsthat have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver servicesto the participant.

The state has established the following safeguards to ensure that monitoring is conducted in the best interests of the
participant. Specify:
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The Department is currently working to implement major changes to the business processes and structure of case
management services available to individuals receiving HCBS services. These changes will have a direct impact on
person-centered support planning and service delivery in Colorado. First, the Department has submitted its transition
plan for Conflict-Free Case Management on June 2nd, 2017. The Department has received concerns from
stakeholders regarding the plan put forth in 2017. The Department began stakeholder engagement in January of
2020 to discuss a change in the current plan. Once the Department established a new path forward that would better
serve Individuals and families, the Department requested from CM S an extension on the Conflict-Free Case
Management implementation date. CM S granted the Department an extension until 2024 to come into compliance
with Conflict-Free Case Management.

Until the changes to business processes and structure of case management services are implemented, the State
Medicaid Agency allows for entities to provide both case management and direct care waiver services only when no
other willing and qualified providers are available. The Dept sent aletter in January of 2018 to all current CMAs
notifying them of their four options to comply with federal and state statutes and regulations. Additionally, all
current CMAs must submit a Business Continuity Plan to the Dept by July 1, 2018, indicating which of the four
options the CMA is choosing and identifying how the CMA will operate in the new system.

When aCMA submits awaiver request to the Dept the CMA must provide the Dept with the following information:
1. Specific service that islacking in the CMA District.

2. Number of other providers available in the CMA District for this service.

3. Number of Medicaid clients being served by the CMA for this service.

4. If the lack of serviceisin aparticular area, indicate the area and the number of clients being served in that area.
5. Efforts the CMA has made to develop the service that islacking.

6. Procedure the CMA follows to ensure the client has been offered a choice of providers.

7. Procedure the CMA uses to avoid any possible bias of using only the CMA when the service may be available
from another provider agency.

8. Written documentation indicating Direct Service Provider functions and CMA functions are being administered
separately.

9. Any other information the CMA may feel is pertinent to obtaining awaiver.

The Dept reviews the above information to ensure that the CMA’ s waiver isin compliance with state laws,
regulations, and policiesin reference to service provision at 10 C.C.R. 2505-10, Section 8.393.1.M prior to granting
awaiver. In order to ensure alignment between Colorado statutes for the SEPs, the Dept will fully analyze options
for any necessary legidative changes in the upcoming 2018 legidlative session. The Dept will ensure SEPs align
with other agencies regarding the timeline for compliance.

The state currently alows the individual’s HCB service provider to devel op the PCSP(because there is no other
available willing and qualified entity besides their provider) in Alamosa, Bent, El Paso, Park, Teller, and Montrose
Counties. Per the contract, the SEP is required to do the following in regards to mitigating conflict.

For those counties where the Dept allows the HCB service provider to develop the PCSP due to lack of other
available willing and qualified providers, per the contract the SEP is required to do the following in regards to
mitigating conflict: Obtaining awaiver annually from the Department. to provide direct services based on criteriain
applicable Department regulations. If the Contractor is granted awaiver to provide services, the Contractor shall
provide written notification to the client and/or guardian of the potential influence the Contractor has on the Person-
Centered Support Planning process. The Contractor shall provide the client and/or guardian with written information
about how to file a provider agency and/or SEP agency complaint. Upon client and/or guardian request, the
Contractor shall provide an option for the client and/or guardian to request a different SEP to develop the PCSP. The
Contractor shall provide an option for the PCSP to be monitored by a different SEP entity or individual.

1. CMAsthat are granted awaiver to provide services must provide written notification to the client and/or guardian
about the potential influence the CMA has on the Person-Centered Support Planning process (such as exercising free
choice of providers, controlling the content of the PCSP, including assessment of risk, services, frequency and
duration, and informing the client of their rights).

2. The CMA must also provide the client and/or guardian written information about how to file a provider agency
complaint as well as how to make a complaint against the CMA.

3. Upon client and/or guardian request the CMA must provide an option for the client and/or guardian to choose a
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different entity or individual to develop the support plan. The CMA must also provide an option for the PCSP to be
monitored by adifferent CMA entity or individual.

The Dept requires that all CMAs provide information about the full range of waiver servicesto eligible clients
and/or guardians. The Department does not establish rules about how this information isto be provided. The Dept
requires the use of auniversal PCSP to be used by all HCBS case managers. The PCSP includes alist of all services
available to the client provided in the waiver. In addition to the list of waiver services provided by the PCSP, CMAs
may choose to provide the information to clientsin aformat that best meets the client’ s needs. For example, many
CMA S prepare a comprehensive list of qualified HCBS providersin their areathat is provided to clients during the
Person-Centered Support Planning process.

Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sateto
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;

D.a.1 Number and percent of waiver participants whose Person-Centered Support
Plan (PCSP) addressthe needsidentified in the Level of Care Screen (LOC Screen)
and determination Numerator: Number of participants whose PCSPs addressthe
needsidentified in the LOC screen & determination Denominator: Total number of
waiver participantsreviewed

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Program Review Tool/Super Aggregate Report

Responsible Party for Freguency of data Sampling Approach
data collection/generation (check each that applies):
collection/gener ation (check each that applies):

(check each that applies):

State Medicaid L1 weekly [1 100% Review
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Agency

[] Operating Agency

[ Monthly

L essthan 100%
Review

[ Sub-State Entity

[] Quarterly

Representative
Sample
Confidence
Interval =

95%
confidence
level with +/-
5% margin of
error

[ Other
Specify:

Annually

[ stratified
Describe Group:

Continuously and
Ongoing

Other
Specify:

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[] Other
Specify:

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 Agency [] Weekly
[ Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other

Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
Continuously and Ongoing
[ Other
Specify:
Performance Measure:

D.a.2 Number and percent of waiver participants whose PCSPs addr ess the waiver

Page 153 of 291

participant's personal goals N: Number of waiver participants whose PCSPs addr ess
the waiver participant’s personal goals D: Total number of waiver participants

reviewed

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Program Review Tool/Super Aggregate Report

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 Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with +/-
5% margin of
error
[] Other Annually [] Stratified
Specify: Describe Group:
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Continuously and
Ongoing

Other
Specify:

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[] Other
Specify:

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 M edicaid Agency [ Weekly

[] Operating Agency [] Monthly

[ Sub-State Entity [ Quarterly

[] Other

Specify:
Annually
Continuously and Ongoing
[ Other
Specify:
Performance Measure;

D.a.3 Number and percent of waiver participantswhose PCSPs addressidentified
health and safety risksthrough a contingency plan Numerator: Number of waiver

participants whose PCSPs addr ess identified health and safety risksthrough a
contingency plan Denominator: Total number of waiver participantsreviewed

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

Page 154 of 291

06/27/2023



Program Review Tool /Super Aggregate Report

Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023)

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 Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with +/-
5% margin of
error
[] Other Annually [ Stratified
Specify: Describe Group:

Continuously and
Ongoing

Other
Specify:

Proportionate
consolidated
representative
sampl e of
C0.0006,
C0.0268, and
C0.0288

[ Other
Specify:

Data Aggregation and Analysis:

that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

[T weekly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

Continuously and Ongoing

[] Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
procedures.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate 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 ar e formul ated, where appropriate.

¢. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changesin the
waiver participants needs.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-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 statistically/deductively or inductively, how themes are

identified or_conclusions drawn, and how recommendations are formul ated, where appropriate.

Performance Measure;

D.c.1 Number and percent of waiver participants whose PCSPswererevised, as
needed, to address changing needs Numer ator: Number of waiver participants whose
PCSPswererevised, as needed, to address changing needs Denominator: Total
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number of participantswho required arevision to their PCSP to address changing
needsthat werereviewed

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:

Program Review Tool

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 Medicaid LI weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with +/-
5% margin of
error
L other Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

Other
Specify:

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually

Continuously and Ongoing

[ Other
Specify:

Performance Measure;

D.c.2. Number and percent of waiver participantswith a prior PCSP that was
updated within one year Numerator: Number of waiver participantswith a prior
PCSP that was updated within one year Denominator: Total number of waiver
participantswith a prior PCSP in the sample

Data Sour ce (Select one):

Other

If 'Other’ is selected, specify:

State's case management | T system Data/Super Aggregate Report

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid L1 weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
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95%
confidence
level with +/-
5% margin of
error

[ Other
Specify:

Annually

[ stratified
Describe Group:

Continuously and
Ongoing

Other
Specify:

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[ Other
Specify:

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 Agency [ Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

Continuously and Ongoing

[] Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

Performance M easure:

D.c.3#and % of CMHS waiver participants and/or family memberswho indicate on
the NCI survey they know who to contact to make changesto their PCSP N: # of
CMHSwaiver participantsand/or family memberswho indicate on the NCI survey
they know who to contact to make changesto their PCSP D: Total number of CMHS
waiver participants and/or family membersresponding to the NCI survey

Data Sour ce (Select one):

Other
If 'Other' is selected, specify:
NCI Survey Tool
Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually [ stratified
Specify: Describe Group:

NCI Survey Team

[] Continuously and [] Other
Ongoing Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity [] Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service plan.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate 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:

D.d.1#and % of CMHSwaiver participantsand/or family membersresponding to
the NCI survey who indicate they received services and supportsoutlined in their
PCSP N: # of CMHSwaiver participantsand/or family membersresponding to the

NCI survey who indicate they received services and supportsoutlined in their PCSP
D: Total # of CMHSwaiver participantsresponding to NCI Survey

Data Sour ce (Select one):
Other
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If 'Other' is selected, specify:

NCI Survey Tool
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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):

NCI Survey Team

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
Other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

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 Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

Specify:

[] Continuously and Ongoing

[ Other
Specify:

Performance Measure:
D.d.2 Number and per cent of waiver participants whose scope and type of services
aredelivered as specified in the PCSP N: # of waiver participants whose scope and

type of services are delivered as specified in the PCSP D: Total # of waiver
participantsin the sample

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Participant record in the State's case management I T system/Bridge records and
Medicaid Management Information System (MMIS) Data

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [ weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence
level with +/-
5% margin of
error
[] Other Annually [] Stratified
Specify: Describe Group:
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Other
Specify:

Continuously and
Ongoing

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[] Other
Specify:

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 Agency L1 weekly

[] Operating Agency [] Monthly

[ Sub-State Entity [ Quarterly

[ Other

Specify:
Annually
Continuously and Ongoing
[ Other
Specify:
Performance Measure:

D.d.4 Number and percent of waiver participants whose amount of servicesare

delivered as specified in the PCSP Numerator: Number of waiver participantswhose
amount of servicesisdelivered as specified in the PCSP Denominator: Total number

of waiver participantsin the sample
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Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

Participant record in the State's case management I T system/Bridge records and
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Medicaid Management Information System (MMIS) Data

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 Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
5% confidence
level with +/-
5% margin of
error
[] Other Annually [ Stratified
Specify: Describe Group:

Continuously and
Ongoing

Other
Specify:

Proportionate
consolidated
representative
sampl e of
C0.0006,
C0.0268, and
C0.0288

[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

Continuously and Ongoing

[ Other
Specify:

Performance Measure;

D.d.5 Number and per cent of waiver participants whose frequency and duration of
services aredelivered as specified in the PCSP Numerator: # of waiver participants
whose frequency and duration of servicesare delivered as specified in the PCSP
Denominator: Total # of waiver participantsin the sample

Data Sour ce (Select one):

Other

If 'Other’ is selected, specify:

Participant record in the State's case management I T system/Bridge records and
Medicaid Management Information System (MMIS) Data

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid L1 weekly [ 100% Review
Agency
[] Operating Agency [] Monthly Lessthan 100%
Review
[] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
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95%
confidence
level with +/-
5% margin of
error

[ Other
Specify:

Annually

[ stratified
Describe Group:

Continuously and
Ongoing

Other
Specify:

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[ Other
Specify:

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 Agency [ Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

Continuously and Ongoing

[] Other
Specify:
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Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.

