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STATEMENT OF BASIS AND PURPOSE

1. Summary of the basis and purpose for the rule or rule change. (State what the rule says or
does and explain why the rule or rule change is necessary).

The Office of Community Living is restructuring and revising certain rules to come into
alignment with federal requirements for conflict free case management under Colorado’s
Case Management Redesign. Case Management Redesign (CMRD) refers to several initiatives
aimed at simplifying access to long-term services and supports, creating stability for the case
management system, increasing and standardizing quality requirements, ensuring
accountability, and achieving federal compliance. Updates to rule language is necessary to
mirror the policies created for CMRD and to be able to hold agencies accountable to the
CMRD requirements outside of contracts. The purpose of these new regulations is to meet
the goals of CMRD by updating and consolidating the regulations pertaining to case
management agencies, Home and Community Based Services (HCBS) waivers and services
under each waiver, HCBS provider agencies, and member rights and responsibilities. The
secondary goal is to simplify the regulations pertaining to the waivers, services, case
management agencies, and provider agencies. The regulations were duplicative, confusing,
and included outdated language and requirements. The new rules are streamlined and far
easier to navigate, regardless the reader.

As noted above, the regulations have been streamlined provide better organization. The
regulations have been structured by waivers, case management, provider requirements, and
services. The changes for each of the new sections are outlined below.

Waiver Rules
Rule Contents: The waiver rules include general definitions, functional and financial
eligibility, and provisions that are specific to each waiver.

Case Management Rules

Rule Contents: These rules include general case management definitions, case
management agency requirements, case manager requirements and duties, and member
rights and responsibilities.

Provider and Services Rules

Rule Contents: These rules include provider agency and service-related definitions, general
HCBS provider agency regulations, and all HCBS service-specific rules and requirements in
alphabetic order.

Initial Review 12/08/23 Final Adoption 01/12/24
Proposed Effective Date 03/16/24 Emergency Adoption
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2.

An emergency rule-making is imperatively necessary

[ ] to comply with state or federal law or federal regulation and/or
[ ] for the preservation of public health, safety and welfare.

Explain:

Federal authority for the Rule, if any:
42 CFR § 441.301(c)(1)(vi)
State Authority for the Rule:

Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2023); C.R.S. 25.5-6.701- 706; C.R.S. 25.5-
6-601- 607; C.R.S. 25.5-6-13.01- 13.04; C.R.S. 27-10.5-101- 103; C.R.S. 25.5-6-301- 313;
C.R.S. 7-10.5-101-103; C.R.S. 27-10.5-401; C.R.S. 25.5-6-401-411; C.R.S. 25.5-6-901;
C.R.S. 25.5-5-306(1) and C.R.S. 27-10.5-102(11); C.R.S. 25.5-5-305; C.R.S 25.5-6-17.

Initial Review 12/08/23 Final Adoption 01/12/24
Proposed Effective Date 03/16/24 Emergency Adoption
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REGULATORY ANALYSIS

1. Describe the classes of persons who will be affected by the proposed rule, including
classes that will bear the costs of the proposed rule and classes that will benefit
from the proposed rule.

All members that receive Home and Community Based Services (HCBS) will be
affected by these rules, as will all HCBS providers and case management agencies.
The Department believes these regulations will positively impact all the listed
stakeholders with the new organizational structure, clearly outlined requirements for
provider agencies and case management agencies, updated person-centered
language, and simplified the regulations by organizing the services alphabetically
rather than organizing by waiver.

2. To the extent practicable, describe the probable quantitative and qualitative impact
of the proposed rule, economic or otherwise, upon affected classes of persons.

Stakeholders should experience a positive qualitative impact from these regulations.
With the new organizational structure and alphabetical ordering of the services,
members, providers and stakeholders, will find it easier to locate pertinent sections
of the rules. The Department has improved the readability of these regulations and
provided clarification to areas that have proved confusing in the past. There are no
economic impacts from this rule.

3. Discuss the probable costs to the Department and to any other agency of the
implementation and enforcement of the proposed rule and any anticipated effect on
state revenues.

There are not costs to the Department or any other agency from the enforcement of
regulations.

4. Compare the probable costs and benefits of the proposed rule to the probable costs
and benefits of inaction.

If the Department does not implement these regulations, we will be unable to
finalize the work of Case Management Redesign. These regulations are needed to
outline case management requirements that are outside the scope of contracts.
Additionally, without the revisions to these services, the Department does not meet
its goals of simplifying access to long-term services and supports, creating stability
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for the case management system, increasing and standardizing quality
requirements, ensuring accountability, and achieving federal compliance.

5. Determine whether there are less costly methods or less intrusive methods for
achieving the purpose of the proposed rule.

There are no less costly methods to achieving the purpose of these rules. Regulatory
requirements must be in place for providers and case management agencies to
ensure the health, safety and welfare of members. Although this can be partly
accomplished through contracts for case management agencies, it cannot be
accomplished through that method for provider agencies.

6. Describe any alternative methods for achieving the purpose for the proposed rule
that were seriously considered by the Department and the reasons why they were
rejected in favor of the proposed rule.

No other methods for achieving the purpose outlined in these regulations were
considered, as there are no other options that can accomplish these goals.
Regulations must be in place that outline waiver eligibility, case management
responsibilities, requirements for the provision of services, and requirements for
service providers.
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8.7000 Home and Community-Based Services

8.7000.A Legal Authority
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1. Authority

a. These rules are promulgated under the authorities established in Section 25.5-10, C.R.S.

b. These rules and the program guidelines, standards and policies of the Colorado Department
of Health Care Policy and Financing, shall apply to all Case Management Agencies,
Community Centered Boards, Provider Agencies and regional centers receiving funds
administered by the Colorado Department of Health Care Policy and Financing.

Scope and Purpose

a. These rules govern services and supports for individuals with disabilities authorized and
funded in whole or in part through the Colorado Department of Health Care Policy and
Financing. These services and supports include the following, as provided by the Colorado
Revised Statutes and through annual appropriation authorizations by the Colorado General

Assembly:

i Services and supports provided to residents of a State operated facility or program
or purchased by the Department.

ii. The purchase of services and supports through Community Centered Boards, Case
Management Agencies, and Provider Agencies.

iii. Other services and supports specifically authorized by the Colorado General
Assembly.

iv. Services and supports funded through the Home and Community-Based Services
waivers under Sections 1915(c), 1902(a)(10), and 1902(a)(1) of the Social Security
Act and under Section 25.5- 4-401, et seq., C.R.S.

Consequences for Non-Compliance

a. Pursuant to Title 25.5, Article 10, C.R.S., upon a determination by the Executive Director or
designee that services and supports have not been provided in accordance with the program
or financial administration standards contained in these rules, the Executive Director or
designee may reduce, suspend, or withhold payment to a Case Management Agency, or
Provider Agency from which the Department purchases services or supports directly.

b. Prior to initiating action to reduce, suspend, or withhold payment to a Case Management
Agency, for failure to comply with rules and regulations of the Department, the Executive
Director or designee shall specify the reasons therefore in writing and shall specify the
actions necessary to achieve compliance.

The Department retains the authority to enter emergency orders, when necessary, to preserve the

health, safety or welfare of the public or of persons receiving services, including, but not limited to,
situations that:

a. Are ongoing or likely to recur if not promptly corrected or otherwise resolved and, likely to
result in serious harm to the individual or others; or,

b. Arise out of a Provider Agency discontinuance of operation generally, or discontinuance of
services to a particular individual because the Provider Agency is unable to ensure that
person's safety or the safety of others.

The party requesting the Department to enter an emergency order shall submit all relevant

documentation to the Department to which the opposing party shall have the opportunity to respond.
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The Department may request additional information as needed and shall determine the timeframes
for the submission of documentation and responses. In addition to ruling on the request for
emergency order, the Department may review the substantive issues involved in the dispute and
determine the required course of action.

8.7001 Home and Community-Based Services Member Rights and Responsibilities

8.7001.A Definitions

1.

Age-Appropriate Activities and Materials means activities and materials that foster social, intellectual,

communicative, and emotional development and that challenge the individual to use their skills in
these areas while considering their chronological age, developmental level, and physical skills.

Covered HCBS means any Home- and Community-Based Service(s) provided under the Colorado

State Medicaid Plan, a Colorado Medicaid waiver program, or a State-funded program administered
by the Department. This category excludes Respite Services, Palliative/Supportive Care services
provided outside the child's home under the Children with Life-Limiting lllness Waiver, and Youth Day
Services under the Children’s Extensive Support (CES) Waiver.

Discrimination means the unfair or prejudicial treatment of people and groups based on

characteristics such as race, color, ethnic or national origin, ancestry, age, sex, gender, sexual
orientation, gender identity and expression, religion, creed, political beliefs, or disability.

Home and Community--Based Services (HCBS) Setting means any physical location where Covered

HCBS are provided.

a. HCBS Settings include, but are not limited to, Provider-Owned or -Controlled Non-
Rresidential Settings, Other Non-Residential Settings, Provider-Owned or -Controlled
Residential Settings, and Other Residential Settings.

b. If Covered HCBS are provided at a physical location to one or more individuals, the setting is
considered an HCBS Setting, regardless of whether some individuals at the setting do not
receive Covered HCBS. The requirements of Section 8.7001.B 8-7003-apply to the setting as
a whole and protect the rights of all individuals receiving services at the setting regardless of

payer source.

Informed Consent means the informed, freely given, written agreement of the individual (or, if

authorized, their Guardian or other Legally Authorized Representative) to a Rights Modification. The
Case Manager ensures that the agreement is informed, freely given, and in writing by confirming that
the individual (or, if authorized, their Guardian or other Legally Authorized Representative)
understands all of the information required to be documented in Section 8.7001.B.43:D and has
signed the Department-prescribed form to that effect.

Intensive Supervision means one-on-one (1:1), line-of-sight, or 24-hour supervision. Intensive

Supervision is a Rights Modification if the individual verbally or non-verbally expresses that they do
not want the supervision or if the supervision would be covered by the Department's processes for
rights suspensions or restrictive procedures pursuant to the version of Sections 8.600.4, 8.604.3, and
8.608.1-2 in effect on December 30, 2021.

Legally Authorized Representative means a person with legal authority to represent an individual in a

particular matter. Such a person may be:

a. the Parent of a minor;

b. the court-appointed Guardian of an individual, only with respect to matters within the scope
of, and in the manner authorized by, the guardianship order; or
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c. _anyone granted authority pursuant to any other type of court order or voluntary appointment
or designation (e.qg., conservator, agent under power of attorney, member of a supportive
community in connection with a supported decision-making agreement, Long-Term Services
and SupportstFSS Representative under Section 8.7002-1.A.8G;, or Authorized
Representative under Sections 8.7514 or 8.7527, only with respect to matters within the
scope of, and in the manner authorized by, the court order or voluntary appointment or

designation.

d. In situations arising under subsections b2 and c3, the applicable court order or voluntary
appointment or designation must be consulted to determine whether it is still in effect,
whether it covers the matter in question, and what manner of representation it authorizes (for
example, only to receive information, or also to communicate the individual's decisions, to
make decisions on behalf of the individual, and/or to take other actions).

Long-Term Services and Supports Representative means a person designated by the individual

receiving services, by the Parent of a minor, or by the Guardian of the Member receiving services, if
appropriate, to assist the individual in acquiring or utilizing part or all of their Long-Term -Services and
Supports. This term encompasses any authorized representative as defined by Sections §-25.5-6-
1702 and §25.5-10-202, C.R.S.

a. AlLong-Term Services and SupportstETFSS Representative shall have the judgment and ability
to assist the individual in acquiring and utilizing the services covered by the designation.

b. The appointment of a Long-Term Services and SupportsLFSS Representative shall be in
writing and shall be subject to the standards set forth in Sections 8:549-4-and-8.604.4.

Other Non-Residential Setting means a physical location that is non-residential and that is not

10.

owned, leased, operated, or managed by an HCBS Provider Agency or by an independent
Contractor providing nonresidential services.

a. Other Non-Residential Settings include, but are not limited to, locations in the community
where Covered HCBS are provided.

Other Residential Setting means a physical location that is residential and that is not owned, leased,

11.

operated, or managed by an HCBS provider or by an independent Contractor providing residential
services.

a. Other Residential Settings include, but are not limited to, Residential Settings owned or
leased by individuals receiving HCBS or their families (personal homes) and those owned or
leased by relatives paid to provide HCBS unless such relatives are independent Contractors
of HCBS providers.

Person-Centered Support Plan means a service and support plan that is directed by the individual

12.

whenever possible, with the individual’’s representative acting in a participatory role as needed, is
prepared by the Case Manager, identifies the supports needed for the individual to achieve
personally identified goals, and is based on respecting and valuing individual preferences, strengths,
and contributions.

Plain Language means language that is understandable to the individual and in their native

13.

language, and it may include pictorial methods, if warranted.:

Provider-Owned or -Controlled Non-Residential Setting means a physical location that is non-

residential and that is owned, leased, operated, or managed by an HCBS provider or by an
independent Contractor providing non-residential services.

a. Provider-Owned or -Controlled Non-Residential Settings include, but are not limited to,
provider-owned facilities where Adult Day, Day Treatment, Specialized Habilitation,
Supported Community Connections, Prevocational Services, and Supported Employment
Services are provided.
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Provider-Owned or -Controlled Residential Setting means a physical location that is residential and

15.

that is owned, leased, operated, or managed by an HCBS provider or by an independent Contractor
providing residential services.

a. Provider-Owned or -Controlled Residential Settings include, but are not limited to, Alternative
Care Facilities (ACFs); Supported Living Program (SLP) and Transitional Living Program
(TLP) facilities; group homes for adults with lintellectual or Developmental Disabilities (IDD)
(Group Residential Services and Supports (GRSS)); Host Homes for adults with IDD; any
Individual Residential Services and Supports (IRSS) setting that is owned or leased by a
service provider or independent Contractor of such a provider; and foster care homes, Host
Homes, group homes, residential child care facilities, and Qualified Residential Treatment
Programs (QRTPs) in which Children's Habilitation Residential Program (CHRP) services are

provided.

Restraint means any manual method or direct bodily contact or force, physical or mechanical device,

16.

material, or equipment that restricts normal functioning or movement of all or any portion of a
person's body, or any drug, medication, or other chemical that restricts a person's behavior or
restricts normal functioning or movement of all or any portion of their body. Physical or hand-over-
hand assistance is a Restraint if the individual verbally or non-verbally expresses that they do not
want the assistance or if the assistance is a safety or emergency control procedure or would be
covered by the Department's processes for rights suspensions or restrictive procedures pursuant to
the version of Sections 8.600.4, 8.604.3, and 8.608.1-2 in effect on December 30, 2021.

Restrictive or Controlled Egress Measures means devices, technologies, or approaches that have

17.

the effect of restricting or controlling egress or monitoring the coming and going of individuals. The
following measures are deemed to have such an effect and are Restrictive or Controlled Egress
Measures: locks preventing egress; audio monitors, chimes, motion-activated bells, silent or auditory
alarms, and alerts on entrances/exits at residential settings; and wearable devices that indicate to
anyone other than the wearer their location or their presence/absence within a building. Other
measures that have the effect of restricting or controlling egress or monitoring the coming and going
of individuals are also Restrictive or Controlled Egress Measures.

Rights Modification means any situation in which an individual is limited in the full exercise of their

rights.

a. Rights Modifications include, but are not limited to:

i. the use of Intensive Supervision if deemed a Rights Modification under the definition in
Section 8.70012.A.6E above;

ii. the use of Restraints;

iii. the use of Restrictive or Controlled Egress Measures;

iv. modifications to the other rights in Section 8.7001.B.2 87003.-B-(basic criteria applicable
to all HCBS Settings) and Section 8.7001.B.3 8-7003.C-(additional criteria for HCBS

Settings);

V. any provider actions to implement a court order limiting any of the foregoing individual
rights;

vi. rights suspensions under Section 25.5-10-218(3), C.R.S.; and

vii. _all situations formerly covered by the Department's processes for rights suspensions or
restrictive procedures pursuant to the version of Sections 8.600.4, 8.604.3, and 8.608.1-
2 in effect on December 30, 2021.

b. Moaodifications to the rights to dignity and respect, the rights in Sections 8.7001.B.2.a.vi-
vii3-B4f-g covering such matters as Person-Centeredness, civil rights, and freedom from
abuse, and the right to physical accessibility are not permitted.
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For children under age 18, a limitation or restriction to any of the rights in Sections

8.7001.B

8.7001.B.23.B and 8.7001.B.33-C that is typical for children of that age, including children not
receiving HCBS, is not a Rights Modification. Consider age-appropriate behavior when
assessing what is typical for children of that age. If the child is not able to fully exercise the
right because of their age, then there is no need to pursue the Rights Modification process
under Section 8.7001.B.43.-D. However, if the proposed limitation or restriction is above and
beyond what a typically developing peer would require, then it must be handled as a Rights
Modification under Section 8.7001.B.43.D.

Individual Rights under the Home- and Community-Based Services (HCBS) Settings

1.

Final Rule

Statement of Purpose, Scope, and Enforcement

a.

The purpose of this Section 8.7001.B3 is to implement the requirements of the federal Home-

and Community-Based Services (HCBS) Settings Final Rule, 79 Fed. Reg. 2947 (2014),
codified at 42 C.F.R. § 441.301(c)(4). These rules identify individual rights that are protected
at settings where people live or receive HCBS. They also set out a process for modifying
these rights as warranted in individual cases. These rules apply to all HCBS under all
authorities-waivers, except where otherwise noted.

This Section 8.7001.B3 is enforced pursuant to existing procedures, subject to the following

transition period and Corrective Action Plan (CAP) exceptions:

i The following settings were presumed compliant during the transition period and
remain covered by this presumption until March 17, 2023:

1) Residential settings owned or leased by individuals receiving HCBS or their
families (personal homes);

2) Professional provider offices and clinics;

3) Settings where children receive Community Connector services under the
Children's Extensive Supports (CES) Waiver; and

4) Settings where people receive individual Supported Employment services.

ii. Any setting for which a Provider Transition Plan (PTP) has been submitted by
December 30, 2021 may continue to transition toward compliance according to the
schedule set forth in the Provider Transition Plan. This exception is to be narrowly
construed and does not apply to other situations, such as, by way of illustration only,
non-compliance:

1) At Case Management Agencies;

2) At a setting for which a Provider Transition Plan was not submitted by
December 30, 2021 for any reason;

3) At a setting after the applicable deadline in the setting's Provider Transition
Plan, with the deadline being (i) three months after the Provider Transition
Plan was submitted unless adjusted with departmental approval and (ii) in no
event after March 17, 2023, or March 17, 2024 for settings that have
received departmental approval for an extension pursuant to the Corrective
Action Plan; or

4) Involving compliance issues that have been verified as resolved through the
Provider Transition Plan process and therefore no longer subject to
transition.

2. Basic Criteria Applicable to All HCBS Settings
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a. All HCBS Settings must have all of the following qualities and protect all of the following

individual rights, based on the needs of the individual as indicated in their Person-Centered

Support Plan, subject to the Rights Modification process in Section 8.7001.B.43.-D:

The setting is integrated in and supports full access of individuals to the greater

community, including opportunities to seek employment and work in competitive

integrated settings, control personal resources, receive services in the community,

and engage in community life, including with individuals who are not paid

staff/Contractors and do not have disabilities, to the same degree of access as

individuals not receiving HCBS.

1)

Individuals are not required to leave the setting or engage in community

2)

activities. Individuals must be offered and have the opportunity to select from
Age-Appropriate Activities and Materials both within and outside of the

setting.

Integration and engagement in community life includes supporting

3)

individuals in accessing public transportation and other available
transportation resources.

Individuals receiving HCBS are not singled out from other community

4)

members through requirements of individual identifiers, signage, or other
means.

Individuals may communicate privately with anyone of their choosing.

5)

Methods of communication are not limited by the provider.

6)

a) The setting must always provide access to shared telephones if it is
a Provider-Owned or -Controlled Residential Setting and during
business hours if it is a Provider-Owned or -Controlled Non-
Residential Setting.

b) Individuals are allowed to maintain and use their own cell phones,
tablets, computers, and other personal communications devices, at
their own expense.

¢) Individuals are allowed to access telephone, cable, and Ethernet
jacks, as well as wireless networks, in their rooms/units, at their own

expense.

Individuals have control over their personal resources. If an individual is not

able to control their resources, an assessment of their skills must be
completed and documented in their Person-Centered Support Plan. The
Assessment and Person-Centered Support Plan must identify what
individualized assistance the provider or other person will provide and any
training for the individual to become more independent, based on the
outcome of the Assessment.

a) Providers may not insist on controlling an individual's funds as a
condition of providing services and may not require individuals to
sign over their Social Security checks or paychecks.

b) A provider may control an individual's funds if the individual so
desires, or if it has been designated as their representative payee
under the Social Security Administration's (SSA's) policies. If a
provider holds or manages an individual's funds, their signed
Person-Centered Support Plan must:

i) Document the request or representative payee designation;




AP WN

O ~NO®

10
11
12
13

14
15

16
17
18

19
20
21
22
23
24

25
26
27
28
29
30
31
32
33
34
35
36

37
38
39
40
41
42
43
44
45

47
48
49
50
51

c)

Page 7 of 287

ii) Document the reasons for the request or designation; and

iii) Include the parties' agreement on the scope of managing
the funds, how the provider should handle the funds, and
what they define as “reasonable amounts” under Section
25.5-10-227, C.R.S.

The provider must ensure that the individual can access and spend

money at any time, including on weekends, holidays, and evenings,

including with assistance or supervision if necessary.

The setting is selected by the individual from among setting options, including non-

disability specific settings and an option for a private unit in a residential setting. The

setting options are identified and documented in the Person-Centered Support Plan

and are based on the individual's needs, preferences, and, for residential settings,

resources available for room and board.

The setting ensures an individual's rights of privacy, dignity, and respect, and

freedom from coercion and Restraint.

1) The right of privacy includes the right to be free of cameras, audio monitors,

and devices that chime or otherwise alert others, including silently, when a

person stands up or passes through a doorway.

a)

The use of cameras, audio monitors, chimes, and alerts in (a)

b)

interior areas of residential settings, including common areas as well
as bathrooms and bedrooms, and in (b) typically private areas of
non-residential settings, including bathrooms and changing rooms,
is acceptable only under the standards for modifying rights on an
individualized basis pursuant to Section 8.7001.B.43.D.

If an individualized Assessment indicates that the use of a camera,

c)

audio monitor, chime, or alert in the areas identified in the preceding
paragraph is necessary for an individual, this modification must be
reflected in their Person-Centered Support Plan. The Person-
Centered Support Plans of other individuals at that setting must
reflect that they have been informed in Plain Lanquage of the
camera(s)/monitor(s)/chime(s)/alert(s) and any methods in place to
mitigate the impact on their privacy. The provider must ensure that
only appropriate staff/Contractors have access to the
camera(s)/monitor(s)/chime(s)/alert(s) and any recordings and files
they generate, and it must have a method for secure disposal or
destruction of any recordings and files after a reasonable period.

Cameras, audio monitors, chimes, and alerts on staff-only desks and

d)

exterior areas, cameras on the exterior sides of entrances/exits, and
cameras typically found in integrated employment settings, generally
do not raise privacy concerns, so long as their use is similar to that
practiced at non-HCBS Settings. In Provider-Owned or -Controlled
Settings, notice must be provided to all individuals that they may be
on camera and specify where the cameras are located. If such
devices have the effect of restricting or controlling egress or
monitoring the coming and going of individuals, they are subject to
the Rights Modification requirements of Section 8.7001.B.43.D.

Audio monitors, chimes, motion-activated bells, silent or auditory

alarms, and alerts on entrances/exits at residential settings have the
effect of restricting or controlling egress and are subject to the
Rights Modification requirements of Section 8.7001.B.43D. If such
devices on entrances/exits at non-residential settings have the effect
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of restricting or controlling egress or monitoring the coming and
going of individuals, they are subject to the Rights Modification
requirements of Section 8.7001.B.43.D.

2) The right of privacy includes the right not to have one's name or other
confidential items of information posted in common areas of the setting.

iv. The setting fosters individual initiative and autonomy, and the individual is afforded
the opportunity to make independent life choices. This includes, but is not limited to,
daily activities, physical environment, and with whom to interact.

V. The setting facilitates individual choice regarding services and supports, and who
provides them.

Vi. The Person-Centered Support Plan drives the services afforded to the individual,
and the setting staff/Contractors are trained on this concept and person-centered
practices, as well as the concept of dignity of risk.

Vii. Each individual is afforded the opportunity to:

1) Lead the development of, and grant Informed Consent to, any provider-
specific treatment, care, or support plan;

2) Have freedom of religion and the ability to participate in religious or spiritual
activities, ceremonies, and communities;

3) Live and receive services in a clean, safe environment;

4) Be free to express their opinions and have those included when any
decisions are being made affecting their life;

5) Be free from physical abuse and inhumane treatment;

6) Be protected from all forms of sexual exploitation;

7) Access necessary medical care which is adequate and appropriate to their
condition;

8) Exercise personal choice in areas including personal style; and

9) Accept or decline services and supports of their own free will and on the
basis of informed choice.

iX. Nothing in this rule shall be construed to prohibit necessary assistance as
appropriate to those individuals who may require such assistance to exercise their
rights.

X. Nothing in this rule shall be construed to interfere with the ability of a Guardian or

other Legally Authorized Representative to make decisions within the scope of their
quardianship order or other authorizing document.

3. Additional Criteria for HCBS Settings

a.

Provider-Owned or -Controlled Residential Settings must have all of the following qualities

and protect all of the following individual rights, based on the needs of the individual as

indicated in their Person-Centered Support Plan, subject to the Rights Modification process

in Section 8.7001.B.43-D:

The unit or dwelling is a specific physical place that can be owned, rented, or

occupied under a legally enforceable agreement by the individual, and the individual
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has, at a minimum, the same responsibilities and protections from eviction that

tenants have under the landlord/tenant law of the State, county, city, or other

designated entity. For settings in which landlord/tenant laws do not apply, a lease,

residency agreement, or other form of written agreement must be in place for each

individual, and the document must provide protections that address eviction

processes and appeals comparable to those provided under the jurisdiction's

landlord/tenant law.

