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slication for a

15(c) Hos ‘e ATC
Services

PURPOSE OF THE HCBS WAIVER PROGRAM

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

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operatlonal featarés of & waiver
program will vary depending on the specific needs of the target population, the resources available to the State, service
delivery system structure, State goals and objectives, and other factors. A State has the latitude to design a waiver program
that is cost-effective and employs a variety of service delivery approaches, including participant direction of services.

Application for a §1915(c) Home and Community-Based Services Waiver

i, Reguest Information (16f3) -

A. The State of Florida requests approval for a Medicaid home and community-based services (HCBS) waiver under
the authority of §1915(c) of the Social Security Act (the Act).

B. Program Title (optional - this title will be used to locate this waiver in the finder):
Florida Long-Term Care Managed Care

C. - Type of Request:new

Requested Approval Period:(For new waivers réquesting five vear approval perzods the waiver must serve
individuals who are dually eligible for Medicaid and Medicare.)

3 years L& 5years

[¥% New to replace waiver
Replacing Waiver Number:

. Migration Waiver - this is an existing approved waiver
Provide the information about the original walverbemg m1grated
Base Waiver Number: :
Amendment Number
(if applicable):

Effective Date: /mm/dd/vyy)
Waiver Number:FL.0962.R00.00
Draft ID: FL.41.00.00

D. Type of Waiver (select only one):
: Regular Waiver

E. Proposed Effective Date; (mm/dd/yy)
07/01/13 )
Approved Effective Date: 07/01/13

http://170.107.1 80.99/WMS/faces/protected/35/p1‘i11t/PrintSelector.j sp 2/4/2013



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013 Page 2 of 228

F. Level(s) of Care. This waiver is requested in order to provide home and commumity-based waiver services to
individuals who, but for the provision of such services, would require the following level(s) of care, the costs of
which would be reimbursed under the approved Medicaid State plan (check each that applies). ..

" Hospital
- - Select applicable level of care

£ Hospital as defined in 42 CFR §440.10 o
If applicable, specily whether the State additionally limits the waiver to subcategories of the H‘éﬁéfjital level
Of care:

A’:? Inpatlent psychlatrzc faclilty for md1v1duals age 21 and under as prowded in42 CFR §440 160
Ef Nursing Facility .

Select applicable level of care
® Nursing Facility As defined in 42 CFR §440.40 and 42 CFR §440 155

If applicable, specify whether the State additionally limits the waiver to subcategories of the nursing fac111ty
level of care;

Instltutlon for Mentai Dlsease for persons wnth mental lllnesses aged 65 and older as provnded in 42
CFR §440.140
7] Intermediate Care Facility for the Mentally Retarded (ICF/MR) (as defined in 42. CFR §440.150)
If applicable, specity whether the State additionally limits the waiver to subcategories of the ICE/MR level of
care: _

1. Request Information (3 of 3)

G. Concurrent Opération with: Other Programs. This waivet opérates concurrently with another program (or
. programs) approved under the following authorities
Select one:
& Not applicable
€ Applicable
Check the applicable authority or authorities:
1 Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix I

7 Waiver(s) authorized under §1915(b) of the Act. '

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver appllcatlon has been
submitted or previously approved:
Florida Long-Term Care Managed Care, which is being submitted concurrently with this 1915(c)
application.
Specify the §1915(b) authorities under which this program operates (check each that applies):
“#]81915(b)(1) (mandated enrollment to managed care)
T1§1925(b)(2) (central broker)
7] §1915(b)}3) (employ cost savings to furnish additional services)
& §1915(b)}(4) (selective contracting/limit number of providers)
"] A program operated under §1932(a) of the Act.

Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has been
submltted or previously approved

"] A program authorized under §1915(i) of the Act.
i1 A program authorized ander §1915() of the Act.
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] A program authorized under §1115 of the Act.
Specify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable: '
7] This waiver provides services for individuals who are ehglble for both Medicare and Medicaid.

2. Brief Waiver Description

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

The Florida Agency for Health Care Administration (AHCA/State) is submitting a 1915(b) and a 1915(c) waiver application
 to the Centers for Medicare & Medicaid Services (CMS) to implement the Florida Long-Term Care Managed Care Program
mandated by the 2011 Florida Legislature. HB 7107 creates Section 409.978 of Florida Statutes to establish a statewide
long-term care managed care program for Medicaid recipients who are (a) 65 years of age or older, or age 18 or older and
eligible for Medicaid by reason. of a disability; and (b) determined to require nursing facility level of care. AHCA will
implement and administer the Florida Long-Term Care Managed Care Program in partnership with the Department of Elder
Affairs (DOEA).

The specific authorities requested in the 1915(b) and (c) waiver applications will allow the State to require eligible Medicaid
recipients to receive their nursing facility, hospice, and home and community based services (HCBS) through long-tetm
care (LTC) plans selected by the State through a competitive procurement process. Nursing facility level of care will
continue to be determined by the existing Comprehensive Assessment and Review for Long-Term Care Services (CARES)
Units. No HCBS funding will be used to fund Nursing Facility Services. Medicaid recipients eligible for the Florida Long-
Term Care Managed Care Program will have a choice of plans and may select any plan available to them in their

region. The State has been divided into eleven regions, each of which is required to have a specified number of long-term
care plans, which will be selected through a competitive procurement. With the implementation of Florida Long-Term
Care Managed Care, four of Florida’s current HCBS waivers (Aged/Disabled Adult, Assisted 11v1ng, Channeling for the
Frail Elderly and Nursing Home Diversion)will be phased-out, and eligible recipients will receive HCBS through the
Florida Long-Term Care Managed Care Program. Hospice is a state plan service covered under the 1915(b) waiver. The
vast majority of long-term care plan members will be dually eligible for Medicare and Medicaid. As a consequence, most
plan members’ hospice services will be reimbursed through Medicare.

In implementing and operating the Florida Long-Term Care Managed Care-Program, AHCA wili, together with DOEA,
develop specifications for procurement, monitor plan performance, measure quality of service delivery, identify and
remediate any issues, and facilitate working relationships between LTC plans and providers. Through these efforts, the state
will provide incentives to serve recipients in the least restrictive setting and ehglble rec1plents should receive improved
access to care and quahty of care.

3. Comiponents of the Waiver Request

The waiver application consists of the following components.Note: ltem 3-F must be complered

A. Waiver Administration and Operation. Appendix A specifies the administrative and operatlonal structare of this
waiver.

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

C. Participant Services. Appendlx C specifies the home and comumty—based waiver services that are furnished
through the waiver, including applicable limitations on such services.

D, Participant-Centered Service Planning and Delivery. Appendix D specifies the ? ocedures and methods that the
State uses to develop, implement and monitor the part1c1pant—centered service plan (of care).
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E.

J.

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

# Yes. This waiver provides participant direction opportunities. Appendix E is required,
“" No. This waiver does not provide participant direction opportu_nities. Appendix E is not required.

Participant Rights. Appendix F specifies how the State informs participants of their Med1ca1d Fair Hearmg rights
and other procedures to address participant grievances and complaints.

Participant Safeguards.Appendix G describes the safeguards that the State has established to assure the health and
welfare of walver participants in specified areas.

Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.
FinanciaI'Acceuntabi[ity.Appendix I describes the methods by which the State makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and

federal financial participation.

Cost—Neutral;ty Demonstration. Appendix J contains the Stafe's demonstration that the waiver is cost-neutral.

4. Wﬁﬁ?@i‘(&} Reguested

A,

Comparability. The State requests a waiver of the requlrements contained in §1902(a)(10)(B) of the Act in order to
provide the services spec1ﬁed in Appendix C that are not otherwise available under the approved Medicaid State plan
to individials who: () require the level(s) of care specified in Item 1.F a.nd (b) meet the target group criteria specified
ih Appendix B.

Income and Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902()(10)(C)X(H)
(LI} of the Act in order to use institutional income and resource rules for the medically needy (select ome).

_—

i Not Appllcable
No

Yes '
Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in §1902(a)(1) of the
Act (select one):

@ No

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

[7] Geographic Limitation. A waiver of statewideness is requgsted in order to furnish services under this
waiver only to individuals who reside in the following geographic areas or political subdivisions of the
State.

Specify the areas to which this waiver applies and, as applicable, the phase—m schedule of the waiver by
geographrc area:

[+1Limited Implementation of Participant-Direction. A waiver of statewideness is requested in orderto
make participant-direction of services as specified in Appendix E available only to individuals who reside
in the following geographic areas or political subdivisions of the State. Participants who reside in these
areas may elect to direct their services as provided by the State or receive comparable services through the
service delivery methods that are in effect elsewhere in the State.

Specify the areds of the State affected by this waiver and, as applicable, the phasé-in schedule of the waiver
by geographic area:

5. Assurances

http://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.jsp 2/4/2013



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01,2013 | Page 5 0f 228

In aecordanes with 42 CFR §441.302, the State provides the following assurances to CMS:

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

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

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

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

B. Financial Accountablhty The State assures financial accoumtability for funds expended for-home and community-
based services and maintains and makes available to the Department of Health and Hlumzn Services (including the
Office of the Inspector General), the Comptroller General, or other designees, appropriate financial records -
documenting the cost of services provided under the waiver. Methods of finano1al accountability are specified in
Appendix 1.

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

D. Choice of Alternatives: The State assures that when an individual is determined to be likely to require the level of care
- specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if
applicable) is:

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

2. Given the cho1ee of either institutional or home and community based waiver services. Appendix B spec1fies
- the procedures that the State employs to enstre that individuals are informed of feasible alternatives under the
waiver and given the choice of institutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The State assures that, for any year that the waiver is in éffect, the average per
capita expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that ‘would
have been made under the Médicaid State pldn for the level(s) of care spec1fied for this waiver had the waiver not
been granted. Cost-peuitrality is démonstrated i in Appendix J. :

F. Actual Total Expenditures: The State assures that the actual total expenditures for home and community-based
waiver and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals
under the waiver will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred
in the absence of the waiver by the State's Medicaid program for these md1v1duals in the institutional settmg(s)
spec1fied for this waiver.

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

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

I. Habilitation Services. The State assures that prevocational, educational, or supported employment services, ora
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to
the individual through a local educational agency under the Individuals with Disabilities Education Act IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.
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J. Services for Individuals with Chronic Mental Illness. The State assures that federal financial participation (FFP)

will not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial
hospitalization, psychosocial rehabilitation services, and clinic services provided as home and community-based
services to individuals with chronic mental ilinesses if these individuals, in the absence of a waiver, would be placed
in an IMD and are: (1) age 22 to 64; (2) age 65 and older and the State has not included the optional Medicaid benefit
cited in 42 CFR §440.140; or (3) age 21 and under and the State has not included the optional Medicaid benefit cited
in 42 CFR § 440.160.

6. Additional Reguirements

Noser Htem 6-1 must be completed.

A.

Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a participant-centered service plan {of caie) is developed
for each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to
the service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their

_ projected frequency and the type of provider that furnishes each service and (b} the other services (regardless of

funding source, including State plan services) and informal supports that complement waiver services in meeting the
needs of the participant. The service plan is subject to the approval of the Medicaid agency. Federal financial
participation (FFP) is not claimed for waiver services furnished priorto the development of the service plan or for
services that are not included in the service plan.

Inpatients. In accordance with 42 CER §441.301(b)(1) (ii), waiver services are not furnished to individuals who are
in-patients of a hospital, nursing factlity or ICF/MR.

. Room and Board. In accordance with 42 CFR §441.3‘10(é)(2), FEP is not claimed for the cost of room and board

except when: (a) provided as part of respite services in a facility approved by the State that is not a private residence
or (b) claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who
resides in the same household as the participant, as provided in Appendix L '

Access to Services. The State does not limit or restrict part101pant access to waiver services except as provided in

- Appendix C.

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

FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-

party (e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the

provision and payment of the service. FFP alse may not be claimed for services that are available without charge, or
as free care to the community, Services will not be considered to be without charge, or free care, when (1) the
provider establishes a fee schedule for each service available and (2) collects insurance information from all those
served (Medicaid, and non-Medicaid), and bills other legally Hable third party insurers. Alternatively, ifa pr0v1der
certifies that a particular legally liable third party insurer does not pay for the service(s), thé provider may not
generate further bills for that insurer for that annual period.

Fair Hearing: The State pr0v1des the opportunity t6 request a Fair Hearmg under 42 CFR §431 Subpart E, to
individuals: (a) who are not given the choice of home and community- based waiver services as an altematlve to
institutional level of care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s)
of their choice; or (c) whose services are denied, suspended, reduced or terminated. Appendix F specifies the State's
procedures to provide individuals the opportunity to request a Fair Hearing, including providing notice of action as
required in 42 CFR §431.210.

. Quality Improvement. The State operates a formal, comprehensive system to ensure that the waiver meets the

assurances and other requirements contained in this application. Through an ongoing process of discovery,
remediation and improvement, the State assures the health and welfare of participants by monitoring: (a) level of care
determinations; (b) individual plans and services delivery; (c) provider qualifications; (d) participant health and
welfare; {e} financial oversight and (f) administrative oversight of the waiver. The State further assures that all
problems identified through its discovery processes are addressed in an appropriate and timely manner, consistent
with the severity and nature of the problem. During the period that the waiver is in effect, the State will implement the

- Quality Improvement Strategy specified in Appendix H.
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L. Public Input. Describe how the State secures public input into the development of the waiver:

AHCA held public meetings in each of the eleven regions in June of 2011. On average there were 160 attendees at
each of these meetings, ranging from a low of 80 to 2 high of 266, and an average of 32 speakers (ranging from 19 to
43). Comments were made during the public meetings as well as by email and regular mail. Comments were
considered in drafting the 1915(b) and 1915(c) applications. The opportunity for public comment will continue past
the submission deadline of August 1. Specific information on the public notices and regional meetings can be
located on AHCA’s website at: http://www.fdhe.state.fl.us/Medicaid/statewide_mc/index shtml.

- Notice to Tribal Governments. The State assures that it has notified in writing all federally-recognized Tribal

Governments that maintain a primary office and/or majority population within the State of the State's intent to submit
a Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is
provided by Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available
through the Medicaid Agency. ‘

. Limited English Proficient Persons. The State assures that it provides meaningful access to waiver services by

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

7. Contact Persen(s)

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

Last Name:

Abbott
First Name:

Darcy

" Title:

AHCA Administrator, Bureau of Medicaid Services
Agency: _

Agency for Health Care Administration
Address: . - .

2727 Mahan Drive, Mall S'topu #20
Address 2: ‘

!

e X . . o ]
City: )

i Tallahassee
State: . Florida 7
Zip:

32308
Phone: _

(850) 412-4236 o Ext: o TTY
Fax:

(850) 414-1721
E-mail:

Darcy. Abbott@ahca myflorida.com
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B. If applicable, the State operating agency representative with whom CMS should communicate regarding the waiver is:

L.ast Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State: Florida
Zip: '

Phone:

| Ext: TITTY

Fax:

E-mail:

8. Authorizing Signature

This document, together with Appendices A through J, constitutes the State's request for a waiver under §1915(c) of the
Social Security Act. The State assures that all materials referenced in this waiver application (including standards, licensure
and certification requirements) are readily available in print or electronic form upon request to CMS through the Medicaid
agency or, if applicable, from the operating agency specified in Appendix A. Any proposed changes to the waiver will be
submitted by the Medicaid agency to CMS in the form of waiver amendments. ‘

Upon approval by CMS, the waiver application serves as the State's authority to provide home and community-based waiver
services to the specified target groups. The State attests that it will abide by all provisions of the approved waiver and will
continuously operate the waiver in accordance with the assurances specified in Section 5 and the additional requirements
specified in Section 6 of the request. '

Signature: ' Tustin Senior

State Medicaid Director or Designee

Submission Date: Tan 7% N12

Note: The Signature and Submission Date fields will be antématically completed when the
State Medicaid Director snbmits the application,
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ELast Name: .
“Senior
First Name:
Justin M.
Title:
‘Deputy Secretary for Medicaid
Agency:
Agency for Health Care Admuustratlon
Address:
2727 Mahan Drive, Mail Stop #8
Address 2:
City: '
[Tallahassee
State: - Florida
Zip: ’
32508
Phone: . . . ) ) ’ .
@s04i2-4007 R Iy
Fax: _
|(850) 414-1721
E-mail:

Attachment #1: | Justin.Senior@ahcamyflorida. com _
Traﬁsition Plan

Specify the transmon plan for the waiver:

The Florida Long-Term Care Managed Care Program will replace the Aged and Disabled Adult (A/DA), Assisted Living
(AL), Nursing Home Diversion (NHD) and Channeling waivers currently operated by the State of Florida. AHCA will
submit amendment requests to these waivers to close-out those waivers as the Florida Long-Term Caré Managed Care
program is implemented across the state. Medicaid recipients who, on the date long-term care (L.TC) plans become
available in their region, are enrolled in one of those waivers will be transitioned to the Florida Long~Term Care Managed
Care Program

In demgmng the service specifications for this 1915(c) waiver application, the State reviewed the service arrays offered
under these waivers and the utilization of services to ensure all current HCB service needs of transitioned waiver
participants can continue to be met under this new 1915(c)waiver. The provision of enrollment broker services prior to the
implementation start date will help ensure current waiver services are delivered without interruption.

An independent enrollment broker will conduct the enrollment activities for transitioning recipients. These responsibilities
will include (1) adhering to the State determined timeline for the transfér of recipients to LTC plans and (2) transferring all
necessary provider enrollment files to effectively coordinate the suspension of current wajver services and the '
commencement of new waiver services.