Perfor mance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sateto
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 M easure:

D.e.1 Number and percent of waiver participants whose PCSPs document a choice
between/among HCBS waiver servicesand qualified waiver service providers
Numerator: Number of waiver participants whose PCSPs document a choice
between/among HCBS waiver servicesand qualified waiver service providers.
Denominator: Total number of waiver participantsin the sample

Data Sour ce (Select one):

Other

If 'Other" is selected, specify:
State's case management I T system Data

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 M edicaid
Agency

[T weekly

L1 1000 Review

[] Operating Agency

[ Monthly

L essthan 100%
Review

[ Sub-State Entity

[ Quarterly

Representative
Sample
Confidence
Interval =

95%
confidence
level with +/-
5% margin of
error

[l Other

Annually

L] stratified
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Specify: Describe Group:

Other
Specify:

[] Continuously and
Ongoing

Proportionate
consolidated
representative
sample of
C0.0006,
C0.0268, and
C0.0288

[] Other
Specify:

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 Agency LI weekly

[] Operating Agency [] Monthly

[ Sub-State Entity [ Quarterly

[ Other

Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure:

D.e.2 Number and percent of CMHS waiver participants and/or family members

responding to the NCI survey who indicate they had a choice of service providersN:
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Number of CMHS waiver participants and/or family membersresponding to the NCI
survey who indicate they had a choice of service providers D: Total number of CMHS
waiver participants and/or family membersresponding to the NCI survey

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

National Core Indicator Survey

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):

NCI Survey Team

State Medicaid LI weekly 100% Review
Agency
[] Operating Agency [] Monthly [] Lessthan 100%
Review
[] Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
Other Annually [ stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[] Other
Specify:

[] Other
Specify:

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 Agency

L1 weekly
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Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
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The Department utilizes the Super Aggregate Report as the primary data source for monitoring the PCSP
assurance and performance measures. The Super Aggregate Report is a custom report consisting of two parts: data
pulled directly from the state’' s case management I T system, the Bridge, and data received from the annual
program eval uations document, the QI Review Tool. (Some performance measures use stat€’ s case management
IT system only data, some use QI Review Tool only data, and some use a combination of state’s case
management I T system, Bridge, and QI Review Tool data). The Super Aggregate Report providesinitial
compliance outcomes for performance measures in the PCSP sub-assurances and performance measures.

Dal

All of the services listed in the PCSP must correspond with the needs listed in the ADLSs, Supervision, and

medical sections of the ULTC assessment. If a participant scores two or more on the LOC Screen, the participant's
need must be addressed through a waiver/state plan service or by athird party (natural supports, other state
programs, private health insurance, or private pay). The reviewers use the state’ s case management I T system
and/or Bridge to discover deficiencies for this performance measure and report in the QI Review Tool.

D.a2

PCSP must appropriately address personal goals as identified in the Personal Goals section of the Service plan.
Goals should be individualized and documented in the HCBS Goal's sections of the participant’s record. The
reviewers use the BUS and/or Bridge to discover deficiencies for this performance measure and report in the QI
Review Toal.

D.a3

Health and safety risks must be addressed in the participant’s record through a contingency plan. The narrativein
the contingency plan must be individualized and include a plan to address situations in which a participant’s
health and welfare may be at risk in the event that services are not available. The reviewers use the BUS to
discover deficiencies for this performance measure and report in the QI Review Tool.

D.cl

If PCSP revision need isindicated, the revision must be: included in the participant’ s record; supported by
documentation in the applicable areas of the LOC Screen, Log notes, or CIRS, and address all service changesin
accordance with Department policy, delivered to the participant or the participant’ s representative; and, signed by
the participant or the legal guardian, as appropriate. All forms completed through the Person-Centered Support
Planning process are available for signature through digital or wet signatures based on the member's preference.
The reviewers use the state’ s case management I T system and/or Bridge to discover deficiencies for this
performance measure and report in the QI Review Tool.

D.c.2

The PCSP start date must be within one year of the prior PCSP start date, for existing, non-new waiver
participants in the sample. Discovery datafor this performance measureis pulled directly from the state' s case
management I T system.

D.c3,D.d1,D.e2

Colorado participates in the National Core Indicators (NCI) study that assesses performance and outcome
indicators for state developmental disabilities service systems. This study allows the Department to compare its
performance to service systemsin other states and within our state from year to year.

Performance and outcome indicators to be assessed covering the following domains:

* Consumer Outcomes

e System Performance

e Health, Welfare, & Rights

» Service Delivery System Strength & Stability

In addition, Colorado has added some waiver-specific questions to assist with assuring that participants know who
to contact if SPs need updating; SPs meet the participant's expectations; and, that participants had a choice of
providers.

D.d.2,D.d4,D.d.5
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The Department compares data collected from MMIS claims and the participant’s PCSP to discover deficiencies
for this performance measure. Case managers are required to perform follow-up activities with participants and
providersto ensure the PCSP reflects the appropriate services authorized in the amount necessary to meet the
participant’ s identified needs.

Del

PCSP Service and Provider Choice page must indicate that the participant has been provided a choice
between/among HCBS waiver services and qualified waiver service providers. Discovery datafor this
performance measureis pulled directly from the state’s case management IT system.

b. Methods for Remediation/Fixing I ndividual Problems

Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

D.al,D.a2,D.a3,D.cl,D.c2 D.c.3 D.d2 D.d4, D.d5 D.el

The Department provides comprehensive remediation training CMAs annually to assist with improving
compliance with PCSP performance measures and in devel oping PCSP. The remediation process includes a
standardized template for individual CMA Corrective Action Plans (CAPs) to ensure all of the essential elements,
including root-cause analysis, are addressed in the CAP. Time-limited CAPs are required for each performance
measure when the threshold of complianceis at or below 85%. The CAPS must also include a detailed account of
actions to be taken, staff responsible for implementing the actions, and timeframes, and a date for completion. The
Department reviews the CAPs, and either accepts or requires additional remedial action. The Department follows
up with each individual CMA quarterly to monitor the progress of the action items outlined in their CAP.

The Department compiles and analyzes CMA CAPs to determine a statewide root cause for deficiencies. Based
on the analysis, the Department identifies the need to provide policy clarifications, and/or technical assistance,
design specific training annually, and determine the need for modifications to current processes to address
statewide systemic issues.

The Department monitors service planning CAP outcomes continually to determine if individual CMA technical
assistance is required, what changes need to be made to training plans, or what additional training need to be
developed. The Department will analyze future QIS results to determine the effectiveness of the pieces of training
delivered. Additional training, technical assistance, or systems changes will be implemented based on those
results.

D.c3,D.d1,D.e2

The Department compares data on response rates to NCI questions and responses from waiver year to waiver
year. The Department analyzes the outcome of the survey and uses this information to assist with the devel opment
of the waiver training curriculum aswell as to develop needed policy changes.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies):

Frequency of data aggregation and analysis
(check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other

Specify: Annually
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

[] Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State 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 Service Plans that are currently non-operational.

©No

O vYes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

® ves Thiswaiver provides participant direction opportunities. Complete the remainder of the Appendix.
O No. Thiswaiver doesnot provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMSurges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget
or both. CMSwill confer the Independence Plus designation when the waiver evidences a strong commitment to participant
direction.

Indicate whether Independence Plus designation isreguested (select one):

O ves The state requeststhat thiswaiver be considered for Independence Plus designation.
® No. I ndependence Plus designation is not requested.

Appendix E: Participant Direction of Services
E-1: Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.
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There is one participant-directed service available to participants of thiswaiver program. The case manager provides
information including service description, eligibility criteria, and required paperwork to potential and current clients.
During the initial Level of Care Eligibility Determination Screen (LOC Screen) and Person-Centered Support Planning
process and at the time of the Continued Stay Review (CSR), the case manager must provide information to the client
and/or legal guardian on the participant-directed service, Consumer Directed Attendant Support Services (CDASS).

The client and/or legal guardian interested in participant direction must obtain a completed Physician Attestation of
Consumer Capacity indicating that the client is of sound judgment and has the ahility to direct his/her care, or the client
requires the assistance of an authorized representative to direct care on hisher behalf. To ensure that the physician’'s
judgment can be consistently applied, the Physician Attestation of Consumer Capacity is a Department approved form
that includes definitions of the following: stable health, ability to manage the health aspects of his/her life, ability to
direct his/her care, and authorized representative.

CDASS requires that aclient isin stable health. If the physician indicates that the client is unable to direct his’her care,
the case manager must ensure that the client or legal guardian designates an authorized representative. Clients that have
been designated as able to direct his’her care may also elect to designate an authorized representative.

The authorized representative may not be the client’ s attendant. The authorized representative must submit an affidavit
stating that he or sheis at least 18 years of age; has known the client for at least two years; has not been convicted of any
crime involving exploitation, abuse, or assault on another person; and does not have a mental, emotional, or physical
condition that could result in harm to the client. The client and/or authorized representative works with the case manager
who determines the level of care the client requires through the completion of a LOC Screen and the development of the
PCSP. The case manager refers the client and/or authorized representative to the Department contracted training and
operations vendor for CDASS. The Financial Management Services (FMS) agency for CDASS is contracted to provide
employment-related supports as the client’s agent.

CDASS isthe most flexible option for participant-directed care. CDASS attendants are employed and supervised by the
client and/or authorized representative. This program offers the client and/or authorized representative the ability to
recruit, hire, train, schedule, and set wages within the limitations established by the Department. The case manager
calculates the client’s allocation based on the client’ s needs using the Department’ s guidelines and prescribed methods.
The needs determined for allocation must reflect the needs identified by a comprehensive assessment using the LOC
Screen and documented in the PCSP. The case manager then refers the client and/or authorized representative to the
Training Vendor for training.

The Training Vendor provides training to assure that case managers, clients, and/or authorized representatives understand
the philosophy and responsihilities of participant-directed care. At a minimum, this training includes: an overview of the
program, client and/or authorized representative rights and responsibilities, planning, and organizing attendant services,
managing personnel issues, communication skills, recognizing and recruiting quality attendant support, managing health,
allocation budgeting, accessing resources, safety and prevention strategies, managing emergencies, and working with the
FMS. The FMSis required to monitor the client’s and/or authorized representative’ s submittal of required timesheet
information to determine that it is complete, accurate, and timely; manage the payment of state-required sick time and
family and medical leave benefits on behalf of CDASS clients and/or authorized representatives; work with the case
manager to address client performance problems; provide monthly reports to the client and/or authorized representative
for financial reconciliation, and monitoring the expenditure of the annual allocation. The FM S provides financial
management services for CDASS clients and/ or authorized representatives.

After the client and/or authorized representative complete the training provided by the Training Vendor, an Attendant
Support Management Plan (ASMP) must be developed and submitted to the case manager for approval. The ASMP must
describe at |east the following: the clients current health status; the client’s consumer-directed attendant support needs; a
detailed listing of the amount, scope, and duration of services to be provided; the client’s plans for securing consumer
attendant support services, utilizing the monthly allocation, and handling emergencies. If areas of concern are identified
upon the case manager’ s review of the ASMP, the case manager assists the participant in further developing the plan.
CDASS may not begin until the plan is approved by the case manager. Existing Medicai d-funded services continue until
the conditions for CDASS have been met and the start date for CDASS servicesis set.

The CDASS client completes an update to their ASMP when the client has a change to their CDASS allocation or
services based on their needs. The case manager is responsible for reviewing the submitted plan for completion and
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accuracy. The planis put into place immediately upon case management approval or based on an agreed-upon date
between the client and the case manager. All CDASS forms completed are available for signature through digital or wet
signatures based on the member’ s preference.

Clients who have a dispute regarding their assessed service needs, including their CDASS allocation or CDASS attendant
support management plan, have the ability to initiate an appeal before an Administrative Law Judge. The Case
Management Agency (CMA) case manager shall provide the client with aLong Term Care Waiver Program Notice of
Action (LTC 803) to inform the client of their appeal rights per Code of Colorado Regulation 10 CCR 2505-10, section
8.057. A client has theright to request areview of their assessed service needs identified in the CDASS task worksheet
and CDASS monthly allocation at any time through their case manager.