1) The lease, residency agreement, or other written agreement must:

a)

Provide substantially the same terms for all individuals;

b)

Be in Plain Language, or if the provider/its independent Contractor

c)

cannot adjust the language, at least be explained to the individual in
Plain Language;

Provide the same responsibilities and protections from eviction that

d)

tenants have under the landlord/tenant law of their State, county,
city, or other designated entity {or comparable responsibilities and
protections, as the case may be), and indicate the authorities that
govern these responsibilities, protections, and related disputes;

Specify that the individual will occupy a particular room or unit;

e)

Explain the conditions under which people may be asked to move or

f)

leave;

Provide a process for individuals to dispute/appeal and seek review

by a neutral decisionmaker of any notice that they must move or
leave, or tell individuals where they can easily find an explanation of
such a process, and state this information in any notice to move or
leave;

Specify the duration of the agreement;

Specify rent or room-and-board charges;

Specify expectations for maintenance;

Specify that staff/Contractors will not enter a unit without providing

k)

advance notice and agreeing upon a time with the individual(s) in
the unit;

Specify refund policies in the event of a resident's absence,

hospitalization, voluntary or involuntary move to another setting, or
death; and

Be signed by all parties, including the individual or, if within the

scope of their authority, their Guardian or other Legally Authorized
Representative.

2) The lease, residency agreement, or other written agreement may:

a)

Include generally applicable limits on furnishing/decorating of the

b)

kind that typical landlords might impose; and

Provide for a security deposit or other provisions outlining how

property damage will be addressed.
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The lease, residency agreement, or other written agreement may not modify

4)

the individual rights protected under Sections 8.7001.B.23-B and
8.7001.B.33-C, such as (a) by imposing individualized terms that modify
these conditions or (b) by requiring individuals to comply with house rules or
resident handbooks that modify everyone's rights.

Providers and their independent Contractors must engage in documented

5)

efforts to resolve problems and meet residents' care needs before seeking to
move individuals or asking them to leave. Providers and their independent
Contractors must have a substantial reason for seeking any move/eviction
(e.q., protection of someone's health/safety), and minor personal conflicts do
not meet this threshold.

A violation of a lease or residency agreement, a change in the resident's

6)

medical condition, or any other development that leads to a notice to leave
must include at least 30 calendar days' notice to the individual (or, if
authorized, their Guardian or other Legally Authorized Representative).

If an individual has not moved out after the end of a 30-day (or longer) notice

7)

period, the provider/its independent Contractor may not act on its own to
evict the individual until the individual has had the opportunity to pursue and
complete any applicable Grievance, Complaint, dispute resolution, and/or
court processes, including obtaining a final decision on any appeal, request
for reconsideration, or further review that may be available.

A provider/its independent Contractor may not require an individual who has

8)

nowhere else to live to leave the setting.

This Subsection 8.7001.B.3.a.iG4. a-does not apply to children under age

18.

Individuals have the right to dignity and privacy, including in their living/sleeping

units. This right to privacy includes the following criteria:

1)

Individuals must have a key or key code to their home, a bedroom door with

2)

a lock and key, lockable bathroom doors, privacy in changing areas, and a
lockable place for belongings, with only appropriate staff/Contractors having
keys to such doors and storage areas. Staff/Contractors must knock and
obtain permission before entering individual units, bedrooms, bathrooms,
and changing areas. Staff/Contractors may use keys to enter these areas
and to open private storage spaces only under limited circumstances agreed
upon with the individual.

Individuals shall have choice in a roommate/housemate. Providers must

3)

have a process in place to document expectations and outline the process to
accommodate choice.

Individuals have the right to furnish and decorate their sleeping and/or living

units in the way that suits them, while maintaining a safe and sanitary
environment and, for individuals age 18 and older, complying with the
applicable lease, residency agreement, or other written agreement.

The Residential Setting does not have institutional features not found in a typical

home, such as staff uniforms; entryways containing numerous staff postings or

messages; or labels on drawers, cupboards, or bedrooms for staff convenience.

Individuals have the freedom and support to determine their own schedules and

activities, including methods of accessing the greater community;
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V. Individuals have access to food at all times, choose when and what to eat, have
input in menu planning (if the setting provides food), have access to food preparation
and storage areas, can store and eat food in their room/unit, and have access to a
dining area for meals/snacks with comfortable seating where they can choose their
own seat, choose their company (or lack thereof), and choose to converse (or not);

Vi. Individuals are able to have visitors of their choosing at any time and are able to
socialize with whomever they choose (including romantic relationships);

Vii. The setting is physically accessible to the individual, and the individual has
unrestricted access to all common areas, including areas such as the bathroom,
kitchen, dining area, and comfortable seating in shared areas. If the individual
wishes to do laundry and their home has laundry machines, the individual has
physical access to those machines; and

Vii. Individuals are able to smoke and vape nicotine products in a safe, designated
outdoor area, unless prohibited by the restrictions on smoking near entryways set
forth in the Colorado Clean Indoor Air Act, Section 25-14-204(1)(ff), C.R.S., or any
law of the county, city, or other local government entity.

Other Residential Settings in which one or more individuals receiving 24-hour residential

services and supports reside must have all of the qualities of and protect all of the same
individual rights as Provider-Owned or -Controlled Residential Settings, as listed above,
other than Subsection 8.7001.B.3.a3-C-4.ia relating to a lease or other written agreement
providing protections against eviction, subject to the Rights Modification process in Section
8.7001.B.43D.

Other Residential Settings in which no individuals receiving 24-hour residential services and

supports reside are excluded from this Section 8.7001.B.3-¢C.

i This group of settings includes, but is not limited to, homes in which no individual
receives Individual Residential Service and Supports (IRSS) and one or more
individuals receive Consumer-Directed Attendant Support Services (CDASS), Health
Maintenance Services, Homemaker Services, In-Home Support Services (IHSS),
and/or Personal Care Services.

Provider-Owned or -Controlled Non-Residential Settings must have all of the qualities of and

protect all of the same individual rights as Provider-Owned or -Controlled Residential
Settings, as listed above, other than Subsection 8.7001.B.3.a3-C-1.ia relating to a lease or
other written agreement providing protections against eviction and Subsection
8.7001.B.3.a.iiG-4:b relating to privacy in one's living/sleeping unit, subject to the Rights
Modification process in Section 8.7001.B.43.D.

i Provider-Owned or -Controlled Non-Residential Settings must afford individuals
privacy in bathrooms and changing areas and a lockable place for belongings, with
only the individuals and appropriate staff/Contractors having keys to such doors and

storage areas.

ii. This Section 8.7001.B.33.-C does not require Non-Residential Settings to provide
food if they are not already required to do so under other authorities. This Section
8.7001.B.33.C does-requires Non-rResidential Settings to ensure that individuals
have access to their own food at any time.

Other Non-Residential Settings must have all of the qualities of and protect the same

individual rights as Provider-Owned or -Controlled Non-Residential Settings, as stated
immediately above, to the same extent for HCBS participants as they do for other individuals,
subject to the Rights Modification process in Section 8.7001.B.4.

4. Rights Modifications
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Any modification of an individual's rights must be supported by a specific assessed need and

justified in the Person-Centered Support Plan, pursuant to the process set out in Sections

8.7001.B-3-d.iii.4.c and 8.7001.B-3-d-iv.4.d below. Rights Modifications may not be imposed
across-the-board and may not be based on the convenience of the provider. The provider
must ensure that a Rights Modification does not infringe on the rights of individuals not
subject to the modification. Wherever possible, Rights Modifications should be avoided or
minimized, consistent with the concept of dignity of risk.

The process set out in Sections 8.7001.;B.4.c-d below applies to all Rights Modifications.

For a Rights Modification to be implemented, the following information must be documented

in the individual's Person-Centered Support Plan, and any provider implementing the Rights
Modification must maintain a copy of the documentation:

i The right to be modified.

ii. The specific and individualized assessed need for the Rights Modification.

iii. The positive interventions and supports used prior to any Rights Modification, as well
as the plan going forward for the provider to support the individual in learning skills
so that the modification becomes unnecessary.

iv. The less intrusive methods of meeting the need that were tried but did not work.

V. A clear description of the Rights Modification that is directly proportionate to the
specific assessed need. Rights of an individual receiving services may be modified
only in a manner that will promote the least restriction on the individual’'s rights and in
accordance with rules herein.

Vi. A plan for reqular collection of data to measure the ongoing effectiveness of and
need for the Rights Modification, including specification of the positive behaviors and
objective results that the individual can achieve to demonstrate that the Rights
Modification is no longer needed.

Vii. An established timeline for periodic reviews of the data collected under the preceding
paragraph. The Rights Modification must be reviewed and updated as necessary
upon reassessment of functional need at least every 12 months, and sooner if the
individual's circumstances or needs change significantly, the individual requests a
review/revision, or another authority requires a review/revision.

Viii. The Informed Consent of the individual (or, if authorized, their guardian or other
Legally Authorized Representative) agreeing to the Rights Modification, as
documented on a completed and signed Department-prescribed form. To be
completed, the form must be filled out using Plain Language, addressed directly to
the individual, and it must address only one Rights Modification. Informed Consent
may not be requested or granted for a Rights Modification extending beyond the 12-
month or shorter period as set out in Section 8.7001.B.4.c.vii.

iX. An assurance that interventions and supports will cause no harm to the individual,
including documentation of the implications of the modification for the individual's
everyday life and the ways the modification is paired with additional supports to
prevent harm or discomfort and to mitigate any undesired effects of the modification.

X. Alternatives to consenting to the Rights Modification, along with their most significant
likely consequences.

Xi. An assurance that the individual will not be subject to retaliation or prejudice in their
receipt of appropriate services and supports for declining to consent or withdrawing
their consent to the Rights Modification.
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d. Additional Rights Modification process requirements:

Prior to obtaining Informed Consent, the Case Manager must offer the individual the

opportunity to have an advocate, who is identified and selected by the individual,
present at the time that Informed Consent is obtained. The Case Manager must offer
to assist the individual, if desired, in identifying an independent advocate who is not
involved with providing services or supports to the individual. These offers and the
individual's response must be documented by the Case Manager.

Any Provider Agencies that desire or expect to be involved in implementing a Rights

Modification may supply to the Case Manager information required to be
documented under this Section 8.7001.B.43-D, except for documentation of Informed
Consent and the offers and response relating to an advocate, which may be
obtained and documented only by the Case Manager. The individual determines
whether any information supplied by the provider is satisfactory before the Case
Manager enters it into their Person-Centered Support Plan.

When a Rights Modification is proposed, it is reviewed by the individual, their

Guardian or other Legally Authorized Representative, and the rest of the individual’'s
Member Identified Team and, if consented to, it is documented in the Person-
Centered Support Plan.

When a right has been modified, the continuing need for such modification shall be

reviewed by the individual's Member Identified Team, as led by the individual or their
Guardian or other Legally Authorized Representative, at a frequency decided by the
team, but at least every six months.

1) Such review shall include the original reason for modification, current
circumstances, success or failure of programmatic intervention, and the
need for continued modification.

2) Restoration of affected rights shall occur as soon as circumstances justify.

3) If the review indicates that changes are needed to the Rights Modification,
the Case Manager shall obtain a new signature on an updated Department-
prescribed Informed Consent form. If the review indicates that no changes
are needed, then the original signature is still valid for the remaining period
(up to six months).

At the time a right is modified, such action if subject to Human Rights Committee

review shall be referred to the Human Rights Committee for review and
recommendation. Such review shall include an opportunity for the individual or
Member who is affected, Parent of a minor, Guardian or other Legally Authorized
Representative, after being given reasonable notice of the meeting, to present
relevant information to the Human Rights Committee.

e. Use of Restraints

If Restraints are used with an individual at an HCBS Setting, their use must:

1) Be based on an assessed need after all less restrictive interventions have
been exhausted;

2) Be documented in the individual's Person-Centered Support Plan as a
modification of the generally applicable rights protected under Section
8.7001.;B.23:B, consistent with the Rights Modification process in this
Section 8.7001.B.43-D; and

3) Be compliant with any applicable waiver.
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ii. Prone Restraints are prohibited in all circumstances. Nothing in this Subsection
8.7001.B.4.e3-D-5 permits the use of any Restraint that is precluded by other

If Restrictive or Controlled Egress Measures are used at an HCBS Setting, they must:

d.

i Be implemented on an individualized (not setting-wide) basis;

ii. Make accommodations for individuals in the same setting who are not at risk of
unsafe wandering or exit-seeking behaviors;

iii. Be documented in the individual's Person-Centered Support Plan as a modification
of the generally applicable rights protected under Section 8.7001.B.23.B, consistent
with the Rights Modification process in this Section 8.7001.B.43.D, with the
documentation including:

1) An Assessment of the individual's unsafe wandering or exit-seeking
behaviors (and the underlying conditions, diseases, or disorders relating to
such behaviors) and the need for safety measures;

2) Options that were explored before any modifications occurred to the Person-
Centered Support Plan;

3) The individual's understanding of the setting's safety features, including any
Restrictive or Controlled Egress Measures;

4) The individual's choices regarding measures to prevent unsafe wandering or
exit-seeking;

5) The individual's (or, if authorized, their Guardian's or other Legally
Authorized Representative's) consent to restrictive- or controlled-egress

goals for care;

6) The individual's preferences for engagement within the setting's community
and within the broader community; and

7) The opportunities, services, supports, and environmental design that will
enable the individual to participate in desired activities and support their

mobility; and

iv. Not be developed or used for non-person-centered purposes, such as punishment or
staff/Contractor convenience.

If there is a serious risk to anyone's health or safety, a Rights Modification may be

implemented or continued for a short time without meeting all the requirements of this
Section 8.7001.B.43-B, so long as the provider immediately (a) implements staffing and other
measures to deescalate the situation and (b) reaches out to the Case Manager to set up a
meeting as soon as possible, and in no event past the end of the third business day following
the date on which the risk arises. At the meeting, the individual can grant or deny their
Informed Consent to the Rights Modification. The Rights Modification may not be continued
past the conclusion of this meeting or the end of the third business day, whichever comes
first, unless all the requirements of this Section 8.7001.B.43-D have been met.

When a provider proposes a Rights Modification and supplies to the Case Manager all of the

information required to be documented under this Section 8.7001.B.43.-D, except for
documentation that may be obtained only by the Case Manager, the Case Manager shall
arrange for a meeting with the individual to discuss the proposal and facilitate the individual's
decision regarding whether to grant or deny their Informed Consent. Except when the
timeline in Section 8.7001.B.4.93-B-¥ applies, the Case Manager shall arrange for this
meeting to occur by the end of the tenth business day following the date on which they
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received from the provider all of the required information. The individual may elect to make a
final decision during or after this meeting. If the individual does not inform their Case
Manager of their decision by the end of the fifth business day following the date of the
meeting, they are deemed not to have consented.

Additional Provisions Regarding Rights and Responsibilities of Members and Other

Individuals

1. Member and Other Individual Rights

a.

An individual receiving services has the same legal rights and responsibilities guaranteed to

all other individuals under the federal and state constitutions and federal and state laws
including, but not limited to, those contained in Section 25.5-10-101, C.R.S., unless such
rights are modified pursuant to state or federal law. Many rights of Members and other
individuals and a process for modifying those rights in individual cases are set forth in
Section 8.7001.B3. Members and other individuals have additional rights as set forth below
and elsewhere in these rules. These additional rights apply not just at HCBS Settings, but
also in the context of Case Management, and unless otherwise specified, they are not
subject to modification.

Every person has the right to receive the same consideration and treatment as anyone else

regardless of race, color, ethnic or national origin, ancestry, age, sex, gender, sexual
orientation, gender identity and expression, religion, creed, political beliefs, or disability.

No individual, their Family Members, Guardians, or other Legally Authorized Representatives

may be retaliated against in their receipt of Case Management services or supports or direct
services and supports as a result of attempts to advocate on their own behalf.

Each individual receiving services has the right to read or have explained in their and their

family’s native language any policies and/or procedures adopted by their provider(s) and
their Case Management Agency.

The individual and the individual's Legally Authorized Representative as necessary is fully

informed of the individual’s rights and responsibilities;

The individual and/or the individual’s Legally Authorized Representative participates in the

development and approval of, and is provided a copy of, the individual’s Person-Centered
Support Plan;

The individual and/or the individual’s Legally Authorized Representative selects service

providers from among available qualified and willing providers;

The individual and/or the individual’s Legally Authorized Representative has access to a

uniform Complaint system provided for all individuals served by the Case Management
Agency;

The individual who applies for or receives publicly funded benefits and/or the individual’s

Leqgally Authorized Representative has access to a uniform appeal process, which meets the
requirements of Section 8.057 when benéefits or services are denied or reduced, and the
issue is appealable.

PeoplereceivingservicesMembers shall have the right to read or have explained any rules

or requlations adopted by the Department and policies and procedures of the Case
Management Agency pertaining to such people’s activities and services and supports, and to
obtain copies of Section 25.5-10-101, C.R.S., rules, policies or procedures at no cost or at a
reasonable cost in accordance with Section 24-72-205, C.R.S..
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Members and other individuals have the right to request that an Assessment be completed

even if the intake Case Management Agency staff determines otherwise. If an Assessment is
requested, the Case Management Agency must complete it.

Members and other individuals have the right to include anyone they would like in the service

and Person-Centered Support Planning process.

Members and other individuals have the right to be provided with support to help them direct

the planning process to the maximum extent possible and to help them make informed
choices and decisions.

Members and other individuals have the right to schedule the planning process at a time and

place convenient to them.

Members and other individuals have the right to choose any Long-Term Services and

Supports programs and services that they are eligible for. Members may only enroll in one
waiver at a time.

Members and other individuals have the right to know in advance if services are going to be

stopped.

Members and other individuals have the right to be provided with services and supports that

do not have any potential conflict of interest with their Case Management or the development
of their Person-Centered Support Plan.

2. Case Management Requirement for Preservation of Member Rights

a.

Members have the right to receive Case Management services in accordance with Section

8.7201.J45 in the preservation of their rights.

If rights are not preserved by Case Management Agencies to the degree necessary,

Members may engage in the Complaint process with the Agency or escalate their Complaints
to the Department of Health Care Policy & Financing (HCPF) via the escalation process on
the Department of Health Care Policy & Financing HCPE-website and/or explained to them
by their Case Manager.

3. Member and Other Individual Rights to Access the te-Case Management Agency

a.

Members and other individuals have the right to access the Case Management Agency

without physical or programmatic barriers, in compliance with the Americans with Disabilities
Act, 42 U.S.C. 12101 et seq.

Members and other individuals have a right to request meetings outside of the Case

Management Agency office.

Members and other individuals have the right to ret-be free from Discrimination and to file a

Complaint with a Case Management Agency about their services without fear of retaliation.
This includes if or when an advocate files a Complaint on behalf of a Member or individual.

Members and other individuals have the right to Person-Centered Case Management

delivery. Case Management Agency functions shall be based on a person-centered model of
Case Management service delivery.

4. Member Responsibilities

a.

To the degree possible, each individual-receivingMember services-or Guardian is responsible

to:



—_

10

12
13

14
15
16
17
18

19
20

21

22

23
24

25
26

27

28
29
30
31
32
33
34

35

37
38

39
40

Page 17 of 287

i Provide accurate information regarding the individual’s ability to complete Activities
of Daily Living,

ii. Assist in promoting the individual's independence,

iii. Cooperate in the determination of Financial Eligibility for Medicaid,

iv. Participate in all waiver program required activities, including but not limited to:

1) Level of Care Screen;

2) Needs Assessment;

3) Person-Centered Support Planning; and

4) Monitoring, including in the Member’s home; and

5) All required in--person activities except in cases of natural disaster,
pandemic or other emergency:

V. Notify the Case Manager within thirty (30) calendar days or as soon as possible
when:

1) There are changes in the individual’s support system, medical, physical or
psychological condition or living situation including any hospitalizations,
emergency room admissions, or placement in a nursing home or
Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF-
IID

2) The individual has not received an HCBS waiver service during one (1)
month

3) There are changes in the individual’s care needs,

4) There are problems with receiving HCBS Waiver Services,

5) There are changes that may affect Medicaid Financial Eligibility, including
changes in income or assets,-

6) There are changes in legal status, such as guardianship or Legally
Authorized Representative.

5. Use of a Long-Term Services and Supports Representative

a.

People who are eligible for services and supports and their Legally Authorized

Representative(s) shall have the opportunity be-informed at the time of enrollment and at
each annual review of the Person-Centered Support Plan thatthey-mayto designate an
Long-Term Services and SupportstFSS Representative and be included in their Member
Identified Team.- The designation of an Long-Term Services and SupportstFSS
Representative must occur with Informed Consent of the person receiving services or, if
applicable, their Legally Authorized Representative.:

Such designation shall be in writing and shall specify the extent of the Long-Term Services
and Supports Representative's involvement in assisting the personreceiving
servicesMember in acquiring or utilizing services or supports available pursuant to Section
25.5-10-101, C.R.S, and in protecting their rights.

The written designation of an Long-Term Services and Supports Representative shall be

maintained in the record of the person receiving services.
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d. The person receiving services or, if applicable, their Legally Authorized Representative may
withdraw their designation of an Long-Term Services and Supports Representative at any
time.

8.7100 Waiver/Program Eligibility Requirements

8.7100.A Definitions

1.

Activities of Daily Living means basic self-care activities including bathing, bowel and bladder control,

dressing, eating, independent ambulation, and needing supervision to support behavior, medical
needs, and memory and cognition.

Agency means any public or private entity operating in a for-profit or nonprofit capacity, with a defined

administrative and organizational structure. At Health Care Policy and Financing’s discretion, any
sub-unit of the Agency that is not geographically close enough to share administration and
supervision on a frequent and adequate basis shall be considered a separate Agency for purposes of
certification and contracts.

Applicant means an individual or Member who is seeking a Long-Term Services and Supports

eligibility determination and who has not affirmatively declined to apply for Medicaid or participate in
an Assessment.

Assessment is as defined at Section 8.72004.B.1

BBA Working Disabled Group is as defined at 42 U.S.C § 1396a(a)(10)(A)(ii)(XII])).

Brain Injury means an injury to the brain of traumatic or acquired origin that results in residual

physical, cognitive, emotional, and behavioral difficulties of a non-progressive nature and is limited to
the following broad diagnoses found within the most current version of the International Classification
of Diseases (ICD) at the time of Assessment:

a. Nonpsychotic mental disorders due to brain damage; or

b. Anoxic brain damage; or

c. Compression of the brain; or

d. Toxic encephalopathy; or

e. Subarachnoid and/or intracerebral hemorrhage; or

f. _ Occlusion and stenosis of precerebral arteries; or

g. Acute, but ill-defined cerebrovascular disease; or

h. Other and ill-defined cerebrovascular disease; or

i. Late effects of cerebrovascular disease; or

i. Fracture of the skull or face; or

k. Concussion resulting in an ongoing need for assistance with Activities of Daily Living; or

|. Cerebral laceration and contusion; or

m. Subarachnoid, subdural, and extradural hemorrhage, following injury; or

n. Other unspecified intracranial hemorrhage following injury; or

0. Intracranial injury; or
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p. Late effects of musculoskeletal and connective tissue injuries; or

q. Late effects of injuries to the nervous system; or

r. _Unspecified injuries to the head resulting in an ongoing need for assistance with Activities of
Daily Living.

Case Management is as defined at Section 25.5-6-1701 C.R.S including the calculation of Member

payment-and-the-determination-ofindividual cost-effectiveness.

Case Management Agency (CMA) means a public, private, or non-governmental non-profit Agency

that meets all applicable state and federal requirements and is certified by the Department to provide
Case Management services for Home and Community-Based Services (HCBS) waivers.

Member, for purposes of this Section 8.7100, et seq. means an individual who has met Long-Term

10.

Services and Supports (LTSS) eligibility requirements and has been offered and agreed to receive
HCBS Waiver Services.

Complex Behavior means behavior that occurs related to a diagnosis by a licensed physician,

11.

psychiatrist, or psychologist that includes one or more substantial disorders of the cognitive,
volitional, or emotional process that grossly impairs judgment or capacity to recognize reality or to
control behavior.

Complex Medical Needs means needs that occur as a result of a chronic medical condition

12.

diagnosed by a licensed physician that has lasted or is expected to last at least twelve (12) months,
requires skilled care, and that without intervention may result in a severely life-altering condition.

Congregate Facility means a residential facility that provides room and board to three or more adults

13.

who are not related to the owner and who, because of impaired capacity for independent living, elect
protective oversight, personal services, and social care but do not require regular twenty-four hour
medical or nursing care.

Uncertified Congregate Facility means a facility as defined at Section 8.7100.A.124 that is not

14.

certified as an Alternative Care Facility.

Continued Stay Review means a re-assessment conducted by a Case Management Agency as

15.

defined in Section 8.7202.F6-6.

Comprehensive Review of the Person's Life Situation means a thorough review of all aspects of the

16.

person's current life situation by the program-approved-serviceProvider Agency in conjunction with
other Members of the interdisciplinary-teamMember Identified Team.

Corrective Action Plan is as defined at Section 8.7200.B.11

17.

Cost Containment means limiting the cost of providing care in the community to less than or equal to

18.

the cost of providing care in an institutional setting based on the average aggregate cost. The cost of
providing care in the community shall include the cost of HCBS services and Medicaid State Plan
benefits including long-term home health services and Targeted Case Management.

Crisis means an event, series of events, and/or state of being of greater than normal severity for the

19.

Member and/or Family that is outside the manageable range for the Member or their Family and
poses a danger to self, family, and/or the community. Crisis may be self-identified, family- identified,
and/or identified by an outside party.

Deinstitutionalized means transferred from institutional care to community-based care.

20.

Diverted means maintained in institutional care.

21.

Developmental Delay means one or more of the following:
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A child less than five years of age who is at risk of having a Developmental Disability

because of the presence of one or more of the following measurements as determined by a
qualified health professional utilizing appropriate diagnostic methods and procedures:

i Chromosomal conditions associated with delays in development,

ii. Congenital syndromes and conditions associated with delays in development,

iii. Sensory impairments associated with delays in development,

iv. Metabolic disorders associated with delays in development,

V. Prenatal and perinatal infections and significant medical problems associated with
delays in development,

Vi. Low birth weight infants weighing less than 1200 grams, or

Vii. Postnatal acquired problems resulting in delays in development.