To further enhance continuity of care for transitioned recipients, the State will ensure: (1) payment to existing providers
during the transition period is continued, and (2) LTC plans will provide for the use of out-of-plan services until the LTC
plan has reviewed each new enrollee’s current plan of care and has developed and implemented a new person—centered
written plan of care with the enrollee. :
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The transition process is as folows:

The Agency will send affected Medicaid recipients a notice, followed by an enrollment information package, including
important action dates prior to each region’s transition date. Whether recipients are currently enrolled in a managed care
plan or not they will be directed to review the materials and receive telephonic or face-to-face choice counseling to choose
the best plan for their needs. The Agency will automatically enroll recipients into an LTC plan if they do not select a plan
of their own volition based on the following criteria: '

(a) Whether the plan has sufficient network capacity to meet the needs of the recipients. Considerations include, but are
not limited to, the plan’s enrollment capacity; whether the plan has established provider contracts with all required providers
i the region (i.e., nursing facilities, hospices, aging services providers that have recently served recipients); network
adequacy standards including whether the plan, at a minimum, has two providers for each service type per county; and, for
nursing facilities, assisted living facilities, and adult day health care centers, the geographical proximity of the plan’s
‘providers to the recipient.

(b) Whether the recipient is enrolled in that plan through the Nursiig Home Diversion waiver.

The State has determined the Choice Counseling process is the best vehicle to help tran51t1onmg and new recipients chose a
managed care plan as follows:

*For recipients in the Nursing Home Diversion waiver whose current plan is chosen to participate in the LTCMC waiver, the
State will automatically enroll them in their current plan’s new program unless they elect to change.

*Choice Counselors will have proi'ider listings for each plan’s nétwork. During the choice counseling process, the recipient
and the counselor will discuss the recipient's needs and the providers available to them under each plan so the remplent may
make the best. enro]!ment dec151on

*For recipients who do not engage in the choice counseling process, the State can access the recipient’s Special Needs Plan
" and Medicare Advantage information when considering which plan to antomatically enroll a recipient in.

Whether a recipient choses a plan, or is automatically enrolled, they retain the right to change plans during open enrollment
and for cause thereafter.

Ongce a recipient has chosen or is assigned to a managed care plan, the Agency will notify the plan of the new

enrollee. Managed care plans are required to send new enrollees a welcome enrollment package by the first day of
enrollment or within five calendar days following receipt of the enrollment file from Medicaid or its agent, whichever is
later. Managed care plans are required to continue a new enrollee’s services for up to sixty days after enrollment, or until
they complete the required case management and care plan assessments. Irrespective of whether an enrollee has
transitioned from another plan or not, their care will continue unabated until the new managed care plan has finished its
required assessments. Enrollees retain their right to a Fair Hearmg to challenge plan determinations and their right to
continue services at thefr current level until the appeal is exhausted. DOEA. will audit care plans that are reduced as aresult
of the new managed care plan’s assessments.

All current Nursing Home Diversion waiver managed care plans are required to develop transition plans for their enrollees
on the basis of:

«If the plan is awarded a contract under the long-term care managed care program.
+If the plan is not awarded a contract and will continue to serve enrollees until the transition date in all regions served.
«If the plan is not awarded a contract and will end its contract early and stop serving enrollees prior to the date of transition.

DOEA will assess these transition plans to determine whether they meet the extensive transition plan requirements
contained in its current provider contract and to determine which of the three options above the plan intends to pursue.

~ All managed care plans that win contracts to provide long-term care managed care services under the new waiver are
required to submit transition plans The Acency will assess the transition plans during the plan readiness period after

P P [ g I JRIpEE [ I P Sy o e

COLtTact awards and pllUJ. to the © gu live” date in the chluu

The state will ensure recipient services continue seamlessly by three means:
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)Recipients who do not complete choice counscling and select a managed care plan will be awtomatically enrolled in a plan
by the State. The plan will then be responsible for delivering services and sending enrollment information to the recipient.

2)Plans are required to continue new enrollees’ services unchanged and unabated for up to 60 days after enrollment, or untif
the plan completes its reassessments and service planning using a person-centered approach. Enrollees retain their right to a
Fair Hearing to appeal a plan’s assessment and the service levels in the person-centered plan. They may also appeal through
the state’s alternate Beneficiary Assistance Program. Plans must continue services at the current level until the end of the
Fair Hearing process. :

3)Plans are required to provide medically necessary services by any means. Accordingly, if a plan does not have a suitable
provider for a medically necessary service in its network, it must arrange for a recipient to receive care by an out-of-network
provider. Medical necessity is defined in Medicaid rule 59G-1.010(166), Florida Administrative Code.

Florida Statute (s. 409.982(1)(c)) requires every long term care managed care plan to offer network contracts to all nursing
~ facilities, hospices, and to all current aging service providers in their region. This requirement will help ensure continuity of
care by giving current long-term care service providers the opportunity to continue serving current clients.

Managed care plans are required to continue transitioning enrollees services at the same level, and with the providers
identified in the transition plan and plan of care for up to 60 days after transition, or until the plan has completed its required
reassessments, developed a new person-centered care plan, and made provision for services with providers. If a plan cannot
deliver the services required with providers in its network, it must continue to make provisions for services with the
enrollee’s out-of-network provider. In the instance an enrollee’s provider leaves the plan, the enrollee tnay select another
service provider, or may request to change managed care plans. An enrollee may change plan within 90 days of enrollment

+ for any reason, and for cause thereafter. The state considers for cause disenrollments on a case-by-case basis. A recipient
wishing to switch plans in order to retain their historical service provider would be considered for good cause.

The State recognizes that during initial implementation, and due to the requirements for plans to adopt a person-centered
approach to developing the new care plans, this may not be feasible for all transitioning recipients. While the plans are
preparing to deploy significant resources to meet the five day target during transition, the State requires the 60 day service
extension as a safeguard for new enrollees. '

The State will use the same administrative process for appeals during transition as the on-going program’s appeal process.

- For Fair Hearings, the Department Children and Family’s Office of Appeals Hearings will handle all aspects of this
process. Medicaid Agency contract managers will be responsible for assisting the hearing officer with evidentiary program
documentation and policy. Likewise, the Medicaid Agency’s Beneficiary Assistance Program’s (BAP) will handle all '
aspects of appeals from adverse actions if the plan member selects this route to contest a decision. The BAP program is a
supplemental dispute process. It is not required prior to a recipient accessing the Fair Hearing process and does not replace
the right to a Fair Hearing. Medicaid Agency contract managers will be responsible for providing assistance to the BAP as
necessary. Additional information on these processes will be provided to the transitioning enrollee as part of their plan
enrollment packet.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional);

The four waivers being replaced by this 1915(c) are operated by the Department of Elder Affairs (DOEA), which is a
separate agency of the state that is not a division/unit of the State Medicaid Agency. This waiver will be operated by the
State Medicaid Agency (AHCA), though certain functions, including level of care evaluation and specified monitoring and
quality improvement functions, will be conducted by DOEA.

Please note, when referring to individuals enrolled in the waiver the State refers to them as recipients. When referring to
waiver recipients who are enrolled in a Managed Care Plan, the State refers to them an enrollees.

LTC Transition Plan
Background Information .
Florida’s Long-Term Care Managed Care waiver will merge the following waivers into a single managed long-term care

waiver: Aged/Disabled Adult, Assisted Living, Channeling for Frail Elders, and Nursing Home Diversion. The new
program will operate under Section 1915 (b)(c) waiver authorities. Managedcare plans will be selectively procured. Plan
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members will be locked in for one year, once they have chiosen or been assigned to a plan. Each of the enrolled waiver
recipients as well as the individuais on the related program waiting lists will receive information about the new program, be
counseled about their choice options, and be enrolled when an enrollment opportunity becomes available. The following
charts detail current aging waiver enrollment and the L.TC implementation schedule. :

Feeder Waiver enrollment as 12-1-12

Aged/Disabled Adult--m-w-- 10,015

Assisted Living ~----——-- 3,209
Channelingr-mssmmwwn----1 247
Nursing Home Diversion----21,381
Totalmmmmm 35,852

LTC Implementation Plan by Region

August 2013----— Region 7

September, 2013--Regions 8 and 9
October 2013-----None -

November 2013----Regions 1,2 and 10
December 2013----Regions 11
January 2014-----None

February 2014--—-Regions 5 and 6
March, 2014------Regions 3 and 4

Recipient Enrollment Notice Letters Mailed

August 2013 Enrollment---------May 20,2013
September 2013 Enrollment-—--June 20,2013
November 2013 Enrollment-—----August 20,2013
December 2013 Enrollment------- September 20,2013
Febraary 2014 Enrollment----—-November 20,2013
March 2014 Enrollment----=--—-December 20, 2013

Anticipated LTC Enroliment by Month based upon 12-1-12 Enrollment Feeder Waiver Enrollraent Levels

August 2013
Aged/Disabled Adult-—--—--793
Assisted Livingee—--—-—--—-352
Channeling--—---------------0
Nursing Home Diversion-—2,155
Total--------—---—-—--3,300
September 2013
Aged/Disabled Adult-——---1,094
Assisted Living---nr----—--326
Channeling--—------—---—-—--0
Nursing Home Diversion---3,689
Total---—-——-r—emeuu5,109
November 2013
Aged/Disabled Adult----—-1,535
Assisted Living-—-------—--460
Channeling-r—=-m=esuu-—on- 347
Nursing Home Diversion---2,429
. Totals--—-mm o4, 771
December 2013
Aged/Disabled Adult-—---2,380
Assisted Living-—---------612
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Channeling-----------—--900
Nursing Home Diversion---6,614
Total---—-----—---—--10,506
February 2013

Aged/Disabled Adult--—-- 1,370
Asgsisted Livingwe-—---—---907
Channeling---------------— 0
Nursing Home Diversion---4,576
Total---—-——----------6,853
March 2013

Aged/Disabled Adult——--2,613
Assisted Livipg-—---—-—--552
Chamneling-—--~-rrm-meeeemuuu()
Nursing Home Diversion----2,148
Totalewwwaee o5 313
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Appendix A: Waiver Administration and Gperation

1. State Line of Authority for Waiver Operation. Spemfy the state line of authonty for the operation of the waiver

(select one)

& The waiver is operated by the State Medicaid agency.

Spec1fy the Medicaid agency d1v1s1on/un1t that has line authority for the opera’aon of the waiver program (select

one):

# The Medical Assistance Unit.

Specify the unit name:
Division of Medicaid
(Do not complete item A-2}

#2 Another division/unit within the State Medicaid agency that is separate from the Medlcal Assistance

Unit.

Specify the division/uiit hame. This includes adriinistrations/divisions under the umbrella-agency that has

_been identified as the Single State Medicaid Agency.

( Complete item A -2-a).

% The waiver is operated by a separate agency of the State that is not a division/unit of the Medlcald agency.

Specify the division/unit name:

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the waiver and issues policies, rules and regulations related to the waiver. The
interagency agreement or memorandum of understanding that sets forth the authority and arrangements for this
policy is available through the Medicaid agency to CMS upon request. (Complete item A-2-b).

Appendix A: Waiver Adminisfration and Gperation

2. Oversight of Performance.

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

As indicated in section 1 of this appendix, the waiver is not operated by another division/unit within the =
State Medicaid agency. Thus this section does not need to be completed.

L

-

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

As indicated in section 1 of this appendix, the waiver is not operated by a separate: agency of the State.
Thus thlS section does not need to be completed

Appendiz A: Waiver Administration and Uperation

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

& Yes. Contracted entities perforin waiver opéritional and administrative functions on behalf of the
Medicaid agency and/or operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform Complete Items A-5
and A-6.:
AHCA contracts with long-term care plans in each region to provide all wajver services through their provider
networks,

Managed care plans will be responsible for delivering services congruent with the long-term care needs of
entollees, and supporting these serv1ces with an appropriate provider and customer service framework. Specific
functlons will include:

* Operate member serviceés hotline ‘

= Create and distribute enrollee and provider materials (handbooks d]rectory, forms, policies and procedures)
+ Quality improvement

» Utilization review

= Community outreach

* Provider services including credentialing, enrollment/contracting, and reimbursement

* Provider training materials

= Monitoring and compliance information

+ Case management

= Care planning

= Enrollee complaint hotline

* Provider and enrollee digpute resolution

' No. Contracted entities do not perform waiver operational and administrative functlons on behaif of the
Medicaid agency and/or the operatmg agency (if applicable).

Appendix A: Waiver Administration and Uperation

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

= Not applicable

I Applicable - Local/regional non-state agencies perform waiver operational and admmlstratwe functions.
Check each that applies:
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[T} Local/Regional non-state public agencies perform waiver operational and administrative functions at the

local or regional level. There is an interagency agreement or memorandum of understanding between
the State and these agencies that sets forth responsibilities and performance requirements for these agencies
that is avaijlable through the Medicaid agency.

- Specify the nature of these agencies and complete items A-5 and A-6:

L mvk

1 Local/Regmnal non-governmental non-state entities conduct waiver opera‘aonal and administrative

.fumctions at the local or regional level. There is a contract between the Medicaid agenicy and/or the
operating agency {when authorized by the Medicaid agency) and each localfregional non-state entity that
sets forth the responsibilities and performance requirements of the local/regional entity. The contract(s)
under which private entitiés conduct waiver operational functions are available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

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

&ppénaﬁix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or LocalfRegioné[ Non-State Entities,Specify

the state agency or agenmes responsible for assessing the performance of contracted and/or local/reglonal non-state
entities in conducting waiver operational and administrative functions:

AHCA, with assistance from the Department of Elder Affairs (DOEA), monitors and assesses the performance of
long-term care plans

Appendix A: Waiver Administration and Operation

6.

Assessment Methods and Frequency. Describe the methods that are used to assess the performance of contracted
and/or local/regional non-state entities to ensure that they perform assigned waiver operational and administrative
functions in accordance with waiver requirements. Also specify how frequently the performance of Contracted and/or
lOCﬂ.il’I’GglO]lH.l non-state entities is assessed: :

Thie contract with long:term care plans requires plans to sublmt monthly, quarterly and annual reports on various
aspects of program operations through which the State exerts control over program operations and assesses the
performance of long-term care plans.The following 1ong -term care (LTC) reports will be required:

-Administrative Subcontractors and Affiliates Report

+Case Management File Audit Report

*Case Management Monitoring and Evaluation Report
*Community Gutreach Health Fairs/Public Events Notification
*Community Outreach Representative Report

+Critical Incident Report-

+Critical Incident Summary Report -

*Cultural Competency Plan (and Annual Evaluation)

+Enrollee Complaints, Grievances and Appeals Report

*Enrollée Facility Residence Transition Report

*Missed Services Report

+Annual Fraud and Abuse Activity Report

*Quarterly Fraud and Abuse Activity Report

*Suspected/Confirmed Fraud and Abuse Reporting

*Nursing Facility Transfer Report (number of enrollees transitioned)
+Participant Direction Option Report (PDO)

*Performance Measures Report LTC

*Provider Complaint Report

*Provider Network File
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*Provider Termination and New Provider Notification Report

+Utilization Report

+*Other Reports — This represents a placeholder for any other information that the state determines at a later date may
be necessary

The second most important method to assess compliance with contract requirements is the annual contract
compliance monitoring. This monitoring process assesses each contract requirement through a process that includes
combined desk reviews and on-site visits as well as conducting face-to-face visits with a sample number of plan
enrollees to determine satisfaction with program services and plans of care throughout the vear. At the conclusion of
the annual monitoring, any deficiencies are noted and plans are required to correct them within specified time
frames. Each plan receives a copy of the completed monitoring report Deficiencies involving plan member life and
safety issues must be corrected immediately.

The third most important method used to assess plan performance is the annual evaluation of performance
improvement plans (PIPs). By contract, plans are required to subinit two PIPs for evalution by AHCA's External
Quality Review Organization (EQRO). The EQRO assesses each plan’s progress on completing the PIP in
accordance with CMS PIP evaluation standards. The PIP evaluation process assesses the plan's performance in
developing and performing PIPs and improving program services and enrollee outcomes.

Appendix A: iver Administration and Operation

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

In accordance with 42 CFR §431.10, when the Medicaid agency does riot directly conduct a finctios, it supervises the
performance of the function and establishes and/or approves policies that affect the function. All functions not
performed directly by the Medicaid agency must be defegated in writing and monitored by the Medicaid Agency.

" Note: More than one box may be checked per item. Ensure that Medicaid is checked when the Single State Medicaid -
Agency (1) conducts the function directly; (2} supervises the delegated function; and/or (3) establishes and/or
approves policies related to the function.

Function . - Medlcaad Agency|Contracted Enlity

Participant waiver enrollment

Waiv'er enrollment manéged against alipmved limits

Waiver expenditures managed agamst approved levels

Review of Participant service plans

Prior authorizatien of waiver services

1

?

3
Level of care evaluatlon s A
Utilization management E

Qualified provider enrollment

Execution of Medicaid provider agreements

Establishment of a statewide rate methodology

Rules, policies, procedures and information development governing the waiver program;

Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Auﬁmﬂty of the Single State Medicaid
Agency

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the
State’s methods for discovery and remediation.
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a. Methods for Dlscovery Admmlstratlve Authorlty
The Medicaid Agency retains ultimate administrative authority and responszbdny Jfor the operation of the waiver

program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
agencies (z_’fappr;apriate) and contracted entities.

i. Performance Measures

For each performance measure/indicator the Stale will use to assess compliance with the statutory assurance

complete the following. Where possible, include numerator/denominator. Each performance measure must be
specific to this waiver (i.e., data presented must be watver specific).

For each performance measure, provide information on the aggresated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analvzed statisticall/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated. where appropriate.

Performance Measure:
Percentage of LTC program level of care determinations processed by DOEA CARES
by the effective date of enrollment. N: Number of LTC level of care detérminations by

DOEA CARES by the effective date of enrollment. D: Number of LTC Level of care
determinations precessed by DOEA CARES.

Data Source (Select one):

Reports to State Medicaid Agency on delegated Adwministrative functions
I 'Other’ is selected, specify: .