A client or their authorized representative isinformed of the ability to select one of the contracted FM S vendors during
CDASS training with the CDASS training and operations vendor. Each FM S vendor has provided informational materials
regarding their company to the training vendor. This material is provided to the client or authorized representative during
CDASS training. The client can contact the FM S vendor with any questions they may have. The client’s case manager
reviews the choice of FM S vendor with the client.

To assess the client and/or authorized representatives effectivenessin participant direction and satisfaction with the
quality of services being provided; the case manager must contact the client and/or the authorized representative at least
monthly for the first three months, quarterly for the remainder of the first year, and twice a year thereafter. If the client
and/or authorized representative report a change in functioning which requires a modification to the client's Attendant
Support Management Plan, the case manager performs a reassessment.

Under the F/EA model, the client is considered the employer of record and uses the FM S as afiscal agent to process
payroll and employee-related forms and documents. Under F/EA the program participant or representative is the common
law employer of workers hired, trained, and managed by the participant or representative. The F/EA pays workers and
vendors on the participant’s behalf. The F/EA withholds, calculates, deposits, and files withheld Federal Income Tax and
both employer and employee Social Security and Medicare Taxes. The F/EA a so pays employees accrued sick time and
family and medical leave on behalf of the participant and per state regulations. The F/EA isresponsible for developing
administrative and systems management tools for the participant to track employee accrued sick time and family and
medical leave. The F/EA remains responsible for ensuring that the CDASS participant’s all ocation does not exceed their
authorized amounts and established program maximums. This model allows the client the most choice in directing and
managing their services as they are the sole employer of the attendant.

Assurance of Health and Welfare:

When a participant elects to utilize CDASS as a service delivery option the case manager and participant will update,
review, and discuss al facets of the ASMP. Thiswill include assurances of service needs identified from the CDASS task
worksheet that will be addressed through attendant services. Additionally, the case manager will review the total
attendant compensation the participant has determined from their allocation. Ongoing, the ASMP will be reviewed every
6 months with the case manager. The ASMP shall be modified by the client, or client authorized representative if
applicable when there is a change in the client's needs. In the event the case manager or participant has identified
concerns related to the participant service needs being met through their ASMP, the case manager will refer the
participant to the CDASS training vendor for additional training in determining attendant compensation. The case
manager will review with the participant the other service delivery options available to meet their needs. If the participant
is not in agreement with their needs being met, they may request a reassessment from the case manager or may file an
appead at any time.

Appendix E: Participant Direction of Services
E-1. Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

O Partici pant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the common law employer or the co-employer of workers. Supports and protections are available for
participants who exercise this authority.

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 177 of 291

O Partici pant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.

® Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

Participant direction opportunities are available to participantswho livein their own privateresidence or the
home of a family member.

[ Participant direction opportunities are available to individualswho residein other living arrangements where
services (regar dless of funding sour ce) are furnished to fewer than four personsunrelated to the proprietor.

[] The participant direction opportunities are available to personsin the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):

O waiver is designed to support only individuals who want to direct their services.
O Thewaiver isdesigned to afford every participant (or the participant'srepresentative) the opportunity to

elect to direct waiver services. Alternate service delivery methods are available for participants who
decide not to direct their services.

® Thewaiver isdesigned to offer participants (or their representatives) the opportunity to direct some or
all of their services, subject to the following criteria specified by the state. Alternate service delivery
methods are available for participantswho decide not to direct their servicesor do not meet thecriteria.

Foecify the criteria
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1. If the client chooses to self-direct they have the option of Consumer Directed Attendant Support Services
(CDASS).

2. To access CDASS, the client must obtain a statement from his or her primary care physician indicating that the
person isin stable health, has sound judgment and the ability to direct his or her care, or has an authorized
representative who is able to direct the client’s care on his or her behalf; and

3. Clients have the option to self-direct and those that choose CDASS must demonstrate the ability to handle the
financial/budgeting aspects of self-directed care and/or has an authorized representative who is able to handle
financial/budgeting aspects of the eligible person’s care. The client and/or authorized representative demonstrate this
ability by completing training and submitting an Attendant Support Management Plan (ASMP) to the case manager
for approval.

Assurance of Health and Welfare:

When a participant elects to utilize CDASS as a service delivery option the case manager and participant will
update, review, and discuss all facets of the ASMP. Thiswill include assurances of service needs identified from the
CDASS task worksheet that will be addressed through attendant services. Additionally, the case manager will
review the total attendant compensation the participant has determined from their allocation. Ongoing, the ASMP
will be updated every 6 months with the case manager. In the event the case manager or participant has identified
concerns related to the participant service needs being met through their ASMP, the case manager will refer the
participant to the CDASS training vendor for additional training in determining attendant compensation. The case
manager will review with the participant the other service delivery options available to meet their needs. If the
participant is not in agreement with their needs being met, they may request a reassessment from the case manager
or may file an appeal at any time.

Appeals processes are as follows; Clients who have been terminated from participating in CDASS or have a dispute
regarding their assessed service needs, including their CDASS allocation, have the ability to initiate an appeal before
an Administrative Law Judge. The Case Management Agency (CMA) case manager shall provide the client with an
803 Notice of Action to inform the client of their appeal rightsin accordance with Code of Colorado Regulation 10
CCR 2505-10, section 8.057. When atermination to CDASS has been initiated, the SEP case manager will work
with the client to secure an alternative service delivery option. A client has the right to request areview of their
assessed service needs identified in the CDASS task worksheet and CDASS monthly allocation at any time through
their case manager.

Appendix E: Participant Direction of Services
E-1. Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or
the participant's representative) to inform decision-making concerning the election of participant direction; (b) the entity or
entities responsible for furnishing this information; and, (c) how and when this information is provided on atimely basis.

At intake and at the annual reassessment, the case manager is required to provide a client and/or the legal guardian with
the service options that are available. These options may include traditional agency services and/or participant-directed
services. The case manager informs the client and/or the legal guardian about the potential benefits and risks for each
service option and informs them about the client and/or authorized representative responsibilities.

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

f. Participant Direction by a Representative. Specify the state's policy concerning the direction of waiver servicesby a
representative (select one):

O The state does not providefor the direction of waiver services by arepresentative.
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® Thegate providesfor thedirection of waiver services by representatives.

Specify the representatives who may direct waiver services. (check each that applies):

Waiver servicesmay be directed by alegal representative of the participant.

Waiver services may be directed by a non-legal representative freely chosen by an adult participant.
Specify the policies that apply regarding the direction of waiver services by participant-appointed
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant:

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 180 of 291

The client and/or legal guardian interested in participant direction must obtain a completed Physician
Attestation of Consumer Capacity indicating that the client is of sound judgment and has the ability to direct
his'her care, or the client requires the assistance of an authorized representative to direct care on his’her behalf.
In order to ensure that the physician’s judgment can be consistently applied, the Physician Attestation of
Consumer Capacity is a Department approved form that includes definitions of the following: stable health,
ability to manage the health aspects of his'her life, ability to direct his’her own care, and authorized
representative.

If the physician indicates that the client is unable to direct his/her care, the case manager must ensure that the
client or legal guardian designates an authorized representative. Clients that have been designated as able to
direct his’/her care may also elect to designate an authorized representative.

Consumer Directed Attendant Support Services (CDASS) clients are required to be in stable headlth, as
indicated by a signed physician statement of consumer capability. If aclient’s physician indicates that the client
isnot in stable health, then the client may not receive CDASS and may instead choose other agency-based
services.

For consumer-directed services, the authorized representative must have the judgment and ability to direct
attendant support services and must complete the Authorized Representative Designation and Affidavit form.
The authorized representative must assert on this form that he/she does not receive compensation to care for the
client; is at least eighteen years of age; has known the client for at least two years; has not been convicted of
any crime involving exploitation, abuse, or assault on another person; and does not have a mental, emotional, or
physical condition that could result in harm to the client. The form also requires that the authorized
representative provide information about the relationship he/she has with the client and informs the authorized
representative about the responsibilities of CDASS. All CDASS forms are available for signature through
digital or wet signatures based on the member’s preference.

Authorized representatives may not receive compensation for providing representation or attendant support
services to the clients they have agreed to represent. The authorized representative may not work asthe client’s
attendant.

In order to assess the client, guardian, and/or authorized representative' s effectivenessin participant direction
and satisfaction with the quality of services being provided, the case manager must contact the client and/or the
authorized representative at least monthly for the first three months, quarterly for the remainder of the first
year, and twice a year thereafter. During this contact, the case manager assesses that the authorized
representative is fulfilling the obligations of the role and acting in the best interests of the participant.

The case manager also reviews monthly statements provided by the Financial Management Services (FMS)
contractor and contacts the FM S and client, guardian or authorized representative if an issue with the utilization
of the monthly allocation has been identified.

Should the case manager determine that the authorized representative is not acting in the best interests of the
participant or demonstrates an inability to direct the attendant support services, the case manager must take
action in accordance with Department guidelines. For CDASS, these guidelines include the development of a
plan for progressive action that may include: mandatory retraining, the designation of a new authorized
representative, and/or the discontinuation of CDASS services.

Appendix E: Participant Direction of Services
E-1: Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) available for each waiver
service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service Employer Authority|Budget Authority

Consumer Directed Attendant Support Services (CDASS)

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 181 of 291

Appendix E: Participant Direction of Services
E-1. Overview (7 of 13)

h. Financial M anagement Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant. Select one:

® vyes. Financial Management Services ar e furnished through a third party entity. (Completeitem E-1-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:

] Governmental entities
Private entities

O No. Financial M anagement Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete Item E-1-i.

Appendix E: Participant Direction of Services
E-1. Overview (8 of 13)

i. Provision of Financial Management Services. Financia management services (FMS) may be furnished as awaiver
service or as an administrative activity. Select one;

O FMSare covered asthewaiver service specified in Appendix C-1/C-3

Thewaiver service entitled:

® FMSare provided as an administrative activity.
Providethe following information

i. Types of Entities: Specify the types of entities that furnish FMS and the method of procuring these services:

The Department contracts with the Financial Management Services (FMS) contractor(s) in accordance with the
State of Colorado Procurement Code and Rules, 24-101-101 through 24-112-101-10. Criteria for the selection of
the FM S contractor(s) will include the ability to provide appropriate and timely personnel, accounting, fiscal
management services, and training to clients and/or authorized representatives.

The FMS contractors offer participant-directed supports that ensure payments to participants' service providers are
appropriately managed, tax and insurance compliance is maintained, accrued sick time and family and medical
leave are managed, and program fiscal rules are upheld.

In accordance with the Colorado Procurement Code, we solicited the FM S vendors through a request for
proposals - #HCPFRFPFH14CDASSFMS. As described in that RFP, the Department’ s eval uation committee
performed a value analysis and recommended the three vendors whose proposals it determined were most
advantageous to the State for award. The Department then awarded contracts to those three vendors.

In December 2020, the Department and one FM S vendor agreed to end its contract three months early. The
vendor officialy concluded its Colorado servicesin March 2021 and exited as an FM S vendor in the state. All
active clients were transferred to the remaining two FM S providers. CM S clients continue to maintain their right
to provider choice.

ii. Payment for FM S. Specify how FM S entities are compensated for the administrative activities that they perform:
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The Department employs a Fiscal Employer Agent model for FMS.

Payments to FM S contractors are made in accordance with the State fiscal rules and managed by the Medicaid
Management Information System. FM S performance is supervised by a contract manager.

On amonthly basis the department compensates the FM S vendors through a per member per month (PMPM)
payment for each client that was enrolled in CDASS during that month.

iii. Scope of FM S. Specify the scope of the supports that FM S entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

Assist participant in verifying support worker citizenship status
Collect and process timesheets of support workers

Process payroll, withholding, filing and payment of applicable federal, state and local employment-
related taxes and insurance

Other
Soecify:
Provides mandatory training to the participant and/or authorized representative related to FMS
functions. Clients and case management training for CDASS is provided by a training vendor.

The Department contracts with Fiscal Management Services (FMS) organizations. The Department does
not consider the training vendor an FMS.

Performs Colorado Bureau of Investigation criminal history and Board of Nursing checks.
Ensures attendants meet the established minimum qualifications.