A child under five years of age who has the equivalence of twenty-five percent (25%) or

C.

greater delay in one or more of the five domains of development when compared with
chronological age; or equivalence of 1.5 standard deviations or more below the mean in one
or more of the five domains of development as determined by a qualified health professional
utilizing appropriate diagnostic methods and procedures. The five domains are:

i Adaptive development;

ii. Cognitive development;

iii. Communication development;

iv. Physical development, including vision and hearing; and,

V. Social or emotional development.

A child under three years of age who lives with one or both Parents who have been

determined to have a Developmental Disability by a Case Management Agency.

22. Developmental Disabilities Professional means a person who has a bachelor’s degree and a

minimum of two years’ experience in the field of Developmental Disabilities or a person with at least

five years of experience in the field of Developmental Disabilities with competency in the following

areas:

a.

Understanding of civil, legal, and human rights;

b.

Understanding of the theory and practice of positive and non-aversive behavioral intervention

strateqgies; and

Understanding of the theory and practice of non-violent crisis and behavioral intervention

strateqgies.

23. Developmental Disability means a disability that:

a.

Is manifested before the person reaches 22 years of age;

b.

Constitutes a substantial disability to the affected individual, as demonstrated by the criteria

below at Subsections 8.7100.A.23.c.i and/or 8.7100.A.23.c.iiG4andlorC,2; and,

Is attributable to an Intellectual and Developmental Disability or related conditions which

include Prader-Willi syndrome, cerebral palsy, epilepsy, autism, or other neurological
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conditions when such conditions result in impairment of general intellectual functioning or

adaptive behavior similar to that of a person with an Intellectual and Developmental

Disability. Unless otherwise specifically stated, the federal definition of “developmental

disability” at 42 U.S.C. § 15002(8) shall not apply.

i Impairment of general intellectual functioning means that the person has been

determined to have a full-scale intellectual quotient equivalent which is two or more

standard deviations below the mean (70 or less assuming a scale with a mean of

100 and a standard deviation of 15).

1)

A secondary score comparable to the General Abilities Index for a Wechsler

2)

Intelligence Scale that is two or more standard deviations below the mean
may be used only if a full-scale score cannot be appropriately derived.

Score shall be determined using a norm-referenced, standardized test of

3)

general intellectual functioning comparable to a comprehensively
administered Wechsler Intelligence Scale or Stanford-Binet Intelligence
Scales, as revised or current to the date of administration. The test shall be
administered by a licensed psychologist or a school psychologist.

When determining the intellectual quotient equivalent score, a maximum

confidence level of ninety percent (90%) shall be applied to the full-scale
score to determine if the interval includes a score of 70 or less and shall be
interpreted to the benefit of the Applicant being determined to have a
Developmental Disability.

ii. Adaptive behavior similar to that of a person with intellectual disability means an

overall adaptive behavior composite or equivalent score that is two or more standard

deviations below the mean.

1)

Measurements shall be determined using a norm-referenced, standardized

2)

Assessment of adaptive behaviors that is appropriate to the person's living
environment and comparable to a comprehensively administered Vineland
Scale of Adaptive Behavior, as revised or current to the date of
administration. The Assessment shall be administered and determined by a
professional qualified to administer the Assessment-used.

When determining the overall adaptive behavior score, a maximum

confidence level of ninety percent (90%) shall be applied to the overall
adaptive behavior score to determine if the interval includes a score of 70 or
less and shall be interpreted to the benefit of the Applicant being determined
to have a Developmental Disability.

d. A person shall not be determined to have a Developmental Disability if it can be

demonstrated such conditions are attributable to only a physical or sensory impairment or a

mental illness.

Early and Periodic Screening Diagnosis and Treatment (EPSDT) is as defined in Section 8.280.1.

25.

Extraordinary Needs means Complex Behavior and/or Medical Support Needs that, without care

26.

provided in a residential childcare facility, would place a child at risk of unwarranted child welfare

involvement or other system involvement.

Extreme Safety Risk to Self means a Member:

Displays self-destructiveness related to self-injury, suicide attempts, or other similar

behaviors that seriously threaten the Member's safety:; and,
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b. Has a Rights Modification in accordance with Sections 8.7001 or 8.7001.B.43 or has a court
order that imposes line of sight supervision unless the Member is in a controlled environment
that limits the ability of the Member himself or herself.

Family as used in rules pertaining to support services and the Family Support Services Program

28.

means a group of interdependent persons residing in the same household that consists of a Family

Member with a Developmental Disability or a child under the age of five years with a Developmental

Delay, and one or more of the following:

a. A mother, father, brother(s), sister(s) or any combination; or,

b. Extended blood relatives such as grandparent(s), aunt(s) or uncle(s); or,

c. _An adoptive Parent(s); or,

d. One or more persons to whom legal custody of a person with a Developmental Disability has
been given by a court; or

e. A spouse and/or their children.

Financial Eligibility means eligibility based on the individual's financial circumstances, including

20.

income and resources.

Functional Eligibility means eligibility based on the criteria for Long-Term Services and Supports as

30.

determined by the Department’s prescribed Assessment instrument, the Long-Term Services and
Supports Level of Care Eligibility Determination Screen.

Functional Needs Assessment means a comprehensive, in-person evaluation using the Long-Term

31.

Services and SupportstFSS Level of Care Eligibility Determination Screen and medical verification
provided using the Professional Medical Information Page to determine if the individual meets the
institutional Level of Care (LOC).

Group Residential Services and Supports (GRSS) means residential habilitation provided in group

32.

living environments of four to eight Members receiving services who live in a single residential
setting, which is licensed by the Colorado Department of Public Health and Environment as a
residential care facility or residential community home for persons with Developmental Disabilities.

Grievance means the formal expression of a Complaint.

33.

Guardian means an individual at least 21 years of age, resident, or non-resident, who has qualified

34.

as a Guardian of a minor or incapacitated person pursuant to appointment by a Parent or by the
court. The term includes a limited, emergency, and temporary substitute Guardian as set forth in
Section 15-14-102 (4), C.R.S, but not a Guardian Ad Litem.

Guardian Ad Litem means a person appointed by a court to act in the best interests of a child

35.

involved in a proceeding pursuant to Title 19, Article 3, C.R.S., or the “School Attendance Law of
1963,” set forth in Title 22, Article 33, C.R.S.

Home and Community-Based Services (HCBS) waiver means services and supports authorized by a

36.

waiver granted pursuant to 42 U.S.C. 1396n(c) of 1935 (the Act) and provided in community settings
to a Member who requires a level of institutional care that would otherwise be provided in a hospital,
nursing facility, or Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF-1ID).

Hospital Level of Care is as defined at 42 CFR §440.10.

37.

Inability for Independent Ambulation means (1) the individual does not walk, and requires the use of

a wheelchair or scooter in all settings, whether or not they can operate the wheelchair or scooter
safely, on their own, or (2) the individual does walk, but requires the use of a walker or cane in all
settings, whether or not they can use the walker or cane safely, on their own, or (3) the individual
does walk but requires “touch” or “stand-by” assistance to ambulate safely in all settings.
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Increased Risk Factors means situations or events that occur at a certain frequency or pattern

39.

historically that have led to Crisis.

Institution means a hospital, nursing facility, or Intermediate Care Facilities for Individuals with

40.

Intellectual Disabilities (ICF/IID) for which the Department makes Medicaid payment under the
Medicaid State Plan.

Intellectual and Developmental Disability means a disability that manifests before the person reaches

41.

22 years of age, that constitutes a substantial disability to the affected person, and that is attributable
to an Intellectual and Developmental Disability or related conditions, including Prader-Willi syndrome,
cerebral palsy, epilepsy, autism, or other neurological conditions when the condition or conditions
result in impairment of general intellectual functioning or adaptive behavior similar to that of a person
with an Intellectual and Developmental Disability. Unless otherwise specifically stated, the federal
definition of “developmental disability” found in 42 U.S.C. sec. 15001 et seq., does not apply.

a. Impairment of general intellectual functioning means the person has been determined to
have an intellectual quotient equivalent which is two or more standard deviations below the
mean (70 or less assuming a scale with a mean of 100 and a standard deviation of 15), as
measured by an instrument which is standardized, appropriate to the nature of the person's
disability, and administered by a qualified professional. the standard error of measurement of
the instrument should be considered when determining the intellectual quotient equivalent.
When an individual's general intellectual functioning cannot be measured by a standardized
instrument, then the Assessment of a qualified professional shall be used.

b. Adaptive behavior similar to that of a person with Intellectual and Developmental Ddisabilities
means the person has overall adaptive behavior which is two or more standard deviations
below the mean in two or more skill areas (communication, self-care, home living, social
skills, community use, self-direction, health and safety, functional academics, leisure, and
work), as measured by an instrument which is standardized, appropriate to the person's
living environment, and administered and clinically determined by a qualified professional.
These adaptive behavior limitations are a direct result of, or are significantly influenced by,
the person's Substantial intellectual deficits and may not be attributable to only a physical or
sensory impairment or mental iliness.

Substantial intellectual deficit(s) means an intellectual quotient that is between 71 and 75 assuming a

42.

scale with a mean of 100 and a standard deviation of 15, as measured by an instrument which is
standardized, appropriate to the nature of the person's disability, and administered by a gqualified
professional. the standard error of measurement of the instrument should be considered when
determining the intellectual quotient equivalent.

Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) means a publicly or

43.

privately operated facility that provides health and habilitation services to a Member with an
intellectual or Developmental Disability or related conditions.

Level of Care (LOC) means the specified minimum amount of assistance a Member must require to

44.

receive services in an institutional setting under the Medicaid State Plan.

Level of Care Evaluation-Assessment means a comprehensive evaluation with the Individual seeking

45.

services and others chosen by the Individual to participate, conducted by the Case Manager utilizing
the Department’s prescribed Assessment instrument, Long-Term Services and SupportskTSS Level
of Care Eligibility Determination Screen, with supporting diagnostic information from the Individual's
medical providers, to determine the Individual’s level of functioning for admission or continued stay in
Long-Term Services and SupportstSS programs.

Level of Care Screen means an Assessment conducted in accordance with Section 8.4017202.E.
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Life-Limiting lllness means a medical condition or set of medical conditions that, in the opinion of the

47.

medical specialist involved, has a prognosis of death that is highly probable before the child reaches
adulthood at age 19. A Life-Limiting lliness means a medical condition or set of condition that, in the
opinion of the medical specialist involved, has a prognosis of death that is highly probable before the
child reaches adulthood. Conditions that are incurable, irreversible, and that usually result in death
are considered as one criterion for eligibility for the HCBS-CLLI| waiver.

Long-Term Services and Supports (LTSS) means the services and supports used by individuals of all

48.

ages with functional limitations and chronic illnesses who need assistance to perform routine daily
activities.

Medicaid Eligible means an individual meets the criteria for Medicaid benefits based on the

49.

individual’s financial determination and disability determination when applicable.

Nursing Facility Level of Care is as defined at 42 CFR §440.40.

50.

Parent means the biological or adoptive Parent.

51.

Professional Medical Information Page (PMIP) means the medical information form signed by a

52.

Licensed Medical Professional used to certify Level of Care.

Provider Agency means an Agency certified by the Department and which has a contract with the

53.

Department to provide one or more of the services listed at Section 8.7500.

Public Safety Risk-Convicted means a factor in addition to specific Support Intensity Scale scores

54.

that is considered in the calculation of a Member's Support Level. This factor shall be identified when
a Member has:

a. Been found gquilty through the criminal justice system for a criminal action involving harm to
another person or arson and who continues to pose a current risk of repeating a similar
serious action; and,

b. A Rights Modification in accordance with Section 8.7001 or through parole or probation, or a
court order that imposes line of sight supervision unless the Member is in a controlled
environment that limits his or her ability to engage in the behaviors that pose a risk or to
leave the controlled environment unsupervised.

Public Safety Risk-Not Convicted means a factor in addition to specific Support Intensity Scale

scores that is considered in the calculation of a Member's Support Level. This factor shall be
identified when a Member has:

a. Not been found guilty through the criminal justice system, but does pose a current and
serious risk of committing actions involving harm to another person or arson; and,

b. A Rights Modification in accordance with Section 8.7001 or through parole or probation, or a
court order that imposes line of sight supervision unless the Member is in a controlled
environment that limits his or her ability to engage in the behaviors that pose a risk or to
leave the controlled environment unsupervised.

55. Reassessment means a periodic reevaluation according to the requirements at Section

56.

8.7200.B.274-28.

Referral means any notice or information (written, verbal, or otherwise) presented to a Case

57.

Management Agency that indicates that a person may be appropriate for services or supports
provided through the disabilities system and for which the Case Management Agency determines
that some type of follow-up activity for eligibility is warranted.

Respondent means a person participating in the Support Intensity Scale Assessment who has known

the Member for at least three months and has knowledge of the Member and their abilities. The
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Respondent must have recently observed the Member in one or more places such as home, work, or
in the community.

Request for Developmental Disability Determination means written document, either handwritten or a

59.

signed standardized form, which is submitted to a Case Management Agency requesting that a
determination of Developmental Disability be completed.

a. Screening for Early Intervention Services means a preliminary review of how a child is
developing and learning in comparison to other similarly situated children for the purpose of
determining if early intervention services are medically necessary.

Seclusion means the placement of a Member alone in a closed room for the purpose of punishment.

60.

Seclusion for any purpose is prohibited.

Support Intensity Scale Interviewer means an individual formally trained in the administration and

61.

implementation of the Supports Intensity Scale by a Department-approved trainer using the
Department-approved curriculum. Support Intensity Scale Interviewers must maintain a standard for
conducting Support Intensity Scale Assessments as measured through periodic interviewer reliability
reviews.

Support means any task performed for the Member where learning is secondary or incidental to the

62.

task itself or an adaptation is provided.

Supports Intensity Scale (SIS) means the standardized Assessment tool that gathers information

63.

from a semi-structured interview of Respondents who know the Member well. It is designed to
identify and measure the practical support requirements of adults with Developmental Disabilities.

Support Level means a numeric value determined using an algorithm that places Members into

64.

groups with other Members who have similar overall support needs.

TWWIIA Basic Coverage Group comprise working individuals who are at least 16 but less than 65

65.

years of age who, except for their income and resource levels, are eligible to receive Supplemental
Security Income (SSI).

Three Hundred Percent (300%) Eligible persons mean those:

66.

a. Whose income does not exceed 300% of the SSI benéefit level,

b. Who, except for the level of their income, would be eligible for an SSI payment, and

c. _Who are not eligible for medical assistance (Medicaid) unless they are recipients in an HCBS
program or are in a nursing facility or hospitalized for one calendar month.

Utilization Review Contractor (URC) means the Agency contracted with the Department to review the

67.

HCBS waiver applications for determination of eligibility based on the additional targeting criteria.

Utilization Review means a review conducting for the purpose of approving or denying admission or

68.

continued stay in the waiver based on Level of Care needs, clinical necessity, amount and scope,
appropriateness, efficacy or efficiency of health care services, procedures, or settings.

Waiver Services means optional services defined in the current federally approved HCBS waiver

documents and does not include Medicaid State Plan benefits.

8.7100.B Eligible Persons

1.

HCBS Waiver Services shall be offered to persons who meet all the eligibility requirements below

provided the individual can be served within the capacity limits in the federal waiver. -The HCBS
waivers:

a. Shall not constitute an entitlement to services from the Department,
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b. Shall be subject to annual appropriations by the Colorado General Assembly,

c. _Shall ensure enroliments do not to exceed the federally approved capacity, and

d. May limit the individual waiver program’s enrollment when utilization of the HCBS waiver
program is projected to exceed legislative spending authority.

The section hereby incorporates terms and provisions of the federally approved HCBS waivers. To

the extent that the terms of the federally approved waiver are inconsistent with the provisions of this
section, the waiver(s) shall control.

8.7100.C Financial Eligibility

1.

Members shall meet the Medicaid Assistance eligibility criteria for Long Term Care as stated at

Section 8.100.

The Applicant’s income must be less than 300% of the current Supplemental Security Income

Federal Benefit Rate and countable resources less than $2,000 for a single person or $3,000 for a
couple.

Spousal impoverishment rules set forth at § 1924 of the Act are used to determine the eligibility of

individuals with a community spouse for the special HCBS waiver group. In the case of a participant
with a community spouse, the state shall use spousal post-eligibility rules as set forth at §1924 of the
Act. Spousal impoverishment rules do not apply to people in the Medicaid Buy-In program.

The HCBS waiver programs provide services both for individuals eligible only for Medicaid and for

individuals who are dually eligible for both Medicare and Medicaid.

a. Individuals may be eligible to participate in the adult HCBS waiver programs through the
Medicaid Buy-in Program for Working Adults with Disabilities if all listed eligibility criteria
listed at 8.100.6.P are met.

8.7100.D Level of Care and Target Group

1.

Individuals shall be referred to the Case Management Agency for an initial HCBS eligibility

determination. The Long-Term Services and SupportstFSS Level of Care (LOC) eligibility
determination screen is used to determine an individual's need for institutional Level of Care.

The state-prescribed Assessment instrument shall measure six defined Activities of Daily Living

(ADLs) and the need for supervision for behavioral, executive or cognitive dysfunction. ADLs include
bathing, dressing, toileting, mobility, transferring, and eating.

Level of Care Evaluations-Assessments and reevaluations-Reassessments shall be performed by

Case Management Agencies and utilize the same instrument in determining the Llevel of Ceare for
the waiver as for State Plan institutional care.

The individual also must be at risk of placement in an Institution within one month, but for the

availability of Waiver Services. See individual waiver program for specific Level of Care
requirements.

For initial Level of Care eligibility determinations, the Professional Medical Information Page (PMIP)

shall be completed by a treating medical professional who verifies the individual's qualifying
diagnoses or conditions. nreed-forinstitutional-level of care.

The individual must require Long-Term Services and SupportstFSS to remain in their own home, in

the Family residence, or in the community.

To utilize HCBS Waiver Benefits, the individual must choose to receive services in their home or

community.
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The cost of HCBS Waiver Services shall not be greater than the cost of placement in an Institution

and the individual’s safety and health can be assured in the community within the federally approved
capacity and the ﬁ cost containments of the enrolled waiver program.

The Case Management Agency shall certify HCBS waiver eligibility only for those individuals:

a. Determined by the Case Management Agency to meet the target group designation for one
or more waiver programs detailed in the Target Group Criteria section of each HCBS waiver
program at Section 8.710132.

b. Determined by an Level of Care Assessment to require the Level of Care available in an
Institution according to Section 8.401; or

c. _Alength of stay shall be assigned by the Case Management Agency for approved
admissions according to quidelines at Section 8.402.

8.7100.E Receiving HCBS Waiver Services

1.

Only Members who receive HCBS Waiver Services as defined at Section 8.7500, or who have

agreed to accept HCBS services when eligibility criteria have been met are eligible for an HCBS
waiver program.

a. Case Management is not a waiver service and shall not be used to satisfy this requirement.

b. Desire or need for home health services or other Medicaid State Plan services that are not
identified as HCBS Waiver Services shall not satisfy this eligibility requirement.

HCBS waiver program Members who have received no HCBS Waiver Services for one calendar

3.

month shall be discontinued from the program.

Members may not be simultaneously enrolled in more than one HCBS waiver.

8.7100.F Institutional Status

1.

Members who are residents of Institutions are not eligible for HCBS Waiver Services while residing in

such Institutions.

A Member enrolled in an HCBS waiver and who is admitted to a hospital may not receive HCBS

Waiver Services while residing in the hospital. If the Member resides in the hospital for a continuous
period of one month or more, the Case Manager shall terminate the Member from the HCBS waiver

program.

A Member enrolled in an HCBS waiver and who is admitted to a nursing facility or ICF-IID may not

receive HCBS Waiver Services while in the nursing facility or Intermediate Care Facilities for
Individuals with Intellectual DisabilitiesISE/HD, except as provided below:

a. If Medicaid pays for all or part of the nursing facility care or Intermediate Care Facilities for
Individuals with Intellectual Disabilities, or if the Case Manager verifies that a Long-Term
Services and Supports Level of Care Eligibility Determination Screen has been completed for
the nursing facility or Intermediate Care Facilities for Individuals with Intellectual Disabilities
placement, the Case Manager must terminate the Member from the HCBS waiver program.

b. A Member enrolled in an HCBS waiver who enters a nursing facility for HCBS respite care
shall not be required to obtain a Long-Term Services and Supports Level of Care Eligibility
Determination Screen and shall not be terminated from the HCBS waiver program.

c. _Nothing in this section is intended to create a right to receive respite care services pursuant
to the Waiver Benéefit if respite care services are not included in the waiver.
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8.7100.G Cost-Effectiveness

1.  The Department of Health Care Policy and Financing shall conduct periodic aggregate cost

containment analyses per federal requwements and i in partnershlp W|th the Centers for Medlcare and
Medlcald Only W ,

8.7100.H Maintenance of HCBS Waiver Eligibility

1. The Member shall maintain eligibility by meeting General Eligibility and waiver program-specific
requirements set forth herein subject to the following:

a. Reevaluation of the Member to verify Medicaid, financial, and program eligibility is required
within twelve months following any previous Assessment. The Continued Stay Review will
follow the same procedures set forth at Section 8.401.11-.17(H).

b. The Member must receive at least one HCBS waiver service each calendar month.

c. The Member must not be simultaneously enrolled in any other HCBS waiver program.

d. The Member must not be residing in an Institution, correctional facility, or other Institution.

8.7100.1 Waiting List

1. Individuals who are determined eligible for a HCBS Waiver Services, who cannot be served within
the capacity limits of the federally-approved waiver, shall be eligible for placement on the waiting list
for the HORPFa HCBS waiver for which they applied. A separate waiting list shall be maintained for
each waiver.

a. The Department shall maintain the waiting list.

b. The date of initial determination of eligibility for an HCBS waiver shall determine the
individual's position on the waiting list.

c. _As openings become available within the capacity limits of the federal waiver, individuals
shall be considered for services based on the criteria in order of priority as follows:

i Individuals being Deinstitutionalized from nursing facilities or Intermediate Care
Facilities for Individuals with Intellectual Disabilities-s.

ii. Individuals being discharged from a hospital who, without Waiver Services, would be
discharged to an Institution at a greater cost to Medicaid.

iii. Individuals, currently receiving long-term home health benefits, whose services could
be delivered at a lower cost through a Waiver Benéefit.

iv. Members with high Long-Term Services and SupportstFSS Level of Care Eligibility
Determination Screen scores who are at imminent risk of Institutional placement.

d. Individuals denied program enrollment shall be informed of their appeal rights in accordance
with Section 8.057.

8.7100.J Termination

1. The Department shall discontinue a Member’s enroliment in an HCBS waiver when one of the
following occurs:
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a. The Member no longer meets the HCBS Waiver Benefit criteria,

b. The Member dies,

c. The Member enrolls in another HCBS waiver program or is admitted for a long-term stay

beyond one month in an Institution, or

i. The Member does not receive an HCBS waiver service during a full one-month
period, or

ii. The Member voluntarily withdraws from the HCBS waiver program.

8.7101 HCBS Waiver Program-Specific Member Eligibility

8.7101.A Children's HCBS Waiver (CHCBS)

1. Target Group Criteria:

2. To be eligible for the HCBS-CHCBS waiver, a child shall meet the following Ttarget Ggroup Ceriteria:

a. Is under 18 years of age.

b. Lives at home with Parent(s) or Guardian.

c. Meets Hospital Level of Care the state additionally limits the waiver to the subcategory of
acute Hospital Level of Care or Nursing Facility Level of Care the State additionally limits the
waiver to the subcategory of skilled nursing facilities Level of Care.

d. Meets federal SSI disability definition.

e. The child’s Parent(s) or Guardian chooses to receive services in the home or community
instead of an Institution.

f. The child is not otherwise eligible for Medicaid benefits or enrolled in other Medicaid waiver
programs due to parental income and/or resources.

3. Medicaid Eligibility Groups Served in the Waiver

a. CHCBS Waiver Services are available to eligible individuals who meet the criteria set forth at
42 CFR §435.217.

4. Other

a. To be eligible for the CHCBS waiver, the income and resources of the child shall not exceed
300% of the current maximum Social Security Insurance (SSI) standard maintenance
allowance.

b. Individuals who meet eligibility criteria for the CHCBS waiver and cannot be served within the
federally approved waiver capacity limits shall be eligible for placement on a waiting list
maintained by the Utilization Review Contractor (URC).

c. A child on the waiting list shall be prioritized for enrollment in the waiver if they meet any of
the following criteria:

d. Have been in a hospital for one month or longer and require Waiver Services in order to be
discharged from the hospital.
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Are on the waiting list for an organ transplant.

Are dependent upon mechanical ventilation or prolonged intravenous administration of

nutritional substances.

Have received a terminally ill prognosis from their physician.

8.7101.B

Children's Extensive Support Waiver (HCBS-CES)

1. Target Group Criteria

2. To be eligible for the HCBS-CES waiver, an individual shall meet the Target Group Criteria as follows:

a.

Is unmarried and under 18 years of age.

b.

Has a Developmental Disability (which includes a Developmental Delay if under five years of

age) and requires long term services and supports to remain in the Family home.

Meets Intermediate Care Facilities for Individuals with Intellectual Disabilities IGEHD-Level of

Care as determined by the Level of Care Screen.

Resides in an eligible HCBS-CES waiver setting, defined as:

i Residing with biological or adoptive Parent(s), or Legal Guardian, or

ii. Residing in an out-of-home placement and can return home with the provision of
HCBS-CES Waiver Services with the following requirements:

1) The Case Manager shall work with the residential careqgiver to develop a
transition plan that includes timelines and identified services or supports
requested during the time the Member is not residing in the Family home.
The Case Manager shall submit the transition plan to the Department for
approval prior to the start of services.

iii. Meets the definition of disability set forth at 42 U.S.C. § 423(d).

iv. Meets the HCBS-CES waiver Member eligibility criteria:

1) The individual demonstrates a behavior or has a medical condition that
requires direct human intervention, more intense than a verbal reminder,
redirection, or brief observation of status, at least once every two hours
during the day and on a weekly average of once every three hours during
the night. The behavior or medical condition must be considered beyond
what is typically age appropriate and due to one or more of the following
conditions:

a) A significant pattern of self-endangering behavior or medical
condition which, without intervention will result in a life-threatening
condition or situation,

b) A significant pattern of serious aggressive behavior toward self,
others, or property, or

c) Constant vocalizations such as screaming, crying, laughing, or
verbal threats which cause emotional distress to careqgivers. The
term constant is defined as on the average of 15 minutes each

waking hour.
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2) For purposes of this subsection 6, Significant Pattern is defined as a
behavior or medical condition that is harmful to self or others as evidenced
by actual events occurring within the past six (6) months.