Responsible Party for Frequency of data Sampling Approach{check

data collection/generation | collection/generation each that applies):

{check each that applies): | (check each that applies): _

= State Medicaid Weekly I# 100% Review

Agency i -
= Operatmg Agency Monthly [f% Less than 100%
 Review o
Sub-State Entity F Quarterly il Repfesentatiﬁe :
' Sample

Confidence
Interval

1 Other [*1 Annually . [] Stratified
Specify: " Describe Group: |
DOEA T
e
{7} Continuously and i 7] Other
Ongoing Specify: »
7] Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for da_ta.'aggregation Frequency of data aggregaﬁd_n and
and analysis {check each that applies): analysis(check each that applies}:

] State Medicaid Agency ™ Weekly

] Operating Agency "3 Monthly

777 Sub-State Entity : 77 Quarterly

Other {1 Annually
Specify: '

DOEA

i Continuously and Ongoing
Other
Specify: ‘ .
The state will report quarterly to

CMES for the first two years of the
approved waiver.

Performance Measure: 7

Percentage of waiver expenditures less than or equal to approved legislative
appropriations. N: Amount of waiver expenditures per month. D: Waiver .
appropriation amount divided into twelve equal amounts.

Data Source (Select one):

Financial records (including expenditures)

If 'Other' is selected, specify:

Waiver expenditures contained in Florida's MMIS will be compared with approved

waiver enrollment. _
Responsibie Party for Frequency of data Sampling Approach(check|
data collection/generation | collection/generation each that applies):
(check each that applies):. | (check each that applies): :
T State Medicaid | 7] Weekly B 100% Review
Agency _
Operating Agency Monthly 1 Less than 100%
) Review -
=] Sub-State Entity Quarterly | Representative
Sample
Confidence
Interval = _
7 Other 7] Annually | 7 Stratified
Specify:

) Describe Group:

1 Continunously and 7 Other
Ongoing

[~ Other
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Specify:

Data Aggregation and Analysis:

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

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

71 State Medicaid Agency 7 Weekly
[7] Operating Agency [] Monthly
Sub-State Entity (7] Quarterly
[7 Other I'7) Annually
Specify:
DOEA

i Continuously and Ongoing

i&F] Other

Specify:
The state will report quarterly to
CMS for the first two years of the

approved waiver.

Performance Measure

Percentage of case record reviews conducted by DOEA in accordance with the
approved sampling methodology. N: Number of case record reviews conducted by

DOEA in accordance with the approved sampling methodology. D: Number of case

records required in sample

Data Source {Select one);
Record reviews, off-site

If 'Other" is selected, specify:
MCO Reqguired Reports

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

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

each that applies):

Sampling Approach(check|

"] State Medicaid
Agency

I Weekly

100% Review

|7 Operating Agency

it Monthly

' Less than 100%
R_eview

[ Sub-State Entity

57 Quarterly

"] Representative

Sample
Confidence
Interval =

[ Annually

"1 Stratified

Describe Group:
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# Continuously and + 1] Other
Ongoing Specify:
Random Sample
Methodology.
i1 Other
Specify:

Data Aggregation and Analysis:

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

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

State Medicaid Agency

= Weekly

7 Operating Agency

{ 7 Monthly

] Sub-State Entity

_ Quarterly

Other (3 Annually
Specify:
DOEA
[#] Continuously and Ongoing
AAAAA 1 Other
Specify:
The state will report quarterly to
CMS for the first two years of the
approved waiver.
Performance Measure:

Percentage of LTC MCPs' Performance Improvement Plans rev1ewed annually by
DOEA. N: Number of LTC MCPs' Performance Improvement Plans reviewed annually

by DOEA. D: Total number of required¢ LTC MCP's Performance Inprovement Plans

required annually by program contract.

Data Source {Select one):
Provider performance monitoring
If 'Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach(check
data collection/generation | collection/gencration  leach that applies):
(check each that applies): | (check each that applies): A '
' State Medicaid | 7] Weekly - | 7 100% Review
Agency ’
71 Operating Agency I3 Mdnthly 1 Less than 100%
" Review
[T7 Sub-State Entity 1 Quarterly .l Representative
: Sample
Confidence
Interval =
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| Other it Annually 7 [ Stratified
Specify: y Describe Group:

i1 Continuously and ]
Ongoing © Specify:

Other
Specify:

;

Data Aggregation and Analysis:

Responsible Party for data aggregation |Frequency of data aggregation and
and analysis (check each that applies): analysisycheck each that applies):

{7} State Medicaid Agency 7] Weekly
™1 Operating Agency o Monthly
] Sub-State Entity |4 Quarterly
Other & Annaally
Specify:
DOEA

Continuouély and Ongbing

@ Other
Specify:
" The state will report to CMS
quarterly for the fiist two yeéars of
the approved waiver.

Performance Measure:

Percentage of LTC MCPs' Performance _Imprm‘remenf Plans evaluated annually by the
External Quality Review Organization (EQRO). N: Number of LTC MCPs'
Performance Improvement Plans evaluated annually by EQRO. D: Total number of

LTC MCPs' Performance Improvement Plans required to be evaluated by the EQRO
by program contract.

Data Source {Select one):

Other

If"Other’ is selected, specify: :

The program contract contract requires LTC MCPs to submit their Performance
Improvement Pians in accordance with CMS standards to the state for evaluation.

Responsible Party for Frequenéy of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
[F] State Medicaid 1 Weekly ' [5 100% Review
Agency _
7] Operating Agency [7] Monthly-
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71 Less than 100%
Review

i1 Sub-State Entity

& Quarterly

Sample
Confidence
hlter\_(al =

- %] Annually

I Other [ Stratified
Specify: Describe Group:
[7] Continuonsly and ] Other
Ongoing ‘ Specify:
] Other

Data Aggregation and Analysis:

Responsible Party for data aggregatien Frequency of data aggregation and
and analysis (check each that applies): | amalysis{check each that applies): -
7] State Medicaid Agency | E Weekdy .
£ Operating Agency g Monthly
7 Sub-State Entity '
;7] Other Ang'ually
Specify: 4
E N _
Continnously and Ongoing
4 Other
Specify:
The state will report quarterly to
CMS for the first two years of the
approved waiver.
Performance Measure:

Percentage of LTC direct calls tnon-abandoned)process_ed by enrollment broker
monthly. N: Number of direct LTC (non-abandoned)calls processed by enrollment
broker processed monthly. D: Number of LTC direct calls (non-abandoned)by

enroliment broker monthly. -

Data Source (Select one):
Other '
[f'Other’ is selected, specify:
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Enroliment broker reports detail how call center operations concerning calls processed

by this vendor.

‘Responsible Party for

Frequency of data

Sampling Approach(check

data collection/generation { collection/generation each that applies):
(check each that applies): | (check each that applies): : '
|7 State Medicaid [7] Weekly - {2 100% Review
Agency ' .
[] Operating Agency | |£i Monthly f7] Less than 106%
_ Review.
[} Sab-State Entity [# Quarterly [ Representative
Sample
Confidence
Interval =

<] Other {1 Annually /™ Stratified
L bl
Specify: Describe Group:
Enrollment Broker !m—mm T
I Continuously and ‘
Ongoing
o Other

Specify:

Data Aggregation and Analysis;

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

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

[] State Medicaid Agency

7] Weekly

Operating Agency

7] Monthly

Quarterly

t Other

Specify:
Enrollment Broker

Annually

i /] Continuously and Ongoing

ther

Specify:

the state will report quarterly to
CMS for the first two years of the
approved waiver.- '

Performance Measure:
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Percentage of hours enrollment broker call systein is operational monthly, N: Number
of hours enrollment broker call system is operational monthly. D: Number of business
hours monthly.

Data Source (Select one):
Reports to State Medicaid Agency on delegated
If *'Other is selected, specify:

Respousible Party for Frequency of data Sampling Approach(check
data collection/generation | coliection/generation each that applies):
(check each that applies): | (check each that applies):
| 71 State Medicaid 77 Weekly |71 100% Review
Agency _
7] Operating Agency ¥ Monthly ' 77 Less than 100%
: 7 Review
|71 Sub-State Entity & Quarterly Representative
" Sample
Confidence
N

terval =

o

¥ Other = Annually ' [7] Stratified

Specify: , : ' . Describe Group:
Enrollment Broker R

Contirﬁmusly and . g Other
Ongoing ' Specify:
. Eif'i ¥ %
] g
7 Other
Specify

Data Aggregation and Analysis:

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

@] State Medicaid Agency ' 7 Weekly
] Operating Agency . 5 Mont.hly
.71 Sub-State Entity | & Quarterly
‘7] Other - 7 Annu'ally
Specify: ' '

Enrollment Broker

[#] Gther
Specity: -
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Responsible Party for data aggregation ] Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

The state will report quarterly to
CMS for the first two years of the
approved waiver.

Performance Measure: ‘

Percentage of program policies and procedures that are reviewed and approved by
Medicaid before implementation by DOEA on an annual basis. N: Number of pelicies
and procedures reviewed and approved by Medicaid before implementation on an
annual basis by DOEA. D: Total number of policies and procedures developed and
implemented by DOEA.

Data Source (Select one):
Reports to State Medicaid Agency on delegated
If 'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation ] collection/generation each that appiies):
{check each that applies): | (check each that applies):
/] State Medicaid Weekly F 100% Review
Agency | _ e
|71 Operating Agency ¥} Monthly ’ #] Less than 100%
' : Review
F1 Sub-State Entity | [§ Quarterly “t 7] Representative
Sample
Confidence
Interval =
[ ] Other o [71 Annually Stratified.
Specify: : ' Describe Group:
DOEA : B
|- Continuously and ™1 Other
Ongoing Specify:
7] Other
Specify: i
Data Source {Select one):
Record reviews, on-site
If"Other’ is selected, specify:
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies): :
[7! State Medicaid ™ Weekly 100% Review
Agency :
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[7] Operating Agency Monthly - | /1 Less than 100%
' : Review
|& Sub-State Entity [+} Quarterly : 1 Representative

Sample
Confidence
jnterval =

Pow ks

i@l Other Z Anpually i£] Stratified
Specify: ‘ " Describe Group:
DOEA ;

Continuously and 77 Other

Ongoing _ ‘ Specify:
: ' Random Sample
Methodology.
T} Other
Specify:

[EIN

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): analysis{check each that applies):

7 State Medicaid Agency | Weekly
[ Operating Agency rn Monihly
T7] Sub-State Entity £ Quarteriy
Other 7 Annually
Specify:
DOEA _
o "1 Continuously and Ongoing
% Other
Specify: _
The state will report quarterly to
CMS for the first two years of the
approved waiver.
Performance Measure; '

Percentage of MCP monitoring reports furnished by DOEA to AHCA. N: Number of

MCP monitoring reports furnished by DOEA to AHCA. D: Number of MCPs enrofled
in the program for the monitorig period.

Data Source {Select one):
Renorte to State Madieaid A‘gvngy on dv!egated

SREPVINS R AR ARtk 8

1f 'Other’ is selected, specify:

Sampling Approach(check |
each that applies):

http://170.107.180.99/ WMS/faces/protected/35/print/PrintSelector.jsp 2/4/2013



- Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013 ' Page 27 of 228

Responsible Party for Frequency of data
data collection/generation | collection/generation
(check each that applies): | {check each that applies):

[7] State Medicaid 77 Weekly 100% Review
Agency
[7] Operating Agency [7] Monthly % Less than 100%
' Review
|} Sub-State Entity 7] Quarterly - 7} Representative
Sample
Confidence
Interval=

[i7] Other ['% Annually i ! Stratified
Specify: , Describe Group: |
DOEA : rpT———

71 Continuously and
Ongoing

Other
Specify:

Data Aggregation and Analysis:

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

| State Medicaid Agency

1 Operating Agency ™ Monthly
i 7] Sub-State Entity ‘|# Quarterly
Other : . & Annually
Specify:
DOEA

I3 Continuously and Ongoing

i Other

Specify:

the state will report quarterly to
CMS for the first two years of the
approved waiver.

Performance Vieasure:

Percentage of ALF subcontract templates reviewed by Medicaid Agency prior to
execution that inciude approved HCB characteristics and community integration
language. N: Number of ALF subcontracted templates reviewed by Medicaid Agency
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prior to execution that include approved HCB ¢haracteristics and cdmmqqity
integration D: Number of ALF subcontract templates reviewed by the Medicaid agency.

Data Source (Select one):
Other
If 'Other is selected, specify:

LTC MCPs are required to have all their subcontract templates reViewed and
approved by the Medicaid agency.

Responsible Party for
data coilection/generation
(check each that applies):

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

Sampling Approach(check
each that applies):

7# State Medicaid

[} Weekly

F7 100% Review

“Specify: -

Agency
™ Operating Agency Monthly [} Less than 100%
_ ' . Review
1 Sub-State Entity - {#} Quarterly .1 Representative
- ' Sample
Confidence
Interval =
L.
|7 Other [@ Annually Stratified
Specify: ' Describe Group:
DOEA . -
E: Continuously and i Other
Ongoing Specify:
' Random Sample
) Methodology
o Other

Data Aggregation and Analysis:

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

Frequency of data aggregation and

1] State Medicaid Agency

analysis(check each that applies):

‘ [ ] Operating Agericy

[ ] Sub-State Entity B Quarterly
[# Other ' {1 Annuaily
Specify:
DOEA

& Continuously and Ongoeing

i Other
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Responsibie Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
Specify:

The state will report to CMS
quarterly for the first two years of
the approved waiver. *

- If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible. 7

AHCA contracts with an External Quality Review Organization (EQRO) to validate program performance
improvement projects (PIPs) and performance measures.

The Medicaid program contracts with an emrollment broker to handle managed care program enrollments
The current contract will be amended to add enrollment responsibilities for the Long-Term Care Managed
Care program. Current performance measures detailed in that contract will apply to the new program.

b. Metheods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the Staté to document these items. ‘ :
CARES management monitors timely level of care processing through review of reports generated by the
CARES database and annual CARES program monitoring. If a level of care has not been processed timely,
CARES management reviews the situation with the CARES unit and resolves the barrier to completing the
level of care or develops a corrective action plan to address the deficiency within established time frames.
CARES management verifies the implementation of the corrective action plan. Program applicants
ultimately determined to be ineligible for Medicaid are referred to general revenue funded programs or other
Medicaid waivers for services.

The State monitors the plans of care renewals as part of the annual contract compliance review. The program
contract establishes the time standard for plan of care renewals. Plans found to have untimely plan of care
reniewals miust submit a corrective action plan detailing the steps to correct the deficiency. When completed
the plan notifies the State that the plans of care are updated. The Agency will monitor DOEA on the follow-
up on remediation of untimely care plan renewals. If DOEA does not keep track of the untimely care plan
renewals, the Agency will require a correctlve action plan to address this deficiency of the momtonng
process. .

As part of the annual contract compliance monitoring, the State verifies that plans contract with only
qualified providers. If a deficiency is found, the plan is required to remedy any defect involving health and
safety issues immediately. Other deficiencies are corrected through corrective action developed by the plan
and approved and vetified by the State. Enrollees served by the unqualified service providers are contacted
and offered a choice of other qualified providers.

The LTC contract requires managed care plans to submit performance improvement plans (PIPs) to the

. Agency for review annually. If a plan fails to submit the required number of PIPs as required by the program
contract, the MCPs' contract manager will require the plan to submit a corrective action to address the
deficiency. Failure to unplement the corrective action and remedy the deficiency will subject the plan to
sanctions.

The managed care plan's contract requires them to submit performance improvement projects (PIPs) for
evaluation by the External Quality Review Organization (EQRO). Ifa deficiency is determined, the plan is
required to submit a corrective action to address the deficiency. If the EQRO fails to evaluate a submitted
PIP, the EQRO is subject to sanctions ranging from delayed payment to reduced payment for PIP reviews.

‘The Agency contracts with an enrollment broker vendor to manage enrollment activities for the state's
managed care programs. The current contract will be expanded to include the Long-Term Care Managed
Care program. The current confract requires the enrollment broker to maintain records on the number and
disposition of calls received. Abandoned calls canmot exceed 10% on a monthly basis. The broker's system
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tracks abandoned calls and generates monthly reports. The Agency reviews the reports and sanctions the
broker if abandoned calls exceed 10% of direct calls.

The Agency's contract with the enrollment broker details the monthly, allowable, abandonment rate _
percentage during normal business hours. If the abandonment rate exceeds the contract standard of 10%, the
vendor may be placed on a corrective action for failure to comply with the contract, which may result in
sanctions if the corrective action does not resolve the failure to-meet the standard.

The LTC program requires the Agency to review DOEA's policies and procedures on an annual

basis. During the annual L'TC program review of delegated responsibilities, the Agency will review DOEA's

LTC program policies and procedures. If a policy or procedure implemented by DOEA was discovered to be

incorrect or inappropriate, the Agency would require corrective action to address the deficiency. The Agency
would verify the iniplementation of the corrective action.

The LTC program requires DOEA to submit monitoring reports to the Agency. These reports form the
evidence based validation of the Agency's waiver assurances to the Centers for Medicare and Medicaid
Services (CMS). If reports due from DOEA were not provided as required, the Agency would require
corrective action to address the issue. The Agency would verify the implementation of the corrective action.

Plans enrolled in the LTC program are required to enroll only Assisted Living Facilities (ALFs) and Adult

. Family Care Homes (A¥CIs) that exhibit the characteristics described in the home and community-based
characteristics framework. By contract, the Medicaid agency is required to review all plan network ALF and
AFCH subcontract templates to verify compliance with the program contract. If the plan has failed to include
the required framework language, a corrective action will be required to address this deficiency, and affected
enrollees will be provided a choice of alternate, compliant, providers. A failure to mclude the required
framework language will also subject the pla;n to penahtles under the coniract.

ii. Remediation Data Aggregation

Remediation-related Data Agsregation and Analysis (mcludmg trend identification)

Responsible Party(check each that applies):

Frequency of data aggregation and
analysns(check each that apphes)

.+ State Medicaid Agency T Weekly
" Operating Agency - " Monthly
5 Sub-State Entity I Quarterly
[E]Other 1 Annually

Specify:

[ 7] Continuously and Ongoing

[#] Other
Specify:
The state will report quarterly to CMS
for the first two years of the approved
waiver.