Manages and pays accrued sick time and family and medical leave to attendants.

Supports furnished when the participant exercises budget authority:

Maintain a separate account for each participant's participant-directed budget
Track and report participant funds, disbursements and the balance of participant funds
[] Process and pay invoices for goods and services approved in the service plan

Provide participant with periodic reports of expenditures and the status of the participant-directed
budget

Other services and supports

Soecify:

The client is the employer of record under the Fiscal Employer Agent model.

Additional functiong/activities:

Execute and hold Medicaid provider agreements as authorized under a written agreement with the
Medicaid agency

Receive and disburse fundsfor the payment of participant-directed services under an agreement
with the M edicaid agency or operating agency

Provide other entities specified by the state with periodic reports of expendituresand the status of
the participant-dir ected budget

Other
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Specify:

The client is the employer of record under the Fiscal Employer Agent model.

The FMS' are paid on a per member per month basis. The payments were bid on by the vendors during

the RFP process. These prices are subject to change at contract renewal or if the contracts are re-
procured.

iv. Oversight of FM S Entities. Specify the methods that are employed to: (a) monitor and assess the performance of
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or
entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

Oversight of FM S entitiesis assured by the Department through the establishment and oversight of a contractual

agreement. The contract is overseen by an administrator at the Department and performance is assessed quarterly.
An on-sitereview is conducted at least annually.

The FM S must permit the Department and any other government agency to monitor all activities conducted by the
FMS, pursuant to the terms of the contract. Monitoring consists of an internal evaluation of FM S procedures,
review of reports, review of complaint logs, re-examination of program data, on-site review, formal audit
examinations, and/or any other reasonable procedures.

Appendix E: Participant Direction of Services
E-1. Overview (9 of 13)

j. Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the
payment authority (or authorities) under which these supports are furnished and, where required, provide the additional
information requested (check each that applies):

Case Management Activity. Information and assistance in support of participant direction are furnished as an
element of Medicaid case management services.

Soecify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:
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The case manager provides information including service description, eligibility criteria, and required paperwork to
potential and current clients. During the initial assessment and service planning process and at the time of
reassessment, the case manager must also provide information to the client and/or legal guardian on the participant-
directed options.

The client or guardian interested in participant direction must obtain a completed Physician Attestation of Consumer
Capacity indicating that the client is of sound judgment and has the ability to direct his’her care, or the client
requires the assistance of an Authorized Representative (AR) to direct care on higher behalf. In order to ensure that
the physician’s judgment can be consistently applied, the Physician Attestation of Consumer Capacity isa
Department approved form that includes definitions of the following: stable health, ability to manage the health
aspects of his/her life, ability to direct his’/her own care, and authorized representative. If the physician indicates that
the client is unable to direct his/her care, the case manager must ensure that the client or legal guardian designates an
AR. Clients that have been designated as able to direct hisher care may also elect to designate an AR.

CDASS clients are required to be in stable health, as indicated by a signed Physician Attestation of Consumer
Capacity. If aclient’s physician indicates that the client is not in stable health, then the client may not receive
CDASS and may instead choose other agency-based services.

The case manager assists with the completion of and reviews the required paperwork. The case manager then
determines the level of care the client requires through the completion of an assessment including using the ULTC
tool and collaborates with the client and/or AR in the development of the service plan. The case manager refers
clients and/or AR that choose participant direction to the training vendor.

CDASS isthe most flexible option for participant-directed care and requires more case manager support. Attendants
are employed and supervised by the client and/or authorized representative. This program offers the client and/or
authorized representative the ability to recruit, hire, train, schedule, and set wages within the limitations established
by the Department. The case manager calculates the client’ s individual allocation based on the client’s needs using
the Department’ s guidelines and prescribed methods. The needs determined for allocation must reflect the needs
identified by a comprehensive assessment using the ULTC and documented in the service plan. The case manager
then refers the client and/or AR to the training vendor.

The training vendor provides training to assure that clients and/or AR understand the philosophy and responsibilities
of participant-directed care. At aminimum, this training includes: an overview of the program, client and/or
authorized representative rights and responsibilities, planning, and organizing attendant services, managing
personnel issues, communication skills, recognizing and recruiting quality attendant support, managing health,
allocation budgeting, accessing resources, safety and prevention strategies, managing emergencies, and working
with the FMS. The FMSis required to monitor the client’s and/or authorized representative’ s submittal of the
required information to determine that it is complete, accurate, and timely; work with the case manager to address
client performance problems, and provide monthly reports to the client and/or authorized representative for the
purpose of financial reconciliation. The FMS provides financial management services for CDASS clients and/ or
authorized representatives.

After the client, guardian, and/or AR complete the training, the Attendant Support Management Plan (ASMP) must
be developed and submitted to the case manager for approval. The ASMP must describe at least the following: the
client’s current health status; the client’ s consumer-directed attendant support needs; a detailed listing of the amount,
scope, and duration of services to be provided; the client’s plans for securing consumer attendant support services,
utilizing the monthly allocation, and handling emergencies. If areas of concern are identified upon the case

manager’ s review of the ASMP, the case manager assists the participant in further developing the plan. CDASS may
not begin until the ASMP is approved by the case manager. Existing Medicaid-funded services continue until the
conditions for CDASS have been met and the start date for CDASS servicesis set.

In order to assess the client and/or AR's effectiveness in participant direction and satisfaction with the quality of
services being provided; the case manager must contact the client or the authorized representative at |east monthly
for the first three months, quarterly for the remainder of the first year, and twice a year thereafter. If the client and/or
AR report a change in functioning that requires a modification to the client’s Attendant Support Management Plan,
the case manager performs a reassessment.

Waiver Service Coverage.
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Information and assistance in support of participant direction are provided through the following waiver service
coverage(s) specified in Appendix C-1/C-3 (check each that applies):

Participant-Directed Waiver Service

Information and Assistance Provided through this Waiver Service
Coverage

Life SkillsTraining

[]

Personal Care

Home M odifications

Home Delivered
Meals

1)

Consumer Directed
Attendant Support Services (CDASS)

X]

Specialized Medical
Equipment and Supplies

Respite

Per sonal Emer gency
Response Systems (PERS)

Adult Day Services

Homemaker

Peer Mentorship

Non-M edical
Transportation

Transition Setup

Remote Support
Technology

OOy Opoyoy oy ooy o

Alternative Care
Facility (ACF)

[]

Administrative Activity. Information and assistance in support of participant direction are furnished as an

administrative activity.

Soecify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; (c)
describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the
methods and frequency of assessing the performance of the entities that furnish these supports; and, (€) the entity or

entities responsible for assessing performance:
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Clients and/or legal guardians that choose Consumer Directed Attendant Support Services (CDASS) arereferred to
the training vendor for mandatory training. The Fiscal Management Services (FMS) training vendor provides
training to assure that clients and/or authorized representatives understand the philosophy and responsibilities of
participant-directed care. At aminimum, this training includes: an overview of the program, client and/or authorized
representative rights and responsibilities, planning, and organizing attendant services, managing personnel issues,
communication skills, recognizing and recruiting quality attendant support, managing health, all ocation budgeting,
accessing resources, safety and prevention strategies, managing emergencies, and working with the FMS. The FMS
is required to monitor the client’s and/or authorized representative’ s submittal of the required information to
determine that it is complete, accurate, and timely; work with the case manager to address client performance
problems, and provide monthly reports to the client and/or authorized representative for the purpose of financial
reconciliation. The role of the FM S isto provide financial management services for CDASS clients and/ or
authorized representatives.

Oversight of FM S entitiesis assured by the Department through the establishment and oversight of a contractual
agreement. The contract is overseen by an administrator at the Department and performance is assessed quarterly.
An on-sitereview is conducted at least annually.

The FM'S must permit the Department and any other government agency to monitor all activities conducted by the
FMS, pursuant to the terms of the contract. Monitoring consists of an internal evaluation of FMS procedures, review
of reports, review of complaint logs, are-examination of program data, on-site review, formal audit examinations,
and/or any other reasonable procedures.

Therole of the training vendor is to support CDASS clients with training services that enable successful self-
directed attendant services. The training vendor was procured by the Department using the same Request for
Proposal Process used for the FM S vendors. The training vendor is compensated based on the actual number of
client/authorized representatives trained that month. The training vendor also receives quarterly performance
payments which include; a quarterly statewide training session payment, a quarterly skills training payment, and a
quarterly performance standard payment.

Appendix E: Participant Direction of Services
E-1: Overview (10 of 13)

k. Independent Advaocacy (select one).

® No. Arrangements have not been made for independent advocacy.

O Yes Independent advocacy is availableto participantswho direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

Appendix E: Participant Direction of Services
E-1: Overview (11 of 13)

I. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily
terminates participant direction in order to receive services through an alternate service delivery method, including how
the state assures continuity of services and participant health and welfare during the transition from participant direction:
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CDASS isavoluntary program. A client may choose to withdraw at any time. If the client and/or authorized
representative choose to withdraw, he/she must contact the case manager. The case manager then assists the client with
transitioning to equivalent care in the community. A client is able to remain on the waiver and receive agency-based care.
A client may choose to return to participant-directed services as long as the client remains eligible. These services will
continue while the transition isin process.

Appendix E: Participant Direction of Services
E-1: Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

The Case Manager may involuntarily terminate the use of Consumer Directed Attendant Support Services (CDASS)
under the following conditions: The client and/or authorized representative no longer meet program criteria due to
deterioration in physical or cognitive health and refuses to designate a new authorized representative to direct services;
the client provides false information, false records, or is convicted of fraud; the client and/or authorized representative
demonstrate a consistent pattern of overspending the monthly allocation leading to the premature depletion of funds, and
the Department has determined that adequate attempts to assist the client and/or authorized representative to resolve the
overspending have failed; the client and/or authorized representative exhibit inappropriate behavior toward attendants,
case managers, or the Financial Management Services (FMS), the Department has determined that the FM S has made
adequate attempts to assist the client and/or authorized representative to resolve the inappropriate behavior, and those
attempts have failed; there is documented misuse of the monthly allocation by the client and/or authorized representative;
there has been intentional submission of fraudulent CDASS documents to case managers, the Department, or the FMS;
and/or instances of convicted fraud and/or abuse; the client and/or authorized representative consistently fail to manage
and meet EVV compliance requirements as outlined in the training materials located on the Participant Directed Program
Website: https://hcpf.colorado.gov/participant-directed-programs. Termination may be initiated immediately for clients
being involuntarily terminated.

Clients who are involuntarily terminated according to the above provisions, with the exception of EVV compliance, may
not be re-enrolled in CDASS as a service delivery option. Clients and/or authorized representatives terminated due to
EVV non-compliance are eligible to re-enroll in CDASS after 365 days from termination. The case manager must ensure
that equivalent services are secured to assure participant health and welfare.

CDASS clients are required to be in stable health, as indicated by a signed Physician Attestation of Consumer Capacity.
If aclient’s physician indicates that the client is not in stable health, then the client may not receive CDASS and may
instead choose other agency-based services.

The process to terminate a client from CDASS can be initiated by the case manager immediately in accordance with
Code of Colorado Regulation 10 CCR 2505-10, section 8.510.13. The case manager completes an 803 Notice of Action
to inform the client they are being terminated from CDASS and provide the client with their appeal rights. The case
manager will work with the client to secure alternative service delivery options.

The case manager is required to notify the participant of the termination from Consumer Directed Attendant Support
Services by issuing a notice of adverse action 11 days prior to the effective date of service termination. This notice
provides the participant with their appeal timeframe and rights. Prior to the effective date of termination, the case
manager works with the participant to secure alternative waiver services and agency-based care, non-Medicaid services,
or natural supportsin the community.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)

n. Goalsfor Participant Direction. In the following table, provide the state's goals for each year that the waiver isin effect
for the unduplicated number of waiver participants who are expected to el ect each applicable participant direction
opportunity. Annually, the state will report to CM S the number of participants who elect to direct their waiver services.
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TableE-1-n

Employer Authority Only

Budget Authority Only or Budget Authority in Combination
with Employer Authority

Waiver
Year

Number of Participants

Number of Participants

Year 1

265

Year 2

[ ]

275

Year 3

[

285

Year 4

I

296

Year 5

I

308

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant Direction (1 of 6)

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated in
Item E-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

[ Participant/Co-Employer. The participant (or the participant's representative) functions as the co-employer
(managing employer) of workers who provide waiver services. An agency is the common law employer of
participant-selected/recruited staff and performs necessary payroll and human resources functions. Supports
are available to assist the participant in conducting employer-related functions.

Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-sel ected

staff:

Participant/Common Law Employer. The participant (or the participant's representative) is the common law
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the
participant's agent in performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision M aking Authority. The participant (or the participant's representative) has decision making
authority over workers who provide waiver services. Select one or more decision making authorities that

participants exercise:

Recruit staff

[ Refer staff to agency for hiring (co-employer)

[] Select staff from worker registry
Hire staff common law employer
Verify staff qualifications

Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:
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The Fiscal Management Services (FMS) is compensated for the costs of the Colorado Bureau of
Investigation (CBI) criminal history background checks at the time of a prospective attendant enrollment
through the FM S administration fee.

If amember and/or authorized representative chooses to obtain a CBI criminal background check report for a
working attendant or to obtain other types of reports, the member/authorized representative is responsible for
the costs of the additional reports. The member and/or authorized representative will have access to
information on how to request and pay for these reports along with resources to understand the information
they entail. For CBI reports that have been updated to clarify charges as a stipulation of conditional
employment, the FM S will request and pay for the report one additional time. It is the member/authorized
representative and prospective attendant’ s responsibility to notify the FM S when the CBI report has been
updated.

Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications ar e consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checksif it varies from Appendix C-2-a:
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Prior to employment as a CDASS attendant, the Financial Management Service (FMS) vendor selected by
the member and/or authorized representative will perform a background check which includes a Criminal
Background Check through Colorado Bureau of Investigation (CBI). The Department maintains a list of
crimes of high risk established by stakeholders. This list prohibits a potential attendant who has been
convicted of any one of the crimes from employment as a CDASS attendant unless the member and/or
authorized representative seek an exception to hire the individual through the Department established
process. The process requires that the Department receive a written attestation that: the background check
report was received and reviewed, that the reason for initial ineligibility is understood, that the member
chooses to hire this person. The exception request must include a member and/or authorized representative
devel oped safety plan containing specific safety elements.

The safety plan will be devel oped by the CDASS member and/or authorized representative and will be
specific to the circumstances of the member, the member’ s needs and the attendant they choose to hire
through the exception process. The safety plan must include the member’ srationale for hiring this person
despite the CBI Criminal Background Check report findings, oversight measures they will utilize, supports
and resources they plan to access, and back up plansif the attendant must be terminated. The Training and
Operations vendor staff walk members/authorized representatives through possible health and safety risk
scenarios and encourage them to create plans that are comprehensive. The Department will inquire if the
member/authorized representative needs to update the safety plan to reflect any additional support relative to
the exception granted attendant. The CDASS member/authorized representative will be provided educational
and training resources that can help them better understand the crimes, potential risks, and community
resources if they need additional safety and health support.

Exception requests must be reviewed and granted by the Department.

The criteria that the unit will use to base its decision to grant exceptionsis as follows:
1. Did the member/authorized representative receive the CBI Criminal Background Check report.
2. Did the member/authorized representative review the report.
3. Doesthe member/authorized representative understand the report and the results that have made the
individual initially ineligible for hire as an attendant.
4. What isthe severity of the results.
5. What isthe age of the results.
6. Doesthe member/authorized representative have a complete safety plan that is unique to the hiring
decision of this attendant.
a. A safety plan must have the following elements:
i. Therationae for the member/authorized representative choosing to hire the attendant despite the CBI
Criminal Background Check report results.
ii.  What monitoring will be used to ensure the attendant is meeting the member’ s needs.
iii. How the Department will provide oversight to attendants that receive exceptions.
iv. What entities and methods the member/authorized representative will use to report fraud and MANE
concerns.
v. What specific resources the member/authorized representative will use to seek out support for fraud and
MANE concerns.
vi. What will be the back up plan to ensure continuity of servicesif this attendant must be terminated or is
not available.

Additional information located in Main B. Optional

Deter mine staff duties consistent with the service specificationsin Appendix C-1/C-3.
Deter mine staff wages and benefits subject to state limits

Schedule staff

Orient and instruct staff in duties

Supervise staff

Evaluate staff performance

Verify timeworked by staff and approve time sheets
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Dischar ge staff (common law employer)
[] Dischar ge staff from providing services (co-employer)
[ Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity as indicated in Item E-
1-b:

i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-making
authority that the participant may exercise over the budget. Select one or more:

Reallocate funds among services included in the budget

Determine the amount paid for serviceswithin the state's established limits
Substitute service providers

Schedule the provision of services

[] Specify additional service provider qualifications consistent with the qualifications specified in
Appendix C-1/C-3

Specify how services are provided, consistent with the service specifications contained in Appendix C-
1C-3

I dentify service providersand refer for provider enrollment
[] Authorize payment for waiver goods and services

Review and approve provider invoicesfor servicesrendered
[ Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant.
Information about these method(s) must be made publicly available.
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The needs determined for allocation must reflect the needs identified by a comprehensive assessment using the
Uniform Long Term Care (ULTC) 100.2 assessment and documented in the service plan. The case manager
calculates the client’sindividual allocation based on the client’s needs using the Department’ s guidelines and
prescribed methods. The established methods include the case manager’ s determination of the number of Personal
Care, Homemaker, and Health Maintenance Activities hours needed on aweekly basis. A worksheet converts the
service hours into an annual allocation amount. Thisis the amount of the participant-directed budget for waiver
services over which the participant has authority.

The Department makes a concerted effort to ensure that the process to determine aclient’ s alocation is
transparent to the client and/or guardian. When a Consumer Directed Attendant Support Services (CDASS) client
and/ or authorized representative participate in CDASS training, the training vendor provides the client and/or
authorized representative with basic information about how the allocation is derived. If clients and/or authorized
representatives request more detailed information, the training vendor refers the client to their case manager for an
individualized explanation. In addition, the worksheets used to determine allocations are available to the public on
the Department’ s website.

The case manager determines the client’s CDASS budget by calculating the number of personal care, homemaker
and health maintenance service hours needed utilizing the CDASS task worksheet. The case manager compl etes
the task worksheet with the client and/or client legal representative to obtain the frequency and duration of
support needed for the task worksheet. The number of weekly service hours from the task worksheet for personal
care, homemaker and health maintenance services is then entered into a CDASS Monthly Allocation Worksheet
which calculates the client’s CDASS monthly allocation utilizing the Departments established rate for these
services. Thisis done by the case manager.

The training vendor is responsible for training case managers, clients, and CDASS authorized representatives
regarding consumer-directed services. The training vendor completes training with all new clients/authorized
representatives who are interested in CDASS. The training vendor maintains a customer service linethat is
available to clients, authorized representatives, and case managers to answer their questions regarding CDASS.
The training vendor performs quarterly case management training regarding CDASS. However, the case
managers are responsible for determining a client’s alocation. Here isalink to the task worksheet:
http://consumerdirectco.com/forms/

The training and operations vendor receives compensation monthly through deliverables-based contracts. This
includesinitial training and retraining of participants, answering support calls and hosting call-in sessions
regarding topics of interest to consumer direction.

Each Financial Management Services (FMS) vendor has a contracted rate for the F/EA model. The FM'S vendor
will continue billing using the contacted F/EA model reimbursement.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (4 of 6)

b. Participant - Budget Authority

iii. Informing Participant of Budget Amount. Describe how the state informs each participant of the amount of the
participant-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.
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Case managers provide the client and/or authorized representative written notification of the approved alocation
to be used for CDASS. If thereis achangein client condition or service needs, the client and/or authorized
representative may request the case manager to perform areassessment. Should the reassessment indicate that a
change in need for attendant support isjustified, the client and/or authorized representative must amend the
Attendant Management Support Plan. The case manager must also complete a Prior Authorization Request
revision indicating the change and submit it to the Department’ s fiscal agent and to the FMS.

In approving an increase in the all ocation, the case manager will consider the following: any deterioration in the
client’ s functioning or change in the natural support condition, the appropriateness of attendant wages as
determined by Department’s established rate for equivalent services, and the appropriate use and application of
fundsto CDASS services.

In approving a decrease in the allocation, the case manager will consider the following: any improvement of
functional condition or changesin the available natural supports, inaccuracies or misrepresentation in previously
reported condition or need for service, and the appropriate use and application of funds to CDASS services.

The case manager notifiesthe client or his’her legal representative when CDASS allocation is denied or reduced.
Notice of client appeal rights is mailed using the Department approved 803 Notice of Action generated by the
BUS and includes the appeal rights and filing instructions.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one;

® Modificationsto the participant directed budget must be preceded by a changein the service plan.
O The participant hasthe authority to modify the servicesincluded in the participant directed
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan.
When prior review of changesisrequired in certain circumstances, describe the circumstances and specify the
entity that reviews the proposed change:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (6 of 6)

b. Participant - Budget Authority

v. Expenditur e Safeguar ds. Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that may be
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:

06/27/2023



Application for 1915(c) HCBS Waiver: C0O.0268.R06.04 - Jul 01, 2023 (as of Jul 01, 2023) Page 194 of 291

The case manager will review monthly reports provided by the Financial Monitoring Services (FMS) to monitor
client spending patterns and service utilization to assure appropriate budgeting. If the case manager determines
that the client’s spending patterns indicate a premature depletion of the budget, the case manager will contact the
client and/or authorized representative to determine the reason for overspending. If needed, the case manager will
review the service plan to ensure that the client’s needs are adequately reflected in documentation.

If the client requires an allocation increase the case manager will complete a reassessment. If the client requires
further training, the case manager will refer the client and/or the authorized representative to the training vendor
for additional training.

If the client and/or authorized representative completes training and continues to spend in amanner indicating
premature depletion of funds the client will be required to select another authorized representative.

After all the above steps have been pursued, and the pattern of spending continues which is not planned and
documented in the service plan, the client may be terminated from CDASS and the case manager will assist the
client in transitioning to agency services.

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuas: (a) who are not
given the choice of home and community-based services as an alternative to the institutional care specified in Item 1-F of the
request; (b) 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. The state provides notice of action asrequired in 42 CFR 8431.210.

Proceduresfor Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his’her legal representative)
isinformed of the opportunity to request afair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the
description are available to CM S upon request through the operating or Medicaid agency.
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The Case Management Agency notifies the client and/or legal guardian when any of the adverse actions identified at 42 CFR
Part 431, Subpart E. These adverse actions include not being given the choice of home and community-based services as an
aternativeto institutional care, being denied the choice of services or providers, or services being denied, suspended, reduced, or
terminated. Notice of client appeal rightsis mailed using the Department approved Long Term Care 803 Notice of Action (LTC
803 form) and/or the prior authorization request (PAR) denial letter generated by the state's case management I T system which
includes the appeal rights and instructions on how to file an appeal. The CMA isrequired to provide information regarding the
right to request afair hearing to the client or legal representative when they apply for publicly funded programs as set forth in.
10 CCR § 2505-10-8.057.7 and 10 CCR § 2505-10-8.393.2. B et seq.

An explanation of appeal rightsis made availableto al clients when they are approved or denied eligibility for publicly funded
programs and when services are denied or reduced. A notice of service status form is mailed to applicants and/or clients defining
the proposed action and information on appeal rights. The process and procedures for requesting afair hearing with the State's
Office of Administrative Courts (OAC) are listed on the reverse side of the notice. Case managers are required to assist
applicants and/or clients in developing awritten request for an appeal if they are unable to complete the request alone.