3) To remain eligible for Waiver Services, the annual Reassessment must
demonstrate that in the absence of the existing interventions or preventions
provided as Waiver Services, the intensity and frequency of the behavior or
medical condition would return to a level that would meet the criteria listed
above.

3. Medicaid Eligibility Groups Served in the Waiver

a. HCBS-CES Waiver Services are available to eligible Individuals in the following State Plan
eligibility groups:

i SSl recipients

ii. Optional state plan recipients

4. Other

a. Individuals who are determined eligible for HCBS-CES Waiver Benefits who cannot be

served within the capacity limits of the federally approved waiver, shall be eligible for
placement on a waiting list maintained by the Department.

8.7101.C Children’s Habilitation Residential Program Waiver (HCBS-CHRP)

1. Target Group Criteria

2. To be eligible for the HCBS-CHRP waiver, an individual shall meet the Target Group Criteria as
follows:

a. Is under 21 years of age.

b. Has a Developmental Disability (which includes Developmental Delay if under five years of

age).

c. Has Extraordinary Needs that put the individual at risk or in need of out-of-home placement.

d. Meets Intermediate Care Facilities for Individuals with Intellectual Disabilities ISE/HD-Level of
Ceare as determined by the levelof careevaluationl evel of Care Screen.

3. Medicaid Eligibility Groups Served in the Waiver

4. HCBS-CHRP Waiver Services are available to eligible Members in the following State Plan eligibility
groups:

a. Children for whom foster care maintenance payments are being made by the County
Departments of Human/Social Services and who otherwise meet eligibility criteria.

b. Individuals who meet the criteria set forth at 42 CFR §435.217.

5. Other
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a. An Assessment of the level of support needed shall be completed upon determination of
eligibility and shall determine the level of reimbursement for Habilitation and per diem
Respite services.

b. Individuals determined eligible for benefits under the HCBS-CHRP waiver, who cannot be
served within the capacity limits of the federally approved waiver, shall be eligible for
placement on a waiting list maintained by the Department.

8.7101.D Children with Life-Limiting lliness Waiver (HCBS-CLLI)

1. Target Group Criteria:

2. To be eligible for the HCBS-CLLI waiver, an individual shall meet the Target Group Criteria as follows:

a. Is under 19 years of age,

b. Has been diagnosed with a Life-Limiting lliness (i.e., a life-limiting medical condition or set of
life-limiting medical conditions) as certified by a physician on the Department- prescribed
form, the Professional Medical Information Page,

c. Meets Hospital Level of Care as determined by the Case Manager using the Long-Term
Services and Supports LTSS Levelof Care Eligibility Determinationlevel of Care Screen,
and

d. Lives in their Family home.

3. Medicaid Eligibility Groups Served in the Waiver:

4. HCBS-CLLI Waiver Services are available to eligible individuals in the following State Plan eligibility
groups:

a. SSl recipients

b. Optional state plan recipients

5. Other

a. Individuals who are determined eligible for benefits under the HCBS-CLLI waiver, and who
cannot be served within the capacity limits of the federally approved waiver, shall be eligible
for placement on a waiting list maintained by the Department.

8.7101.E Persons with Brain Injury Waiver (HCBS-BI)

1. Target Group Criteria

2. To be eligible for the HCBS-BI waiver, an individual shall meet the Target Group Criteria as follows:

a. Is determined to have a Brain Injury that occurred prior to the individual’'s 65 birthday.

i Brain Injury is defined as an injury to the brain of traumatic or acquired origin which
results in residual physical, cognitive, emotional, and/or behavioral difficulties of a
non-progressive nature and is limited to the to the broad diagnoses found within the
most current version of the ICD.

b. Is 16 years of age or older.

c. Meets Nursing Facility Level of Care;

d. Meets Hospital Level of Care and as evidenced by:
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i The individual shall have been:

1) Referred to the Case Management Agency while receiving inpatient care in
an acute care or rehabilitation hospital for the treatment of the individual’s

Brain Injury; or

2) A comprehensive functional Assessment assessment-using the Long-term

Services and Supportsteng-Term-Services-and-Supports -Level-of Care
Eligibility Determination-Sereen-Level of Care Screen results in at least the

minimum scores required by Section 8.7202.E6-5, demonstrating a
functional need for nursing facility Level of Care.

ii. The individual shall require goal-oriented therapy with medical management by a
physician.

iii. The individual shall not be therapeutically managed in a community-based setting
without significant supervision and structure, specialized therapy, and support

M Nursing Eacili Lof Care.

3. Medicaid Eligibility Groups Served in the Waiver

4. HCBS-BI Waiver Services are available to eligible Members in the following State Plan eligibility
groups:

a. SSl recipients

b. Optional state plan recipients

c. _Working individuals with disabilities who buy into Medicaid (BBA Working Disabled Group as
described in 42 U.S.C §1902 1396a(a)(10)(A)(ii)(XII))

d. Working individuals with disabilities who buy into Medicaid TWWIIA Basic Coverage Group
as provided in 42 U.S.C. § 1396a(a)(10)(A)(ii)(XV of the Act)

5. Other

a. Persons determined eligible for HCBS-BI services that cannot be served within the capacity
limits of the HCBS-BI waiver shall be eligible for placement on a waiting list maintained by

the Department.

8.7101.F Community Mental Health Supports Waiver (HCBS-CMHS)

1. Target Group Criteria

2. To be eligible for the HCBS-CMHS waiver, an individual shall meet the Target Group Criteria as
follows:

a. Is experiencing a severe and persistent mental health need that requires assistance with one
or more ADLs. For purposes of this subsection, a person experiencing a severe and
persistent mental health need is defined as one who:

i Is 18 years of age or older with a severe and persistent mental health need,

ii. Currently has or at any time during the one-year period prior to Assessment had a
diagnosed mental, behavioral, or emotional disorder of sufficient duration to meet
diagnostic criteria specified within the Diagnostic and Statistical Manual of Mental
Disorders (DSM -5):
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1) Has a disorder that is episodic, recurrent, or has persistent features, but may
vary in terms of severity and disabling effects; and

2) Has resulted in functional impairment which substantially interferes with or
limits one or more maijor life activities, and

iii. A severe and persistent mental health need does not include:

1) Intellectual or developmental disorders; or

2) Substance use disorder without a co-occurring diagnosis of a severe and
persistent mental health need.

b. Meets Nursing Facility Level of Care.

c. _Alength of stay shall be assigned by the Utilization Review Contractor (URC) for approved
admissions, according to guidelines at Section 8.402.30.

3. Medicaid Eligibility Groups Served in the Waiver

4. HCBS-CMHS Waiver Services are available to eligible Members in the following State Plan eligibility
groups:

a. SSl recipients

b. Optional state plan recipients

c. Working individuals with disabilities who buy into Medicaid BBA Working Disabled Group as
described in described in 42 U.S.C § 1396a(a)(10)(A)(ii)(XIII)

d. Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group
as provided in §1396a(a)(10)(A)(ii)(XV) of the Act

8.7101.G Elderly, Blind, And Disabled Waiver (HCBS-EBD)

1. Target Group Criteria

2. To be eligible for the HCBS-EBD waiver, an individual shall meet the Target Group Criteria as follows:

a. Is determined by the Case Management Agency to meet the target group definition for
functionally impaired elderly, or the target group definition for physically disabled or blind
adult.

b. Meets the minimum and/or if applicable maximum age for individuals served in each
subgroup

c. Aged: Be 65 years of age or older

i Physically Disabled or Blind: Be 18-64 years of age (Those participants who are
physically disabled who reach the age of 65 shall automatically get classified as
Aged with no break in services), and/or

ii. HIV/AIDS: Be 18 years of age or older.

d. Meets Nursing Facility Level of Care.

3. Medicaid Eligibility Groups Served in the Waiver

4. HCBS-EBD Waiver Services are available to eligible Members in the following State Plan eligibility
groups:
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SSI recipients

Optional state plan recipients

Working individuals with disabilities who buy into Medicaid (BBA Working Disabled Group as

described in §1396a (a)(10)(A)(i)(XII))

Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group

5. Other

a.

as provided in §1396a (a)(10)(A)(ii)(XV) of the Act

HCBS-EBD Members that enter a nursing facility or hospital may not receive HCBS-EBD

Waiver Services while residing in the nursing facility or hospital unless prior authorization has
been received from the Department.

i HCBS-EBD Members admitted to a nursing facility or hospital for one calendar
month or longer shall be discontinued from the HCBS-EBD program.

ii. HCBS-EBD Members entering a nursing facility for Respite Care as an HCBS-EBD
service shall not be discontinued from the HCBS-EBD program.

Individuals determined eligible for HCBS-EBD services that cannot be served within the

8.7101.H

capacity limits of the HCBS-EBD waiver shall be eligible for placement on a waiting list.

Complementary and Integrative Health Waiver (HCBS-CIH)

1. Target Group Criteria

2. To be eligible for the HCBS-CIH waiver, an individual shall meet the Target Group Criteria as follows:

a.

Is 18 years of age or older.

b.

Has a qualifying condition of a spinal cord injury (traumatic or nontraumatic), multiple

sclerosis, a Brain Injury, spina bifida, muscular dystrophy, or cerebral palsy with the Inability
for Independent Ambulation directly resulting from one of these conditions as defined by
broad diagnoses related to each condition within the most current version of the ICD at the
time of Assessment.

Be unable to ambulate independently as a result of the qualifying condition as identified by

d.

the Case Manager through the Level of Care Screenassessment process. A person is
considered unable to ambulate independently if:

i The individual does not walk, and requires use of a wheelchair or scooter in all
settings, whether or not they can operate the wheelchair or scooter safely, on their
own; or

ii. The individual does walk, but requires the use of a walker or cane in all settings,
whether they can use the walker or cane safely, on their own; or

iii. The individual does walk but requires “touch” or “stand-by” assistance to ambulate
safely in all settings.

Meets Hospital Level of Care or Nursing Facility Level of Care.

3. Medicaid Eligibility Groups Served in the Waiver

a.

HCBS-CIH Waiver Services are available to eligible individuals in the following State Plan

eligibility groups:
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i SSI recipients

ii. Optional state plan recipients

iii. Working individuals with disabilities who buy into Medicaid (BBA Working Disabled
Group as described in 42 U.S.C § 1396a(a)(10)(A)(ii)(XIII)).

iv. Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage
Group as provided in §1396a(a)(10)(A)(ii)(XV) of the Act

4. Other

a. Persons determined eligible for HCBS-CIH services that cannot be served within the capacity
limits of the HCBS-CIH waiver shall be eligible for placement on a waiting list.

8.7101.1 Supported Living Services Waiver (HCBS-SLS)

1. Target Group Criteria

2. To be eligible for the HCBS-SLS waiver, an individual shall meet the Target Group Criteria as follows:

a. Has an intellectual or Developmental Disability-

b. Is 18 years of age or older.

c. Meets the Intermediate Care Facilities for Individuals with Intellectual Disabilities {ICEMD
Level of Care.

d. Does not require 24-hour supervision on a continuous basis which is reimbursed as an
HCBS-SLS service.

e. Resides in an eligible HCBS-SLS setting. An SLS setting is the individual's residence, which
is defined as the following:

i A living arrangement, which the individual owns, rents, or leases in their own name,

ii. The home where the individual lives with the Member’s Family or legal Guardian, or

iii. Aliving arrangement of no more than three persons receiving HCBS Waiver Services
residing in one household, unless they are all Members of the same family.

3. Medicaid Eligibility Groups Served in the Waiver

4. HCBS-SLS Waiver Services are available to eligible Members in the following State Plan eligibility
groups:

a. SSl recipients

b. Optional state plan recipients

c. _Working individuals with disabilities who buy into Medicaid (BBA Working Disabled Group as
described in 42 U.S.C § 1396a(a)(10)(A)(ii)(XIII)).

d. Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group
as provided in §1396a(a)(10)(A)(ii))(XV) of the Act

5. Other

a. Enrollment in the HCBS-SLS waiver may be limited when utilization of the HCBS-SLS waiver
program is projected to exceed legislative pending authority.
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When the HCBS-SLS waiver reaches capacity for enrollment, an individual determined

eligible for a waiver shall be placed on a waiting list.

As openings become available in the HCBS-SLS waiver program in a designated service

area, individuals shall be considered for services in order of placement on the local Case
Management Agency’s CMA's-waiting list regarding an appropriate match to services and
supports. Exceptions to this requirement shall be limited to situations in which:

i An emergency greatly endangers the health, safety, and welfare of the individual or
others and the emergency cannot be resolved in another way. For the purposes of
this subsection-G, emergencies are defined as follows:

1) Homelessness: the individual does not have a place to live or is in imminent
danger of losing their place of abode.

2) Abusive or Neglectful Situation: the individual is experiencing ongoing
physical, sexual, or emotional abuse or neglect in their present living
situation and their health, safety or well-being are in serious jeopardy.

3) Danger to Others: the individual's behavior or psychiatric is such that others
in the home are at risk of being hurt by them. Sufficient supervision cannot
be provided by the current caretaker to ensure the safety of persons in the

community.

4) Danger to Self: an individual's medical, psychiatric, or behavioral challenges
are such that they are seriously injuring/harming themselves or are in
imminent danger of doing so.

The Legislature has appropriated funds specific to individuals or to a specific class of

persons.

If an eligible individual is placed on a waiting list for SLS Waiver Services, a written notice,

8.7101.J

including information regarding the Member appeals process, shall be sent to the individual
and/or his/her legal Guardian in accordance with the provisions of Section 8.057, et seq.

Developmental Disabilities Waiver (HCBS-DD)

1. Target Group Criteria

2. To be eligible for the HCBS-DD waiver, an individual shall meet the Target Group Criteria as follows:

a.

Has an intellectual or Developmental Disability.

b.

Requires access to 24-hour services and supports to meet daily living needs that allow them

to live safely and participate in the community.

Is 18 years of age or older.

Meets Intermediate Care Facilities for Individuals with Intellectual Disabilities ISEHD-Level of

Care.

3. The State may limit the number of Members enrolled in the HCBS-DD waiver at any point in time

during a waiver year. When the HCBS-DD waiver reaches capacity for enrollment, an individual

determined eligible for the waiver shall be eligible for placement on a waiting list.

a.

The state reserves capacity for the following purposes:

i Emergency in which positions are reserved for individuals whose names are on the
waiting list, who are experiencing a Crisis, and require immediate assistance to
ensure their health and safety,
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ii. 18-21 Transition in which positions made available for children who are adopted
through the Colorado Child Welfare system, reach an age at which they are no
longer eligible for foster care, the HCBS-Children's Extensive Supports waiver, or the
HCBS-Children's Habilitation Residential Program waiver in order to continue access
to services that will allow them to continue living safely in the community without
interruption, and

iii. Deinstitutionalization for Nursing Facility, Intermediate Care Facilities for Individuals
with Intellectual DisabilitiesICEAID, and State Mental Health Institutes in which
positions are made available for individuals who have requested to transition from
one of these settings to a community setting, and

iv. Waitlists. As vacancies occur in waiver enrollments, the state shall enroll the next
individual on the waiting list based on the statewide order of the selection date.

Medicaid Eligibility Groups Served in the Waiver

HCBS-DD Waiver Services are available to eligible Members in the following State Plan eligibility

roups:

a. SSl recipients

b. Optional state plan recipients

c.  Working individuals with disabilities who buy into Medicaid (BBA Working Disabled Group as
Medicaid as described in 42 U.S.C § 1396a(a)(10)(A)(ii)(XI11))

d. Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group
as described in 42 U.S.C. § 1396a(a)(10)(A)(ii))(XV) of the Act

. Other

a. The Member shall maintain eligibility by meeting the General Eligibility and waiver program-
specific requirements set forth herein and maintaining residence In a GRSS or IRSS setting.

b. Enroliment in the HCBS-DD waiver may be limited when utilization of the HCBS-DD waiver
program is projected to exceed legislative pending authority.

c. When the HCBS-DD waiver reaches capacity for enrollment, an individual determined
eligible for a waiver shall be placed on a waiting list.

d. As openings become available in the HCBS-DD waiver program, individuals shall be
considered for services in order of placement on the statewide waiting list. Exceptions to this
requirement shall be limited to situations in which:

i An emergency greatly endangers the health, safety, and welfare of the individual or
others and the emergency cannot be resolved in another way. For the purposes of
this subsection, emergencies are defined as follows:

1) Homelessness: the individual does not have a place to live or is in imminent
danger of losing their place of abode.

2) Abusive or Neglectful Situation: the individual is experiencing ongoing
physical, sexual, or emotional abuse or neglect in their present living
situation and their health, safety or well-being are in serious jeopardy.

3) Danger to Others: the individual's behavior or psychiatric is such that others
in the home are at risk of being hurt by them. Sufficient supervision cannot
be provided by the current caretaker to ensure the safety of persons in the

community.
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4) Danger to Self: an individual's medical, psychiatric, or behavioral challenges
are such that they are seriously injuring/harming themselves or are in
imminent danger of doing so.

e. The Legqislature has appropriated funds specific to individuals or to a specific class of
persons.

f. _If an eligible individual is placed on a waiting list for DD Waiver Services, a written notice,
including information regarding the Member appeals process, shall be sent to the individual
and/or his/her legal Guardian in accordance with the provisions of Section 8.057, et seq.

8.7200 Case Management Agency Requirements

8.7200.A Colorado Case Management System

1. The Colorado Case Management System consists of Case Management agencies representing
defined service areas throughout the state, for the purpose of providing assistance to persons in
need of long-term services & support, including but not limited to Home and Community--Based
Services.
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8.7200.B Definitions

1.

Assessment means a comprehensive evaluation with the individual seeking services and appropriate

supports (such as Family Members, advocates, friends and/or caregivers), chosen by the individual,
conducted by the Case Manager, with supporting diagnostic information from the individual’'s medical
provider to determine the individual’s level of functioning, service needs, available resources, and
potential funding resources.

Case Management Agency is defined in 8.71004.A.8

Case Management Agency Defined Service Area means one or more counties that have been

designated as a geographic region in which one Agency serves as the Case Management Agency for
persons in need of Home and Community--Based Waiver Services or Long Term Services and

Supports.

Case Management Activities means the Assessment of an individual seeking or receiving Long-Term

Services and Supports’ needs, the development and implementation of a Person-Centered Support
Plan for such individual, Referral and related activities, the coordination and monitoring of long-term
service delivery, the evaluation of service effectiveness, and the periodic Reassessment of such
individual’s needs and collaboration with other entities impacting the Members’ HCBS, health and
welfare.

a. Case Management Activities means all activities performed by a Case Management Agency
reimbursed through contracts and Targeted Case Management.

i Administrative Case Management includes activities that are reimbursed through
contracts with the Department of Health Care Policy and Financing.

ii. Targeted Case Management refers to coordination and planning services provided
with, or on behalf of, an individual Member. Targeted Case Management is a state
plan benefit and is reimbursed through direct billing not contract payments.

Case Manager means an employee of a Case Management Agency, as defined at 8.71004.A.8, who

performs the required Case Management Activities.

Colorado General Assembly means the legislature of the State of Colorado, comprising both the

state senate and the state house of representatives.

Community Centered Board (CCB) means a private for-profit or not-for-profit organization that is an

administrator of locally generated funding pursuant to CRS 25.510-206(6) and acts as a resource for
persons with an Intellectual and Developmental Disability or a child with a Developmental Delay.

Complaint means any statement received by an individual or Member as it relates to unsatisfactory

services provided through the Case Management Agency to include, but not limited to: general
business functions, administration, State General Fund program functions, and Case Management
functions. Complaints regarding activities outside the scope of work for the Case Management
Agency are excluded from this definition.

Conflict Free Case Management means Members enrolled in any Long-Term Services and Supports

10.

programs and/or Home and Community-Based Services waivers must receive direct Home and
Community-Based Services and Case Management from separate entities.

Conflict-Free Case Management Waiver means the Case Management Agency dees-netmay provide

direct services to Members for whom it provides Case Management services.
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Corrective Action Plan is-as-defined-at Section 871004+-means a written plan by the Case

12.

Management Agency, which includes a detailed description of actions to be taken to correct non-
compliance with waiver requirements, regulations, and direction from the Department, and which sets
forth the date by which each action shall be completed and the persons responsible for implementing
the action.

Critical Incident means an actual or alleged event that creates the risk of serious harm to the health

13.

or welfare of a Membern individualreceiving-services; including events that may endanger or
negatively impact the mental and/or physical well-being of an individual. Critical Incidents include, but
are not limited to, injury/illness; abuse/neglect/exploitation; damage/theft of property; medication
mismanagement; lost or missing person; criminal activity; unsafe housing/displacement; or death.

Defined Service Area means the geographical area the Department determines shall be served by a

14.

Case Management Agency.

Department means the Colorado Department of Health Care Policy and Financing, the Single State

15.

Medicaid Agency.

Home and Community-Based Services (HCBS) Waivers is as defined in Waiver Eligibility

16.

Requirements Section 8.7100 et seq.-through-8-710510.C2.

Intellectual and Developmental Disability has the same meaning set forth in Section 25.5-6-403

17.

(3.3)(a) C.R.S and 8.7100.A%.40.

Information Management System (IMS) means an automated data management system approved by

18.

the Department to enter Case Management information for each individual seeking or receiving long-
term services as well as to compile and generate standardized or custom summary reports.

Intake, Screening and Referral means the initial contact with individuals by the Case Management

19.

Agency and shall include, but not be limited to, a preliminary screening in the following areas: an
individual's need for Long-Term Services and Supports; an individual's need for Referral to other
programs or services; an individual's eligibility for financial and program assistance; and the need for
a comprehensive Functional Needs Assessment of the individual seeking services.

Long-Term Services and Supports (LTSS) means the services and supports used by individuals of all

20.

ages with functional limitations and chronic illnesses who need assistance to perform routine daily
activities. Long term Services and Supports includes but is not limited to long term care such as
nursing facility care as part of the standard Medicaid benefit package and Home and Community--
Based Services provided under waivers granted by the Federal government.

Long Term Services and Supports Level of Care Eligibility Determination Screen (Level of Care

21.

Screen) means a comprehensive evaluation with the individual seeking services and appropriate
support persons (such as Family Members, friends, and or caregivers) to determine an Applicant or
Member'’s eligibility for Long-Term Services and Supports based on their need for institutional Level
of Care as determined using the Department’s prescribed Assessment instrument as outlined in
Section 8.7202.E.6.5

Long Term Services and Supports (LTSS) Program means any of the following: publicly funded

programs, Medicaid Nursing Facility Care, Program for All-Inclusive Care for the Elderly (PACE)
(where applicable), Hospital Back-up (HBU) and Adult Long-Term Home Health (LTHH).

a. Children’s Home and Community--Based Services (HCBS-CHCBS)

b. Developmental Disabilities (HCBS-DD)

c. Home and Community--Based Services for the Elderly, Blind and Disabled (HCBS-EBD)

d. Home and Community--Based Services Complementary and Integrative Health (HCBS-CIH)

e. Home and Community--Based Services for Persons with a Brain Injury (HCBS-BI)
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f.  Home and Community--Based Services Community Mental Hhealth Supports (HCBS-CMHS)

g. Home and Community--Based Services for Children with Life Limiting lliness (HCBS-CLLI),
and

h. Home and Community--Based Services Supported Living Services (HCBS-SLS)

i. Children’s Extensive Support Waiver (HCBS-CES)

i. _Children’s Habilitative Residential Program (HCBS-CHRP)

Member means any person enrolled in the state medical assistance program, the children’s basic

23.

health plan, HCBS waiver program, or State General Funded program.

Member Identified Team means the people, agencies or representatives a Member selects to

24.

participate to support in their long-term care programs, processes and procedures including but not
limited toin their service planning or other waiver program processes and procedures. Members may
choose specific people or agencies and may select which portions of their program they want the
team to be involved with. Members may revoke or change this team at any time. “Member Identified
Team” applies to all waivers and replaces Interdisciplinary Team in former rules applicable to people
with Intellectual and Developmental Disabilities.

Pre-Admission Screening and Resident Review (PASRR) is as defined in 8.401.18.

25.

Person-Centered Case Management means Case Management services that offer people dignity,

26.

compassion and respect while facilitating Assessments and planning that support people to
recognize and develop their own strengths and abilities to enable them to live an independent and

fulfilling life.

Person-Centered Support Planning means the process of working with the individualreceiving

27.

servicesMember and people chosen by the individual to identify goals, needed services, individual
choices and preferences, and appropriate service providers based on the individual seeking or
receiving services’ Assessment and knowledge of the individual and of community resources.
Support Planning informs the individual seeking or receiving services of his or her rights and

responsibilities.

Reassessment means a periodic reevaluation with the individual-receiving-servicesMember, their

28.

chosen supports, and Case Manager, to re-determine the individual’s level of functioning, service
needs, available resources and potential funding resources.

State General Fund (SGF) Programs means programs funded solely through the Colorado State

29.

General Fund. Those include but are not limited to: State Supported Living Services (State-SLS) at
Section 8.7202.V.36:22.C, Specialized Nursing Care Services as set forth at 42 C.F.R. Chapter IV,
Subchapter G, Part 483 (OBRA-SS), and Family Support Services Program (FSSP) at Section
8.7558%.

Target Group Criteria means the factors that define a specific population to be served through an

30.

HCBS waiver. Target Group Criteria can include physical or behavioral disabilities, chronic conditions,
age, or diagnosis, and May include other criteria such as demonstrating an exceptional need.

Transition Coordination Agency (TCA) means a public or private not-for-profit or for-profit Agency that

31.

meets all applicable state and federal requirements and is certified by the Department to provide
coordination services for those transitioning from facility-based care to community--based care
pursuant to a Provider Participation Agreement with the state department.

Waiver Benefit means covered benefits offered in addition to or as an alternative to state plan

benefits as authorized by 42 U.S.C. 1396n®© and include the Waiver Benefits described in Section
8.7101 for the following programs:5-4 Children's Home and Community-Based Services Waiver
(CHCBS); 8.7105.2 Children’s Extensive Support Waiver (HCBS-CES); 8-7405.3-Children's
Habilitation Residential Program Waiver (HCBS-CHRP); 8-7105-4-Children With Life Limiting lliness
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Waiver (HCBS-CLLI); 874055 Persons With Brain Injury Waiver (HCBS-BI);87405-6-Community
Mental Health Supports Waiver (HCBS-CMHS); 871957 Elderly, Blind and Disabled Waiver (HCBS-
EBD); 871058 Complementary and Integrative Health Waiver (HCBS-CIH; 871059 Supported
Living Services Waiver (HCBS -SLS);and 8-7105-10-Developmental Disabilities Waiver (HCBS-DD).