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational. ' '
¥ No
7 Yes _
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.
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Appendix B: Participant Access and Eligibility
BB-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the State limits waiver services to a group
or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. fn accordance with
42 CFR §441.301(b)(6), select one waiver target group, check each of the subgroups in the selected target group that
may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals served in

each subgroup:
Mazximum Age -
Target Group Included Target SubGroup . { Minimum Age | Maximum Age | No Maximum
’ : ’ Limit Age Limit
"> Aged or Disabled, or Both - General
1 Aged 65 P [/

¥ [Disabled (Physical) 18 64 |
£ ;Disahled (Other) |

Aged or ])i'sabled, or Both - Specific Recognized Subgroups

E !Brain Injury

EHIV/AIDS

E iI\IIvj.edicalIy Fragile ;

Technology Dependent ' ' | ; 7 [ ;
£ Mental Retardation or Developmental Disability, or Both

E Autism . | . =

B !Developmental Disability - ' iE

[ lMental Retardation : 5

£ Mental Ilness

E !Mental IHmess . 1 !

Serious Emotional Disturbance

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

The MEDS-AD population is excluded from this waiver. Pursuant to the special terms and conditions of the MEDS-
AD waiver, individuals eligible for Medicaid under the 1115 MEDS-AD waiver will not be eligible for enrollment
into any other waiver program. Individuals that would otherwise be eligible for enrollment in an approved waiver
program under guidelines set forth by that waiver program design will be able to receive the same services through
the authority of the 1115 MEDS-AD waiver in the same manner as those enrolled in the approved waiver.

¢. Transition of Individuals Affected by Maximum Age Limitation, When there is a maximuin age Hmit that applies

to individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on
behalf of participants affected by the age limit (select one):

" Not applicable. There is no maximum age limit

% The following transition planning procedures are employed for participants who will reach the
waiver's maximum age limit.

Specify:
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There is no "transition" procedure for the disabled group aged 18 to 64. The age criteria for this population
refers to the designation of disabled according to Soc1a1 Security criteria. This group will continue to
participate in the waiver.

Recipients may continue to participate in the waiver as there is no maximum age lirnit.

Appendix B: Participant Access and Eligibility
B-Z: Individual Cost Limit (1 ¢f2)

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

& No Cost Limit.The State does not apply an individual cost limit. Do not complete {tem B-2-b or item B-2-c.

Cost Limit in Excess of Institutional Costs. The State refuses entrance to the waiver to any otherwise eligible
individual when the State reasonably expects that the cost of the home and community-based services furnished
to that individual would exceed the cost of a level of care specified for the waiver up to an amount specified by
the State. Complete Items B-2-b and B-2-c.

The limit s_peciﬁed by the State is (select one)

2 A level higher than 100% of the institutional average.

‘Specify the percentage:

Other

Specify:

Instltutlnnal Cost lelt Pursuant to 42 CFR 441 301(a)(3) the State refuses entrance to the waiver to any
otherwise eligible individual when the State reasonably expects that the cost of the home and community-based
services furnished o that individual would exceed 100% of the cost of the level of care spec1ﬁed for the waiver.
Complete Items B-2-b and B-2-c.

i+ Cost Limit Lower Than Institutional Costs. The State refuses entrance to the waiver to any otherwise qualified
individual when the State reasonably expects that the cost of home and community-based services furnished to
that individual would exceed the following amount specified by the State that is less than the cost of a level of
care specified for the waiver. .

Specify the basis of the litnit, including evidence that the limit is sufficient to assure the health and welfare of
waiver participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the .State is (select oné):
“* The following dollar amount:
Specify dollar-amount:é,‘
The do,l.lar amount (select one)

" Is adjusted each year that the waiver is in effect by applying the following formula:

Specify the formula:
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T May be adjusted durmg the penod the waiver is in effect The State will submlt a waiver
amendment to CMS to adjust the dollar amount.

" The following percentage that is less than 100% of the institutional average:

Specify percent;

& Other:

Specify:

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

Answers provided in Aijpendix B-2-a indicate that you do not need to complete this section.

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

c. Part:clpant Safeguards When the State spe(:1ﬁes an md1v1dua.1 cost limit i m Ttem B-2 -a and there 15a change in the
participant's condition or circuistances post-entrance to the w_alver that requires the provision of sefvices in an
amount that exceeds the cost limit in order to assure the participant's health and welfare, the State has established the
following safeguards to avoid an adverse impact on the participant (check each that applies):

[] The participant is referred to another waiver that can accommodate the individual's needs.

[ 7] Additional services in _excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional servfces, including the amount that may be authorized:

; T - e T e S Qi T RS & r
i . : . 7 . : o i s
X . [ . .

I Other safegﬁard (s)

Specify:

Appendix B: Participant Access and Elizibility
B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated
participants who are served in each year that the waiver is in effect. The State will submit a waiver amendment to
CMS to modify the number of participants specified for any year(s), including when a modification is necessary due
to legislative appropriation or another reason. The number of unduplicated participants specified in this table is basis
for the cost-neutrality caleulations in Appendix I:

Table: B-3-a
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Waiver Year Unduplicated Number of Participants
Year 1 36795
Year 2 : 7 ..36795_
[Year3 h 36795

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number
of participants specified in Item B-3-a, the State may limit to a lesser number the number of participants who will be
served at any point in time during a waiver year. Indicate whether the State limits the number of participants in this

way: (select one):
% The State does not limit the number of participants that it serves at any point in time during a
waiver year, _ 7
i The State limits the number of participants that it serves at any point in time during a waiver year.

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

Table: B-3-b

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

fearl | : } 35852

Year 2 | . Rl 35852 |

[Year 3 ) ' 135852 ]

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of

¢. Reserved Waiver Capacity. The State may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver services to

individuals experiencing a crisis) subject to CMS review and approval. The State (select'gne):
2 Not applicable. The state does not reserve capacity.

i The State reserves capacity for the following purpose(s).
Purpose(s) the State reserves capacity for:

Purposes -

Transitioning Recipients

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

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

Purpose (describe):

The State reserves capacity for recipients in the current four feeder waivers (Aged/Disabled Adult,
Assisted Living, Channeling, Nursing Home Diversion) so they may transition to the Long-Term Care
Managed Care waiver without threat of losing their waiver enrollment to a new recipient.
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See Attachment 1 for compiete fransition plan information.
Describe how the amount of reserved capacity was determined:

The State determined enrollment levels in the four feeder waivers as of December 2012 and used this
total to nominate the reserved capacity:

Aged/Disabled Adult 10,015
Agssisted Living 3,209
Channeling 1,247

Nursing Home Diversion 21,381

Total enrollment 35,852

The capacity that the State reserves in each waiver yeayr is specified in the following table:

Waiver Year Capacity Reserved
Year] ' . 35852
Year2 ] 0
Year 3 ) 0

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

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of participants who are
served subJ ect to a phase-in or phase-out schedule (select ore):

© The waiver is not subject to a phase-in or a phase-out schedule.

The waiver is subject to a phase—m or phase-out schedule that is included in Attachment #1 to
Appéndix B-3. This schedule constltutes an intra-year limitation on the rumber of participants who
are served in the waiver,

€. Allocation of Waiver Capacity.

Select one:

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

capacity and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity
among 10ca1/reg10na1 non-state entities:

4

il

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

Entrants must meet the following qualifications:

1. Be age 18 or older and determined disabled according to Social Security standards or be age 65 or older

2. Meet nursing fac1hty level of care criteria;

3. Be Medicaid 811511}1‘3

4. Reside in a region where the long-term care managed care program has been implemented; and

5. Not be enrolled in a Medicaid HCBS waiver other than the four waivers that are transitioning to the Long-Term

Care Managed Care Program.
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Recipients will make an informed choice of receiving home and community-based services in lieu of nursing facility
care.

The State’s requested number of waiver slots is based on its current feeder waivers’ enrollment figures. By
reserving capacity and transitioning all current waiver recipients prior to enrolling any new recipients in FL. 0962,
the State will ensure all current recipients will be enrolled in the waiver.

Appendix B: Participant Access and Eligibility ,
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Waiver Phase-In/Phase-Out Schedule
Based on Waiver Proposed Effective Date: 07/01/13

a. The waiver is being (select one):
@ Phased-in

! Phased-out : :
b. Phase-In/Phase-Out Time Schedule, Complete the following table:

Beginning (base) number of Participants: .0

Phase-In/Phase-Out Schedule

Waiver Year 1 . . Waiver Year 2

Unduplicated Number of Participants: 36795 Ur-lduplicated Number of Participants: 36795
Mona| Pt | coanre | P ] [ona] BpeRumber o T e | P
Jal 0 0 Jul 3352 0 35852
Aug 0 3300 Aug asss2 | O“ 35852
Sep 3300 g 5109 8409 Sep 35852 o 0 35852
Oct 8109 | —_0 8409 Oct asssz |0 35852
Nov C 8409 ;m 4771 13180 Nov 35852 - 0 35852
Dec 13180 | 10506 23686 " Dec 35852 | a 35852
Jan 23686 | 0 23686 Jan 35852 - 0 35852
Feb 23686 | 6853 1 . aes; | | wen | 35852 0 s
Mar 30539 = 35852 Mar 35852 0 35852
Apr 35852 35852 Apr 35852 | 0 358352
May 35852 35852 May 35852 ~ 0 35852
Jun 35852 0 35852 Jun 35852 0 35852
Waiver Year 3
Unduplicated Number of Participants: 36795
A e Change P
Jul 33852 0 35852
Avg 35852 _0 35852
Sep 35852 H-G 35852
Oct 35852 0 35852
Nov N 0 35852

http://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.jsp 2/4/2013



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013 Page 37 of 228

Phase-In/Phase-Out Schedule

o] P | o | e
Dec 35852 | 0] =
Jan 35852 ) 35852
Feb 35852 0 35852
Mar 35852 0 35852
Apr 35852 ) 35852
May 35852 0 35852
Jun 35852 T ¢ 35852

¢. Waiver Years Subject to Phase-In/Phase-Out Schedule

Year One { Year Two | Yéar Three
E [ i
d. Phase-In/Phase-Out Time Period

Moath Waiver Year
Waiver Year: First Calendar Month - ' _ Jul
Phase-in/Phase-out begins- ) Aug ' 1
Phase-in/Phase-out ends - ' Mar - 1

 Apnendix E: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

1. State Classification. The State is a (select one):
[ 81634 State
{ ' SSI Criteria State
" 209(b) State

2. Miller Trust State.
Indicate whether the State is a Miller Trust State (select one):

¥ No
F Yes
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this wajver are eligible

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

Eligibility Groups Served in the Waiver (excluding the special home and communitjz;based waiver group under 42
CFR §435.217) '

] Low income families with children as provided in §1931 of the Act

|} SSI recipients : — : _

I_] Aged, blind or disabled in 289(b) states who are eligible under 42 CFR §435,121

{1 Optional State supplement recipients

'_ Optional categorically needy aged and/or disabled individuals who have income at:

Select one:
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27 100% of the Federal poverty level (FPL)
= % of FPL, which is lower than 100% of FPL.

* Specify percentage:

™ Working individuals with disabilities who buy into Medicaid (BBA working dlsabled group as provided in
§1902(2)(10)(A)ID(XTIT)) of the Act)
"] Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as provided
in §1902(a)(10)(A)D)(XV) of the Act).
"1 Working individuals with disabilities who buy into Medicaid (TWWIIA Medical In provement Coverage
Group as provided in §1902(a}10)(A)(i}XVT) of the Act)
"1 Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134
eligibility group as provided in §1902(e}3) of the Act)

g

{ I Medically needy in 209(b) States (42 CFR §435.330) .
. ] Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435. 322 and §435.324)

i ] Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the
State plan that may receive services under this waiver)

Specify:

Special home and community-based waiver group under 42 CFR §435.21 7} Note: When the special home and
community-based waiver group under 42 CFR §435.217 is included, Appendix B-3 must be completed

£+ No.The State does not furnish waiver services to individuals in the special home and community-based
waiver group under 42 CFR §435.217. Appendix B-3 is not submitied.

# Yes.The State furnishes waiver services to individuals in the special home and community-based waiver
group under 42 CEFR §435.217.

Select one and complete Appendix B-3.

£ All individuals in the special home and communify—based waiver group under 42 CFR §435.217
% Only the following groups of individuals in the special home and commumty—based waiver group
under 42 CFR §435.217
Check each that applies:

|7} A special income level equal to:
Select one:

@ 300% of the SSI Federal Benefit Rate {FBR)
A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage:

A dollar amonnt which is lower than 300%.

Specify dollér amount: _
| Aged, blind and disabled individuals who meet requirements that are more restrictive than the
SS1 program {42 CFR §435.121)

""E Medmal]v needv without spenddown in States which also provide ]

(42 CFR §435.320, §435.322 and §435.324)
i Medically needy without spend down in 2Z05(b) States (42 CFR §435.330)
“1Aged and disabled individuals who have income at:
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Select one:

* 100% of FPL
" % of FPL, which is lower than 100%.

Specify percentage amount:
{7 Other specified groups (include only statutory/regulatory reference to reflect the additional
groups in the State plan that may receive services under this waiver)

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 o74)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the State furnishes waiver services to
individuals in the special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4.
Post-eligibility applies only to the 42 CFR $435.217 group. A State that uses spousal impoverishment rules under §1924 of
the Act to determine the eligibility of individuals with a community spouse may elect to use spousal post-eligibility rules
under §1924 of the Act to protect a personal needs allowance for a participant with a community spouse.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal unpoverlshment rules are used to determine
eligibility for the special home and community-based waiver group under 42 CFR §435.217 (select one):

% Spousal impoverishment rules under §1924 of the Act are nsed to determine the eligibility of individuals
with a community spouse for the special home and community-based waiver group.

in the case of a participant with a commumity spouse,'the State elects to (select one):

Use spousal post-eligibility rules under §1924 of the Act.
{Complete Item B-5-b (551 State} and ltem B-5-d)

£ Use regular pOSt-ellgiblllty rules under 42 CFR §435.726 (SSI State) or under §435.735 (2090 State)
(Complete Item B-3-b (SSI State). Do not complete Irem B-5-d}

& Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals
with a community spouse for the special home and community-based waiver group. The State uses regular
post-eligibility rules for individuals with a community spouse.

{Complete Item B-5-b (SS1 State). Do not complete ftem B-5-d)

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 4)

b. Regular Post-Eligibility Treatment of Income: SSI State.

The State uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse
who s not a community spouse as specified in §1924 of the Act. Payment for home and community-based waiver
services is reduced by the amount remaining after deducting the following allowances and expenses from the waiver
participant's income:

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

~ The following standard included under the State plan

Select one:
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" SSI standard
" Optional State supplement standard
" Medically needy income standard
£ The special income level for institutionalized persons

{select one):

#1 300% of the SSI Federal Benefit Rate (FBR)
1 A percentage of the FBR, which is less than 300%

Specify the percentage:é' )

{7 A dollar amount which is less than 300%.

Specify dollar amount::.
£ A percentage of the Federal poverty level

Specify percentageé
£ Other standai'd included under the State Plan

Specify:

£ The following dollar amount

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

@ The following formaula is used to determine the needs allowance:
Specify:

Recipients in Assisted Living Facilities (ALF)

The recipient’s personal needs allowance is calculated according to the following formula:

Three meals per day and the semi-private room rate (ALF Basic Room and Board Rate) + 20% of the
Federal Poverty Benefit Rate (FBR).

Recipients in the community settings other than ALF’s
The recipient’s the personal needs allowance will equat the recipient’s income up to the 300% SSIFBR
amount. '

How is excess income treated?

Excess income is defined as the recipient’s income after deductions for personal needs allowance,
spousal

impoverishment allowance, and reasonable costs of incurred medical and remedial care as detailed in 42
CFR. For community waiver residents outside the ALF setting, all income up to the 300% FBR income
Himit is protected. For waiver recipients living in ALF’s the income protected varies due to the facility
specific ALF Basic Room and Board Rate included in the personal needs calculation.

As a Miller Income Trust state, Florida requires waiver applicants to place income over the 300% FBR
income level into an approved income trust. Any income placed in the required income trust will be
included in the excess income or patient responsibility calculation. Patient responsibility is collected by

the LTC plan and applied against home and community-based service costs only. Plans are required to
report nahent responsibility collections to the state.

State’s process for ensuring recipient responsibility is applied only to home and community-based
services.
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Ma,naged care plans are responsible for collecting recipient responsibility payments as determined by the
State’s eligibility agency (Department of Children and Families) Notice of Case Action. The notlce is
sent to the recipient, and the plan.

The state established plan capitation rates based on its expected cost of waiver services which excludes
recipient responsibility payments. Capitation rates therefore reflect the plan’s responsibility to organize,
and reimburse for waiver services net of recipient responsibility. By excluding recipient responsibility
from the capitation rates, the State ensures plans do not receive duplicate payments from the state and
enrollees overall. The state will review the plan’s recipient responsibility collections annually to ensure
enrollee individual responsibility payments are equal to, or less than, the total cost of the home and
community based services the enrollee received. If an enrollee’s recipient responsibility payment is
found to be greater than the sum of services received, the state will make payment adjustments on an
case-by-case basis to ensure the plan is not overcompensated.

& Other

Specify:

s,

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

& Not Applicable

2} The state provides an allowance for a spouse who does not meet the definition of a community
spouse in §1924 of the Act. Describe the circumstances under which this allowance is provided:

Specify:

Specify the amount of the allowance (select one):

SSI standard ) o
Optional State supplement standard

i Medically needy income standard

lw

¥ The following dollar amount:

Specify dollar amount If this amount changes, this itemn will be revised.