Appeal rights are also included in the Long Term Care Plan Information form. The case manager reviews this form with the
applicant/client/ and/or authorized representative at the time of initial evaluation and reevaluation. A copy of thisformis
provided to the client and/or authorized representative. During the annual on-site monitoring of the CMA, the Department's
CMA reviewers survey arandom sample of client records. Included in the record review is an examination of the LTC 803
Notice of Action form (s)to ensure that each CMA is using the approved form to convey information to the client on fair hearing
rights. The Department monitors also have access to the state's case management I T system which allows them to review LTC
803 forms as reviewers receive individual complaints.

Client appeal rights are maintained on an LTC 803 Notice of Action form in the state's case management IT system. Case
managers are instructed to send a Notice of Action whenever there is a change or reduction in services or when a client has been
denied HCBS services due to functional or financial inligibility. The LTC 803 forms completed are available for the case
manager and case manager supervisor's signature through digital or wet signatures.

If aclient submits an appeal within the required time frame, the client may choose to continue receiving HCBS waiver services.
The continuation of servicesis available under the condition that if the denial or reduction is upheld, the client may be financially
liable for services rendered.

Clients who have not received HCBS services and are denied due to ineligibility are provided with appeal rights and referred to
alternative community resources including home health and other state plan benefits, if applicable. The annual Administrative
Review conducted by the Department requires CMASsto report their methods for community referrals.

Every Medicaid action that is appealed with the OAC is reviewed by the Department. When a client appeals a decision, the OAC
notifies the Department of the appeal hearing and a case manager participatesin the hearing. Following the hearing, the
administrative law judge issues an Initial Decision and sendsiit to the Office of Appeals (OA). The OA distributes the Initial
Decision to all partiesincluding the Department to review.

All parties then have an opportunity to file exceptions to the administrative law judge's Initial Decision. The OA isresponsible
for reviewing al of the documents presented at the hearing, as well as subsequent filings of exceptions to ensure that the Initial
Decision isin compliance with the Department's regulations. The OA then issues a Final Agency Decisionto affirm, reverse, or
remand the administrative law judge's decision.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution
process that offers participants the opportunity to appea decisions that adversely affect their services while preserving
their right to a Fair Hearing. Select one:

® No. This Appendix does not apply
O Yes Thestate operates an additional disputeresolution process

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process, including: (a)
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the state agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes), including the
types of disputes addressed through the process; and, (¢) how theright to aMedicaid Fair Hearing is preserved when a
participant elects to make use of the process: State laws, regulations, and policies referenced in the description are
available to CM S upon request through the operating or Medicaid agency.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:

O No. This Appendix does not apply

® Yes Thestate operates a grievance/complaint system that affords participants the opportunity to register
grievances or complaints concerning the provision of services under thiswaiver

b. Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
system:
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Case managers provide individuals and families with information how to report a grievance or complaint to multiple
individuals. The grievance or complaint may be reported to the case manager, the case manager's supervisor, case
management agency administrator, and/or Department staff. It is not a requirement for complaints to go through the case
manager.

Case Management Agencies (CMAS) are responsible for operating an internal grievance system and the CMA grievance
is overseen by the Department.

The Department currently has an informal complaint/grievance process that includes direct contact with clients. Clients,
family members, and/or advocates that have concerns or complaints may contact the Department directly. If the
Department receives a complaint the Office of Community Living investigates the complaint and remediates the issue.

A Home Health Hotline is maintained by the Colorado Department of Public Health and Environment (CDPHE)-Health
Facilities and Emergency Services Division. This hotline is set up for complaints about care providers, fraud, abuse, and
misuse of personal property involving home health agencies. A second critical incident lineis used by agencies licensed
and/or surveyed by CDPHE to report issues such as unexpected death or disability, abuse, neglect, and misuse of personal
property. Both hotlines are maintained by CDPHE. CDPHE evaluates the complaint and initiates an investigation. The
hotline system isin addition to the informal process used by CMAs. The participant does not use either hotline to report
complaints or grievances against the CMAs or case managers as CMAs are not licensed or surveyed by CDPHE.

If complaints are raised by the client about the person-centered support planning process, the case manager, or other

CMA functions, the case managers are required to document the complaint on the CMA complaint log and assist the
client to resolve the complaint. This complaint log comes to the Department on a quarterly basis. The Department is then
able to review the log and note trends to discern if a certain case manager or agency isreceiving anincreasein
complaints.

In addition to being available to the clients as needed, case managers contact clients quarterly and inquire about the
quality of servicesthe clients are receiving. If ongoing or system-wide issues or concerns are identified by a CMA, the
CMA administrator will bring the issue to the Department's attention for resolution. The clients may also contact the case
manager's supervisor or the Department if they do not feel comfortable contacting the case manager directly. The contact
information for the case manager's supervisor, the CMA administrator, and the Department is included on the copy of the
support plan that is provided to the clients. The clients also have the option of lodging an anonymous complaint to the
case manager, CMA, or the Department.

Participants are informed that filing a grievance or making a complaint is not a prerequisite for afair hearing. Instructions
for requesting afair hearing are provided to the client with any notice of adverse action. These instructions do not require
that the client file acomplaint or grievance.

c. Description of System. Describe the grievance/complaint system, including: () the types of grievances/complaints that
participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms that
are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the description are available
to CM S upon request through the Medicaid agency or the operating agency (if applicable).
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A Home Health Hotline is maintained by the Colorado Department of Public Health and Environment(CDPHE)-Health
Facilities and Emergency Services Division. This hotline is set up for complaints about care providers, fraud, abuse, and
misuse of personal property. CDPHE evaluates the complaint and initiates an investigation. Most investigations will be
initiated within three days of CDPHE receiving a complaint. For complaints considered to be a severe risk to the client's
health and welfare, an investigation is initiated within 24 hours after the complaint is received. Investigations may lead to
targeted surveys or full surveys of the agency involved. Investigation surveys may result in deficient practice citations for
agencies that are reported to the Department and require that a plan of correction be submitted to CDPHE within
specified timelines. Immediate jeopardy situations require actions to correct the situation at the time of the survey. A
second critical incident line for voluntary reporting by licensed agencies is maintained by CDPHE for such issues as
unexpected death or disability, abuse, neglect, and misuse of personal property. CRS Title 25 Section 25-1-124 and 23-3-
109 (1), (3),(7),(8) CRS, 2005. 42 CFR Chapter IV, Section 484.10(f)

In addition, Case Management Agencies (CMAS) maintain alog system for complaints and grievances and either resolve
the problem themselves or refer to the appropriate oversight agency.

The Department has aformal complaint/grievance process that includes direct contact with clients when the client would
like to file a complaint outside the case management entity. Clients, family members, and/or advocates that have concerns
or complaints about person-centered support planning with their case management entity may contact the Department
directly. When the Department receives a complaint, the complaint is forwarded to the program administrator or HCBS
provider manager to investigate and remediate the issue. The Department reviews the complaint/grievance process
through Case Management Agency contract deliverables to verify case managers better inform their clients, family
members, and/or advocates on how to file a complaint outside the case management entity.

For those agencies that currently allow the individual's HCBS service provider to develop the person-centered support
plan, the Department will review safeguards and look for instances of self-referral during the agency’s regularly
scheduled monitoring visit. The State currently allows the individual's HCBS service provider to develop the person-
centered support plan in Alamosa, Bent, and Montrose count as there is no other available willing and qualified entity.

State laws, regulations, and policies referenced in the description are available through the Department.

Appendix G: Participant Safeguards
Appendix G-1. Responseto Critical Eventsor Incidents

a. Critical Event or Incident Reporting and M anagement Process. Indicate whether the state operates Critical Event or
Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Select one:

® Yes Thestate operatesa Critical Event or Incident Reporting and M anagement Process (complete Items b
through €)

O No. This Appendix does not apply (do not complete Items b through €)
If the state does not operate a Critical Event or Incident Reporting and Management Process, describe the process that
the state uses to dicit information on the health and welfare of individual s served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the state requires to be reported for review and follow-up action by an
appropriate authority, the individuals and/or entities that are required to report such events and incidents and the timelines
for reporting. State laws, regulations, and policiesthat are referenced are available to CM'S upon request through the
Medicaid agency or the operating agency (if applicable).
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Critical incidents are those incidents that create the risk of serious harm to the health or welfare of an individual receiving
services, and they may endanger or negatively impact the mental and/or physical well-being of an individual. Critical
Incident categories that must be reported include, but are not limited to: Injury/iliness;

mistreatment/abuse/negl ect/exploitation; damage/theft of property; medication mismanagement; lost or missing person;
criminal activity; unsafe housing/displacement; or death. Definitions of incidents, as used by the Department are as
follows:

Death:
 Unexpected or expected

Mistreatment/A buse/Neglect/Exploitation:

» Mistreatment means:
0 Abuse;

0 Caretaker neglect;

0 Exploitation;

0 A harmful act

 Abuse means —

0 The nonaccidental infliction of physical pain or injury, as demonstrated by, but not limited to, substantial or multiple
skin bruising, bleeding, malnutrition, dehydration, burns, bone fractures, poisoning, subdural hematoma, soft tissue
swelling, or suffocation;

o Confinement or restraint that is unreasonable under generally accepted caretaking standards; or

o Unlawful sexual behavior as defined in Section 16-22-102(9), C.R.S.

« Caretaker Neglect means —

o Neglect occurs when adequate food, clothing, shelter, psychological care, physical care, medical care, habilitation,
supervision, or other treatment necessary for the health, safety, or welfare of a person is not secured for or is not provided
by a caretaker in atimely manner and with the degree of care that a reasonable person in the same situation would
exercise or a caretaker knowingly uses harassment, undue influence, or intimidation to create a hostile or fearful
environment for waiver participant.

* Exploitation means—

0 An act or omission committed by a person who:

0 Uses deception, harassment, intimidation, or undue influence to permanently or temporarily deprive a person of the use,
benefit, or possession of anything of value;

0 Employs the services of athird party for the profit or advantage of the person or another person to the detriment of the
person receiving services;

o Forces, compels, coerces, or entices a person to perform services for the profit or advantage of the person or another
person against the will of the person receiving services; or

0 Misuses the property of aperson receiving services in a manner that adversely affects the person to receive health care
or health care benefits or to pay bills for basic needs or obligations.

Harmful Act means—
O An act committed against the participant by a person with a relationship to the participant when such act is not defined

as abuse, caretaker neglect, or exploitation but causes harm to the health, safety, or welfare of the participant.

Injury/Ilness to Client:

* An injury or illness that requires treatment beyond first aid which includes lacerations requiring stitches or staples,
fractures, dislocations, loss of limb, serious burns, skin wounds, etc.

* An injury or illness requiring immediate emergency medical treatment to preserve life or limb.

* An emergency medical treatment that results in admission to the hospital.

* A psychiatric crisis resulting in unplanned hospitalization

Damage to Consumer’s Property/Theft:
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* Deliberate damage, destruction, theft, or use of a waiver recipient’s belongings or money.
« If the incident is mistreatment by a caregiver that results in damage to the consumer’s property or theft the incident shall

be listed as mistreatment

Medication Management Issues:
* Issues with medication dosage, scheduling, timing, set-up, compliance, and administration, or monitoring that results in

harm or an adverse effect that necessitates medical care.

Lost or Missing Person:
* Person is not immediately found, their safety is at serious risk, or there is a risk to public safety.

Criminal Activity:
* A criminal offense that is committed by a person.

* A violation of parole or probation that potentially will result in the revocation of parole/probation.

Unsafe Housing/Displacement:
* Individual is residing in unsafe living conditions due to a natural event (such as a fire or flood) or environmental hazard

(such as infestation) and is at risk of eviction or homelessness

Critical incidents are required to be reported by licensed home health care agencies, personal care agencies and
homemaker agencies, Alternative Care Facilities (ACF), Adult Day Centers, and case management agencies. Oversight is
provided by the Colorado Department of Health Care Policy and Financing and/or the Departments of Public and Health
and Environment (CDPHE) and Human Services (DHS).

Critical incidents regarding allegations of abuse, neglect, and exploitation are to be reported immediately by case
managers to the protective services unit of the county department of social services in the individual’s county of
residence and/or local law enforcement agency as required by C.R.S. 26-3.1-102. In addition, critical incidents are
required to be reported to the Department within 24 hours by the case manager. Case managers report critical incidents
to Department staff using the Critical Incident Reporting System (CIRS) accessible through the state’s case management
IT system.