8.7200.C Legal Basis

1.

Pursuant to Section 25.5-:6-:1701, C.R.S., the State Department is authorized to provide for a

statewide Case Management system.

8.7200.D Case Management Agency Defined Service Areas

1.

Case Management Agency Defined Service Areas shall meet the following requirements:

2.

Counties composing a multi-county service area shall be contiguous.

A single county may be designated as a Defined Service Area provided the county serves a monthly

average of 400 or more individuals for receiving Long-Term Services and Supports.

Multi-county service areas shall also be required to serve a minimum number of individuals receiving

servicesMembers of 400.

Case Management services shall be provided to Members by the Case Management Agency

awarded the contract for the Member’s county of residence.

Each Case Management Agency shall have an exceptions process and policy for serving Members

outside of their Defined Service Area and for Members to request to be served by an Agency outside
their service area. Each Case Management Agency shall submit the exceptions process and policy to
the Department for approval by a method determined by the Department and shall review the
process and policy with the Community Advisory Committee and Governing Body at least once per

contract period.

When a Member in a Case Management Agency’s defined serve area requests to transfer to a Case

Management Agency outside the Member’s Defined Service Area, the Case Management Agencies
shall coordinate the transfer in accordance with transfer rules 8.7202.M6-43. Case Management
Agencies shall provide a report on their process and the number of Members served outside their
Defined Service Area upon Department request.

8.7200.E Case Management Agency Selection and Contracting

1.

Case Management Agency Competitive Procurement Process
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2. The Department shall select Case Management Agencies in accordance to applicable requirements

of Title 24, Articles 101-112, C.R.S., and 1 CCR 101-9.

3. Case Management Agency Contract

a.

Case Management Agency shall be bound to all requirements identified in the contract

between the Agency and the Department including but not limited to quality assurance
standards and compliance with the Department’s rules and federal requlation applicable for
Case Management Agencies and for all Long-Term Services and Supports programs.

8.7201 Case Management Agency Overall Requirements

8.7201.A

Administration of a Case Management Agency

1. The Case Management Agency shall be required by federal or state statute, mission statement, by-

laws, articles of incorporation, contracts, or rules and regulations which govern the Agency, to comply

with the following standards:

a.

The Case Management Agency shall serve individuals in need of Long-Term Services and

Supports as defined in Section 8.7100.A.487204-19-

The Case Management Agency shall have the capacity to accept funding from multiple

Sources;

The Case Management Agency may subcontract with individuals, for-profit entities and not-

for-profit entities to provide Case Management Agency Targeted Case Management and
administrative Case Management Activities up to the limitations established in the Case
Management Agency contract. Subcontractors must abide by the terms of the Case
Management Agency contract with the Department and these requlations and are obligated
to follow all applicable federal and state rules and regulations. The Case Management
Agency is responsible for subcontractor performance.

The Case Management Agency may receive funds from public or private foundations and

corporations; and

The Case Management Agency shall be required to publicly disclose all sources and

amounts of revenue as described in Section 25.5-6-1708 CRS.

2. The Case Management Agency shall fulfill all functions of a Case Management Agency and Case

Manager as described in these rules.

3. The Case Management Agency shall:

a.

Not provide guardianship services for any individual applying for Long-Term Services and

Supports or Member enrolled in a Long-Term Services and Supports program.

Maintain, or have access to, information about public and private state and local services,

supports and resources and shall make such information available to the individual, Member
and/or persons inquiring upon their behalf.

Be separate from the delivery of direct services and supports paid for by any payer for the

same individual they provide Case Management, unless otherwise approved by the
Department through a Conflict Free Case Management Waiver and except pursuant to
Section 8.7202.W5046 when the Case Management Agency is acting as the Organized
Health Care Delivery System, or approved by the Department through a Conflict Free Case
Management Waiver and in accordance with Section 25.5-6-1703(6) C.R.S.

Establish and maintain working relationships through Memorandum of Understanding

processes and procedures with community-based resources, supports, and organizations,
hospitals, service providers, and other organizations that assist in meeting the individuals’
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and Members’ needs including but not limited to local Regional Accountable Entities,
Behavioral Health Administration, Aging and Disability Resource Centers, counties, schools,
and Medical Assistance sites as necessary for individual and Member support.

Maintain a website that at a minimum contains contact information for the Agency, the ability

for electronic communication, hours of operation, available resources, program options,
services provided, and the transparency documentation required in Section 25.5-6-1708
C.RS.

Provide Case Management services without Discrimination on the basis of race, religion,

political affiliation, gender, national origin, age, sexual orientation, gender expression or
disability.

4. The Case Management Agency may be granted a Conflict Free Case Management waiver (CFCMW)

by the Department to provide direct services and Case Management in the event that no other willing

and qualified providers are available for the capacity of Member services necessary.

a.

Applications for this waiver shall be received and evaluated in the manner in which has been

communicated by the Department.

The Case Management Agency may be granted a Conflict-Free Case Management \Waiver

(formerly known as a rural exception) by the Department to provide specific direct services
within their Defined Service Area to ensure access to these services in rural and frontier
areas across Colorado.

The Case Management Agency shall:

i Submit a formal application (found on the Department website) for a Conflict-Free
Case Management Waiver.

ii. The Department shall provide formal notification to the Case Management Agency
within 10 business days of the receipt of the application. The Department will notify
Applicants of their approval or denial within 90 days of receipt of the application.

iii. If the Applicant submits a response to the Case Management Agency Request for
Proposal (RFP), the Department shall notify the Agency of approval or denial prior to
the delivery of intent to award letters to RFP Respondents or within 90 day of receipt
of the application whichever comes first.

iv. If the Conflict-Free Case Management Waiver application is denied, the Department
will coordinate with the Case Management Agency for a transition period, if
necessary.

V. If a Case Management Agency requires a waiver between Case Management

Agency contract cycles, the Case Management Agency must submit the application
for the Conflict Free Case Management Waiver and maintain the documentation for
the next RFP submission.

1) If the Conflict-Free Case Management Waiver application is approved, the
Department will coordinate with the Case Management Agency for next
steps in implementation and execution, if necessary.

2) If the Conflict-Free Case Management Waiver application is denied, the
Department will coordinate with the Case Management Agency for a
transition period within their contract period, if necessary.

Vi. A Case Management Agency that is granted a Conflict-Free Case Management
Waiver shall provide an annual report to the Department subject to Department
approval that includes but will not be limited to:
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1) asummary of individuals participating in direct services and Case
Management;

2) how the Case Management Agency has ensured Informed Consent and/or
choice, if other providers exist in the Defined Service Area; and

3) how the Case Management Agency continues to support the recruitment of
willing and qualified providers in their Defined Service Area.

4) The direct service provider functions and Case Management Agency
functions must be administratively separated (including staff) with
safequards in place to ensure a distinction between direct services and Case
Management exists as a protection against conflict of interest.

Vi. If a new service provider(s) becomes available in the area, the Case Management
Agency may continue to provide direct services until the Department has determined
that the alternate provider(s) is capable of meeting all needs in that service area.

Vii. If other service providers are available in the area, the Case Manager must
document the offering of choice of provider and/or that no provider had capacity to
serve new Members in the Information Management System.

iX. To ensure conflict of interest is being mitigated by the Case Management Agency,
the Department will conduct annual quality reviews that will include but not be limited
to, reviews of documentation of provider choice and Informed Consent for services.

8.7201.B Case Management Agency Governing Body

1. Each Case Management Agency shall assemble a governing body or board of directors that shall
complies with requirements in Section 25.5-6-1708 C.R.S.

a. The Case Management Agency shall maintain all meeting agendas, minutes, and documents
that are required to be posted on the Case Management Agency’s website for at least three
months after posting.

b. The Case Management Agency shall maintain all contracts, financial statements, and 990s
that are required to be posted on the Case Management Agency’s website on its website for
at least three calendar years after posting.

c. The Case Management Agency shall not screen or divert any email that is sent to a member
of the board of directors or governing body of a Case Management Agency. The Case
Management Agency shall ensure that all emails addressed to a member of the board of
directors or governing body are delivered to that member.

i In the event a member of the board of directors or governing body is unable to
access a computer or needs assistance with email, the Case Management Agency
shall provide appropriate assistance, including providing emails in alternative formats
upon request or mailing correspondence through the U.S. postal service.

d. The Department shall maintain a website form for community members to make anonymous
Complaints regarding the Case Management Agency compliance with the transparency
requirements in C.R.S. 25.5-6-1708. The Case Management Agency and its governing body
shall comply with the Department’s direction for responding to all Complaints.

2. The Case Management Agency governing body function shall include but not be limited to:

a. Financial oversight and solvency

b. Ensuring accountability and the provision of high quality Case Management




[e)0é)]

O O oo~

11

12

13
14

15
16

24

25
26
27
28
29

30
31

32
33
34
35

36
37
38

39
40

41
42
43

Page 47 of 287

Ensuring a working Community Advisory Committee convenes at least quarterly

Resolving disputes between individuals, Members and Case Management Agency that are

elevated to the governing body and

Developing and presenting the Long-Range Plan annually to the Department

Ensuring adherence to all state and federal regulations and contractual obligations and

8.7201.C

requirements.

Community Advisory Committee

1. The Case Management Agency shall establish and maintain a community advisory committee for the

purpose of providing public input for Case Management Agency operations.

2. The Community Advisory Committee Responsibilities shall include:

a.

Monthly review of Case Management Agency Complaint log

b.

Receiving Complaints from the community regarding the Case Management Agency via

open forum at their meetings

Supporting Case Management Agency in resolving Complaints with Members, including

Referral to the Department’s escalation process

Making recommendations to the Case Management Agency about policies and procedures,

and

Providing public input and guidance to the Case Management Agency in the review of

service delivery policies and procedures, marketing strategies, resource development,
overall Case Management Agency operations, service quality, individual Member
satisfaction, resolution of Complaints at the local level and other related professional
problems or issues.

3. Community Advisory Committee Membership

a.

The Case Management Agency shall demonstrate efforts to recruit and support members of

the Community Advisory Committee who represent the characteristics of the community as it
relates to diversity of race, color, ethnic or national origin, ancestry, age, sex, gender, sexual
orientation, gender identity and expression, religion, creed, abilities, and disabilities, and
socio-economic status.

The membership of the Community Advisory Committee shall include regional representation

from, but not be limited to, at least one of each of the following:

i. The Defined Service-Area’scountyService Area’s county commissioners, area
agencies on aging, medical professionals, physical and/or intellectual disability
professionals, ombudsmen, human service agencies, county government officials,
mental/behavioral health professionals, and

ii. Regional representation from one or more Long-Term Services and Supports
Members or Family Members of individuals receiving Long-Term Services and
Supports including Members with I/DD and/or Members with disabilities.

1) Self-advocatesMembers shall be given priority of selection over Family
Members.

iii. The Case Management Agency shall make every effort to recruit and maintain a
majority of members or people with lived experience on the Community Advisory
Committee over professionals as outlined in 8.7201.C.3.b.i-ii. If the Case




WN -

11
12

13
14

15
16

17
18
19

20
21

22
23
24
25

26
27

28
29
30

31
32

33
34
35

36
37

38

40
41
42
43
44
45

Page 48 of 287

Management Agency is unable to maintain this majority, the Case Management
Agency shall submit the attempts at recruitment with their annual report to the

Department.

c. The Community Advisory Committee shall have a membership count and quorum based on
the number of people served. The quorum must include a majority of Members or people
with lived experience.

i Case Management AgenciesCMAsAgencies serving 400-2000 people will have a
committee membership count of 5 minimum with a quorum of 3.

ii. Case Management AgenciesGMAsAgencies serving 2001-7000 people will have a
committee membership of 7 minimum with a quorum of 4.

iii. Case Management Agencies SMAs-serving 7001 or more people will have a
committee membership of 9 with a quorum of 5.

d. In the event a Community Advisory Committee is comprised of greater than the minimum
number of committee members, the quorum shall be a simple maijority.

i If the quorum is not reached, the meeting may continue but the committee must
adjournabstain from final recommendation votes until the quorum is met.

The Community Advisory Committee shall function only as an advisory body providing

recommendations to the Case Management Agency and Case Management Agency governing body
and shall have no decision-making power.

The Case Management Agency shall train the Community Advisory Committee members in

confidentiality, mandatory reporting and disability cultural competency.

The Community Advisory Committee shall maintain public notices in accordance with confidentiality

requirements of the following: meetings, meeting minutes, and documentation of actions taken in
response to recommendations and Complaints. Public notices of meetings shall be made available
online and by request for increased equitable access.

The Community Advisory Committee shall provide options for equitable access to meetings including

live, online audiovisual access to meetings.

The Community Advisory Committee shall report to the Case Management Agency governing body

quarterly on all Case Management complaints trends and documentation of actions taken in
response to recommendations and complaints. These reports shall be made public.

The Community Advisory Committee shall provide reports to the Department and its committees

10.

upon request. These reports shall be made public.

The Community Advisory Committee may be combined in purpose or name with other Case

11.

Management Agency committees in the Case Management Agency Defined Service Area so long as
it meets the above purpose, criteria and reporting requirements.

The Case Management Agency must provide an annual summary of the Community Advisory

Committee’s activities over the prior year in its Long Range Plan and presentation to the Department

8.7201.D Case Management Agency Complaint Process for Individuals and Members

1.

Every Case Management Agency shall use the Department prescribed Case Management Agency

Complaint log and have procedures setting forth a process for the timely resolution of Complaints
received from a persen-receivingservicesMember, Parent(s) of a minor, Guardian and/or other
Legally Authorized Representative, as appropriate. The Case Management Agency shall not take any
action that affects the future provision of appropriate services or supports based on the receipt of a
Complaint from a Member or their Parent, Guardian or representative.
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The procedure shall be provided, orally and in writing and in the communication method of the

member’s or guardian’s choosing, to all persensreceiving-servicesMembers, the Parents of a minor,
Guardian and/or other Legally Authorized Representative, as appropriate, at the time of admission, at
any time changes to the procedure occur and as part of the annual service planning process.

The Case Management Agency shall make all Complaint procedures available on their public facing

website.

The Complaint procedure shall include, at a minimum, the following:

a. Contact information for a person within the Case Management Agency who will receive
Complaints.

b. Identification of support person(s) who can assist the individual or Member in submitting a
Complaint.

c. _An opportunity to find a mutually acceptable solution. This could include the use of mediation
if both parties voluntarily agree.

d. Timelines for resolving the Complaint.

e. Escalation of the Complaint to the Agency director or designee for consideration if the
Complaint cannot be resolved at a lower level. This may include the Department escalation
process, if necessary.

f.  Assurances that no Member shall be coerced, intimidated, threatened, or retaliated against
because the Member has exercised his or her right to file a Complaint or has participated in
the Complaint process.

g. Review of redacted Complaint log and resolutions with the Community Advisory Committee.

5. The Department shall review the Complaint procedure and logs annually to ensure appropriate

resolution of Complaints and provide feedback and follow up to Case Management AgencyCMA as
necessary.

6. If an Agency goes without Complaints for more than two years, the Department shall require the
Case Management Agency to complete a statistically valid customer satisfaction survey each year for
each of the following two years.

7. The Department shall maintain a website form for community Members to make anonymous
Complaints regarding the Case Management Agency.

8.7201.E Personnel System

1. The Case Management Agency shall have a system that complies with all rules, regulations, and
Department communications for recruiting, retaining, hiring, evaluating, and terminating Case
Management Agency employees including but not limited to

a. Colorado Bureau of Investigations criminal history background check
b. Colorado Adult Protective Services data system checks, and
c. Verification of compliance with applicable state requlations.
2. Case Management Agency employment policies and practices shall comply with all federal and state

affirmative action and civil rights requirements.

3. The Case Management Agency shall maintain a current job descriptions for each employment

position.
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8.7201.F Staffing Patterns

1.

Each Case Management Agency-shall assure adequate staffing levels and infrastructure, including

maintaining caseload sizes or ratios as set forth in contract, to effectively manage the Case
Management Agencies’ s caseload to ensure timely delivery of high--quality services. This includes at
least one full-time Case Manager to provide Case Management functions and administrative support,
and, as needed, additional Case Managers, case aids, supervisors, and other staff.

Within their staffing patterns, Case Management Agencies shall publicly post its policies and

procedures and provide choice of Case Manager to Members served in their Defined Service Area;
and shall clearly communicate to each individual and Member the steps for requesting a new Case

Manager.

Case Management Agencies shall maintain staffing patterns in accordance with Department

prescribed best practices for Long-Term Services and Supports Case Manager-level caseloads for all
Targeted Case Management Activities and shall comply with all contractual requirements.

a. Case Management Agency shall not exceed the best practice standards for HCBS waiver
caseload sizes without written approval from the Department.

Case Management Agencies shall ensure staff have access to statutes and regulations relevant to

the provision of authorized services.

For each individual Members, Case Management Agencies shall assign one (1) primary Case

Manager or point of contact who ensures Case Management services are provided on behalf of the
Member or individual across all programs. Case Management Agencies must maintain a best
practice standard in their policies and procedures for notification of a Member when a new Case
Manager is assigned to a Member.

Case Management Agencies shall ensure persons who are employed by the Agency meet the

requirements of these requlations.

Case Management Agencies shall verify and document that Case Managers who are employed meet

minimum requirements and qualifications.

Case Management Agencies and their staff shall avoid situations that create the potential for a real or

perceived conflict of interest. If a situation that may involve potential conflict of interest cannot be
avoided, staff shall notify affected parties of possible the conflict of interest and policies and
procedures in place to ensure protection of the Member or individual’s rights.

8.7201.G Case Management Agency Communication and Documentation

1.

The Case Management Agency shall:

a.  Comply with all reporting and billing policies and procedures established by the Department,
document individual and Member records within the Department’s prescribed systems and
adhere to the system requirements provided by the Department for these systems.

b. Have access to Member eligibility, Prior Authorization Request (PAR), and claims data
reporting provided through a data query application, program eligibility determination,
Financial Eligibility determination, Person-Centered Support Planning, service authorization,
Critical Incident reporting and follow-up, monitoring of health and welfare, monitoring of
services, information and Referral services provided by the Agency, Complaint trends and
resolutions, resource development and fiscal accountability.

c. _Maintain individual and Member records within the Department’s prescribed systems for the
purposes of individual and Member information management.

d. Maintain accurate and detailed documentation of all Case Management and State General
Fund Program activities required by the Case Management Agency Contract and these rules.
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e. Maintain accurate and detailed supporting documentation in the Department’s prescribed
system within ten (10) business days of all activities as required through the Case
Management Agency Contract and these rules to substantiate claims for reimbursement.

f.  Provide supporting documentation not already residing within the Department’s prescribed
systems to the Department upon request:

g. Correct one hundred percent (100%) of data errors, discovered by the Department, and
confirm the accuracy of the data it enters into the Department prescribed system within ten
(10) Business Days of notification from the Department of an error.

h. Provide information and reports as required by the Department including, but not limited to,
data and records necessary for the Department to conduct operations.

The Case Management Agency shall have adequate phone and computer hardware and software for

communication with Members, individuals, employees and stakeholders, compatible with the
Information Management System with such capacity and capabilities as prescribed by the
Department to manage the administrative requirements necessary to fulfill the Case Management
Agency responsibilities.

The Case Management Agency shall have adequate staff support to maintain a computerized

information system in accordance with the Department's requirements.

8.7201.H Case Management Agency Individual and Member Recordkeeping

1.

The Case Management Agency shall complete and maintain all required records in the Information

Management System in accordance with program requirements and Department training or
communication and shall maintain individual records at the Agency level for any additional
documents associated with the individual seeking or enrolled in a Long-Term Services and Supports
program or service.

The Case Manager shall use the Information Management System for purposes of documentation of

all case activities, monitoring of service delivery, and service effectiveness. If applicable, the
individual's Legally Authorized Representative shall be identified in the record, with a copy of
appropriate documentation.

The Case Management Agency may accept physical or digital signatures on Department forms. If the

individual is unable to sign a form requiring his/her signature because of a medical condition, any
mark the individual is capable of making shall be accepted in lieu of a signature. If the individual is
not capable of making a mark or performing a digital signature, the physical or digital signature of a
Guardian or other Legally Authorized Representative shall be accepted.

The case records shall include:

a. Information identifying the individual, including the individual’'s state Medicaid identification
number, date of birth (DOB), -social security number (SSN) if applicable, address and phone
number;

b. Forms required by the Department for the specific program in which the individual is enrolled;
and

c. Documentation of all Case Management activity;

d. Any communication accommodations necessary for the Member or Guardian.

5. The Department shall examine the Case Management Agency’s documentation practices when

monitoring the Case Management Agency’s performance.
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Records pertaining to persons seeking or receiving services shall be maintained in accordance with

these rules and other applicable federal and state regulations and accreditation standards. Where no
superseding regulation or policy applies, records may be purged and destroyed per Agency policy.

A Case Management Agency shall designate an employee who shall be responsible for the record at

all times during the examination of the record by entities other than employees of that Agency.

Records shall be made available for review at the Agency to authorized persons within a reasonable

period of time as negotiated by the Agency and the party seeking access.

At no time may a person examining a record remove anything from it or otherwise make changes in

10.

it, except as delineated below:

a. If the person seeking or receiving services, Parent of a minor, Guardian or other Legally
Authorized Representative, if within the scope of his/her authority, objects to any information
contained in the record, he/she may submit a request for changes, corrections, deletions, or
other modifications.

b. The person seeking or receiving services, Parent of a minor, Guardian or other Legally
Authorized Representative shall sign and date the request.

c. The Agency -administrator shall make the final determination regarding the request and shall
notify the requesting party of the decision.

d. If the Agency administrator denies the request, then the requestor has the right to have a
statement regarding their request entered into the record.

Records or portions of records may be photocopied or otherwise duplicated only in accordance with

11.

written Agency procedures, and any fee for duplication shall be reasonable pursuant to section 24-
72-205, C.R.S.

The Case Management Agency shall provide a Member one free copy of any information contained

12.

in their record upon request.

The Case Management Agency shall maintain records for seven (7) years after the date a Member

discharges from a waiver program, including all documents, records, communications, notes and
other materials related to services provided and work performed.

8.7201.1 Confidentiality of Information

1.

The Case Management Agency shall protect the confidentiality of all records of individuals seeking

and receiving services required by Section 26-1-114(3)(a)(l), C.R.S). Release of information forms
obtained from the individual must be signed, dated, and kept in the Member’s record. Release of
information forms shall be renewed at least annually, or with the new Provider Agency whenever
there is a change of provider. Fiscal data, budgets, financial statements and reports which do not
identify individuals by name or Medicaid ID number, and which do not otherwise include Protected
Health Information, are subject to disclosure pursuant to the Colorado Open Records Act, Title 24,
Article 72, Part 2, C.R.S.

Identifying information regulated by this rule is any information which could reasonably be expected

to identify the individual seeking or receiving services or their Family or contact persons, including,
but not limited to, name, Social Security number, Medicaid Member identification number, household
number or any other identifying number or code, street address, and telephone number, photograph
or digital image, or any distinguishing mark. ldentifying numbers assigned and used internally within
a single Agency shall be excluded from this regulation.

At the time of eligibility determination and enroliment, the individual, parent of a minor, Guardian

and/or other person acting as an advisor to the person shall be advised of the type of information
collected and maintained by the Agency, and to whom and when it is routinely disclosed.
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This rule applies to confidential information in any format including, but not limited to, individual

records, correspondence or other written materials, verbal communication, photographs, and

electronically stored data.

5. The records and all other documentation or correspondence concerning individuals seeking or

receiving services are the property of the Agency which is responsible for maintaining and

safeguarding their contents.

6. All written authorizations referenced within this chapter must be:

a.

Signed and dated;

b.

For a specified time period;

C.

Specific as to the information or photograph or digital image to be disclosed and the intended

d.

use of such information or photograph; and,

Specific as to whom it will be disclosed.

7. Authorizations may be revoked in writing or verbally at any time by the person who provided the

authorization.

8. Disclosure of confidential information shall be limited to:

a.

The individual seeking or receiving services, Parent of a minor, or Guardian.

b.

Persons or entities presenting written authorization signed by the person seeking or receiving

services, Parent of a minor, or Guardian.

The Legally Authorized Representative of the person seeking or receiving services as

defined in Section 8.7001.A.72-F, if access to confidential information is within the scope of
their authority.

Qualified professional personnel of community centered boards, regional centers and other

service agencies including boards of directors and Human Rights Committee Members to the
extent necessary for the acquisition, provision, oversight, or Referral of services and

supports.

The Department or its designees as deemed necessary by the Executive Director to fulfill the

duties prescribed by Title 25.5, Article 10 of Colorado Revised Statutes.

To the extent necessary, qualified professional personnel of authorized external agencies

whose responsibility it is to license, to accredit, to monitor, to approve or to conduct other
functions as designated by the Executive Director of the Department.

Physicians, psychologists, and other professionals providing services or supports to a person

in an emergency situation which precludes obtaining consent in such an instance:

i Documentation of this access shall be entered into the person's record.

ii. This documentation shall contain the date and time of the disclosure, the information
disclosed, the names of the persons by whom and to whom the information was
disclosed, and the nature of the emergency.

The court or persons authorized by an order of the court, issued after a hearing, notice of

which was given to the person, Parents of a minor or legal Guardian, where appropriate, and
the custodian of the information.

Other persons or entities authorized by law; and,
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i. _The entity designated as the protection and advocacy system for Colorado pursuant to 42

U.S.C. § 604 when:

i A Complaint has been received by the protection and advocacy system from or on

behalf of a person with a Developmental Disability; and,

ii. Such person does not have a legal Guardian or the state or the designee of the state

is the legal Guardian of such person.

Nothing in this regulation should be taken to mean that a person or entity who is authorized to

access confidential information regarding an individual per Section 8.606.2.A is authorized to
access any and all confidential information available regarding that individual. Disclosure of
confidential information must be limited to the information which is necessary to perform the
duties of that person or entity requiring access. The individual seeking or receiving services,
Parent of a minor, or Guardian may access any and all aspects of that person's record. The
Legally Authorized Representative of an individual may access those aspects of a person's

record that are within the scope of their authority.