" The amount is determmed usmg the following formula:

iii. Allowance for the family (select one):

Not Applicable (see instructions)
£ AFDC need standard

Medically needy income standard
The following dollar amount:

T , " H ~F s e e |
Specify dollar amoéunt: - The amount specified cannot exceed the higher of the need standard

for a family of the same size used to determine eligibility under the State's approved AFDC plan or the

medically needy income standard established under 42 CFR §435.811 for a family of the same size. If
this amount changes, this item will be revised. 7
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“ The amount is determined using the following formula:

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, s
specified in 42 §CFR 435.726;

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under State law but not covered under the

State's Medicaid plan, subject to reasonable limits that the State may establish on the amounts of these
expenses.

Select one:

£' Not Applicable (see instructions)Note: If'the State protects the maximum amount for the waiver
participant, not applicable must be selected.

£ The State does not establish reasonable limits. .
f# The State establishes the following reasonable limits

Specify:

The State allows a deduction for the actual amount of health insurance premiums, deductibles,
coingurance charges and medical expenses, not subject to payment by a third party, incurred by a

Medicaid recipient for programs involving post-eligibility calculation of a patient responsibility, as

authorized by the Medicaid State plan. The actual amount paid will be used as a deduction subject to the
following limit: the highest of a payment/fee recognized by Medicare, commercial payers or any other

party payer for the same or similar item. Other enrollee health insurance policies will be treated as first

payer and the enrollee will have to demonstrate that other insurance has not or will not cover the claims.

The medical/remedial care service or item must meet all the following criteria:
a. Be recognized under State law; '

b. Be medically necessary;

¢. Not be a Medicaid compensable expense; and

d. Not be covered by the facility or provider per diem.

Anpendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 4)

~ ¢ Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this
section is not visible.

Appendix B: Participant Access and Eligibility
 B-5: Post-Eligibility Treatment of income (4 of 4)

d. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules
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The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care if it
determines the individual's eligibility under §1924 of the Act. There is deducted from the participant’s monthly
income a personal needs allowance (as specified below), 2 community spouse’s allowance and a family allowance as
specified in the State Medicaid Plan.. The State must also protect amounts for incurred expenses for medical or
remedial care {(as specified below).

i. Allowance for the personal needs of the waiver participant

(select one):

f
=
-8

paics

s o

&

:;%}’)

& SSI standard
" Optional State supplement standard

Medically needy income standard
The special income level for institutionalized persons
A percentage of the Federal poverty level

Specify percentage:

The folluwmg dnllar amount

Specify dollar amount:! ) ) .If this amount changes, this item will be revised

The following formula is used to determine the needs allowance

Specify formula:

Other
Specify:

Personal needs allowance is defined as:

For participants placed in an assmted living fac111ty, the personal needs allowance is calculated
according to the following formula:

Three meals per day and the semi~private room rate (ALF Basic Room and Board Rate) +20% of the
Federal Poverty Benefit Rate (FBR).

For waiver participants residing in the community outside the assisted living setting, the personal needs
allowance will equal the participant's income up to the 300% SSI/FBR amount. In addition, excess
income is defined as the recipient’s income after deductions for personal needs allowance, spousal
impoverishment allowance, and reasonable costs of incurred medical and remedial care as detailed in 42
CFR. For community waiver residents all income up to the 300% FBR income limit is protected. For
waiver recipients living in assisted living facilities the income protected varies due to the facility
specific ALF Basic Room and Board Rate inchided in the personal needs calculation.

. As a Miller Income Trust state, Florida requires waiver applicants to place income over the 300% FBR

income level into an approved income trust. Any income placed in the required income trust will be
inciuded in the excess income or patient responsibility calculation. Patient responsibility is coflected by
the LTC plan and applied against home and community-based service costs only. Plans are required to
report patient responsibility collections to the state. The collections are reviewed during the annual plan
reconciliation to verify the application of the patient responsibility funds to reduce home and community
based services only. :

ii. If the allowance for the personal needs of a waiver participant with a community spouse is different
from the amount used for the individual's maintenance allowance under 42 CFR §435.726 or 42 CFR
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§435.735, explain why this amount is reasonable to meet the individual's maintenance needs in the
community. :

Select one:

 Allowance is the same
i Allowance is different.

Explanation of difference:

. Amounts for incurred medical or remedial care expenses not subject to payment by a ﬂlll‘d party,
spec:lfied in 42 §CFR 435.726: :

a. Health insurance premiums, deductibles and co-insurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered under the
State's Medicaid plan subject to reasonable limits that the State may establish on the amounts of these
expenses.

Select one:

¥ Not Applicable (see mstructlons)Note If the State protects the maximum amount for the waiver
participant, not applicable must be selected.

i The State does not establish reasonable limits.
© The State uses the same reasonable limits as are used for regular (non-spousal) post-eligibility.

Appendix B: Parficipant Access and Eligibility

B-6: Evaluation/Beevaluation of Level of Care

As specified in 42 CFR §441.302(c), the State provides for an evaluation (and periodic reevaluations) of the need for the
level(s) of care specified for this waiver, when there is a reasonable indication that an individual may need such services in
the near future (one month or less), but for the availability of home and community-based waiver services.

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

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be
determined to need waiver services is:!1 ; :
ii. Frequency of services. The Staic requires (select one):
2 The provision of waiver services at least monthly

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

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

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

& Directly by the Medicaid agency
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" By the operating agency specified in Appéndix'A
2" By an entity under contract with the Medicaid Agency.

Specify the entiry: -

! Other
Specify:

e

¢. Qualifications of Individuals Performing Initial Evaluation:Per 42 CFR §441.303(cX1), specify the |
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:

The Comprehensive Assessment and Review for Long-Term Care Services (CARES) Unit under the jurisdiction of
the Department of Elder Affairs is designated by state statute to perform level of care evaluations for all Medicaid
nursing home admissions and conversions Sections 409.912 (15) and 409.985 , Florida Statutes; and 59G-4.290 and
59G-4.180, Florida Administrative Code). The CARES Unit is composed of a physician (M.D. or D.0.), a registered
nurse (licensed in Florida), and other assessors with nursing or advanced social work degrees. The unit's assessors
complete the level of care evaluations based on an assessment form completed by the case manager and a physician
referral. The Level of Care Notification form (DOEA-CARES Form 603) is signed by a physician (M.D. or D.O.).

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

The level of care criteria used to evaluate and reevaluate whether an indi\?idual needs waiver services is listed below
and can be referenced at 59G-4.180, F.A.C, ' ) )

To qualify for placement in a nursing facility, the applicant or recipient must require intermediate care services
including 24-hour observation and care and the constant availability of medical and nursing treatment and care, but
not to the degree of care and services provided in a hospital or that meets the criteria of skilled services. Individuals
requiring intermediate care services must meet the following criteria in order for services to qualify as Intermediate
Level | or Intermediate Level I1. ‘ : '

To be classified as requiring intermediate care services, the nursing or rehabilitation service must be:
(1) Ordered by and remain under the supervision of a physician;

- (2) Medically necessary and provided to an applicant or recipient whose health status and medical needs are of
sufficient seriousness as to require nursing management, periodic assessment, planning or intervention by licensed
nursing or other health professionals; '

(3) Required to be performed under the supervision of licensed nursing or other health professionals;

{4} Necessary to achieve the medically desired results and to ensure the comfort and safety of the applicant or
recipient; : ‘ '

(5) Required on a daily or intermittent basis;

(6) Reasonable and necessary to the treatment of a specific documeénted medical disorder, disease, or impairment;
and :

(7) Consistent with the nature and severity of the individual's condition or the diseass state or stage.

LEVEL I - Intermediate Care Services Level I is extensive health related care and services required by an individual
who is incapacitated mentally or physically. :

LEVEL II -intermediate Care Services Level I1 is Iimited heaith related care and services required by an individual
who is mildly incapacitated or ill to a degree to require medical supervision. Individuals requiring this level of care
shall: ‘

1. Be ambulatory, with or without assistive devices;
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2. Demonstrate independence in activities of daily living;

3. Not require the administration of psychotropic drugs on a daily or intermittent basis or exhibit periods of
disruptive or disorganized behavior requiring 24-hour nursing supervision; and

4. Require the constant availability of medical and nursing treatment and care on a routine basis.

The level of care instruments are available to CMS upon request.
e. Level of Care Instrument(s). Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate level
of care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

# The same instrument is used in determining the level of care for the waiver and for institutional care
under the State Plan.

1 A different instrument is used to determine the level of care for the waiver than for institutional care
under the State plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and
explain how the outcome of the determination is reliable, valid, and fully comparable.

f. Process for LevelofCare Ervarluortion/Ree;;lir;tion :Per 42 CFR§44136§(C)(1), describe the EEBcess for.='e{r“;1i1ating
waiver applicants for their need for the leével of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:

The initial assessment and level of care determination for waiver applicants are conducted by DOEA CARES
program staff based upon DOEA Comprehensive Assessment Form 701B. CARES program staff review the
completed assessment forms and physician medical certification to determine level of care and prioritization for
waiver services, and complete the Level of Care Notification form (DOEA-CARES Form 603) to document whether
waiver apphcants meet level of care requirements. - :

The reevaluation process is the same as for evaluations except LTC plan staff conduct the assessment interviews for
current enrollees. The corplete 701B assessment instrument is submitted to DOEA CARES staff for review and
determination that the enrollee continues to meet the required level of care for the program.

LTC plan case management and nursing staff receive the same training as the CARES staff in completing
assessrent forms. LTC plan case managers and nursing staff receive this n*aining from local Assessment Training
Teams comprised of area agencies on aging and CARES staff and must receive a passmg test score to be certified
A85€55015.
g. Reevaluation Schedule. Per 42 CFR §441.303(c)}(4), reevaluations of the level of care reqmred by a participant are

conducted no less frequently than annually according to the following schedule (sefect one):

" Every three months

£ Every six months

@ Every twelve months

£% Other schedule

Specify the other schedule:

T i TR E}.

P

k. Qualifications of Individuals Who Perform Reevaluations. Specify the quahﬁcatlons of mdmduals who perform
reevaluatlons (select one):

&' The qualifications of individuals who perform reevaluations are the same as individuals who perform
initial evaluations.

7' The qualifications are different.
Specify the qualifications:
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i. Procedures to Ensure Timely Reevaluations.Per 42 CFR §441.303(c)4), specify the procedures that the State
- employs to ensure timely reevaluations of level of care (specyﬁz)

DOEA's CARES Unit's computerized management system generates reports listing enrollees due for reevaluation in
the subsequent month. The LTC plans use these reports to prompt case managers to request level of care
revaluations. This system ensures that reevaluations take place in a timely manner. In addition to the CARES'
system, the LTC plans track the reevaluation due date as a component part of case management to ensure timely -
reevaluation. .

J- Maintenance of Evaluatlon/Reevaluatmn Records.Per 42 CFR §441. 303(0)(3), the State assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of

3 years as required in 45 CFR §92.42. Specify the location(s} where records of evaluations and reevaluations of level
of care are maintained:

Written records of evaluations and reevaluations of level of care are maintained in each of the local CARES unit
offices. LTC plan case managers also maintain written copies of evaluations and reevaluations in individual case

records. In addition, electronically retrievable documentation of all evaluations and reevaluations are maintained in
the CARES Unit's computerized management system.

Appendix B: Evaluation/Reevaluation of Levei of Care
Quality Improvement: Leve! of Care

As a distinct component of the State’s quality improvement strategy, provide information in the Jollowing fields to detail the
State’s methods for discovery and remediation.

a. Methods for Dlscovery Level of Care Assurance/Sub-assurances
. Sub-Assurances:

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

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the avorecated data that will enable the State
to analyze and assess progress toward the performance measure. In this section provide information
on the method by which egch source of dota is analvzed statistically/deductively or inductively, how
themes are identified or conclusions drawn,_and how recommendations are formuylated where
approprigie. i

Performance Measure:
Percentage of new applicants receiving a level of care evaluation prior to

enrollment. N: Number of new applicants receiving a level of care prior to
enrollment D: Number of new applicants.

Data Source (Select one):

Other

If 'Other’ is selected, specify:

DOEA maintains records of each level of care determination in its system.

Resp0n51ble Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collectionfgeneration (check each that applies): '
(uheuk each that apf/ueoj
-7} State Medicaid 7] Weekly 71 100% Review
Agency '
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FH Operating Agency | [ Monthly I Less than 160%
Review

i} Sub-State Entity -1 Quarterly Representative
Sample
Confidence

Interval = .

&) Other |5 Annually |51 Stratified

Specify: Describe

'DOEA Group:

| i Continuously and | |7] Other
Ongoing Specify: B

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis{check zach that applies):
that applies): o )
[} State Medicaid Agency ' 7 Weekly -
i1 Operating Agency {” Monthly
N Sub-State Entity 2. Quarterly
" Other ' 7 Annually
Specify:
DOEA

Specify: :
The state will report quarterly to
CMS for the first two years of the

approved waiver,

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

Performance Measures
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For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the aggregated data that will enable the State
fo analvze and assess progress toward the performance measure_In this section provide information
on the method by which each source of data is analvzed statistically/deduyctively or inductively. how
themes are identified or conclusions drawn, and how recommendations are formulated, where
appropriaie. ’

Performance Measure: .
Percentage of enrollees receiving annual redeterminations peformed within 365
days of previous level of care determination. N: Number of enrollees with annual

redeterminations within 365 days of previous level of care determination. D:
Number of enrollees enrolled for at least one year.

Data Source (Select one):

Reports to State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data coilection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
T State Medicaid Weekly T 100% Review
Agency
Operating Agency Monthly "I'E Less than 100%
) _ Review
Sub-State Entity .2 Quarterly Representative
Sample-
- Confidence
Interval =

Stratified
Describe

Groulg' s

i

I Annually

e o e

i Continuously and B Other

Ongoing Specify: -

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

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

Page 50 of 228

State Medicaid Agency [ Weekly
[ 7! Operating Agency { 7 Monthly
' 7 Sub-State Enfity - Quarterly
& Other 7 Annually
Specify:

DOEA

|1 Continuously and Ongoing

|_ : Other

Specify:

the state will report quarterly to
CMS for the first two years of the
approved waiver, -

¢. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description 1o defermine partzapam level of care.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

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

Performance Measure:

Percentage of enrollees having a current level of care based on the state approved
assessment tool. N: Number of enrollees having a level of care based on the state
approved assessment tool. D: Number of enrollees in the program.

Data Source (Select one):

Reports to State Medicaid Agency on’ delegated Administrative functions
If 'Other' is selected, specify:

{check each that applies):

Responsible Party for §Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation {check each that applies): ‘

I State Medicaid ] Weekly i 100% Review
Agency o 7
[™] Operating Agency | |~ Monthly- " Less than 100%
a Review
I Sub-State Entity 7: Quarterly "] Representative

Qam nla

RAR JFES
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Confidence
Interval = _
E# Other ‘3 Annually Fl Stratified
Specify: ' Describe
DOEA Group:
|
— T
i ] Continuously and 7 Other
Ongoing Specify -
[ Other
Specify: ]

Data Aggregation and Analysis:

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

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

{# State Medicaid Agency

! ] Weekly
Operating Agency { 71 Monthly
Sub-State Entity "7 Quarterly

[/} Other |1 Annually
Specify:

DOEA

- Continuously and Ongoing

{71 Other

Specify:
The state will report quarterly to
CMS for the first two years of the

approved waiver.

Performance Measure:

Percentage of level of care determinations made by qualified evaluators. N:
Number of level of care determinations made by qualified evaluators, D: Number
of level of care plan determinations reviewed.

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

Responsible Party for
data '
collection/generation
(check each that applies):

Frequency of data
coliection/generation
{check each that applies):

Sampling Approach
(check each that applies):
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[ State Medicaid - ! Weekly 1 100% Review
Agency i
| % Operating Agency { |7] Monthly Less than 100%
Review
[] Sub-State Entity 41 Quarterly ‘4 Representative
Sample :
Confidence
Interval =
95% (+/-5%)
L7 Other 15 Annually [ Stratified
Spec:lfy. ’ Describe
DOEA Group:
i Continuously and ™ Other
Ongoing Specify: .
[F: Other
Specify:

Data Aggregation and Analysis:

Résponsible Party for data Frequency of data aggregation and

aggregation and analysis (check each |analysis(check each that applies):
that applies): ‘ '

State Medicaid Agency 7] Weekly

% Operatilig Agency = Monthly

[] Sub-State Entity 7] Quarterly

[ Other 5 Anoually
Specify: :
DOEA

Specify:
The state will report quarterly to
CMS for the first two years of the

approved waiver.

ii. Ifapplicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/1ssues within the waiver program, mcludmg frequency and partles
responsible. :

N/A
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b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items. _
If an applicant does not receive a level of care evaluation prior to enrollment, the individual's enrollment
cannot move forward. The CARES unit would be contacted by the LTC plan and requested to complete the
level of care within 10 days. Prospective enrollees ultimately determined to be ieligible will be referred to
State-funded programs as necessary. _ ' '

If enrollees do not receive annual reevaluations within 365 days of the previous level of care determination,
the DOEA CARES umit will notify the LTC plan of the omission and request the completion of the 7018
assessment instrument for determination of level of care by the CARES unit. Enrollees ultimately
determined to be ineligible will be referred to State-funded programs for services. Should the . TC plan not
timely comply with the request, the LTC plan is subject to penalties under the contract.

If applicants do not have a level of care based upon the state approved assessment tool, the LTC plan is
required to correct the issue. If the LTC plan does not implement the corrective action within the approved
time frame, the LTC plan is subject to sanctions ranging from new enrollment suspension to more frequent
on-site reviews. Enrollees will continue to receive services while the level of care is determined, Applicants
who are ultimately determined to be ineligible are referred to State-funded programs for services.