The county departments of social services are also required to use the Colorado Adult Protective Services automated
system to enter information on referrals, information and referral phone calls, and ongoing cases. DHS is responsible for

the administration and oversight of the Adult Protection Program.

Disability Law Colorado administers the Office of the State Long Term Care Ombudsmen under contract with DHS. A
network of local ombudsmen, under the auspices of the local Area Agencies on Aging, identify, investigate, and resolve
complaints by residents of long-term facilities. Ombudsmen have regular contact with Alternative Care Facility (ACF)

clients in order to ensure clients have access to advocacy.

The Department’s interagency agreement with CDPHE requires that the agency responds to and remediates quality of

care complaints about services provided by Medicaid-certified home health agencies.
Case managers are responsible for following up with appropriate individuals and/or agencies in the event any issues or
complaints have been presented. Each client and/or legal guardian is informed at the time of initial assessment and

reassessment to notify the case manager if there are changes in the care needs and/or problems with services.

The Department and the contract QIO review and track critical incident reports to ensure that a resolution is reached and

the client’s health and safety have been maintained.
The Department identifies incidents that were not reported through the critical incident system by pulling hospital/ER
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claims to cross-reference data in the critical incident system. The Department uses the cross-referenced information to
confirm if the member’s file has an incident reported, which case management agency is associated with the member, and

additional training is needed to case management agencies and providers.

In the event an individual must evacuate their current setting, the Department has developed processes that will ensure
the health, safety, and welfare of the client while allowing for additional flexibility in the location and timeliness of the
critical incident reporting due to the emergent need. The member's case manager will enter the member's critical incident
and any identified follow-up to the critical incident utilizing existing timelines identified by the Department and may

request an extension in timelines for entry from the Department to the urgent nature of the evacuation.

In cases of emergency or evacuation, the case manager may authorize needed services using a temporary interim service
plan, not to exceed 60 days. This plan will be developed when additional services, essential to the member's health and
safety, related to the emergency situation are identified. The case manager will authorize the services using the most
effective means of written communication. Service providers may provide services authorized in this manner until the
case manager is able to complete a service plan revision which will backdate to the date of the temporary interim service
plan. This type of interim temporary plan will only be used for already enrolled waiver participants who have been
determined eligible for the waiver pursuant to the eligibility process in the waiver.

¢. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities
when the participant may have experienced abuse, neglect or exploitation.
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The Case Management Agency (CMA) provides information about mistreatment, abuse, neglect, and exploitation to the
participants, guardians, involved family members, and authorized representatives at initial enrollment and annually
thereafter. This includes information on the right to be free from mistreatment, abuse, neglect, and exploitation, how to
recognize signs of mistreatment, abuse, neglect, and exploitation, and how to report mistreatment, abuse, neglect, and
exploitation to the appropriate authorities. The information is provided to participants, guardians, involved family
members, and authorized representatives in the form of a packet. The packet is provided by the CM and explained
verbally at initial enrollment and annually thereafter. Thisinformation packet also includes information about the types
and definitions of Critical Incident Reports and how to report a Critical Incident Report.

Clients and/or legal representatives are informed by the case manager about the CMA's complaint policy and the
availability of the Home Health Hotline, an 800 telephone number maintained by the Colorado Department of Public
Health and Environment (CDPHE). Home health agencies are also required to provide all clients with the Home Health
Hotline number. Additionally, home health agencies are required to maintain an internal complaint log system under one
of the conditions of licensure. CDPHE reviews the complaint log during annual surveys.

Information and training are provided to Consumer Directed Attendant Support Services (CDASS) clients and/or his’her
authorized representatives by the Consumer Directed Training and Operations vendor. The training includes in-depth
instruction about recognizing and preventing abuse, neglect, and exploitation. During the training, clients and/or
authorized representatives are provided with alist of resourcesto use if they experience an incident involving abuse,
neglect, or exploitation. The training also includes information about how to safely terminate an attendant as well as
focuses on emergency backup, safety, and prevention strategies.

CDASS clients will al'so be encouraged to contact the proper authorities if they have been subjected to abuse, neglect, or
exploitation by an attendant.

The Department has devel oped Policies and Procedures for the Critical Incident Reporting System (CIRS). Similar
resources are also available to clients and case managers about emergency backup and safety and prevention strategies.

Case managers must document if abuse, neglect, or exploitation is suspected during theinitial and annual assessment
process. The client and/or the client’ s representative participate in the development of the PCSP and are provided a copy
of the completed document. The Department uses its case management system, the state's case management I T system, to
track the provision of thisinformation and training. The case manager must confirm within the PCSP that the client
and/or client’ s representative have been informed of and trained on the process for reporting critical incidents including
abuse, neglect, and exploitation.

Resource materials are available through the case manager and the Department’ s website. Thisinformation packet
developed by the Department will be distributed by case managers to clients and/or client representatives at the initial
intake and annual Continued Stay Review (CSR). Thisinformation includes alist of client roles and responsibilities, case
management roles, and how to file acomplaint or appeal outside of the CMA system.

Clients are encouraged to report critical incidents to their provider(s), case manager, Adult Protective Services (APS),
local ombudsman, and/or any other client advocate. The information packet includes what types of critical incidents to
report and to whom the critical incident should be reported.

d. Responsibility for Review of and Responseto Critical Events or Incidents. Specify the entity (or entities) that receives

reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and
the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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Oversight is provided by the Department, CDPHE, and/or DHS. The response to a critical incident is unique to the type
of incident and the parties involved. However, the Department and/or the contract QIO vendor reviews al critical
incidents.

Critical Incidentsinvolving providers surveyed by CDPHE which meet occurrence reporting criteria must be reported to
the Department and CDPHE, and are responded to by CDPHE. A Home Health Hotline is maintained by CDPHE, Health
Facilities, and Emergency Services Division. This hotlineis set up for complaints about the quality of care, fraud, abuse,
and misuse of personal property. CDPHE evaluates the complaint and initiates an investigation. The investigation begins
within twenty-four hours or up to three days depending upon the nature of the complaint and the risk to the client’s health
and welfare. Investigation results of the complaint reported to CDPHE are posted for public view on CDPHE' s website
at: www.colorado.gov/pacific/cdphe/find-and-compare-facilities.

Investigations may |ead to targeted surveys or full surveys of the agency involved. Investigation surveys may result in
deficient practice citations for agencies that are reported to the Department. Deficiencies are categorized asisolated (1-
49% of clients surveyed), patterned (50-99% of clients surveyed), widespread (100% of those surveyed), and/or
immediate jeopardy/life-threatening. Depending upon the risk to the health and safety of clients, the deficiency will
require at aminimum that a plan of correction be submitted to CDPHE within specified timelines. If an agency has
numerous and severe deficiencies, the provider may lose its Medicaid certification.

Alternative Care Facilities that have deficiencies will be required to submit a plan of correction and may be assessed fines
for numerous and severe deficiencies. The most severe deficiencies may result in closure. Life-threatening situations
reguire actions to correct the situation at the time of the survey.

A second lineis maintained by CDPHE for such issues as unexpected death or disability, abuse, neglect, and misuse of
personal property for voluntary reporting by licensed agencies.

CMAs must also maintain alog system for complaints and grievances. | ssues must be resolved internally or referred to
the appropriate oversight agency as required by 42 CFR Chapter IV, Section 484.10(f),10 CCR 2505-10 8.393.1.g(iv),
and 6 CCR 1011-1 Chapter 2 section 7.2.

Incidents involving providers not surveyed by CDPHE must be reported by providers to the appropriate case manager
and responded to by the Department.

Incidents involving CDASS must be reported to the Financial Management Services (FMS) and/or the Department. The
Department and/or the FM S will respond to the incident depending upon the nature of the incident and the parties
involved.

All incidents involving abuse, neglect, or exploitation must also be reported to the County Department of Social Services
and are responded to by the county agency. The Department defines substantiated abuse, neglect, and exploitation as
those allegations in which areport is made to law enforcement and/or protective services was investigated and that
credible evidence of abuse, neglect, or exploitation exists.

All other critical incidents are responded to by the Department.

Time frames for investigations completed by Adult Protective Services (APS) vary by type of investigation. If the
incident involves an immediate or imminent risk to the client’ s health, safety, and/or welfare the case manager
collaborates with APS to adjust services in order to ensure the health and safety of the participant.

Investigations completed by Adult Protective Services are subject to confidentiality requirements and are shared only
with appropriate parties to ensure the health, safety, and welfare of the member. Providers and other family members are
not provided information if it conflicts with the confidentiality of the member. The results of investigations completed by
CDPHE are provided to the complainant via letter once the investigation is completed. Complaint investigations are
posted on the CDPHE website once completed and are available for public viewing.

For all complaints, CDPHE contacts, as appropriate, based on professional judgment and CDPHE policy and procedure,
the client and or complainant, provider staff, and any other parties who were involved or who may have information

regarding the complaint. Complaint investigations are maintained according to all state and federal requirements and are
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submitted to the Department within the monthly complaint log. Any serious findings are sent to the Department within 24
hours to the designated Department address.

Critical incidents reported to CDPHE are also posted for public view on CDPHE' s website.

The information packet developed by the Department will be provided to each client during hisher initial intake and
annual Continued Stay Review (CSR). Thisinformation includes alist of client rights, how to file a complaint outside the
SEP system, and information describing the Critical Incident Report. Clients are encouraged to report critical incidents to
their provider(s), case manager, APS, local ombudsman, and/or any other client advocate. The information packet
includes what types of critical incidents to report and to whom the critical incident should be reported.

State laws, regulations, and policies referenced in the description are available through the Department.
e. Responsihility for Oversight of Critical Incidents and Events. Identify the state agency (or agencies) responsible for

overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is
conducted, and how frequently.
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The Department contracts with a Quality Improvement Organization, QIO, to review all Critica Incidents. The QIO
monitors Critical Incidents for the completion of necessary follow-ups to ensure the health, safety, and welfare of waiver
participants. The QIO provides monthly reports to the Department on the number and types of Critical Incidents, a
summary of Critical Incidents, and follow-up action completed. There is an immediate notification process for the QIO to
notify the Department of high-risk or priority Critical Incidents.

The QIO will also support the Department in the analysis of CIR data, understanding the root cause of identified issues,
and providing recommendations for changesin CIR and other waiver management protocols aimed at
reducing/preventing the occurrence of future critical incidents.

CIR TRIAGE is asfollows: assignment of levels of priority to Critical Incidents Types to determine the most effective
order in which to process each report.

0 HIGH PRIORITY: : those which need immediate attention and must be addressed when received as no indication of
ensuring health and safety is demonstrated. CIRs that would be considered High Priority would be those categorized as:
» Mistreatment (abuse, neglect, exploitation) in which immediate action must be taken to ensure an individual’s health
and safety, or if law enforcement has not been notified per Mandatory Reporting Requirements.

e Missing Person in which an individual with aline of sight supports/high care needs has not been found when CIR is
submitted.

» Unsafe housing or displacement from a natural disaster, fire, or stemming from caretaker neglect, which leaves the
individual without housing and needs immediate attention and housing to ensure health and safety.

» Death under suspicious circumstances that needs investigation, involves mistreatment, law enforcement, or where the
cause of death is unknown and autopsy must be performed by a coroner.

« Injury/lliness in which no treatment has been sought, trendsimply mistreatment, or those which have no immediate
intervention noted to ensure the health and safety of an individual receiving services. DIDD Waivers a so include Safety
and Emergency Control Procedures resulting in serious injury caused by staff with no least restrictive measures utilized
prior to holds/restraints or if mistreatment by staff is suspected.

« Medication Mismanagement in which error leads to an adverse medical crisis (or death) and needs immediate
attention to ensure health and safety or mistreatment or theft/mistreatment by staff is a concern.

e Crimina Activity in which individual receiving servicesisincarcerated for amajor serious offense such as homicide
and needs immediate follow-up due to seriousness of charge and notification to the Department for possible media
coverage of the event.