8.7201.J

Preservation of Member Rights

1. Case Management Agencies shall have policies and procedures that assure the preservation of

Member rights contained in Sections 25.5-10-216 through 240, C.R.S. and 8.7001-8-7003.

a.

The Case Management Agency shall assure the protection of the rights of individuals
receiving-servicesMembers as defined by the Department under applicable programs,
including but not limited to Section 8.70013.

The Case Management Agency shall assure that the following rights are preserved for all

individuals served by the Case Management Agency, whether the individual is a recipient of
a state-administered program or a private pay individual:

i The individual and/or the individual’s Legally Authorized Representative, as
necessary, is fully informed of the individual’s rights and responsibilities;

ii. The individual and/or the individual’s Legally Authorized Representative participates
in the development and approval of, and is provided a copy of, the individual’s
Person-Centered Support Plan;

iii. The individual and/or the individual’s Legally Authorized Representative selects
service providers from among available qualified and willing providers;

iv. The individual and/or the individual’s Legally Authorized Representative has access
to a uniform Complaint system provided for all individuals served by the Case
Management Agency; and

V. The individual who applies for or receives publicly funded benefits and/or the
individual's Legally Authorized Representative has access to a uniform appeal
process, which meets the requirements of Section 8.057, when benefits or services
are denied or reduced and the issue is appealable.

2. Personsreceiving-servicesMembers shall have the right to read or have Case Management

AgencyCMA explain any rules or requlations adopted by the Department and policies and

procedures of the Case Management Agency pertaining to such persons' activities, services and

supports, or to obtain copies of Title 25.5 Article 10, C.R.S., rules, policies or procedures at no cost or

at a reasonable cost in accordance with [Section 24-72-205, C.R.S.1.

3. Case Management Agencies shall inform Members, Parents of minors, Guardians and other Legally

Authorized Representatives of the rights provided in Title 25.5 Article10, C.R.S., and:
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Case Management Agencies shall provide a written and verbal summary of rights and a

description of how to exercise them, at the time of eligibility determination, at the time of
enrollment, and when substantive changes to services and supports are considered through
the Individualized Planning process.

The information shall be provided in @ manner that is easily understood, verbally and in

writing, in the native language of the individual, or through other modes of communication as
may be necessary to enhance understanding for the Member.

Case Management Agencies shall provide assistance and ongoing instruction to persens

receiving-servicesMembers in exercising their rights.

4. Case Management Agencies shall ensure that no individual, Member, their Family Members,

Guardian or other Legally Authorized Representatives, are retaliated against in their receipt of Case

Management services, direct services or supports or otherwise as a result of attempts to advocate on

their own behalf.

5. Case Management Agency employees and Contractors must be made aware of the rights of

Members and procedures for safequarding these rights.

8.7201.K

Member Access to Case Management Agency

1. Case Management Agencies shall have policies and procedures that assures compliance with all

federally mandated requirements for access to services.

a.

In accordance with the Americans with Disabilities Act (ADA), 42 U.S.C. 12101 et seq. there

shall be no physical or programmatic barriers which prohibit individual participation,

The Case Management Agency shall not require Members to come to the Agency's office in

order to receive Case Management Agency services.

The Case Management Agency shall comply with nondiscrimination requirements, as defined

by federal and Department rules and outlined in contract.

Case Management Agency functions shall be provided in a person-centered model of Case

Management service delivery.

Case Management Agencies shall complete a Level of Care Screen when it is requested by

the Member or individual in accordance with Member rights, even if the Case Management
Agency staff does not believe the individual will be deemed eligible.

The Case Management Agency shall have office location(s) and building office hours in

8.7201.L

accordance with written requirements in Case Management Agency contract and in
accordance with Americans with Disabilities Act (ADA), 42 U.S.C. 12101 et seq.

Incident Reporting

1. Case Management Agencies shall have a written policy and procedure for the timely reporting,

recording and reviewing of Incidents occurring on the Case Management Agency property or care

which shall include, but not be limited to:

a.

Allegations of abuse, mistreatment, neglect, or exploitation;

b.

Serious llinesses and injuries to a person receiving services that require intervention that is

above and beyond basic first aid;

Lost or missing persons receiving services;

Medical emergencies involving Members \that require intervention that is above and beyond

basic first aid or that are not screened out by medical professionals;
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e. Hospitalization of Members;

f. Death of Members;

g. Errors in medication administration;

h. Use of safety control procedures;

i. Use of emergency control procedures; and,

ji. _Stolen personal property belonging to a Member.

2. Reports of Incidents shall include, but not be limited to:

a. Name of the person reporting;

b. Name of the Member who was involved in the Incident;

c. Name of persons involved or witnessing the Incident;

d. Type of Incident;

e. Description of the Incident;

f. Date and place of occurrence;

g. Duration of the Incident;

h. Description of the action taken in response to the ilncident;

i. Whether the Incident was observed directly or reported to the Case Management Agency;

i. Names of persons notified;

k. Follow-up action taken or where to find documentation of further follow-up; and,

. Name of the person responsible for follow-up.

Case Management Agencies shall ensure all staff are trained to identify Critical Incident Reporting

criteria according to the Agency’s written policy and procedure and Department requirements.

Case Management Agencies shall ensure staff are trained to identify Incidents that are required to be

reported to Colorado Department of Public Health and Environment (CDPHE).

Incidents meeting Critical Incident Reporting criteria, including but not limited to, Allegations of

mistreatment, abuse, neglect and exploitation, and injuries which require emergency medical
treatment or result in hospitalization or death shall be reported by the Case Management Agency in
the Department's prescribed system within 24 hours or 1 business day of being reported.

The Case Management Agency shall place in the Member’s record reports of Incidents not meeting

Critical Incident Reporting criteria.

The Case Management Agency shall provide records of Incidents not meeting Critical Incident

Reporting criteria to the Department upon request.

Case Management Agencies shall review and analyze information from Incident reports to identify

trends and problematic practices which may be occurring in specific services and shall take
appropriate action to report Complaints as necessary.
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Mistreatment, Abuse, Neglect, and Exploitation

1.

Pursuant to Section 25.5-10-221, C.R.S., all Case Management Agencies shall prohibit mistreatment,

abuse, neglect, or exploitation of any individual and or Member.

Case Management Agencies shall have written policies and procedures for handling cases of alleged

or suspected mistreatment, abuse, neglect, or exploitation of any individual and or Member. These

policies and procedures must be consistent with state law and:

a.

Definitions of mistreatment, abuse, neglect, or exploitation must be consistent with state law

and these rules;

Provide a mechanism for monitoring to detect instances of mistreatment, abuse, neglect, or

exploitation. Monitoring is to include, at a minimum, the review of:

i Incident reports;

ii. Verbal and written reports of unusual or dramatic changes in behavior(s) of
Members; and

iii. Verbal and written reports from Members, advocates, families, Guardians, and
friends of Members.

Provide procedures for reporting, reviewing, and collaborating with Adult/Child Protection

Services, and law enforcement entities/representatives for investigating all allegations of
mistreatment, abuse, neglect, or exploitation;

Ensure that appropriate disciplinary actions up to and including termination, and appropriate

legal recourse are taken against employees and CGontractors who have engaged in
mistreatment, abuse, neglect, or exploitation;

Shall procure a memorandum of understanding (MOU) with local Adult/Child Protection

Services, and Law Enforcement, and Program-Approved Service-Agencies{PASAsIProvider
Agencies outlining roles and responsibilities as well as outline standard practices for
reporting and mitigating risk for Members.

Ensure that employees and Members receiving services and Contractors are made aware of

applicable state law and Agency policies and procedures related to mistreatment, abuse,
neglect or exploitation;

Require immediate reporting by employees and Contractors according to Agency policy and

procedures and to the Agency administrator or his/her designee;

Require reporting of allegations within 24 hours of learning of the Incident to appropriate

authorities, recording in Information Management System, reporting to the Parent of a minor,
Guardian, or other Legally Authorized Representative, and Case Management Agency;

Require timely reporting of Critical Incident Report follow-up and reporting of actions taken by

caregivers, Program-Approved-Service-AgenciesProvider Agencies, DHS, and Law
Enforcement to protect the Member receiving services. Case Management Agencies shall
ensure prompt action to protect the safety, as well as, mental and physical health of the
Member. Such action may include any action that would protect the Member(s) receiving
services if determined necessary and appropriate by the Provider Agency or Case
Management Agency pending the outcome of the investigation. Actions may include, but are
not limited to, removing the Member from his/her residential and/or day services setting and
removing or replacing staff;

Require advocating for Referral to victim support and protective orders for Members as

applicable to the mistreatment, abuse, neglect, or exploitation. Provide necessary victim
supports;
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k. Require prompt reporting of the allegation to appropriate authorities in accordance with
statutory requirements and pursuant to Section 8.7201.M.3;

.  Ensure Human Rights Committee review of all allegations; and,

m. Ensure that no individual is coerced, intimidated, threatened or retaliated against because
the individual, in good faith, makes a report of suspected mistreatment, abuse, neglect or
exploitation or assists or participates in any manner in an investigation of such allegations in
accordance with Section 8.7201.M.3.

3. Case Management Agencies shall develop relationships with local authorities required to investigate
mistreatment, abuse, neglect, and exploitation. All alleged Incidents of abuse, mistreatment, neglect,
or exploitation shall be thoroughly investigated in a timely manner using the specified investigation
procedures. However, such procedures must not be used in lieu of investigations required by law or
which may result from action initiated pursuant to Section B, above.

a. Within 24 hours of becoming aware of the Incident, a Critical Incident report shall be made
available to the Agency administrator or designee and the Case Management Agency.

b. The Agency shall maintain a written administrative record of all such investigations including:

i The Incident report and preliminary results of the investigation;

ii. A summary of the investigative procedures utilized;

iii. The full investigative finding(s);

iv. The actions taken; and,

V. The Human Rights Committee review of the investigative report and the action taken
on recommendations made by the committee.

c. _The Agency shall ensure that appropriate actions are taken when an allegation against an
employee or Contractor is substantiated, and that the results of the investigation are
recorded, with the employee's or Contractor's knowledge, in the employee's personnel or
Contractor's file.

8.7202 Functions of A Case Management Agency

8.7202.A Case Management Services Overview

1. Functions of the Case Manager

a. Ongoing Case Management and Targeted Case Management

b. Case management services are provided for Members and individuals accessing Home and
Community--Based services. Case Management services shall include, but not be limited to,
the following tasks, activities, requirements, and responsibilities:

8.7202.B Intake, Screening, and Referral

1. The Intake, Screening and Referral function of a Case Management Agency shall include, but not be
limited to, the following activities:

a. The Case Management Agency shall verify the individual’s demographic information
collected during the intake;

b. The completion of the Intake, Screening and Referral functions using the Department’s
Information Management System to determine Applicant needs and eligibility for Long-Term
Services and Supports and non- Long-Term Services and Supports services, information and
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Referral assistance to Long-Term Services and Supports and other services and supports, as
needed;

c. Level of Care eligibility determination as applicable;

d. Referring to and facilitation of the Medicaid Financial Eligibility application process.

The Case Management Agency must maintain, or have access to, information about public and

private state and local services, supports and resources and shall make such information available to
the Member, individual and/or persons inquiring upon their behalf.

The Case Management Agency shall coordinate the completion of the Financial Eligibility

determination by:

a. Verifying the individual’s current Financial Eligibility status; or

b. Referring the individual to the county department of social services of the individual’s county
of residence for application and support with completing an application in accordance with
Section 8.100.3.A.7; or

c. Providing the individual with Financial Eligibility application form(s) for submission, with
required attachments, to the county department of social services for the county in which the
individual resides; and

d. Conducting and documenting follow-up activities to complete the Functional Eligibility
determination and coordinate the completion of the Financial Eligibility determination.

In compliance with standards established by the Department, Case Management Agencies may ask

referring agencies to complete and submit an intake and screening form to initiate the process.

a. Case Management Agencies shall not delay the completion of an intake screen based on the
use of this form

b. Case Management Agencies shall accept Referrals for Long-Term Services and Supports
including but not limited to the following modalities

i Intake Screen form

ii. Phone calls

iii. County DHS Referrals and communication

iv. In person requests for Long-Term Services and Supports

V. Medical Assistance sites

The Case Manager shall perform a screening to determine whether a Functional Eligibility

Assessment is needed; The individual shall be informed of the right to receive an Assessment if the
individual disagrees with the Case Manager's decision

The Case Manager shall identify potential payment source(s), including the availability of private

funding resources; including but not limited to trusts, third-party insurance, and/or private community
funding.

The Case Manager shall implement the use of a Case Management Agency procedure for prioritizing

urgent inquiries.
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When a person needs assistance with challenging behavior, including a person whose behavior is

9.

dangerous to himself, or others, or engages in behavior which results in significant property
destruction, the Provider Agency in conjunction with the individual, their Guardian or other Llegally
Authorized Representative, and other Member of Member Identified Team including the Member’s
appointed Case Manager shall complete a Comprehensive Review of the Person's Life Situation

including:

a. The status of friendships, the degree to which the person has access to the community, and
the person's satisfaction with his or her current job or housing situation;

b. The status of the Family ties and involvement, the person's satisfaction with roommates or
staff and other providers, and the person's level of freedom and opportunity to make and
carry out decisions;

c. Areview of the person's sense of belonging to any groups, organizations or programs for
which they may have an interest, a review of the person's sense of personal security, and a
review of the person's feeling of self-respect:

d. Areview of other issues in the person's current life situation such as staff turnover, long travel
times, relationship difficulties and immediate life Crises, which may be negatively affecting

the person;

e. Areview of the person's medical situation which may be contributing to the challenging
behavior; and

f. _Areview of the person's Individualized Plan and any Individual Service and Person-Centered
Support Plans to see if the services being provided are meeting the individual's needs and
are addressing the challenging behavior using positive approaches.

The Case Manager shall make Referrals to the Regional Centers and shall comply with the Regional

10.

Centers admission policy.

If any aspects of this review suggests that the person's life situation could be or is adversely affecting

11.

his or her behavior, these circumstances shall be evaluated by the Member Identified Team, and
specific actions necessary to address those issues shall be included in the Individualized Plan and/or
Individual Service and Person-Centered Support Plan, prior to the use of any Rights Modifications to
manage the person's behavior.

Issues identified in this comprehensive review that cannot be addressed by the Member Identified

12.

Tteam as led by the individual or their Guardian or other Legally Authorized Representative should
be documented in the Person-Centered Support Plan, and the Case Management Agency, the
community-centered-beard-or regional center administration should be notified of these issues and
the present or potential effect they will have on the person involved.

The Case Management Agency shall make a Referral to the regional center if, in this review, these

issues cannot be maintained safely in a community setting.

8.7202.C Nursing Facility Admission and Discharge

1.

For individualsreceiving-servicesMembers in HCBS Programs who are already determined to be at

the nursing facility Level of Care and seeking admission into a nursing facility, the Case Management
Agency shall:

a. Provide options counseling about community-based services to the individual to determine if
they desire to live in the community with additional support.

b. Coordinate the admission date with the facility;

c. Complete the Pre-Admission Screening and Resident Review (PASRR) Level 1 Screen, and
if there is an indication of a mental illness or Developmental Disability, submit to the
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Department or its agent to determine whether a Pre-Admission Screening and Resident
Review (PASRR) Level 2 evaluation is required;

Maintain the Level 1 Screen in the individual's case file regardless of the outcome of the

Level 1 Screen; and

If appropriate, assign the remaining HCBS length of stay towards the nursing facility

admission if the completion date of the most recent Level of Care screen is not six (6)
months old or older.

2. The Case Manager and the nursing facility shall complete the following activities for discharges from

3.

nursing facilities:

a.

The nursing facility shall contact the Case Management Agency in the district where the

nursing facility is located to inform the Case Management Agency of the discharge if
placement into home- or community-based services is being considered.

The nursing facility and the Case Management Agency Case Manager shall coordinate the

discharge date.

When placement into HCBS Programs is being considered, the Case Management Agency

shall determine the remaining length of stay.

i If the end date for the nursing facility is indefinite, the Case Management Agency
shall assign an end date not beyond one (1) year from the date of the most recent
Level of Care Screen.

ii. If the Level of Care Screen was conducted within the preceding six{8)twelve (12)
months, the Case Management Agency shall generate a new certification page that
reflects the end date that was assigned to the nursing facility.

iii. If no Level of Care Screen was completed within the preceding sixtwelve (12)
months, the Case Management Agency shall complete a new Level of Care Screen.
The Assessment results shall be used to determine Level of Care and the new length

of stay.

iv. The Case Management Agency shall send a copy of the Level of Care Screen
certification page to the eligibility enrollment specialist at the county department of

V. Within 2 business days of financial approval, the Case Management Agency shall
outreach the Member to review available service options.

Vi. The Case Management Agency shall submit the HCBS Prior Authorization Request
to the Department or its fiscal agent.

If the individual is being discharged from a hospital or other institutional setting, the discharge

planner shall contact the Case Management Agency for Assessment by emailing or faxing the initial

intake and screening form.

The Case Manager shall view and document the current Personal Care Boarding Home license, if

the individual lives, or plans to live, in a Congregate Facility as defined at Section 8.7100.A.11 and

8.485.50.E.

A Case Manager may determine that an individual is eligible to receive Waiver Services while the

individual resides in a nursing facility when the individual meets the eligibility criteria as established at

Sectlons 8.400, et—seq—and 8 7100 and the individual requests to transition out of the nursing facility
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6. If the individual has been evaluated with the Level of Care Screen and has been assigned a length of

stay that has not lapsed, the Case Management Agency Case Manager shallis not required to

conduct another review when the transition services-areis requested unless a change in condition

has occurred since the most recent Level of Care Screen.

8.7202.D

Determination of Developmental Delay and/or Disability

1.  The determination of Developmental Delay and/or disability shall be in accordance with Sections

8.607.2 and 25.5-10-202(2), C.R.S., in accordance with criteria as specified by the Department.

8.7202.E

Level of Care Determination

1. The Level of Care Screen shall be used to establish a Member’s Level of Care.

2. At the time of completing the Level of Care Screen, unless the individual opposes community living,

the Case Manager shall provide options counseling on community based services to the individual to

determine if they desire to live in the community with additional support.

3. The Case Management Agency shall complete the Level of Care Screen within the following time

frames:

a.

For an individual who is not being discharged from a hospital or a nursing facility, the

individual Assessment shall be completed and documented in the Department prescribed
technology system within 10 working days after receiving confirmation that the Medicaid
application has been received by the county department of social services, unless a different
time frame specified below applies.

The Case Management Agency shall complete and document the Assessment within five (5)

working days after notification by the nursing facility for a resident who is changing pay
source (Medicare/private pay to Medicaid) in the nursing facility, the Case Management
Agency shall complete and document the Assessment within five (5) working days after
notification by the nursing facility.

For a resident who is being admitted to the nursing facility from the hospital, the Case

Management Agency shall complete and document the Assessment, including a Pre-
Admission Screening and Resident Review (PASRR) Level 1 Screen within two (2) working
days after notification.

i For Pre-Admission Screening and Resident Review (PASRR) Level 1 Screen
regulations, Section 8.401.18

For an individual who is being transferred from a nursing facility to an HCBS program or

between nursing facilities, the Case Management Agency shall complete and document the
Assessment within five (5) working days after notification by the nursing facility.

For an individual who is being transferred from a hospital to an HCBS program, the Case

Management Agency shall complete and document the Assessment within two (2) working
days after notification from the hospital.

4. Under no circumstances shall the start date for Functional Eligibility based on the Level of Care

Screen be backdated by the Case Manager.

5. The Case Management Agency shall complete and document the Level of Care Screen for Long-

Term Services and Supports Programs, in accordance with Section 8.401.1. Under no circumstances

shall late PAR revisions be approved by the State or its agent.

6. The Case Management Agency shall assess the individual’s functional status face-to-face in the

location where the person currently resides. Upon Department approval, Assessment may be

completed by the Case Manager at an alternate location, via the telephone or using virtual

technology methods. Such approval may be granted for situations in which face-to-face meetings
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would pose a documented safety risk to the Case Manager or individual (e.g. natural disaster,

pandemic, etc.).

7. The Case Management Agency shall conduct the following activities when completing a Level of

Care Screen of an individual seeking services:

a.

Obtain diagnostic information in the manner prescribed by the Department from the

individual's medical provider for individuals in nursing facilities, ICF-1ID, or HCBS waivers.

Determine the individual’s functional capacity during an evaluationassessment, with

observation of the individual and family, if appropriate, in his or her residential setting and
determine the functional capacity score in each of the areas identified in Section 8.401.1.

Determine the length of stay for individuals seeking/receiving nursing facility care using the

Nursing Facility Length of Stay Assignment Form in accordance with Section 8.402.15.

Determine the need for Long-Term Services and Supports on the Level of Care Screen

during the evaluationassessment.

For HCBS Programs and admissions to nursing facilities from the community, the original

Level of Care Screen and Person-Centered Support Plan copy shall be sent to entities or
persons of the Member’s choosing. If changes to the individual's condition occur which
significantly change the payment or services amount, a copy of the Person-Centered Support
Plan must be sent to the Provider Agency, and a copy is to be maintained in the Member’s
record.

When the Case Management Agency assesses the individual’s functional capacity on the

8.7202.F

Level of Care Screen, it is not an Adverse Action that is directly appealable. The individual’s
right to appeal arises only when an individual is denied enrollment into a Long-Term Services
and Supports Program by the Case Management Agency based on the Level of Care
Screen for Functional Eligibility. The appeal process is governed by the provisions of Section
8.057.

Needs Assessment

1. Needs Assessment

a.

The Case Manager shall continually identify individuals’ strengths, needs, and preferences

for services and supports as they change or as indicated by the occurrence of Ceritical
Incidents.

The Case Manager shall complete a new Level of Care Screen during an in-person

Reassessment annually, or more frequently if warranted by the individual’s condition or if
required by the rules of the Long-Term Services and Supports Program in which the
individual is enrolled. Upon Department approval, Reassessment may be completed by the
Case Manager at an alternate location, via the telephone or using virtual technology
methods. Such approval may be granted for situations in which face-to-face meetings would
pose a documented safety risk to the Case Manager or individual (e.g., natural disaster,

pandemic, etc.).

2. Reassessment

a.

The Case Manager shall commence a regularly scheduled Reassessment at least one (1)

but no more than three (3) months before the required completion date. The Case Manager
shall complete a Reassessment of an Member individualreceiving-services-within twelve
(12) months of the initial individual assessment or the most recent Reassessment. A
Reassessment shall be completed within 10 days if the individual’'s condition changes or if
required by program criteria.
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The Case Manager shall update the information provided at the previous Level of Care

Screen in the Department prescribed system within five business days of completion of the
Assessment.

Reassessment shall include, but not be limited to, the following activities:

i. Assess the individual’s functional status face-to-face, in the location where the
person currently resides. Upon Department approval, Assessment may be
completed by the Case Manager at an alternate location, via the telephone or using
virtual technology methods. Such approval may be granted for situations in which
face-to-face meetings would pose a documented safety risk to the Case Manager or
individual (e.qg., natural disaster, pandemic, etc.).

ii. Review Person-Centered -Support Plan, service agreements and provider contracts
or agreements;

iii. Evaluate effectiveness, appropriateness and quality of services and supports;

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

v. Annually, or more often if indicated, complete a new Person-Centered Support Plan
and service agreements;

vi. Inform the individual’s medical provider of any changes in the individual’'s needs;

vii. Maintain appropriate documentation, including type and frequency of Long-Term
Services and Supports the individual is receiving for certification of continued
program eligibility, if required by the program;

viii. Refer the individual to community resources as needed and develop resources for
the individual if the resource is not available within the individual's community; and

ix. Submit appropriate documentation for authorization of services, in accordance with
program requirements.

X. _In order to assure quality of services and supports and the health and welfare of the
individual, the Case Manager shall ask for permission from the individual to observe
the individual’s residence as part of the Reassessment process, but this shall not be
compulsory of the individual.

d. The Case Management Agency shall be responsible for completing Reassessments of

individualsMembers receiving care in a nursing facility. A Reassessment shall be completed if
the nursing facility determines there has been a significant change in the resident's
physical/medical status, if the individual requests a Reassessment or if the Case Manager
assigns a definite end date. The nursing facility shall be responsible to send the Case
Management Agency a Referral for a new Assessment as needed. At the time of completing
the Reassessment, unless the individual opposes community living, the Case Manager shall
provide options counseling on community--based services to the individual to determine if
they desire to live in the community with additional support.

Waitlist Management

1. When the total capacity for enrollment or the total appropriation authorizations by the Colorado

General Assembly has been met, the Department shall maintain one; statewide waiting list for

individuals eligible for the HCBS-DD waiver.

The Department of Health Care Policy and Financing shall maintain at least two categories of

the one waitlist to include statuses of: As Soon As Available or Safety Net.
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i. As Soon As Available (ASAA) means the individual has requested enrollment as
soon as available.

ii. Safety Net (SN) means the individual does not currently need or want adult services,
but requests to be on the waiting list in case a need arises. This category includes
individuals who are not yet eligible for adult programs due to not having reached
their 18th birthday.

b. Date Specific in a waitlist means the individual does not need services at this time but has
requested enrollment at a specific future date. This category includes individuals who are not
yet eligible for adult programs due to not having reached their 18th birthday.

The name of an individual eligible for the HCBS-DD waiver program shall be placed on the waiting

list by the Case Management Agency making the eligibility determination if the Member meets DD
waiver target criteria.

When an individual is placed on the waiting list for HCBS-DD Waiver Services, a written Notice of

Action shall be sent to the individual or the individual's legal Guardian that includes information
regarding individual rights and the Member’s right to appeal pursuant to Section 8.057 et seq.

The placement date used to establish an individual’s position on a waiting list shall be:

a. The date on which the individual was initially determined to have a Developmental Disability

by the community-centered boardCase Management Agency; or

b. The fourteenth (14) birth date if a child is determined to have a Developmental Disability by
the Case Management Agency prior to the age of fourteen.

As openings become available in the HCBS-DD Waiver program in a Defined Service Area, that

Case Management Agency shall report that opening to Health Care Policy and Financing.