If a level of care determination is made by an unqualified evaluator, the DOEA CARES unit would be
notified and requested to have a qualified evaluator review the determination within 10 days. If the level of
care was determined correctly using the appropriate critetia, the qualified evaluator would issue a new level

- of care determination. The prospective enrollee would be notified immediately if the level of care :
determination was not issued by the qualified evaluator and given his/her Fair Hearing options to challenge
the determination that level of care criteria were not satisfied. If the applicant is ultimately determined to be
ineligible, he/she will be referred to state funded services.

ii. Remediation Data Aggregation

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

. . 1. | Frequency of data aggregation and analysis
_ Responsible Party(check each thgt applies). | (check each that applies):
|/ State Medicaid Agency |7 Weekly -
I Operating Agency | Monthly
|-~ Sub-State Eatity L Quarterly
1. Other |7 Annually
Specify; ‘
DOEA
[ Continuously and Ongoing
7 Other
Specify; '
The state will report quarterly to CMS for
the first two years of the approved
waiver,
c. Timelines

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

#® No
T Yes .
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified

strategies, and the parties responsible for its operation.
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Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR §441.302(d), when an individual is determined io be likely to require a level of
care for this waiver, the individual or his or her legal represeniative is:

I. informed of any feasible alternatives under the waiver, and
L. given the choice of either institutional or home and communify-based services.

a. Procedures.Specify the State's procedures for informing eligible individuals (or their legal representatives) of the
feasible alternatives available under the waiver and allowing these mdividuals to choose either institutional or waiver
sexvices. Identify the form{s) that are employed to document freedom of choice. The form or forms are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable).

As part of the level of care assessment conducted by the CARES Unit, CARES Unit staff informs prospective
recipients of the long-term care alternatives (nursing facility or HCBS) available to them. Prospective recipients
review and sign the "Certification of Freedom of Choice for Medicaid Long-Term Care Assistance” (DOEA Form
608). This form certifies the individual has been informed of the long-term care options {nursing facility or HCBS)
and his or her right to choose between Medicaid leng-term care programs, including the right to choose nursmg
home care. . .

All eligable recipients are given the freedom to choose a LTC plan that serves their county of residence. After the
eligible recipient selects a LTC plan, the enrollment broker will process the enrollment and refer the recipient to the
selected LTC plan for services. The recipient has the freedom to choose any qualified provider in the LTC plan’s
network to receive waiver services.

Each plan enrollee has a case manager, and the case manager must discuss with the enrollee his/her individual needs

_ and develop the initial plan of care. The case manager is responsible for authorizing, coordinating, and menitoring
the provision of waiver services according to the enrollee's written plan of care. The plan of care form includes a
statement which confirms the plan of care has been discussed with and agreed to by the enrollee, and the enrollee
understands he/she has the right to request a Fair Hearing if services are denied or rediced, or if the enrollee is -
denied a choice of qualified providers. The T.TC plan must provide an enrollee with procedures to follow if they
chooses to appeal through the LTC plan's grievance and/or the Fair Hearing process.

Enrollees are not required to exhaust the managed care plan’s grievance process before requesting a Medlcald Fair
Hearing through the Florida Department of Children and Families. However, the Agency also operates the
Beneficiary Assistance Program (BAP) to aid enrollees who are unsatisfied with the outcome of the managed care
plan’s grievance process. Enrollees must have exhausted the managed care plan’s grievance process, and must not -
have requested a Medicaid Fair Hearing to engage the BAP process. The BAP is a supplemental grievance process
and does not restrict an enrollee’s right to request a Fair Hearing. However, if an enrollee selécts a Fair Hearing, they -
cannot also request a BAP hearing.

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

Copies of the freedom of choice documentation are maintained by the LTC plans in the member's case files.

Appendix B: Participant Access and Eligibility
5-8: Access to Services by Limited English Proficiency Persons

Access to Serviceg b_,V Limited English Praficient Pergons Q acify the methods that the State ngac o nravida maaninofil
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access to the waiver by Limited En ghsh Proficient persons in accordance with the Department of Health and Human Services
"Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination

Affecting Limited English Proficient Persons" {68 FR 47311 - August 8, 2003):
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LTC plans are required to develop and make available appropriate foreign language versions of all materials available to
enrollees and prospective enrollees. The LTC plan is required to provide interpreter services in person where practical, but
otherwise by telephone, for enrollees/prospective enrollees whose primary language is a foreign language. Foreign langirage
versions of materials are required if, as determined annually by AHCA, the population speaking a particular foreign (non-
English) language in a county is greater than five percent. LTC plans are prohibited from marketing the program directly to
enrollees face-to-face. LTC plans may use mass marketing strategies, approved by AHCA, to communicate educational
information regarding the program to prospective enrollees.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of2)

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

Service Type - ' Service
Statutory Service . Aduit Day Health Care
Statutory Service Case Management
Statutory Service . Homemaker
Statutory Service Respite
Extended State Plan Service Attendant Care .
Extended State Plan Service Intermittent and Skilled Nursing
Extended State Plan Service . |Medical Equipment and Supplies
Extended State Plan Service Occupational Therapy
Extended State Plan Service Personal Care
-|Extended State Plan Service . Physical Therapy
Extended State Plan Service ’ Respiratory Therapy
Extended State Plan Service Speech Therapy
Extended State Plan Service Transportation
Other Service Adult Companion
Other Service . Assisted Living
Other Service Behavior Management
Other Service Caregiver Training
Other Service Home Accessibility Adaptations
Other Service . |Home Delivered Meals
Other Service Medication Administration
Other Service ' S Medication Management
Other Service : Nutritional Assessment and Risk Reduction
Other Service - Personal Emergency Response System (PERS)

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

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

E PH
Siatsiory Service

Service: _
Adult Day Heaith © ke
Alternate Service Title (if any):
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Adult Day Health Care

Service Definition (Scope):

Services provided pursuant to Chapter 400, Part V, Florida Statutes. For example, services furnished in an
outpatient setting, encompassing both the health and social services needed to ensure optimal functioning of an
enrollee, including social services to help with personal and family problems, and planned group therapeutic
activities. Adult day health services include nutritional meals. Meals are included as a part of this service when
the patient is at the center during meal times. Adult day health care provides medical screening emphasizing
prevention and continuity of care including routine blood pressure checks and diabetic maintenance checks.
Physical, occupational and speech therapies indicated in the enrollee’s plan of care are furnished as components
of this service. Nursing services which include periodic evaluation, medical supervision and supervision of self-
care services directed toward activities of daily living and personal hygiene are also a component of this service,
The inclusion of physical, occupational and speech therapy services and nursing services as components of adult
day health services does not require the LTC plan to confract with the adult day health provider to deéliver these
services when they are included in an enrollee's plan of care. The L'TC plan may ¢ontract with the adult day
health provider for the delivery of these services or the LTC plan may contract with other providers qualified.-to
deliver these services pursuant to the terms of the LTC managed care contract. All direct service professionals
providing LTC waiver services have the reqmszte responsibility to encourage enrollee independence, inclusion,
and integration fnto the community.

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

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necéssary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the state will pay most
managed care plans a capltated monthly fee for each recipient, for which the plan will be responsible for '
_ensuring the recipient receives appropriate services congruent with the plan of care. ‘

The state will analyze encounter data to detect abe‘rrant billing practices and unusuzl spending and will require
plans to explain any such aberrations or face penalties. - -

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

W Legally Responsibie Person
. Relative
™ Legal Guardian

Provider Specifications:

Provider Category| Provider Type Title

Agency Assisted Living Facility

Agency Adult Day Care Center

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statatory Service
Service Name: Adult Day Health Care’

Provnder ler Category:
}1(‘56%"%{3‘* DT

Provider Type:
Assisted Living Facility

Provider Qualifications
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License (specify):

Chapter 429, Part I, Florida Statutes: Licensed assisted living facilities may provide adult day health
care. Chapter 429.918, Florida Statutes provides a licensed assisted living facility,....may provide
services during the day which include, but are not Himited to, social, health, therapeutic, recreational,
nutritional, and respite services, to adults who are not residents.

Certificate (specify):

Written approval of AHCA Health Quality Assurance office to provide adutt day health service
under Chapter 429,905 (2), Florida Statutes

Other Standard (specify)).

LTC MCPs can contract with assisted living facilities to provide these services if the facility has
adequate staffing and space per Rule 58A-5.023(30(a)2, F.A.C. and Rule 58A-5.019, F.A.C.

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or nvoluntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Direct care staff in assisted living facilities must encourage LTC enrollees to participate in
community activities in the facility and the community at large.
Verification of Provider Qualifications
Entity Responsible for Verificatlon
AHCA '
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Adult Day Health Care

Provider Category:
Agency ‘
Provider Type:
Adult Day Care Center
Provider Qualifications
License (specify): -
Chapter 429, Part IH, Florida Statutes
Certlﬁcate (specy‘j})

Other Standard (Specg‘jz)
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program. :

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed
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Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readlly available to CMS upon request
through the Medicaid agency or the operating agency (if applicable). :
Service Type:

Statutory Servics e
Service: '
Case Management

Alternate Serv1ce Title (if any)

Service Definition (Scope):
Services that assist enrollees in gaining access to needed waiver and other State Plan services, as well as other
needed medical, social, and educational services, regardless of the funding source. Case management services
contribute to the coordination and integration of care delivery through the ongoing monitoring of service
provision as prescribed in each enrollee’s plan of care.

For enrollees choosing participant direction, the case manager is responsible for assisting the enrollee, by
arranging for training and through ongoing support, with the following duties: recruiting workers; ensuring that
worker qualifications are verified and criminal background check completed; defining additional qualifications
and duties within the scope of waiver definitions to meet the enrollee's specific needs; scheduling workers;
training workers; supervising workers; evaluating worker performance; verifying time worked and timesheets;
and, if necessary, dismissing workers and arranging for implementation of the Emergency Back-up Plan.

The State will assure conflict free case management and participant protections by reviewing sampled care
plans, participating in Fair Hearings, and reviewing focused managed care plan reviews targeted at managed
care plans with significant numbers of care plan related complaints. Managed care plans must be in compliance
with program contract standards for case management and care planning. Failure to meet these staridards
subjects the managed care plan to enrollment moratoriums and liquidated damages.

All direct service professionals providing LTC waiver services have the requisite responsibility to encourage
enrollee independence, inclusion, and integration into the community.

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

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the sérvices necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

I Participant-directed as specified in Appendix E
[¢1 Provider managed

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

i Legally Responsible Person
I Reiative
1 Legal Guardlan
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Provider Specifications:

Provider Category Provider Type Title

Individual Case managers employed or contracted by LTC plans
Agency Center for Independent Living

Agency Case Management Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Case Management

Provider Category:
Individua
Provider Type:
Case managers employed or contracted by LTC plans
Provider Qualifications '

License (specify):

Other Standard (specyﬁ;)

Case managers must be qualified in one of the following ways: {a) have a Bachelor's Degree in
Social Work, Sociology, Psychology, Gerontology or related field, (b) be a Registered Nurse,
licensed to practice in the State, (c) have a Bachelor's Degree in an unrelated field and at least two
years of relevant experience, or (d) be a Licensed Practical Nurse (LPN) with four years of relevant
experience. All case managers must have at least two years of relevant experience and four hours of
in-service training annually in the identification and reporting of Abuse, Neglect, and Exploitation.

- All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of i inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again partmpate in
the Medicaid program,

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA -

Frequency of Verification:
Annually or more frequently as peeded

Appendix C: Participant Services
| C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Case Management

Provider Category:

é-ia:zm ency

Provider Type:

Center for Independent Living

Provider Qualifications
License (specify):
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As defined under Chapter 413 371, F. S.

Case managers must be qualified in one of the following ways: (a) have a Bachelor's Degree in
Social Work, Sociology, Psychology, Gerontology or related field, (b) be a Registered Nurse,
licensed to practice in the State, (c) have a Bachelor's Degree in an unrelated field and at least two
years of relevant experience, or (d) be a Licensed Practical Nurse (LPN) with four years of relevant
experience. All case marnagers must have at least two years of relevant experience and four hours of
in-service training annually in the identification and reporting of Abuse, Neglect, and Exploitation.
Certificate (specify): N

Other Standard (specify): ‘ o o
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
Annually or more frequently if necessary.

Appendix C: Participant Services
' C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Case Management

Provider Category:

|Agency

Provider Type:

Case Management Agency

Provider Qualifications
License (specify;):

S e we B Za e weae D SO e i e b b e ERRIP T 8

Certificate (speéiﬁz):
|

Tt
Other Standard (specify):
The case management agency must be designated a Community Care for the Elderly Lead Agency
by the DOEA in accordance with Chapter 430, Florida Statutes, or other agency meeting comparable
standards as determined by the DOEA.

All service providers must be in good standing with the Florida Medicaid program. A provider is

not in good standing if the provider was suspended or involuntarily terminated from the Florida

Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

not regain good standing until such time as the Medicaid agency authorizes it to again participate in

the Medicaid program. ' .
Verification of Provider (Qualifications

Entity Responsible for Verification:

AHCA ,

Frequency of Verification:

Annually or more frequently as needed
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Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

‘Statutory Service v
Service:

(Fomemaker

Alternate Service Title (if any):

Rt o

Service Definition (Scope): _
General household activities (meal preparation and routine household care) provided by a qualified homemaker,
when the individual regularly responsible for these activities is temporarily absent or unable to manage these
activities. Service includes pest control. Socialization is not the primary function of this service.

- All direct service professionals providing LTC waiver services have the requisite responsibility to encourage
enrollee independence, inclusion, and infegration into the community. :
Specify applicable (if any) limits on the amount, frequency, or daration of this service:

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties. ‘

Service Delivery Method (check each that applies):

2 Participant-dirécted as specified in Appendix E
{# Provider managed '

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

4 Legally 'Responsib{e Person
(7] Relative '
[~} Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Individual PDO-Homemaker

Agency Center for Independent Living

Agency Homemaker/Companion Agency

Agency Health Care Service Pools

Agency Community Care for the Elderly (CCE) Providers
Agency Home Heaith Agency

Agency Nurse Registry
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Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Homemaker

Provnder fer Category:
'individua; g
Prov1der Type
PDO-Homemaker
Provider Qualifications
License (specify):
N/A :

Certificate (specify):

N/A

Other Standard (specify):

Level Il background screening and executed Part101pant Direction Service Work Agreement.
Verification of Provider Qualifications

Entity Responsible for Verification:

AHCA or its designee

Frequency of Verification:

Annually or more frequently if necessary

Appendix C: E%gma:;;}anf Services

C-1/C-3: Provider Specifications for %@Wﬁce

Service Type: Statutory Service
Service Name: Homemaker

Provnder Type
Center for Independent Living
Provider Qualifications
License {specify):
As defined under 431.371, F. S.
Certificate (specify):
N/A
Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid programi.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
" Annually or more frequently if necessary.

Anpendix C: Participant Services

C-1/C-3: Provider Specifications for Service
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_ Service Type: Statutory Service
Service Name: Homemaker

Provider nge;gory:
Agency v
Provider Type:
Homemaker/Companion Agency
Provider Qualifications
License (specify):
N/A
Certificate (specify):
N/A
Other Standard (specify):
Registration in accordance with Chapter 400 509, Florida Statutes: Registration of particular service
providers exempt from licensure; certificate of registration; regulation of registrants.

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Serviee

Service Type: Statutory Service
Service Name: Homemaker

Prov1der Type
- Health Care Service Pools
Provider Qualifications
License (specify):
Licensed per Chapter 400, Part [X. F S.
Certificate (specify):

Other Standard (Specyﬁz)

All service providers must be in good standing with the Florida Medicaid program. A prov1der is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

A Health Care Services Pool as defined under Chapter 400.980, Florida Statutes, means any person,
firm, corporation, partnership, or association engaged for hire in the business of providing temporary
employment in health care facilities, residential facilities; and agencies for licensed, certified, or
trained health care personnel including, without limitation, nursing assistants, nurses’ aides, and
orderlies. Chapter 409,982, Florida Statutes, requires health care services pools to be included in the
LTC MCP’s provider network.

Verification of Provider Qualifications
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Entity Responsible for Verification:
AHCA or its designee.

Frequeney of Verification:

Amually of more frequently if necessary.

Apoendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Homemaker

Agency i
Provider Type
Community Care for the Elderly (CCE) Pr0v1ders
Provider Qualifications

License (specify):

N/A

Certificate (specify):

N/A

Other Standard (speczﬁz)

As defined in Chapter 410 or 430, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider ierminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Anpendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Homemaker

Provnder Category
Agency e
Provider Type
Home Health Agency
Provider Qualifications
License (specify):
Chapter 400, Part 111, Florida Statutes
Certificate (specify).

Other Standard (specify):
Optional to meet Federal Conditions of Participation under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
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Medicaid program, other-than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again partlcnpate in
the Medicaid program.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annunally or more frequently as needed

Appendix C: Partieipant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Homemaker

Provider Category:
Agency
Provider Type:
Nurse Registry
Provider Qualifications
‘License (specify):
Chapter 400.506, Florida Statutes
Certificate (specify):

Otheér Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid progtam, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again partlmpate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:

AHCA
Frequency of Verification:
Annually or more frequently as needed

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

State laws, regulations and pol1c1es referénced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

| Respita

Alternate Service Title (if any):

Lo

Service Definition (Scope)
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Services provided to enrollees unable to care for themselves furnished on a short-term basis in the enrollees
home due to the absence, or need, for relief of persons normally providing the care. Respite care does not
substitute for the care usually provided by a registered nurse, a licensed practical nurse or a therapist. Respite
may be provided by direct service workers of the approved provider types listed in this application. All direct
service professionals providing LTC waiver services have the requisite responsibility to encourage enrollee
independence, inclusion, and integration into the cornmunity.