» Damage/Theft of Property to an individual receiving services self or property which resultsin aneed for immediate
action to ensure health and safety or must be reported to Law Enforcement

« Any other CIR in which immediate assurance of health and safety is crucial and has not been addressed by
CMA/Agency/staff.

e Any CIR in which thereis mediainvolvement or coverage

It should also be noted that Critical Incidents vary greatly, and the priority level may be subjective. Thisisalso not an
al-inclusive list due to variance in events.

0 MEDIUM PRIORITY: those Critical Incidents that may have some immediate follow-up documented, but still need
some sort of action to ensure the health and safety of an individual receiving services or other questions relating to more
immediate follow-up. These may be subjective and can vary in documentation and need for clarification.

0 LOW PRIORITY: those Critical Incidents that have been remediated by CMA/agencies, have addressed immediate
and long-term needs, have implemented services or supports to ensure health and safety, and those that have protocolsin
place to prevent arecurrence of asimilar CIR. Critical Incidents that would be Low Priority would be:

» Death, expected. Resulting from long-term ilIness or natural causes, hospice or palliative care was utilized and
documented.

e Missing Person in which the person was immediately found, had no injury and a plan was implemented to prevent a
recurrence.

The Department receives monthly complaint reports from CDPHE for licensed and surveyed agencies. The reports
provide the Department with information about the type of complaint or occurrence, the source of the complaint or
occurrence, when the complaint or occurrenceis investigated, and the investigation findings. From these reports,
Department staff can trend critical incidence and/or request to see a copy of the individual complaint or occurrence
reports from CDPHE.

In instances whereupon review of the complaint or occurrence report the Department identifies individual provider issues,
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the Department will address these issues directly with the provider and client/guardian. If the Department identifies
trends or patterns affecting multiple providers or clients, the Department will communicate a change or clarification of
rulesto all providersin monthly provider bulletins. If existing rules require an amendment the Department will develop
rules or policies to resolve widespread issues.

In addition, case managers are required to maintain records for all critical incidents that are reported or are known to case
managers. The Department performs CMA monitoring through areview of critical incidents and complaint reporting. All
case managers must complete training on Critical Incident Reporting requirements within 120 days of the hire date per
contract requirements.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

O The state does not permit or prohibitsthe use of restraints

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

® Theuseof redtraintsis permitted during the cour se of the delivery of waiver services. Complete ltems G-2-a-i
and G-2-aii.

i. Safeguards Concerning the Use of Restraints. Specify the safeguards that the state has established
concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policiesthat are referenced are available to CM S upon reguest through
the Medicaid agency or the operating agency (if applicable).
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The Department has provided clients safeguards concerning the use of restraints as set forth in 26-20-102,
26-20-103, 26-20-104, 26-20-106, 26-20-107, 26-20-108, and 26-20-109, C.R.S.

To detect any unauthorized use of restraints or seclusion, the Department has added a signature section to the
service plan that allows clients to indicate that he/she was provided information regarding client rights,
complaint procedures, and who to contact to report critical incidents.

Asset forthin 6 CCR 1011-1, Chapter VI, Part 12.13 et seq. and at 10 CCR 2505-10, Section 8.495, an
Alternative Care Facility (ACF) is prohibited from the use of restraints. Upon admission to an ACF for
residence or respite care, clients are provided alist of client rights including the prohibition against restraint
procedures. To detect any unauthorized use of restraints, the Department has added a signature section to the
Person-Centered Support Plan (PCSP) that allows clients to indicate that they were provided information
regarding client rights (including the prohibition on restraints), complaint procedures, and who to contact to
report critical incidents. The client's signature is confirmation that the client has been provided this
information and understands their rights regarding restraints.

HCBS waiver clients may only use Nursing Facilities for periods of respite care. Nursing Facilities shall
comply with the Protection of Persons from Restraint Act at Section 26-20-101, et seq., C.R.S. aswell as
regulations set forth in 6 CCR 1011-1, Chapter V, Part 9.9 et seq. A Nursing Facility may only use chemical,
emergency, mechanical, and/or physical restraints upon the order of a physician and only when necessary to
prevent injury to the resident or others, based on aphysical, functional, emotional, and medication
assessment. Restraints shall not be used for disciplinary purposes, for staff convenience, punishment, or to
reduce the need for care of residents during periods of understaffing.

In all instances of restraint, there must be evidence that the restraint is used only after the failure of less
restrictive alternatives or that such alternatives would be ineffective under the circumstances. As an
additional safeguard, an intervention strategy must be developed if the behavior necessitating the restraint
recurs more than once within aweek or two times within a month. The intervention strategy should be
documented in the PCSP and reviewed with the resident or resident’ s representative.

Whenever restraints are used, a method of communication shall be provided to the resident, in the form of a
call signal switch or similar device that is within reach. Restraints are initiated either through the evaluation
of professional staff or on the written authorization of a physician. Restraints are authorized only when there
is adocumented danger of injury to self or others. Restraints shall only be used when other more positive
interventions have failed. The needed use for restraints must be documented in the health record and PCSP.
If the restraint was not initiated by a physician’s authorization, a physician’s order for the restraint must be
obtained no later than 24 hours after the restraint is first used.

The education and training requirements that personnel who are involved in the administration of restraints
areoutlined in 6 CCR 1011-1, Chapter V, Part 6.1 and 6.3. All persons assigned to direct resident care shall
be prepared through formal education or on-the-job training in the principles, policies, procedures, and
appropriate techniques of resident care. The facility shall provide educational programs for employeesto be
informed of new methods and techniques. Additional annual in-service education for staff includes a variety
of topics such as accident prevention, behavior management, and person-centered care.

The nature of the emergency shall be documented in the health record and a physician’s order for the
restraint shall be obtained as soon as practicable but in no event later than 24 hours after the restraint is first
used.

Facilities are required to permit access during reasonable hours to the premises and residents by the State
Ombudsman and the designated local 1ong-term care ombudsman in accordance with the federal "Older
Americans Act of 1965", pursuant to Section 25-27-104 (2) (d), C.R.S. Additionally, each facility isrequired
to maintain a mechanism to address resident/resident family concerns. Facilities are also required to allow
case managers and family membersto contact residents.

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of
restraints and ensuring that state safeguards concerning their use are followed and how such oversight is
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conducted and its frequency:
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A survey of an Alternative Care Facility (ACF) and Nursing Facility (NF) by the Colorado Department of
Public Health and Environment (CDPHE) includes an environmental tour of the facility in which surveyors
tour the entire facility looking for the use of restraints. ACFs are inspected on a three-year cycle by CDPHE.
CDPHE has one team of surveyors, and the surveyors inspect ACFs for the ACF Volume 8 regulations as
well astheregulationsin licensure, including Chapter |1, VIl and medication administration Chapter 24. A
facility may be inspected more often should CDPHE receive a complaint. Any issues or concerns regarding
Life Safety Code found during an inspection are forwarded to the Colorado Department of Fire Prevention
and Control.

The education and training requirements that personnel who are involved in the administration of restraints
areoutlined in 6 CCR 1011-1, Chapter V, Part 6.1 and 6.3. All persons assigned to direct resident care shall
be prepared through formal education or on-the-job training in the principles, policies, procedures, and
appropriate techniques of resident care. The facility shall provide educational programs for employeesto be
informed of new methods and techniques. Additional annual in-service education for staff includes avariety
of topics such as accident prevention, behavior management, and person-centered care.

The review involves interviewing the client and/or legal guardian to determine if the client and/or legal
guardian understand why the restraint is being used and that he/she has chosen and/or given permission for
the restraint. After the interview has been conducted the surveyor reviews the client’s PCSP to assess that the
client has been assessed for safety and |ooks to see that the use of |ess restrictive measures was documented
as being unsuccessful. The client’sfile will also be reviewed to ensure that the restraint has been devel oped
with and based on a physician’s order and that the client and/or legal guardian has signed aform giving the
facility permission to use the restraint. If problems or inconsistencies are noted, it is noted as a deficiency by
CDPHE. These data are tracked, trended, and analyzed by the CIRs Team on a monthly and quarterly basis.
Specific provider trends are relayed to the Benefits division to address.

The Department provides each CMA with a quarterly and annual report outlining identified CIR trends for
that CMA coverage area. The CMA utilizes thisinformation to target case management action to mitigate
trends

A third of the total ACFs areinspected every fiscal year by CDPHE. The CDPHE fiscal year runs from July
1 to June 30th. During inspections, the health team inspects each facility for compliance with Chapter VII
operating licensing, Chapter 24 medication administration regulations, and Volume 8 - ACF regulations.
Therefore, two deficiency lists are generated if there are citations under each regulation set. The Health
inspections focus on resident care and treatment, resident rights, and the delivery of services, including
medication administration, etc. In between survey cycles, should CDPHE receive a complaint, this will be
investigated aswell. Should an ACF demonstrate a pattern of non-compliance or be issued an outcome level
deficiency, CDPHE will consider enforcement action in the form of intermediate conditions. Any issues or
concerns regarding Life Safety Code found during an inspection are forwarded to the Colorado Department
of Fire Prevention and Control.

The CDPHE survey of ACFsincludes an environmental tour of the facility in which surveyors tour the entire
facility looking for the use of restraints or restrictive interventions. The Department has developed and
implemented an additional survey tool that is administered by CDPHE during its survey process to ensure
that ACFs comply with the home-like and person-centered environment requirements and support
community integration.

The Department maintains an Interagency Agreement (IA) that delegates CDPHE the authority to survey and
investigate complaints against ACFs. CDPHE will not issue a license or recommend certification until the
agency conformsto all applicable statutes and regulations. Should it be found that an agency does not
comply with the licensing or certification standards, CDPHE requires the agency to submit a plan of
correction within 30 days. CDPHE has the discretion to approve, impose, modify, or reject a plan of
correction.

Only after the plan of correction has been accepted will alicense or recommendation for certification be
issued. CDPHE sends the survey and licensing information to the Department for review. The Department

may certify the provider for Medicaid enrollment based on the CDPHE recommendation and survey results.
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Agencies denied licensure or recommendation for certification by CDPHE are not approved as Medicaid
providers.

The Department relies on information from the survey completed by CDPHE in order to certify or
decertify/revoke the certification of these providers.
Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (2 of
3)

b. Use of Restrictive I nterventions. (Select one):

O The state does not permit or prohibitsthe use of restrictiveinterventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
how this oversight is conducted and its frequency:

® Theuseof redrictive interventionsis permitted during the cour se of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive I nterventions. Specify the safeguards that the state hasin
effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CM S upon request through the Medicaid agency or the operating agency.
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The Department has provided clients safeguards concerning the use of restraints as set forth in 26-20-102,
26-20-103, 26-20-104, 26-20-106, 26-20-107, 26-20-108, and 26-20-109, 2010 C.R.S.

The Colorado Revised Statutes referenced above also apply to many restrictive interventions asrestraint is
defined as:

« Any method or device used to involuntarily limit freedom of movement, including but not limited to
bodily physical force, mechanical devices, or chemicals.

The client rights established in 6 CCR 1011-1, Chapter VI, Section 13 et seq. provide safeguards concerning
the use of restrictive interventions. These rights include, but are not limited to:

e Theright to privacy and confidentially.

« Theright to socialize with other residents and participate in facility activities, in accordance with the
applicable PCSP.

« Theright to be free from sexual verbal, physical, or emctional abuse, humiliation, intimidation, or
punishment.

« Theright to live free from involuntary confinement, or financial exploitation and to be free from physical
or chemical restraints as defined within these regulations.

e Theright to full use of the facility's common areas, in compliance with the documented house rules.

» Theright to have visitors at any time, including the right to privacy during such visits.

e Theright to participate in activities outside the facility, in which case the administrator and the resident
shall share responsibility regarding the coordination of such activities. The right to exercise choicein
attending and participating in religious activities.

e Theright to socialize with other residents and participate in facility activities, in accordance with the
PCSP.

6 CCR 1011-1, Chapter VI, Section 6 requires that the facility shall document th