Individuals whose names are on the waiting list shall be considered for enroliment to the HCBS-DD

waiver in order of placement date on the waiting list. Exceptions to this requirement shall be limited
to:

a. An emergency situation where the health and safety of an individual or others is endangered,
and the emergency cannot be resolved in another way and if the individual meets DD waiver
Target Criteria. Individuals at risk of experiencing an emergency are defined by the following
criteria:

i Homeless: the individual will imminently lose their housing as evidenced by an
eviction notice; or their primary residence during the night is a public or private
facility that provides temporary living accommodations; or they are experiencing any
other unstable or non-permanent housing situation; or they are discharging from
prison or jail; or they are in the hospital and do not have a stable housing situation to
go to upon discharge.

ii. Abusive or neglectful situation: the individual is experiencing ongoing physical,
sexual or emotional abuse or neglect in the individual’s present living situation and
the individual’'s health, safety or well-being is in serious jeopardy.

iii. Danger to others: the individual's behavior or psychiatric condition is such that others
in the home are at risk of being hurt by the individual and sufficient supervision to
ensure safety of the individual in the community cannot be provided by the current
caretaker.
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iv. Danger to self: the individual's medical, psychiatric or behavioral challenges are such
that the individual is seriously injuring/harming themself or is in imminent danger of

doing so.

V. Loss or Incapacitation of Primary Caregiver: the individual’s primary caregiver is no
longer in the individual’s primary residence to provide care; or the primary caregiver
is experiencing a chronic, long-term, or life-threatening physical or psychiatric
condition that significantly limits the ability to provide care; or the primary caregiver is
age 65 years or older and continuing to provide care poses an imminent risk to the
health and welfare of the individual or primary caregiver; or, regardless of age and
based on the recommendation of a professional, the primary caregiver cannot
provide sufficient supervision to ensure the individual’s health and welfare.

7. Enrollments are reserved to meet statewide priorities that may include:

a. Anindividual who is eligible for the HCBS-DD Waiver and is no longer eligible for services in
the foster care system due to an age that exceeds the foster care system limits,

b. Individuals who reside in long-term care institutional settings who are eligible for the HCBS
DD Waiver and have requested to be placed in a community setting, and

c. Members enrolled in a Home and Community--Based Services waiverGES. CHRP or CLLI
waivers who are under 18 years of age and are eligible for the HCBS-DD waiver.

d. Individuals who are in an emergency situation.

8. Enrollments shall be authorized for individuals based on the criteria set forth by the General

Assembly in appropriations when applicable.

8.7202.H

a.

An individual shall accept or decline the offer of enrollment within thirty (30) calendar days

from the date the enrollment was offered. Reasonable effort, such as a second notice or
phone call, shall be made to contact the individual, family, legal Guardian, or other interested

party.

Upon a written request of the individual, family, legal Guardian, or other interested party the

Case Management Agency may grant an additional thirty (30) calendar days to accept or
decline an enrollment offer. The delineation reason shall be recorded in the Department’s
Information Management System within 10 business days.

If an individual does not respond to the offer of enrollment within the time set forth in

subsection 2 and/or 3 above, the offer is considered declined and the individual shall
maintain their position on the waiting list as determined by their placement date.

The Case Management Agency shall record all waiting list communications, enrollments, and

declinations in the Department's Information Management System within 10 business days.

The Case Management Agency shall record an annual waiting list review within the

Department's Information Management System within 10 business days or as directed by the
Department.

Telehealth and Delivery

1. Members eligible to use HCBS Telehealth are those enrolled in the waivers and services as defined

in this rule at Section 8.7100.

2. The Case Management Agency shall ensure the use of HCBS Telehealth is the choice of the Member

through the Person-Centered Support Planning process by indicating the Member’s choice to receive

HCBS Telehealth in the Department prescribed IT system.
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3. Through the Person-Centered Support Planning process, the Case Management Agency shall

identify and address the benefits and possible detriments to Members choosing to use HCBS

Telehealth for service delivery.

4. HCBS Telehealth delivery must be prior authorized and documented in the Member’s Person-

Centered Support Plan.

5. Telehealth as a service delivery method for authorized HCBS Waiver Services, shall not interfere with

any individual rights or be used as any part of a Rights Modification plan.

8.7202.1

Utilization Review

1. The Case Manager shall complete a Utilization Review at quarterly monitoring and as needed.

2. The Case Manager shall immediately report, to the appropriate Agency, any information which

indicates an overpayment, incorrect payment or mis-utilization of any public assistance benefit and

shall cooperate with the appropriate Agency in any subsequent recovery process, in accordance with

Section 8.076.

8.7202.J

Person-Centered Support Coordination

1. Service and support coordination shall be the responsibility of the Case Management Agencies.

Service and support coordination shall be provided in partnership with the Member receiving

services, the Parents of a minor, and legal Guardians. -and

a. The member shall designate a Member Identified Team which may include but not be limited to:

publicand private-agenciesa LTSS Representative, family members, or individuals from public and

pnvate aqenC|es to the extent such partnersh|p is requested by these membermemduals Members

2. Service and support coordination shall assist the eligible perserMember Determine the individual’s

functional capacity to ensure:

a.

A Person--Centered Support Plan is developed, utilizing necessary information for the

b.

preparation of the Person--Centered Support Plan and using the Member Identified Team
process;

Facilitating access to and provision of services and supports identified in the Person-

C.

Centered Support Plan;

The coordination and continuity of services and supports identified in the Person—-Centered

d.

Support Plan for continuity of service provision; and

The Person--Centered Support Plan is reviewed periodically, as needed, to determine the

results achieved, if the needs of the personreceivingservicesMember are accurately
reflected in the Person--Centered Support Plan, whether the services and supports identified
in the Person- Centered--Support Plan are appropriate to meet the person's needs, and what
actions are necessary for the plan to be successfully implemented.

3. Person-Centered Support Plan Development

a.

The Case Manager shall work with individuals to design and update Person-Centered

b.

Support Plans that address individuals’ goals and assessed needs and preferences;

The Case Manager shall share a copy of the completed Person--Centered Support Plan with

all providers that are providing services under the plan within 15 working days after the plan
is completed or updated.

4. Remediation
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The Case Manager shall identify, resolve, and to the extent possible, establish strategies to

prevent Critical Incidents and problems with the delivery of services and supports.

5. The Case Manager shall develop the Person-Centered Support Plan for individuals not residing in

nursing facilities within fifteen (15) working days after determination of program eligibility.

6. The Case Manager shall:

a.

Address the functional needs identified through the individual Assessment in the Person-

Centered Support Plan;

Offer informed choices to the individual regarding the services and supports they receive and

from whom, as well as the documentation of services needed, including type of service,
specific functions to be performed, duration and frequency of service, type of provider and
services needed but that may not be available;

Support Members in provider selection to the degree and extent that the Member or Family

requests or requires for successful placement with a direct service provider;

Include strategies for solving conflict or disagreement within the process, including clear

conflict-of-interest guidelines for all planning participants;

Reflect cultural considerations of the individual and be conducted by providing information in

Plain Language and in a manner that is accessible to individuals with disabilities and
individuals who have limited English proficiency;

Formalize the Person-Centered Support Plan agreement, including appropriate physical or

digital signatures, in accordance with program requirements;

Contain prior authorization for services, in accordance with program directives;

Contain prior authorization of Adult Long-Term Home Health Services, pursuant to Sections

8.520.8;

Include a method for the individual to request updates to the plan as needed;

Include an explanation to the individual of procedures for lodging Ceomplaints against Case

g.

Management Agencies and providers;

Include an explanation to the individual of Critical Incident procedures; and

h.

Explain the appeals process to the individual.

7. The Case Manager shall provide necessary information and support to ensure that the individual

directs the process to the maximum extent possible and is enabled to make informed choices and

decisions and shall ensure that the development of the Person-Centered Support Plan:

a.

Occurs at a time and location convenient to the individualreceiving serdcesMember;

b.

Is led by the individual, the individual’s Parent’s (if the individual is a minor), and/or the

individual's Legally Authorized Representative;

Includes people chosen by the individual;

Addresses the goals, needs and preferences identified by the individual throughout the

planning process;

Includes the arrangement for services by contacting service providers, coordinating service

delivery, negotiating with the provider and the individual regarding service provision and
formalizing provider agreements in accordance with program rules; and
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f. _Includes Referral to community resources as needed and development of resources for the
individual if a resource is not available within the individual’'s community.

Prudent purchase of services:

9.

a. The Case Manager shall arrange services and supports using the most cost-effective
methods available in light of the individual’s needs and preferences.

b. When family, friends, volunteers or others are available, willing and able to support the
individual at no cost, these supports shall be utilized before the purchase of services,
providing these services adequately meet the individual’'s needs.

c. _When public dollars must be used to purchase services, the Case Manager shall encourage
the individual to select the lowest-cost provider of service when quality of service is

comparable.

d. The Case Manager shall assure there is no duplication in services provided by Long-Term
Services and Supports programs and any other publicly or privately funded services.

Individuals and/or their Guardians and other Legally Authorized Representatives, as appropriate, who

enroll in HCBS Waiver Services shall have the freedom to choose from qualified Provider Agencies in
accordance with Section 8.6037400, as applicable.

10. Case Managers shall follow all documented rules, regulations, policies and operational guidance in

these rules and set forth by the Department for Case Management and Home and Community-
Based Services.

11. Case Managers shall support Members in identifying qualified servieceProvider Agencies and assist

them in determining the best fit for their needs and service plan approvals, including but not limited
to: setting up tours, communicating with potential providers about the Member’s needs or soliciting
entrance to programs on behalf of the Member, depending on Member preferences and needs.

12. Case Managers shall follow all documented policy and operational guidance from the Department for

Case Management services including but not limited to:

a. Home modification

b. Vehicle modification

c. Organized Health Care Delivery System

d. Consumer Directed Attendant Supports and Services

e. In Home Supports and Services

f.  Nursing Facilities

g. Transition Services

h. Long Term Home Health

i. Private Duty Nursing
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Case Management Agencies shall be responsible to monitor the overall provision of services and

supports authorized by Case Managers to ensure the rights, health, safety and welfare of Members,

quality services, and that service provision practices promote Member’s ability to engage in self-

determination, self-representation, and self-advocacy. Monitoring is required for all waivers in

accordance with federal waiver requirements and §§ 25.5-6-1701 — 25.5-6-1709. §§ 25.5-6-1702(3)

Monitoring activities shall include but not be limited to the following:

a.

Case Managers shall monitor service providers and the delivery of services and supports

identified within the Person-Centered Support Plan and the Prior Authorization Request

(PAR) for potential rights violations, risks to health, safety and welfare; changed needs,

issues with utilization or provision of services, quality of service deliver, or issues with

statutory or legal compliance. This may include, but is not limited to:

i Reviewing and following up on Incident reports, individualized service plans, Rights

Modifications, and other provider documentation

ii. Observing the environment(s) where services are being provided

iii. Contacting serviceProvider Agency staff about service provision and Member

satisfaction

iv. Contacting Members and/or their Legally Authorized Representative about service

provision and Member satisfaction

The Case Manager shall contact service provider(s) to perform monitoring no less frequently

than every 6 months.

The Case Manager shall, at a minimum, perform quarterly monitoring contacts with the

Member, as defined by the Member’s certification period start and end dates.

i At a minimum, Member monitoring contacts shall include the following:

1)

A review of the Member’s Level of Care Screen, Needs Assessment and

2)

Person-Centered Support Plan, with the Member, to determine whether their
Level of Care or needs have changed, or needs are not being met.

A review of the Member’s service utilization to determine whether services

3)

are being delivered/utilized as outlined in the Person--Centered Support Plan
PCSP/Prior Authorization Request (PAR).

An evaluation of the Member’s satisfaction with services, to include whether

4)

service provision practices promote self-determination, self-representation,
and self-advocacy and are person-centered.

An evaluation of the Member’s health, safety and welfare, including respect

9)

for individual rights.

A review of the Member’s goals, choices and preferences

a) An in-person monitoring contact is required at least one (1) time
during the Person-Centered Support Plan certification period not to
include the annual Long-Term Services and Supports Level of Care
Reassessment. 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. Case Managers shall contact service providers and
Members to coordinate the monitoring.
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ii. The Case Manager shall contact service provider(s) to perform monitoring no less
frequently than every six (6) months.

iii. Upon Department approval in advance, contact may be completed by the Case
Manager at an alternate location, via the telephone or using virtual technology
methods.

iv. 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 individual
(e.q. natural disaster, pandemic, efc.).

1) The Case Manager shall perform three additional-monitoring contacts each
certification period in addition to the one required in-person monitoring. The
three additional monitoring contact shall be either in-person, on the phone,
or through other technological modality based on the Member preference of
engagement. Additional monitoring contacts may also be performed based
on any Critical Incident Reports or other needs that arise throughout the
service plan year.

V. Contacts shall be directly with the Member and/or their Legally Authorized
Representative.

Vi. Contacts shall be bidirectional, i.e., questions and responses, conversation between
the Case Manager and the Member and/or their Legally Authorized Rrepresentative;
letters, emails or voicemails to the Member and/or their Legally Authorized
Representative shall not constitute a monitoring contact for purposes of this

requirement.

3. The Case Manager shall take appropriate action to remediate any risks or issues identified during

4.

monitoring activities regarding the rights, health, safety and welfare of the Member or service

provision or utilization.

a.

The identified issue(s) shall be documented in the Information Management System.

b.

The action(s) taken to remediate identified issue(s) shall be documented in the Information

Management System.

The following criteria may be used by the Case Manager to determine the individual's level of Cease

Management involvement needed:

a.

Member preference;

b.

Availability and level of involvement of family, volunteers, or other supports:

Overall level of physical capabilities;

Mental status or cognitive capabilities;

Duration of disabilities or conditions;

Length of time supports have been in place;

Stability of providers/unpaid supports;

Whether the Member is in a Crisis or acute situation;

The Member’s perception of need for services;

The Member’s familiarity with navigating the system/services;
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1 k. The Member’s move to a new housing alternative; and
2 I. Whether the individual was discharged from a hospital or Nursing Facility.
3 8.7202.L Critical Incident Reporting
g 1. Case Managers shall report Critical Incidents within 24 hours of notification within the Information
6 Management System.
7 2. Critical Incident reporting is required when the following occurs
8 a. Injury/lliness;
9 b. Missing Person;
10 c. Criminal Activity;
11 d. Unsafe Housing/Displacement;
12 e. Death;
13 f. Medication Management Issues;
14 g. Other High-Risk Issues;
15 h. Allegations of Abuse, Mistreatment, Neglect, or Exploitation;
16 i. Damage to the Consumer’s Property/Theft.
17 3. Allegations of abuse, mistreatment, neglect and exploitation, and injuries which require emergency
18 medical treatment or result in hospitalization or death shall be reported immediately to the Agency
19 administrator or designee.
20 4. Case Managers shall comply with mandatory reporting requirements set forth at Sections 18-6.5-108,
21 19-3-304, and 26-3.1-102, C.R.S.
22 5. Each Critical Incident Report must include:
23 a. Incident type
24 i. Mistreatment, Abuse, Neglect or Exploitation (MANE) as defined at Section 19-1-
25 103, 26-3.1-101, 16-22-102 (9), and 25.5-10-202 C.R.S.
26 i Non-Mane: A Critical Incident, including but not limited to, a category of criminal
27 activity, damage to a consumer’s property, theft, death, injury, illness, medication
28 management issues, missing persons, unsafe housing or displacement, other high
29 risk issues.
30 b. Date and time of Incident;
31 c. Location of Incident, including name of facility, if applicable;
32 d. Individuals Involved;
33 e. Description of Incident, and
34 f. Resolution of Incident, if applicable.
35 6. The Case Manager shall complete required follow up activities and reporting in the Information

36 Management System within assigned timelines.
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1 7. The Case Manager shall be responsible to report suspected crimes against a Member to protective
2 services. In the event, at any time throughout the Case Management process, the Case Manager
3 suspects an individual to be a victim of mistreatment, abuse, neglect, exploitation or a harmful act,
4 the Case Manager shall immediately refer the individual to the protective services section of the
5 county department of social services of the individual's county of residence and/or the local law
6 enforcement agency. The Agency shall ensure that employees and Contractors obligated by statute,
7 including but not limited to, [Section 19-13-304, C.R.S., (Colorado Children's Code), Section 18-6.5-
8 108, C.R.S., (Colorado Criminal Code - Duty To Report A Crime), and Section 26-3.1-102, C.R.S.,
9 (Human Services Code - Protective Services)], to report suspected abuse, mistreatment, neglect, or
10 exploitation, are aware of the obligation and reporting procedures.
11 8.7202.M Case Management Agency Transfers
12
13 1. Case Management Agencies shall complete the following procedures in the event a Member
14 transfers from one Case Management Agency Defined Service Area to another Case Management
15 Agency Defined Service Area.:
16 2. Transfer activities shall include, at minimum,
17 a. Initial contact by the originating Case Management Agency with the receiving Case
18 Management Agency in the Case Management Agency Defined Service Area of the Member.
19 b. Determination of transfer date.
20 i Determination of transfer date shall not be delayed based on receipt of mailed,
21 electronic, or paper records.
22 c. Necessary access and permissions in all appropriate Department prescribed systems.
23 d. Both agencies, sending and receiving, must verify and document transfer request sent and
24 transfer request received.
25 e. All transfer activities shall be documented and recorded in the Department’s prescribed
26 system.
27 f. The originating Case Management Agency shall notify the originating county department of
28 social services eligibility enrollment specialist of the individual’s plan to transfer and the
29 transfer date, and the eligibility enrollment specialist shall comply with the transfer
30 requirements set forth in Section 8.100.3.C. The receiving Case Management Agency shall
31 coordinate the transfer with the eligibility enroliment specialist of the receiving county.
32 3. The transferringeriginating Case Management Agency shall contact the receiving Case Management
33 Agency by telephone or email and give notification that the individual is planning to transfer,
34 neqgotiate a transfer date and provide all information necessary to ensure that the receiving Case
35 Management Agency is able to meet the individual's needs.
36 4. Both agencies, sending and receiving, shall verify and document the transfer request sent and
37 transfer request received.
38 5. The transferring Case Management Agency shall notify the originating county department of social
39 services eligibility enrollment specialist of the individual's plan to transfer and the transfer date, and
40 eligibility enrollment specialist shall follow rules described in Section 8.100.3.C. The receiving Case
41 Management Agency shall coordinate the transfer with the eligibility enrollment specialist of the new
42 county.
43 6. Prior to transfer, the transferring Case Management Agency shall make available to the receiving
44 Case Management Agency the individual’s case records in the Information Management System.
45 7. If the individual is moving from one Case Management Agency Defined Service Area to another Case

46 Management Agency Defined Service Area to enter an Alternative Care Facility or Nursing Facility,
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the transferring Case Management Agency shall forward copies of the individual’s records to the
facility prior to the individual’s admission to the facility, in accordance with Section 8.393.6-A7202.M.

To ensure continuity of services and supports, the originating Case Management Agency and the

receiving Case Management Agency shall coordinate the arrangement of services prior to the
individual’s relocation to the receiving Case Management Agency’s defined service area and within
ten (10) working days after notification of the individual’s relocation.

If a failure of Case Management Agency transfer results in a break in payment authorization, the

10.

Case Management Agencies shall be subject to Payment Liability as outlined in 10 CCR 2505-10
8.7202.7.

The receiving Case Management Agency shall complete a face-to-face meeting with the individual in

11.

the individual’s residence and a case summary update within ten (10) working days after the
individual’s relocation, in accordance with Assessment procedures for individuals served by Case
Management Agencies. Upon Department approval, the meeting may be completed using virtual
technology methods or may be delayed. Such approval may be granted for situations in which in-
person observation would pose a documented safety risk to the Case Manager or individual (e.g.,
natural disaster, pandemic, etc.)

The receiving Case Management Agency shall review the Person-Centered Support Plan and the

12.

Level of Care Screen and change or coordinate services and providers as necessary. The originating
Case Management Agency shall not close out the case until face-to-face contact is verified.

If indicated by changes in the Person-Centered Support Plan, the receiving Case Management

13.

Agency shall revise the Person-Centered Support Plan and prior authorization forms as identified
during the review.

Within thirty (30) calendar days of the individual’s relocation, the receiving Case Management

Agency shall forward to the Department, or its fiscal agent, revised forms as required by the
Member’s approved publicly funded program(s).

8.7202.N Case Management Agency Member Exceptions Process

1.

Members, and their Legally Authorized Representative, may request to be served by a Case

Management Agency outside of their defined service area with the approval of the Case
Management Agency outside their defined service area and Department oversight.

The Case Management Agency must be willing and able to incur all costs to meet all requlatory and

contractual requirements for the Members served outside their defined service areas. The
Department does not provide additional funding for any travel costs incurred by a Case Management
Agency that is serving a Member enrolled in any HCBS Waiver or State General Fund- programs
outside of the Agency's approved Defined Service Area.

The Case Management Agency must be willing and able to perform monitoring and follow uprovide

health-and-safety-checks in the same manner and frequency as required for a Member within the
defined service area. The Department shall not allow an exception to in-person Assessments or
monitoring visit requirements based solely on travel time.

Case Management Agency policies and procedures must outline how the Case Management Agency

plans to ensure all regulatory and contractual requirements can be met for Members receiving Case
Management services from a Case Management AgencyCMA -outside their defined service area.

The Case Management Agency shall follow the process approval and reporting requirements set

forth by the Department at-Section-8-72068-44-for Members being served outside their defined service
area.

If a person requires a transfer to a new Case Management Agency for any reason, both Case

Management Agencies must follow the transfer process in rulesSection 8.7202.M6-43 to maintain
Member eligibility and services.
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7. Case Management Agencies shall have a policy and procedure to grant Members a choice of Case

Manager at their Agency.

8.7202.0

State General Fund Transfers

1. When an individual enrolled in, or on the waiting list for, State General Fund program and moves to

another Case Management Agency’s defined service area and wishes to transfer their State General

Fund proqram the foIIowmq procedure shall be foIIowed When%mdwdual—enre”ed—m—er—en%he

2. All transfer activities outlined in 8.7202.M6-43 shall apply to State General Fund Programs.

a.

The originating Case Management Agency shall send the State General Fund Individual

b.

Person-Centered Support Plan to the receiving Case Management Agency, where the
receiving Case Management Agency shall determine if appropriate State General Fund
funding is available or if the individual will need to be placed on a waiting list by reviewing the
State General Fund Individual Person-Centered Support Plan in the Department’s
prescribed system. The receiving Case Management Agency decision of service availability
will be communicated in the following way:

The receiving Case Management Agency shall notify the individual seeking transfer of its

C.

decision by the individual’s preferred method, no later than ten (10) business days from the
date of the request; and

The receiving Case Management Agency shall notify the originating Case Management

AgencyCMA of its decision by U.S. Mail, phone call or email of its decision no later than ten
(10) business days from the date of the request.

i. The decision shall clearly state:

1) The receiving Case Management Agency’s decision

2): _ The basis of the decision; and

3) The contact information of the assigned Case Manager or waiting list manager.\

ii. The originating Case Management Agency shall contact the individual requesting the
transfer no more than 5 days from the date the decision was received to:

1) Ensure the individual understands the decision; and

2) Support the individual in making a final decision about the transfer.

Afterlf the transferis-approved, there shall be a transfer meeting in-person when possible, or

e.

by phone if geographic location or time does not permit, within fifteen (15) business days of

when the notification of service determination is sent out by the receiving Case Management
Agency. The transfer meeting must include but is not limited to the transferring individual and
the receiving Case Manager. Any additional attendees must be approved by the transferring
individual.

The receiving Case Management Agency must ensure that:

i. The transferring individual meets his or her primary contact of the receiving Case
Management Agency.

ii. The individual is informed of the date when Services and Supports will be transferred,
when Services and Supports will be available, and the length of time the Supports and
Services will be available.
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iii. The receiving Case Management Agency Case Manager shall have an in-person
meeting with the individual to review and update the State-SLSIndividualPerson-
Centered Support Plan, prior to the Supports and Services being authorized. Upon
Department approval, contact may be completed by the Case Manager at an alternate
location, via the telephone or using virtual technology methods. Such approval may be
granted for situations in which face-to-face meetings would pose a documented safety
risk to the Case Manager or individual (e.g. natural disaster, pandemic, etc.).

8.7202.P Informed Consent for Rights Modifications

1.

The Case Manager is responsible for following the HCBS Settings Final Rule, as codified at Section

8.7001.B3, and shall ensure compliance with all requirements of Section 8.7001.B3, and shall obtain,
maintain, and distribute a signed linformed Ceonsent for any Rights Modification pursuant to Section
8.7001.B.4 per Department requirements as set forth in rule, other issuances, and trainings.

The Case Manager shall arrange for meetings to discuss proposed Rights Modifications consistent

with the timelines in Sections 8.7001.B.4.g-h.3-B-7and-8.

Before requesting or obtaining Informed Consent, the Case Manager shall make the offers required

under 8.7001.B.4.d.i8-7003.D-4-a to the Member and record the Member’s responses in the
Department prescribed Information Management System.

The Case Management Agency’s Case Manager is responsible for obtaining Informed Consent and

other documentation supporting any Rights Modifications, maintaining these materials in the
prescribed Department system as a part of the Person--Centered Support Plan, and distributing them
to any providers implementing the Rights Modifications.

8.7202.Q Human Rights Committees

1.

Each Case Management Agency shall establish at least one Human Rights Committee (HRC) as a

third party mechanism to safeguard the rights of persensreceiving-servicesmembers in waivers
targeted to individuals with lintellectual and Developmental Disabilities. The Human Rights
Committee is an advisory and review body to the administration of each Case Management Agency.

The Human Rights-committee shall be constituted as required by Section 25.5-10-209(2)h, C.R.S.

If a consultant to the Case Management Agency, regional center, or serviceProvider Agency serves

on the Human Rights Committee, procedures shall be developed related to potential conflicts of
interest.

The Case Management Agency shall orient members regarding the duties and responsibilities of the

Human Rights Committee.

The Case Management Agency shall provide the Human Rights Committee with the necessary staff

support to facilitate its functions.

Each Provider Agency shall make referrals as required in rules and requlations for review by the

Human Rights Committee(s) in the manner required by Department.

The recommendations of the Human Rights Committee shall become a part of the Case

Management Agency’s record as well as a part of the individual's master record.

The Human Rights Committee shall develop operating procedures which include, but are not limited

to, Human Rights Committee responsibilities for the committee's organization, Department required
universal documents, the review process, mitigation of potential conflicts of interest, and provisions
for recording dissenting opinions of committee members in the committee's recommendations.