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain ina
commrunity setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the state will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The state will analyze encounter data to detect aberrant billing practices and unusual spendmg and will requn‘e
plans to explain any such aberrations or face penalties.
Specify applicable {if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

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

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

] Legally Responsible Person
77 Relative :
.7 Legal Guardian

Provider Specifications:

Provider Category| Provider Type Title

Agency Nursing Facility

Agency Assisted Living Facility

Agency Nurse Registry

Agency Home Health Agency

Ageney Community Care for the EMerly (CCE) Providers
Agency Homemaker/Comilanion Agency

Agency Adult Day Care Center

Agency Center for Independent Living

Anpendix C: Particinant Services
©-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category
iAgency |
Frovider T ypé:
Nursing Facility
Provider Quaiifications
License (specify}:
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Chapter 400 Part 11, Florida Statutes
Certlﬂcate (Specy‘y)

Other Standard (specyﬁi)
All service providers must be in good standing with the Flerida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Venf cation:
AHCA
Frequency of Verification:
Ammually or more frequently as needed

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category
Agency

Provider Type

Assisted Living Facility

Provider Qualifications
License (specify):
Chapter 429, Part I, Florida Statutes
Certificate (specify):

Other Standard (Speczﬁz)
All service providers must be in good standing with the Florida Medicaid program. A prov1der is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Prnwdpr Cat tegory:

| Agency : .
Provider Type:
Nurse Registry
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Provider Qualifications
License (specify):
Chapter 400.506, Florida Statutes
Certlficate (specy‘j})

Other Sfandard (speaﬁ/)
All service providers must be in good standmg with the Florida Medicaid program. A prov1der is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of mactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

ég}pen@%‘x C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statut(;ry Service
Service Name: Respite

Provider Category

Ag@ncy

Provider Type

Home Health Agency

Provider Qualifications
License (specify):
Chapter 400, Part 111, Florida Statutes
Certificate (specify):

Optional to meet Federal Conditions of Partlcnpatmn under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida

Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Anpendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
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Ageney |
Provider Tjrpe:
Community Care for the Elderly (CCE) Providers
Provider Qualifications

License (specify):

:Cei‘iiﬁcé\ie (spec:ﬁz) :

Other Standard (speciﬁ/):
As defined in Chapter 410 or 430, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regam good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications.
Entity Responsible for Verification:
AHCA :
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Partici;aént Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency ¢

Provider Type:

Homemaker/Companion Agency

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Registration in accordance with Chapter 400.509, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida -
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

- not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications

Entity Responsible for Verification:
AHCA -
Frequency of Verification:
Annuaily or more frequentiy as needed
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Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Prmrlder Category
Agency

Provider Type:

Adult Day Care Center

Provider Qualifications
License (specify):
Chapter 429, Part III, Florida Statutes
Certificate (specify):

Other Standard (speczjji)
_ All service providers must be in good standing with the Florida Medicaid program A provider is
not in good standing if the provider was suspended or involuntarily termiriated from the Florida

* Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: E’am&gi@aﬁ@@eggiws

C-1/C-3: Provider Specilfications for Service

Service Type: Statutory Service
Service Name: Respite )

Provider Category

1 ;ﬁgency N

Provider Type:

Center for Independent Living

Provider Qualifications
License (specify):
as defined under Chapter 413. 371 F.S.
Certlficate (Specrﬁz)

Other Standard fopecif):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida

Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to agam participate in -

the Medicaid program.

Verification of Provider Qualifications
Entity Respouasible for Verification:
AHCA or its designee.

Frequency of Verification:
Annually or more frequently as needed.
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
throngh the Medicaid agency or the operatin g agency (if applicable).

Service Type:

| Extended State Plan Service
Service Title:

Attendant Care

Service Definition (Scope): :
Aftendant care services differ in limits from the services offered under Home Health Services State Plan for
adults. This service provides hands-on care, of both a supportive and health-related nature, specific to the needs
of a medically stable, physically handicapped enrollee. Supportive services are those that substitute for the
absence, loss, diminution, or impairment of a physical or cognitive function. Housekeeping activities that are
incidental to the performance of care may also be furnished as part of this activity. Supervision must be
pr0v1ded by a Registered Nurse, licensed to practice in the State. All direct service professionals providing LTC
waiver services have the requisite respon31b111ty to encourage enrollee mdependence inclusion, and integration
into the community.

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

There are no limits for medically necessary service for enrollees under 21. Attendant Care servmes under the
waiver are authorized based upon the medical necessity of the plan member's care needs reflected in the
approved care plan designed to maintain the plan member in a safe and healthy manner in the least restrictive
residential setting possible. Attendant Care Services can be authorized as necessary to manage the medically
necessary care needs of the plan member.,

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a.
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Tncentives have been put into place for the plans to manage the program
cfficiently and ensure that inappropriate duplication of services does not occur. Since the state will pay most
managed care plans a capitated monthly fee for ¢ach recipient, for which the plan will be responsible for
ensurmg the recipient receives approprla.te services congruent with the plan of care. :

The state will analyze encounter data to detect aberrant billing practices and unusual spendmg and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

. Participant-directed as specified in Appendix E

< Provider managed -

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

Legally Responsible Person

£ Relative
"1 Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Individual Registered Nurse, Licensed Practical Nurse
Agency Home Health Agency
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Provider . ]
Category Provider Type Title
Agency Nurse Registry - |

Appendix C: Particinant Services

C-1/C-3: Provider Specifications for Sarvice

Service Type: Extended State Plan Service
Service Name: Attendant Care

Prov:der Categery

fndw dual #
Pr0v1der Type
Registered Nurse, Licensed Practical Nurse
Provider Qualifications
License (specify):
Chapter 464, Florida Statutes
Certlﬂcate pecy‘jz)

Other Standard (speczﬁz)
All service providers must be in good standing with the Florida Medwa]d program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for réason of inactivity. A provider terminated for these reasons does
not regain good standing until such tlme as the- Medicaid agency authorlzes it to again pammpate n
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:-
AHCA orits designee.
-Frequency of Verification: R —
Annually or more frequently as necessary.

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Extended Siate Plan Service
Service Name: Attendant Care

Provider Category

Agenc}f :_

Provider Type:

Home Health Agency

Provider Qualifications
License (specify):
Chapter 400, Part 111, Florida Statutes
Certificate (specify):

Other Standard (specify):
Optional to meet Federal Conditions of Participation under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid prosram. A provideris”
P g g _

not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid prograin, other than for reason of inactivity. A provider ierminaied for these reasons does
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not regain good standing wntil such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as necessary.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Attendant Care

Agency o

Provider 'fyi)%:

Nurse Registry

Provider Qualifications
License (specify):
Chapter 400.506, Florida Statutes
Certificate (specify):

Other Standard (specyﬁz)
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
notregain good standing until such time as the Medicaid agency authorizes it to agam participate in
the Medicaid program. :

Verification of Provider Qualifications
Entity Responsible for Verification;
AHCA or its designee.
Frequency of Verification:
Annually or more frequently as necessary.

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

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

Extended State Plan Serviegs %
Service Title:
Intermittent and Skilled Nursing
Service Definition (Scope): :

Services prov1ded when skilled hursing services under the approved State plan are exhausted. The scope and
nature of these services do not otherwise differ from skilled nursing services firnished under the State
Plan. Services listed in the plan of care that are within the scope of the State's Nurse Practice Act and are
provided by a registered professional nurse, or licensed practical or vocational nurse under the supervision of a
registered nurse, licensed to practice in the State. Skilled nursing services must be listed in the enrollees's plan
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of care and are provided on an intermittent basis to enrollees who either do not require continuous nursing
supervision or whose need is predictable. All direct service professionals providing I.TC waiver services have
the requisite responsibility to encourage enrollees independence, inclusion, and integration into the community.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

There are no limits for medically necessary services for enrollees under age 21. Intermittent and Skilled
Nursing Services can be anthorized as necessary to manage the medically necessary care needs of the enrollee in
the least restrictive residential setting possible.

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the state will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The state will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

[l Participant-directed as specified in Appendix E
[i# Provider managed

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

I3 Legally Responmble Person

“E Relative
EW Legal Guardian
Provider Specifications:
Provider Category Provider Type Title
Agency Home Health Agency .
Individual PDO - Intermittent and Skilled Nursing

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Intermittent and Skilled Nursing

Provider Category

e

Provider Type

Home Health Agency

Provider Qualifications
License (specify):
Licnesed under Chapter 400, Part I11, Florida Statutes
Certificate (specify):

Other Standard (specify).
Optional to meet Federal Conditions of P ipation ynder 42 CFR 484
All service prov1ders must be in good sfandm g with the Florida Medicaid program, A provider is

not in good standing if the provider was suspended or involuntarily terminated from the Florida
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Medicaid program, other than for reason of mactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee
Frequency of Verification:
Annually or more frequently as needed.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Intermittent and Skilled Nursing

Provider Category:
Iméw {ﬁua uak; #
Pr0v1der Type
PDO - Intermittent and Skilled Nursing
Provider Qualifications
License (specify):
Licensed under 400 IIL F.S.
Certificate (specify):
N/A
Other Standard (specify): -
- Service may be provided by a legally respon31ble person relative or legal guardlan

Optional to meet Federal Conditions of Participation under 42 CFR 484

- All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of nactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to agaln participate in
the Medicaid program.

Verification of Provider Qualifications
Eatity Responsible for Verification:
AHCA or its designee
Frequency of Verification:

Anually or as needed

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

State laws, regulations and policies referenced in the specification are read11y available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

Service Type: :

|Extended State Plan Service

Service Title:

Medical Equipment and Supplies

Service Definition (Scope): :

Services that are provided when medical equipment and supplies under the approved State Plan are exhausted.
Medical equipment and supplies, specified in the plan of care, include: (a) devices, controls, or appliances that
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enable the enrollee to increase the ability to perform activities of daily living; (b) devices, controls, or
appliances that enable the enroliee to perceive, control, or communicate with the environment in which he or
she lives; (¢) items necessary for life support or to address and enrollee's physicial conditions along with
ancillary supplies and equipment necessary to the proper fimctioning of such items; (d) such other durable and
non-durable medical equipment not available under the State Plan that is necessary to address enrollee
functional limitations; and (e) necessary medical supplies not available under the State plan, 1nc1uchng
consumble medical supplies such as aduft dJSpOS&ble diapers.

Items reimbursed under the waiver are in addition to any medical equipment and supplies furnished under the
State Plan and exclude those items that are not of direct medical or remedial benefit t¢ the enrollee. All items
shall meet applicable standards of manufacture, design and instaflation. This service also includes repair of
such items as well as replacement parts.

The case manager in consultation with a medical professional will authorize this service. All direct service
professionals providing L.TC waiver services have the requisite responsibility to encourage enrollee
independence, inclusion, and integration into the community,

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

There are no limits for medically necessary services for enrollees under age 21. Medical Equipment and
Supplies services under the waiver are authorized based upon the medical necessity of the enrollee's care needs
reflected in the approved care plan designed to maintain the enrolle in a safe and healthy manner in the least
restrictive residential setting possible.

[t is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensuré that inappropriate duplication of services does not occur. Since the state will pay most
managed care plans a cap1tated monthly fee for each recipient, for which the plan will be responsrble for
ensuring the recipient receives appropriate services congruent with the plan of care.

The state will analyze encounter data to detect aberrant blllmg practices and unusual spendmg and w111 require
plans to explain any such aberrations or face penalties.

Service Delivery Method {check each that applies):

I3 Participant-directed as specified in Appendix E

i Provider managed

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

] Legally Responsible Person
[ Relative
i _| Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Individual Pharmacy

Agency Home Medical Equipment Company
Agency Home Health Agency -

Appendix C: Particinant Services
- C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Medical Eauinment and § Qu nlisg

ey Aanae A SR AfrEAA KR )

Provider Category:
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Provider Type:

Pharmacy

Provider Qualifications
License (specify):
Licensed under Chapter 465, Florida Statutes
Certificate (specify);

Other Standard (specify):
. Permit under Chapter 465, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of mactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Medical Equipment and Supplies

Provider Category
Agency
Provider Type
Home Medical Equipment Company
Provider Qualifications
License (specify):
Chapter 400, Part VII, Florida Statutes
Certificate (specify); ‘

Other Standard (specify): '
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
. Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendixz C: Participant Services

C-1/C-3: Provider Specifications for Service
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Service Type: Extended State Plan Service
Service Name: Medical Equipment and Supplies

Provider Category:
Agency v
Pl‘OVlder Type
Home Health Agency
Provider Qualifications
License (specify):
Chapter 400, Title III, Florida Stafutes
Certificate (specify;:

i

Other Standard (speczﬁ:j o _
Optional to meet Federal Conditions of Participation under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

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

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

Exiended State Plan Bervice -
Service Title:
Occupational Therapy
Service Definition (Scopej:
Occupational Therapy services under the waiver are provided when occupational services firnished under the
approved State Plan are exhausted. These services include treatment to restore, improve, or maintain impaired
functions, which are aimed at increasing or maintaining the enrollee's ability to perform those tasks required for
independent functioning as determined through a multidisciplinary assessment to mlprove an enrollee's
capability to live safely in the home setting.

All direct service professionals providing LTC waiver services have the requisite respon51b1hty to encourage
enrollee independence, inclusion, and integration into the commumity.

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

Occupational Therapy services through the waiver are provided when the limits of the State Plan service are
exhausted. There are no limits on medically necessary services for enrollees under age 21. Occupational
Therapy services under the waiver are authorized based upon the medical necessity of the enrollee's care needs
reflected in the approved care plan designed to maintain the plan member in a safe and healthy manner in the
least restrictive residential setting possible.

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
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commumity setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the state will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care..

The state will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
I Provider managed '

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

|7 Legally Responsible Person
1 Relative

{7 Legal Guardian
Provider Specifications:
Provider Category Provider Type Title
Individual Occupational Therapist
Individual Occupational Therapist Assistant
Agency Home Health Agency

Appendix C: Participant Services
{-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Occupational Therapy

Provider Category:

[Individual /+

Provider Type:

Occupational Therapist

Provider Qualifications
License (specify):
Chapter 468, Part ITI, Florida Statutes
Certificate (specify):

Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from. the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain goed standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program. '

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA 7
Frequency of Verification:

A +]
Annually or more frequently as neede

Appendix C: Participant Services
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C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Occupational Therapy

Provider Category:
Individual . -

Provider Type

Occupational Therapist Assistant

Provider Qualifications
License (specify):
Chapter 468, Part I1I, Florida Stautes
Certificate (specify):

Other Standard (specify)-
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida

Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

not regain good standing until such time as the Medicaid agﬁncy authorizes it to again participate in
the Medicaid program.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA.
Frequency of Verification:
Annually or more frequently as needed

Anpendix C: Participant Services

C-1/C-3: Provider Specifications ti}r Service

Service Type: Extended State Plan Service

Service Name: Occupational Therapy

Provnder Category
Agency
Provider Type _
Home Health Agency
Provider Qualifications
License (specify).
Chapter 400, Part III, Florida Statutes
Certificate (specify):

Other Standard V(;pecrjﬁz):
Optional to meet Federal Conditions of Participation under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida

Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in

the Medicaid program.
Verification of Provider Qualifications

T o L
Entity Responsibie for Verilication:

AHCA
Frequency of Verification:
Annually or more frequently as needed
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Appendix C: Participant Services
C-1/C-3: Service Specification

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

Service Type:

Extended State Plan Service
Service Title:

Personal Care

Service Definition (Scopej:
Services that are provided when personal care services furnished under the approved State Plan limits are
exhausted. Services include assistance with eating, bathing, dressing, personal hygiene, and other activities of
daily living. This service includes assistance with preparation of meals, but does not include the cost of the
meals. This service may aiso include housekeeping chores such as bed making, dusting and vacuuming, which
are incidental to the care furnished or which are essential to the health and welfare of the enrollee, rather than
the enrollee's family.

-

All direct service professionals providing LTC waiver services have the requlslte resp0n31b111ty to encourage
enrollee independence, inclusion, and integration into the community .

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

There are no limits on medically necessary services for enrollees under age 21. Personal Care services under
the waiver are authorized based upon the medical necessity of the enrollee's care needs reflected in the approved
care plan designed to mamtam the enrollee in a safe and healthy manner in the least restrlctwe residential setting
possible.

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the state will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The state will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

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

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

Legally Responsible Person

71 Relative
% Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency Home Health Agency
Agency Community Care for the Elderly (CCE) Providers
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Provider . .
Category Provider Type Title
Agency Nurse Registry
Individual PDO-Personal Care

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Personal Care

Provider Category:
Agency )
Provider Type:

Home Health Agency

Provider Qualifications
License (specify):
Chapter 400, Part II, Florida Statutes
Certificate (specify): :

it 4

Other Stﬁl;dérd (specify):
Optional to meet Federal Conditions of Participation under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
Annually or more frequently as needed.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Personal Care

Provider Category:

Agency "

Provider Type:

Community Care for the ElderTy (CCE) Providers
Provider Qualifications

License (specify):

Other Standard (specify):
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As defined in Chapter 410 or 430, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A providet is
not in good standing if the provider was suspended or involuntarily terminated from the Florida

Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does.
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications

Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Personal Care

Provider Category

A%a’scy

Provider Type

Nurse Registry

Provider Qualifications
License (specify):
Chapter 400.506, Florida Statutes
Certifi cate (spec:ﬁz)

Other Standard (specyﬁz)
All service providers must be in good standmg with the Florida Medicaid program.. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

- not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications

Entity Responsibie for Verification:
AHCA
Frequency of Verification;
Annually or more frequently as needed

Appendix C: Participant Services

C-1/C-3: Provider Specifications f’m“ Service

Service Type: Extended State Plan Service
Service Name: Personal Care

Providgr_gategory:
individual *
Provider Type:
PDO-Personal Care
Provider Qualifications
License (specify):
N/A

Certificate (specify):
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N/A

Other Standard (specify):

May be provided by a legal goardian.

Level I background screening and executed Participant Direction Service Work Agreement.
Verification of Provider Qualifications

Entity Responsible for Verification:

Managed Care Plan - ongoing

AHCA or its designee - annually

Frequency of Verification:

Annually or more frequently as needed.