The Human Rights Committee shall establish and implement operating and review procedures to

determine that the practices of the Case Management Agency is in compliance with Section {25.5-10,
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C.R.S., are consistent with the mission, goals and policies of the Department, and Case

Management Agency and ensure that:

8.7202.R

a.

Informed Consent is obtained when required from the person receiving services, the Parent

of a minor, or the Guardian or other Legally Authorized Representative as appropriate;

Modifications of the rights of personsreceiving-servicesmembers occurs only within

procedural safequards as stipulated in Sections 8:604-3-and-8.7001-8-7004 and that
continued modification of such rights is reviewed by the individual, their Guardian or other
Llegally Authorized Representative, and the rest of the Member Identified Team at a
frequency decided by the team, but not less than every six months;

Psychotropic medications and other prescribed medications used for the purpose of

modifying the behavior of Members receiving services through the Intellectual and
Developmental Disability waivers are used in accordance with the requirements of Sections
8.609-6.D-7and- 87416, and are monitored by the Human Rights Committee on a reqular
basis; and

Allegations of mistreatment, abuse, neglect and exploitation are investigated, and the

investigation report is reviewed.

Denials/Discontinuations/Adverse Actions

1. Individuals seeking or receiving services shall be denied or discontinued from services provided

pursuant to publicly funded programs for which the Case Management Agency provides case

management services if they are determined ineligible for any of the reasons below. Individuals shall

be notified of any of the adverse actions and appeal rights as follows:

a.

b.

Financial Eligibility

i. The eligibility enroliment specialist from the county department of social services shall
issue to the Member a Notice-of Adverse-ActionLong Term Care Waiver Program Notice
of Action (LTC-803) regarding denial or discontinuation of services for reasons of
Financial Eligibility which shall inform the individual of appeal rights in accordance with
Section 8.057.

ii. _If the individual or Member is found to be financially ineligible for HCBS or Long-Term
Services and Supports benefits, the Case Management Agency shall issue to the
Member a Long Term Care Waiver Program Notice of Action (LTC-803) Neticeof
Adverse-Action-that informs the individual of their appeal rights in accordance with
Section 8.057. The Case Manager shall not attend the appeal hearing for a denial or
discontinuation based on Financial Eligibility, unless subpoenaed, or unless requested
by the Department.

Functional Eligibility and Target Group

i The Case Management Agency shall notify the individual of the denial or
discontinuation and appeal rights by sending the Long-Term Care Waiver Program
Notice of Action and shall attend the appeal hearing to defend the denial or
discontinuation, when:

1) The individual does not meet the Functional Eligibility requirement for HCBS
waiver and Long-Term Services and Supports Programs or nursing facility
admissions; or

2) The individual does not meet the Target Group Criteria as specified by the
HCBS waivers:; or
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3) The individual failed to submit the required paperwork, documents or any
other part of the eligibility criteria and/or application within 90 days from
Level of Care Screen.

C. Receipt of Services

i The Case Management Agency shall notify the individual of the denial or
discontinuation and appeal rights by sending the Long-Term Care Waiver
Program Notice of Action and shall attend the appeal hearing to defend the
denial or discontinuation, when:

1) The individual has not received long-term services or supports for one
calendar month;

2) The individual does not keep or schedule an appointment for Assessment or
monitoring-has two (2) times in a one month consecutive period as required
by these requlations.

d. Institutional Status

i The Case Management Agency shall notify the individual of denial or
discontinuation by sending the Long-Term Care Waiver Program Notice of
Action (LTC-803) when the Case Manager determines that the individual does
not meet the following program eligibility requirements.

1) The individual is not eligible to receive HCBS services while a resident of a
nursing facility, hospital, or other ilnstitution; or

2) The individual who is already a recipient of program services enters a
hospital for treatment, and hospitalization continues for thirty (30) days or
more.

The Long-Term Care Waiver Program Notice of Action shall be completed in the Information

Management System for all applicable programs at the time of initial eligibility, when there is a
significant change in the individual’s payment or services, an adverse action, and at the time of
discontinuation.

In the event the individual appeals a denial or discontinuation action, except for reasons related to

Financial Eligibility, the Case Manager shall attend the appeal hearing to defend the denial or
discontinuation action.

The Case Management Agency shall provide the Long-Term Care Waiver Program Notice of Action

form to Applicants and individuals within eleven (11) business days regarding their appeal rights in
accordance with Section 8.057 et seq. when

a. The individual or Applicant is determined to not have a Developmental Disability,

b. The individual or Applicant is found eligible or ineligible for Long-Term Services and
Supports.

c. The individual or Applicant is determined eligible or ineligible for placement on a waiting list
for Long-Term Services and Supports,

d. An adverse action occurs that affects the individual’s or Applicant’s waiver enrollment status,

e. The individual or Applicant voluntarily withdraws.

The Case Management Agency shall appear and defend its decision at the Office of Administrative

Courts as described in Section 8.057 et seq. when the Case Management Agency has made a denial

or adverse action against an individual.
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The Case Management Agency shall notify the providers in the individual’s service plan within one

(1) business day of the discontinuation or adverse action.

The Case Manager shall notify all providers on the Person-Centered Support Plan no later than

within one (1) business day of discontinuation or adverse action.

The Case Manager shall follow procedures to close the individual’s case in the Information

Management System within one (1) business day of discontinuation for all HCBS Programs.

The Case Management Agency shall notify the County Department of Human/Social Services

10.

income maintenance technician within ten (10) business days of an adverse action that affects
Medicaid Financial Eligibility.

The Case Management Agency shall notify the county eligibility enrollment specialist of the

11.

appropriate county department of social services:

a. At the same time it notifies the individual seeking or receiving services of the adverse action;

b. When the individual has filed a written appeal with the Case Management Agency; and

c.  When the individual has withdrawn the appeal or a final Agency decision has been entered.

The Applicant or individual shall be informed of an adverse action if the individual or Aapplicant is

determined ineligible and the following:

a. The individual or Applicant is detained or resides in a correctional facility, or

b. The individual or Applicant enters an institute for mental health with a duration that continues
for more than thirty (30) days.

. The Case Management Agency shall refer individuals to the Medicaid Buy-In program who do not

qualify for waivers due to Financial Eligibility.

. Case Management Agencies shall document in the Information Management System all voluntary

withdrawals from all programs.

8.7202.S Case Management Support to Members and Families Receiving Services Related to

Dispute Resolution with Provider Agencies

Every Case Management Agency shall have procedures which comply with requirements as set forth

in these rules and Section 25.5-10- 212, C.R.S., for resolution of thefollowing-disputes between
Members or individuals and Provider Agencies involving individuals or Members. This dispute
resolution does not supersede or negate the requirement for a Long Term Care Waiver Program
Notice of Action (LTC-803). Case Management Agency dispute resolution procedures shall include
but not limited to the following circumstances:

The Aapoli . liaible f : :

a. The individual or Member is no longer eligible for services or supports;

b. Services or supports are to be terminated; or,

c. Services set forth in the Person-Centered Support Plan are to be changed or reduced, or
denied.

The procedure shall contain an explanation of the process to be used by persenstreceiving

senvicesMembers or Applicants for services or Parents of a minor, Guardians and/or other Legally
Authorized Representatives in the event that they are dissatisfied with the decision or action of the
community centered-board,-regional center or program-approved-serviceProvider Agency.
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3. The dispute resolution procedure shall be stated in writing, in English. Interpretation in native

languages other than English and through such modes of communication as may be necessary for
the Member’s accommodation needs shall be made available upon request.

a. The procedure shall be provided, orally and in writing, to all personsreceiving
senvicesMembers or Applicants for services and Parents of a minor, Guardian, and/or other
Leqgally Authorized Representative at the time of application, at the time the individualized
plan is developed, any time changes in the plan are contemplated, and upon request by the
above named persons.

b. The procedure shall state that use of the dispute resolution procedure shall not prejudice the
future provision of appropriate services or supports to the individual in need of and/or
receiving services.

c. The procedure shall state that an individual shall not be coerced, intimidated, threatened or
retaliated against because that individual -has exercised his or her right to file a Complaint or
has participated in the dispute resolution process.

The procedure of the Case Management Agency shall stipulate that notice of action proposed as

defined in Section 8.600-47202.R shall be provided to the person-receiving
servicesMember/Applicant, and to the person's Parents if a minor, Guardian and/or other Legally
Authorized Representative at least fifteen (15) days prior to the date actions enumerated in Section
8.86052.A7202.S.1 become effective. The above named persons may dispute such action(s) by filing
a Complaint with the Agency initiating the action. Upon such Complaint, the procedures set forth in
Section8-6052.Eby the Case Management Agency shall be initiated.

The procedure of the Case Management Agency shall provide the opportunity for resolution of any

dispute through an informal negotiation process which may be waived only by mutual consent.
Mediation by the Case Manager could be considered as one means to informal negotiation if both
parties voluntarily agree to this process.

The opportunity for resolution of a dispute through informal negotiation shall include the scheduling of

a meeting of all parties or their representatives within fifteen (15) days of the receipt of the Complaint.

After opportunities for informal negotiation of the dispute have been attempted or mutually waived,

either party may request that the dispute resolution process set forth in-section-8:605.2.Hby the Case
Management Agency and the following provisions shall be initiated. Parent(s) or Guardian of a minor,
age birth to three years, may utilize the dispute resolution process specified under the requirements
of the Procedural Safe Guards for early intervention services pursuant to the Individuals with
Disabilities Education Act.

The dispute resolution procedures of the Case Management Agency shall, at a minimum, afford due

process by providing for:

a. The opportunity of the parties to present information and evidence in support of their
positions to an impartial decision maker. The impartial decision maker may be the director of
the Agency -taking the action or their designee. The impartial decision maker shall not have
been directly involved in the specific decision at issue;

b. Timely notification of the meeting (at least ten days prior) to all parties unless waived by the
objecting parties;

c. Representation by counsel, Legally Authorized Representative, or another individual if the
objecting party desires;

d. The opportunity to respond to or question the opposing position;

e. Recording of the proceeding by electronic device or reporter;
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Issuance of a written decision setting forth the reasons therefore within fifteen (15) days of

the meeting;

Notification that if the dispute is not resolved, the objecting party may request that the

Executive Director of the Department or their designee review the decision; and,

Notification to the Department by the communitycentered-board regional centerorprogram

approved-service-Case Management Agency of all disputes proceeding accerding-to-Section
8:6052.H and the decision issued.

9. The dispute resolution procedure of the Department shall be as follows:

a.

A request to the Executive Director of the Department to review the outcome of the dispute

resolution process shall be submitted to the Department within fifteen (15) working days from
which the written decision was postmarked;

The request for review shall also contain a statement of the matters in dispute and all

information or evidence which is deemed relevant to a thorouqh review of the matter. The
Case Management Agency ¢
approved-providerageney-shall be afforded the opportumtv to respond W|th|n fifteen (15)
working days;

The Executive Director of the Department or designee shall have the right to additional

information and may request oral argument or a hearing if deemed necessary by the
Executive Director or designee to render a decision;

The Executive Director of the Department or designee shall be de novo and a decision shall

be rendered within ten (10) working days of the submission of all relevant information; and,

The decision of the Executive Director of the Department shall constitute Final Agency Action

regarding dispute.

10. No person-receivingservicesMember may be terminated from services or supports during the dispute

resolution process unless the Department determines an emergency situation, as meeting the criteria

set forth in Section 8.605-47000.A.4 exists.

8.7202.T

Disputes between Department and Case Management Agency

1. The following shall apply in the event that the terms of the Case Management Agency requirements

and responsibilities in these rules for Targeted Case Management Activities are disputed by either

party:

a.

The Case Management Agency shall notify the Director of the Office of Community Living of

the circumstances of the dispute.

The parties shall informally meet at a mutually agreeable time to attempt resolution.

If the dispute cannot be resolved through this informal process, then the formal process at

Section 8.7202 shall be used.

The Case Management Agency shall submit a written request for formal dispute resolution to

the Department.

i The request shall state the specific grounds for the dispute.

ii. It shall include all available exhibits, evidence, arguments, and documents believed
to substantiate the protest, and the relief requested.

The Department may request additional information deemed necessary to resolve the

dispute.
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f.  Within fifteen (15) working days following the receipt of written materials and additional
requested information, the Department shall respond to the request by issuing a written
decision, which shall be inclusive of the reasons for the decision.

g. A copy of the documentation presented or considered, the decision made and the contract
shall be maintained in the Department’s files.

h. The Department's decision shall represent final Agency action on the disputed issue.

i. Notwithstanding the dispute, the Case Management Agency shall honor all contractual
obligations entered into in its contract with the Department. No Agency shall have its contract
terminated pending resolution of a contractual dispute, unless an emergency order is
necessary for the preservation of public health, safety or welfare, as determined pursuant to
Section 8.605:47000.A.4.

i. _Nothing in this procedure shall prohibit the Department from initiating corrective action based
on evidence presented in the request for Departmental intervention or during its review.

k. Disputes related to administrative Case Management Activities must follow the process
outlined in the Case Management Agency contract.

8.7202.U Continuous Quality Improvement of the Case Management Agency

1.

To ensure the Case Management Agency is completing Case Management Activities according to

requirements, the Department shall conduct performance reviews and evaluations of the Case
Management Agency.

The Department may work with the Case Management Agency in the completion of any performance

reviews and evaluations, and/or the Department may complete any or all performance reviews and
evaluations independently, at the Department’s sole discretion.

The Case Management Agency shall provide all information necessary, as determined by the

Department for the Department to complete performance reviews and evaluations, upon the
Department’s request.

The Case Management Agency shall perform internal oversight of their Agency work product to

ensure Case Management Activities described in rule and contract are performed as required.

The Department mayshall make the results of any performance reviews and evaluations available to

the public and/er may-publicly post the results of any performance reviews and evaluations.

The Department may recoup funding as a result of any performance review and evaluation where

payment was rendered for services not complete and/or not in alignment with federal and/or state
regulations or Contract.

A Case Management Agency may be placed on corrective action requiring remediation based on the

result of any performance review or evaluation.

Case Management Agencies shall allow access by authorized personnel of the Department, and/or

its Contractors, for the purpose of reviewing documents and systems relevant to the provision of
Case Management services and supports funded by the Department and shall cooperate with the
Department in the evaluation of such services and supports.

Case Management Agency Satisfaction Survey

a. At least annually, the Case Management Agency shall survey a random sample of individuals
receiving-servicesMembers to determine their level of satisfaction with services provided by
the Agency. The Case Management Agency shall have a written policy and procedure for
completing the Member satisfaction survey.
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b. The random sample of individuals shall constitute forty (40) individuals or ten percent (10%)

of the Case Management Agency’s average monthly caseload, whichever is higher.

c. The individual satisfaction survey shall conform to guidelines provided by the Department,

including multiple survey formats and shall be ADA compliant.

d. The results of the individual satisfaction survey shall be made available to the Department

upon request and shall be utilized for the Case Management Agency’s quality assurance and

resource development efforts.

e. The Case Management Agency shall assure that consumer information regarding HCBS

waiver programs is available for all individuals at the local level.

f. The Survey results shall be provided to the Community Advisory Committee for review

regarding actions necessary to respond to quality concerns or issues and community

engagement.

Provision of State Program Services

1.

The Case Management Agency is responsible for the administration of state plan Long-Term

Services and Supports programs including: State Supported Living Services (State-SLS), OBRA-SS,

and Family Support Services Program (FSSP), in accordance with Medical Services Board

requlations, and the Case Management Agency contract, and all the requirements associated with

these programs including, but not limited to: Family Support Council development and maintenance,

rates for State SLS and monitoring of services, and the PASSR program.

Family Support Program

a. Case Management for State General Fund program support is the coordination of services

provided for individuals with an Intellectual and Developmental Disability or Developmental

Delay that consists of facilitating enroliment, assessing needs, locating, coordinating, and

monitoring needed FSSP funded services, such as medical, social, education, and other

services to ensure nonduplication of services, and monitoring to ensure the effective and

efficient provision of services across multiple funding sources.

b. At minimum, the Case Manager is responsible for:

Determining initial and ongoing eligibility for the FSSP;

Assisting Applicants with the applicationAssessment;

The development and annual re-evaluation-Reassessment of the Family Support

Plan (FSP); and

Ensuring service delivery in accordance with the FSP, and

Coordinating with the Family Support Council as needed

OBRA-SS State General Fund Program

a. Case Management Agencies shall follow all contractual obligations, rules and regulations

pertaining to OBRA-SS at 42 CFR 483.

State Supported Living Services State General Fund Program

a. The Gase-ManagementAgency-Case Manager shall coordinate, authorize, and monitor

services based on the approved State-SLS IndividualPerson-Centered Support Plan.




WN -

14
15

16
17
18
19

20
21

22
23

24
25

26

27
28

29
30

31
32

33

35
36
37
38

39
40

41
42

5.

Page 84 of 287

b. The Case Manager shall

e&he#ww—ee#se&epby—teleahene—enee—pepqeaﬁercomplete momtorlnq act|V|t|es in
compliance with 8.7557.D 4.

c. The Case Management AgencyGCMA Case Manager shall assist individuals to gain access to
other resources for which they are eligible and to ensure individuals secure long-term
support as efficiently as possible.

d. The Case Management AgencyCMA Case Manager shall provide all State-SLS
documentation upon the request from the Department.

e. Referrals to the State-SLS program shall be made through the Case Management
AgencyCMA in the defined service area the individual-erApplicant resides in.

Home Care Allowance program

a. Case Management Agencies shall contract with the Colorado Department of Human
Services to administer the Home Care Allowance program.

b. The Case Managers shall complete all requirements for Home Care Allowance in
accordance with 9 C.C.R. 2503-5; and with any applicable contract(s).

8.7202.W Organized Health Care Delivery System (OHCDS)

1.

The Organized Health Care Delivery System for waivers is the Case Management Agency as

designated by the Department in accordance with Section 25.5 -10-209, C.R.S.

The Organized Health Care Delivery System is the Medicaid provider of record for a Member whose

services are delivered through the Organized Health Care Delivery System.

The Organized Health Care Delivery System shall maintain a Medicaid provider agreement with the

Department to deliver Waiver Services according to the current federally approved waiver.

The Organized Health Care Delivery System may contract and/or employ for delivery of approved

Waiver Services for the Organized Health Care Delivery System.

The Organized Health Care Delivery System shall:

a. Ensure that the Contractor and/or employee meets minimum provider qualifications as set
forth in the applicable HCBS waiver;

b. Ensure that services are delivered according to the applicable HCBS waiver definitions and
as identified in the Member’s Service Plan;

c. Ensure that any subcontractor maintains sufficient documentation to support the claims
submitted; and

d. Monitor the health and safety of HCBS waiver Members receiving services from a
subcontractor and report concerns for health and welfare to the proper authorities.

The Organized Health Care Delivery System is authorized to subcontract and negotiate

reimbursement rates with providers in compliance with all federal and state requlations regarding
administrative, claim payment and rate setting requirements. The Organized Health Care Delivery

System shall:

a. Establish reimbursement rates that are consistent with efficiency, economy and quality of
care;

b. Establish written policies and procedures regarding the process that will be used to set rates
for each service type and for all providers;
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Ensure that the negotiated rates are sufficient to promote quality of care and to enlist enough

providers to provide choice to individuals or Members;

Negotiate rates that are in accordance with the Department’s established fee for service rate

schedule and the Department’s procedures:

i Manually priced items that have no maximum allowable reimbursement rate
assigned, nor a Manufacturer’s Suggested Retail Price (MSRP), shall be reimbursed
at the lesser of the submitted charges or the sum of the manufacturer's invoice cost,
plus 13.56 percent.

Collect and maintain the data used to develop provider rates and ensure data includes the

costs for allowable services provided to Members to address the individual and stakeholders’
needs, that are allowable activities within the HCBS waiver service definition and that
supports the established rate;

Maintain documentation of provider reimbursement rates and provide the documentation to

the Department, and Centers for Medicare and Medicaid Services (CMS); and

Report by August 31 of each year, the names, rates and total payment made to the

8.7202.X

subcontractors

Member and Individual Documentation and Recordkeeping

1.  Documentation includes:

a.

Documentation of the Member’s choice of services, providers, nursing home placement, or

other services, including a signed statement of choice from the Member;

Documentation that the individual or Member was informed of the right to free choice of

providers from among all the available and qualified providers for each needed service, and
that the individual understands his/her right to change providers;

Except when a individual or Member is residing in an alternative care facility, documentation

to include a process, developed in coordination with the Member, the Member’s Ffamily or
Guardian and the Member’s physician, by which the Member may receive necessary care if
the Member’s Family or service provider is unavailable due to an emergency situation or to
unforeseen circumstances. The individual and the individual’s Family or Guardian shall be
duly informed of these alternative care provisions at the time the service plan is initiated.

2. Case Managers shall support Members in determining their per diem payment obligation pursuant to

Section 8.509.31.E. Case Managers shall inform Members residing in an Alternative Care Facility of

their individual payment obligation on a form prescribed by the state at the time of the first

Assessment visit; by the end of each plan period; or within ten (10) working days whenever there is a

significant change in the diem payment amount.

a.

Significant change is defined as a change of fifty dollars ($50) or more.

b.

Copies of individual payment forms shall be kept in the individual files at the Case

Management Agency and shall not be mailed to the State of its agent except as required for
a Prior Authorization Request, pursuant to Section 8.509.31(G)], or if requested by the state
for monitoring purposes-

3. All Case Management documentation shall meet all of the following standards::

a.

Records shall be objective and understandable;

b.

Records shall be prepared at the time of the activity or no later than five (5) business days

from the time of the activity;
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c. Records shall be dated according to the date of the activity, including the year;

d. Records shall be entered into the Department’s Information Management System;

e. Records shall identify the person creating the documentation;

f. Entries must be concise and include all pertinent information;

g. Information must be kept together, in a logical organized sequence, for easy access and
review;

h. The source of all information shall be recorded, and the record shall clarify whether
information is observable and objective fact or is a someone’s judgment or conclusion;

i. All persons and agencies referenced in the documentation must be identified by name and
by relationship to the Member;

i. All forms prescribed by the Department shall be completely and accurately filled out by the
Case Manager; and,

k. If the Case Manager is unable to comply with any of the regulations specifying the time
frames within which Case Management Activities are to be completed, due to circumstances
outside the Case Management Agency’s control, the circumstances shall be documented in
the case record.

Documentation of Contacts and Case Management Activities in the Department- Prescribed

Information Management System.

All case documentation must be entered into the Department’s Information Management System

within five (5) business days from the date of activity.

The Case Manager shall use the Department-prescribed Information Management System for

purposes of documentation of all Case Management Activities, monitoring of service delivery, and
service effectiveness. If applicable, the individual's Legally Authorized Representative or Long-Term
Services and Supports Representative or both shall be identified in the case record, with a copy of
appropriate documentation.

The Case Management Agency may accept physical or digital signatures on Department forms. If the

individual is unable to sign a form requiring his/her signature because of a medical condition, any
mark the individual is capable of making will be accepted in lieu of a signature. If the individual is not
capable of making a mark or performing a digital signature, the physical or digital signature of a
Guardian or other Legally Authorized Representative shall be accepted.

8.7202.Y Communication

1.

The Case Management Agency’s Case Manager shall be responsible for ensuring materials,

documents, and information used to conduct Case Management Activities are adapted to the cultural
background, language, ethnic origin and preferred means of communication of the individual.

In addition to any communication requirements specified elsewhere in these rules, the Case

Manager shall be responsible for the following communications:

a. The Case Manager shall inform the eligibility enroliment specialist of any and all changes
affecting the participation of an-individualreceiving-servicesa Member in Case Management
Agency-served programs, including changes in income, within one (1) working day after the
Case Manager learns of the change. The Case Manager shall provide the eligibility
enrollment specialist with copies of the certification page of the approved Level of Care
Screen form.
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If the individual has an open adult protective services (APS) or child protective services

(CPS) case at the county department of social services, the Case Manager shall keep the
individual’s APS or CPS worker informed of the individual's status and shall participate in
mutual staffing of the individual’s case.

The Case Manager shall inform the individual’s physician of any significant changes in the

individual’s condition or needs.

The Case Manager shall report to the Colorado Department of Public Health and

Environment (CDPHE) any Congregate Facility which is not licensed.

The Case Manager shall inform all Alternative Care Facility individuals of their obligation to

pay the full and current State-prescribed room and board amount, from their own income, to
the Alternative Care Facility provider.

Within five (5) working days of receipt of the approved Prior Authorization Request (PAR)

form, from the fiscal agent, the Case Manager shall provide copies to all the HCBS providers
in the Person-Centered Support Plan.

The Case Manager shall coordinate with the Regional Accountable Entity and Behavioral

Health Administration along with other community partners involved with the Members’
services and supports.

The Case Manager shall notify the Utilization Review Contractor (URC), on a form prescribed

by the Department, within thirty (30) calendar days, of the outcome when a Member is not
Diverted, as defined at Section 8.485.50.

Case Managers shall maintain communication with Members, Family Members, providers

8.7202.2

and other necessary parties within minimum standards for returned communication as
described in contract.

Targeted Case Management Activity Billing and Payment Liability

1. Billing:

a.

Claims are reimbursable only when supported by the following documentation:

i The name of the individual;

ii. The date of the activity;

iii. The nature of the activity including whether it is direct or indirect contact with the
individual;

iv. The content of the activity including the relevant observations, Assessments,
findings;

V. Outcomes achieved, and as appropriate, follow up action;

Vi. For HCBS waiver programs, documentation required pursuant to Sections 8.519 and
8.760.

Claims are subject to a post-payment review by the Department. If the Department identifies

an overpayment or a claim reimbursement not in compliance with requirements, the amount
reimbursed shall be subject to reversal of claims, recovery of the amount reimbursed, or the
Case Management Agency may be subject to suspension of payments.

Targeted Case Management services consist of facilitating enrollment; locating, coordinating,

and monitoring Long-Term Services and Supports services; and coordinating with other non
waiver funded services, such as medical, social, educational, and other services to ensure
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non-duplication of services and monitor the effective and efficient provision of services
across multiple funding sources. The individual does not need to be physically present for
this service to be performed if it is done on the individual’s/Member’s behalf.

d. TCM services provided to Members enrolled in HCBS waiver programs are to be reimbursed

based on the Department's TCM Fee Schedule.

e. TCM providers shall record what documentati