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

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

Extended State Plan Service
Servnce Title:
Physical Therapy
Service Definition (Scope):
Physical Therapy services under the waiver are pr0v1ded when Physical Therapy services furnished under the
approved State Plan are exhausted. Physical Therapy services provide treatment to réstore, improve, or maintain
impaired functions by the use of physical, chemical, and other properties of heat, light, electricity or sound, and
by massage and active, resistive, or passive exercise. The services must be performed by a qualified physical
therapist. There must be an explanation that the enrollee's condition will be improved significantly (the outcome
of the therapies must be measurable by the attending medical professional) in a reasonable (and generafly
predictable) period of time based on an assessment of restoration potential, or a determnination that services are
necessary to a safe and effective maintenance program for the enrollee. .

All direct service professionals pr0v1dmg LTC waiver services have the requisite responsibility to encourage
enrollee independence, inclusion, and integration into the community.

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

There are no limits for medically necessary services for enrollees under age 21. Enrollees 21 and older may
receive a specific amount of Physical Therapy through the State Plan in an outpatient setting as described in the
Hospital Services Coverage and Limitations Handbook. The waiver will provide additional Physical Therapy
treatments based upon the medical necessity of the enrollee's care needs reflected in the approved care plan
d351gned to serve the enrol]ee in a safe and healthy manner in the least restrictive residential setting possible.

It is the state’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the state will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be resp0n51ble for
ensuring the recipient receives appropriate services congruent with the plan of care.

The state will analyze encounter data to detect aberrant billing practices and unusual spending and will requlre
plans to explain any such aberrations or face penalties.

Service Pelivery Method (check each that applies):

i ] Participant-directed as specified in Appendix E
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L4 Provider managed

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

1 Legally Responsible Person
I_1 Relative
I Legal Guardian

Provider Specifications:

Provider Category]  Provider Type Title
Agency © |Home Health Agency
Individual Physical Therapist Assistant
Individual Physical Therapist

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
" Service Name: Physical Therapy

Provider Category

Agency e

Provider Type

Home Health Agency

Provider Qualifications
License (specify):
Chapter 400, Part IIL, Florida Statutes
Certlﬁcate (speczjﬁz)

Other dard (spec:ﬁz) ’
Optional to meet Federal Conditions of Participation under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medlcald agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Particinant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Physical Therapy

P-—n vy-dl\w 0~

Eﬁd!vzma :

Provider T Type
Physical Therapist Assistant
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Provider Qualifications
License (specify):
Licensed under Chapter 486, F. S.
Certificate (specify):

Other Standard (specgﬁz)
All service providers must be in geod standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to agam participate in
the Medicaid program.
Verification of Provider Qualifications

Entity Responsible for Verification:

- AHCA or its designee.
Frequency of Verification:
Amnaully or more frequently as needed.

- Appendix C: Participant Services
C-1/C-3: Provider Specifications for Semce

Service Type: Extended State Plan Service
Service Name: Physical Therapy

Provider Category
| Individual |
Provider Type
Physical Therapist
Provider Qualifications
License (specify):
Chapter 486, Florida Statutes
Certlﬂcate (speczﬁz)

andard (specgﬁz)
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medlcald agency authorlzes it to again partlcipate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

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

State laws, regulations and poiicies referenced in the specification are readily availabie to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
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Service Type:

Extended Siate Plan Service

Service Title:

Respiratory Therapy

Service Definition (Scope):

Respiratory Therapy services are provided when Respiratory Therapy services under the approved State Plan
are exhausted. These services include evaluation and treatment related to pulmonary dysfunction. Examples are
ventilatory support; therapeutic and diagnostic vse of medical gases; respiratory rehabilitation; management of
life support systems and bronchopulmonary drainage; breathing exercises and chest physiotherapy.

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

There are no limits for medically necessary services for enrollees under age 21. Respiratory Therapy services
under the waiver are authorized based upon the medical necessity of the enrollee's care needs reflected in the
approved care plan designed to maintain the enrollee in a safe and healthy manner in the least restrictive
residential setting possible.

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the mdividual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.

_ Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E

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

i1 Legally Responsible Person
[ Relative

. 1 Legal Guardian

Provider Specifications:

Provider Category| Provider Type Title

Agency _ Home Health Agency

Individual Respiratory Therapist

Appendix C: ?artieipant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Respiratory Therapy

Provider Category:

Agency

Provider Fype:

Home Health Agency

Provider Qualifications
License (specify):
Chapter 400, Part I, Florida Statutes
Certificate (specify):
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Other Standard (spec{ﬁz):.
Optional to meet Federal Conditions of Participation under 42 CFR 484

Must employ respiratory therapists licensed under Chapter 468, Florida Statutes

All service providers must be i good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services
C-1/C-2: Provider Specilications for Service

Servnce Type Extended State Plan Service
Service Name: Respiratory Therapy

Provider Category:
Individual

Provider Type

Respiratory Therapist

Provider Qualifications
License (specify):
Chapter 468, Florida Statutes
Certificate (specify):

Other Standard (speczjj/)
All service providers must be in good standing with the Flonda Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida

- Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regam good standing until such time as the Medlcard agency authonzes it to again participate in
the Medicaid program.

Verification of Provider Qualifications

Entity Responsible for Verlﬁcatlon
AHCA or its designee.
Frequency of Verification:
Annually or more frequently as needed

Anpendix C: Particinant Services
C-1/C-3: Service Specification

State laws, reguiations and policies referenced in the specification are readity availabie to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
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Service Type;

| Extended State Plan Servica
Service Title: )
_Speech Therapy

Service Definition (Scope): -

Speech Therapy services under the waiver are provided when Speech Therapy services furnished under the
approved State Plan are exhausted. Speech Therapy is the identification and treatment of neurological
deficiencies related to feeding problems, congenital or trauma related maxillofacial anomalies, autism, or
neurological conditions that affect oral motor functions. Therapy services include the evaluation and treatment
of problems related to oral motor dysfunction.

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

There are no service limits for enrolees under age 21. Speech Therapy services under the waiver are authorized
based upon the medical necessity of the enrollee's care needs reflected in the approved care plan designed to
maintain the enrollee in a safe and healthy manner in the least restrictive residential sefting possible.

It 1s the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to thanage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most

- managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

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

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

?

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Individual Speech-Eanguage Pathologist

Agency Home Health Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Speech Therapy

Provider Category:
Cndividua
Provider Type:
~ Speech-Language Pathologist
Provider Qualifications
License (specify):
Chapter 468, Part I, Florida Statutes
Certificate (specify):
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Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
* not in good standing if the provider was suspended or involuntarily terminated from the Florida

Medicaid program, other than for reason of inactivity, A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program. _

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
Annually or more frequently as needed.

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Speech Therapy

Agency 1

Provider Type:

Home Health Agency

Provider Qualifications
License (specifyi:
Chapter 400, Part IT1, Florida Statutes
Certificate (specify):

Other Standard (speczﬁz)
Optional to meet Federal Cond1t10ns of Participation under 42 CIR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Med:cald agency authorizes it to again part101pate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Apg)m@ix C: Paftici;ganf Services

Page 90 of 228

C-1/C-3: Service Specification

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

through the Medicaid agency or the operating agency (if applicable).

Service 1_y'pt:
Extended State Plan Service

w
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Service Title: .

Transportation

Service Definition (Scope):

Service offered in order to enable enrollees to gain access to waiver services specified by the plan of care. This
service is offered in addition to medical transportation required under 42 CFR 431.53 and transportation
services under the State Plan, defined at 42 CFR 440.170(a) (if applicable), and shall not replace them.
Transportation services under the waiver shall be offered in accordance with the enrollee's plan of care.
Whenever possible, family, neighbors, friends, or community agencies, which can provide this service without
charge, will be utilized, '

All direct service professionals providing LTC waiver services have the requisite responsibility to encourage
enrollee’s independence, inclusion, and integration into the community.

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

There are no service limits for individuals under age 21. :

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a

* community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate-services congruent with the plan of care.

The State wili analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties,

Service Delivery Method (check each that applies).

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

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

| egally Responsible Person
Z Relative S
Legal Guardian

Provider Specifications:

|Provider Category Provider Type Title
Agency - Community Transportation Coordinator
Individual Independent - (private auto, wheelchair van, bus, taxi)

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
- Service Name: Transportation

Provider Category:
Agency

Provider Type:

Community Transportation Coordinator

Provider Qualifications
License (specify):
Chapter 316 and Chapter 322, Florida Statutes
Certificate (specify):
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Other Standard (specify): S
In compliance with Chapter 41-2, F.A.C.

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason ofinactivity. A provider terminated for these reasons docs
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification;
Annually or more frequently as necessary

Appendix C: Participant Services
{-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Servxce
Service Name: Transportation

Provnder Category
Indiv idual]
Provnder Type-
Independent ~ (private auto, wheelchair van, bus, taxi)
Provider Qualifications
License (specify}:
Chapter 322, Florida Statutes
Certlﬁcate (specyﬁ;)

Other Standard (Specyﬁf)
Residential facility providers that comply with requirements of Chapter 427, Flonda Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity., A provider terminated for these reasons does
not regain good standing until such time- as the Medicaid agency authorizes it to again participate in
the Medicaid prograrn.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA orits designee. :
Frequency of Verification:
Annually or more frequently as needed.

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

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

: Other Service
As provided in 42 CFR §440. 180(b)(9) the State requests the authority to provide the following additional
service not specified in statute.

Service Title:
Adult Companion

Service Definition ¢Scope}:
Non-medical care, supervision and socialization provided to a functionally impaired adult. Companions assist or
supervise the enrollee with tasks such as meal preparation or laundry and shopping, but do not perform discrete
services. The provision of companion services does not entail hands-on nursing care. This service includes light
housekeeping tasks incidental to the care and supervision of the enrollee.

All direct service professionals providing LTC waiver services have the requisite responsibility to encourage
enrollee independence, inclusion, and integration into the community.

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

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. - The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and musual spendmg and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

f Participant-directed as specified in Appendix E

[# Provider ma'naged

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

b Legally Reéponsible Persom

i1 Relative
.} Legal Guardian
Provider Specifications:
Provider Category Provider Type Title
Agency Health Care Service Pools
Agency Nurse Registries
Individual PDO-Adult Companion
Agency Home Health Agency
Agency Homemaker/Companion Agency )
Agency Community Care for the Elderly (CCE) Providers
Agency Center for Independent Living

Ag}eendu{ C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Adult Companion

Provider Category:
Agency "
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Provider Type:

Health Care Service Pools

Provider Qualifications
License (specify).
Licensed per Chapter 400, Part IX, F, S
Certificate (speczﬁz)

Other Standard (specgﬁz)

All service providers must be in good standing with the Florida Medicaid program A provider is
not in good standing if the provider was suspended or involuntarily teriminated from the Florida
Medicaid program. A provider terminated for these reasons does not regain good standing until
such time as the Medicaid agency authorizes it to again participate in the Medicaid program.

If a service provider has been involuatarily termmated from the Medicaid program for reasons of”
inactivity, the provider is considered to be in good standing,

A Health Care Services Pool as defined under Chapter 400.980, Florida Statutes, means any person,
firm, corporation, partnership, or association engaged for hire in the business of providing temporary
ermployment in heatth care facilities, residential facilities, and agencies for licensed, certified, or.
trained health care personnel including, without limitation, nursing assistants, nurses’ aides, and
orderlies. Chapter 409.982, Florida Statutes, requires health care sérvices pools to be included in the
LTC MCP’s provider network, They may prov1de Home Health Adides to recipients requiring Adult

- Companion services.

Verification of Provider Qualifications

Entity Responsible for Verification:

. AHCA or its designee.
Frequency of Verification;

Page 94 of 228

Annually
ER S i ary

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Adult Companion

P_m‘figateg‘)fy
Agency
Pr0v1der Type
Nurse Registries
Provider Qualifications
License (specify):
Licensed per Chapter 400.506, F. S.
Certificate (specify):

Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program. A provider terminated for these reasons does not regain good standing until
such time as the Medicaid agency authorizes it to again participate in the Medicaid program.
If a service provider has been involuatarily terminated from the Medicaid program for reasons of
inactivity, the provider is considered to be in good standing. '

Verification of Provider Qualifications
Entity Responsible for Verification:
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AHCA or its designee
Frequency of Verification:
Annually

condl

Appendix C: Participant Services
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C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Adult Companion

Provider Cate ory:
Individual

Provider Type:
PDO-Adult Companion
Provider Qualifications
License (speczﬁi)
N/A
Certificate (specify):
N/A

Other Standard (specify):
May be provided by a legal guardian.

Level H background screening and executed Participant Direction Service Work Agreement.
Verlf' cation of Provider Qualifications

Entity Responsible for Verification:

Managed care plan - ongoing.

AHCA or its designee - annually

Frequency of Verification:

Annually or as needed

Apnpendix C: Participant Services

 C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Adult Companion _

Provider Cat ategory:

Agency o

Provider Type:

Home Health Agency

Provider Qualifications
License (specify):
Chapter 400, Part 111, Florida Statutes
Certificate (specify):

Other Standard (5peczﬁ))
Optional to meet Federal Conditions of Participation under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is

not in g()()d standing if the pTOVldei‘ was SquPnde or mvnhmfart]v terminated from the E‘]nﬂr]a

Medicaid program, other than for reason of inactivity. A pr0v1der terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes i to again participate in

the Medicaid program.
Verification of Provider Qualifi catlons

hitp://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.isp

2/472013



Applic-ation for 1915(c) HCBS Waiver: FL.0962.R00.00 -Jul 01,2013 Page 96 of 228

Entity Responsnble for Verification:
AHCA

Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Adult Companion

Provnder Category
| Agency fm
Provider Type:
Homemaker/Companion Agency
Provider Qualifications

* License (specify):

_ bertiﬁcate (specify):

Other Standard (specgsz)
Reglstration in accordance with Chapter 400 409 Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Quallﬁcatlons
Entity Responsible for Verification:
AHCA '
Frequency of Verification:
Amnually or mére frequently as needed

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
_Service Name: Adult Companion

Provider Category:
Agewcy :
Provider Type
Community Care for the Elderly (CCE) Providers
Provider Qualifications
License (specify):

Certificate (specify):
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Other Standard {(specify):
As defined in Chapter 410 or 430, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as necessary

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Adult Companion -

Prov1der Type

Center for Independent lemg

Provider Qualifications
License (specify):
As defined under Chapter 413.371, F. 8.
Certificate (specify):

Other Standard (specify):

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program. A provider terminated for these reasons does not regain good standing until
such time as the Medicaid agency authorizes it to again participate in the Medicaid program,

If a service provider has been involuatarily terminated from the Medicaid program for reasons of
inactivity, the provider is considered to be in good standing.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee
Frequency of Verification:
~ Annually

Appendix C: Participant Services
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- C-1/C-2: Service Specification

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

Service Type:

 Cther Sarvice e
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As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional
service not specified in statute.

Service Title:

Assisted Living

Service Definition (Scope):

Personal care services, homemaker services, chore services, attendant care, companicn services, medication
oversight, and therapeutic social and recreational programming provided in a home-like environment in an
assisted living facility licensed pursuant to Chapter 429, Part 1, Florida Statutes.

This service does not include the cost of room and board furnished in conjunction with residing in the facility.
This service includes 24-hour on-site response staff to meet scheduled or unpredictable needs in a way that
promotes maximum dignity and independence, and to provide supervision, safety and security. Individualized
care is furnished to persons who reside in thefr own living units (which may include dual occupied units when
both occupanis consent to the arrangement) which may or may not include kitchenette and/or living rooms and
which contain bedrooms and toilet facilities. The resident has a right to privacy. Living units may be locked at
the discretion of the resident, except when a physician or mental health professional has certified in writing the
resident is sufficiently cognitively impaired as to be a danger to self or others if given the opportunity to lock
the door and all protections have been met to ensure individuals® rights have not been violated. The facility must
have a central dining room, living room or parlor, and common activity areas, which may also serve as living
rooms or dining rooms. The resident retains the right to assume risk, tempered only by a person's ability to
assume responsibility for that risk. Care must be furnished in a way that fosters the independence of each
resident to facilitate aging in place.

Routines of care provision and service delivery must be consumer-driven to the maximum extent possibie, and
treat each person with dignity and respect. Assisted living services may also include medication administration,
pericdic nursing evaluations and respite. The LTC plan may arrange for other authorized service providers to
deliver care to enrollees residing in assisted living facilities in the same manner as those services would be
delivered to an enrollee in their own home. ALF administrators, direct service personnel and other service
personnel have a responsibility to encourage enrollees to take part in social, educatlonal and recreational
activities as they are capable of enjoying.

All services provided by the assisted living facility must be included in a care plan maintained at the facility
with a copy provided to the enrollee's case manager. The LTC plan shall be responsible for placing enrollees in
the appropriate assisted living facility setting. All direct service professionals providing LTC waiver services
have the requisite responsibility to encourage plan members' independence, inclusion, and mtegrauon into the
community. .

Plans must include appropriate facilities in their provider network and are required to ensure facilities have a
clear understanding of the requirement to operate according to the HCB characteristics as described the
Appendix C of the waiver application. The State has provided language which must be incorporated into the
plans’ provider contracts, Plans are required to credential and monitor providers on their compliance with the
HCB characteristics. '

When an enrollee requires residential services, the plan will ensure recipients exercise their right to choice of
network providers, and to receive assisted llvmg services in an appropriate ALF that meets the waiver
requirements, and can serve the enrollee’s needs through:

*Person-centered care planning: The enrollee and the case manager will work together to identify the services
the individual needs, identify the enrollee’s goals and assess the choice of providers to determine which setting
is most suitable.

Home-like environment standards: Implemented by facilities and monitored by the plans and the State on an on
-going basis.

*Continual information and contact: Plans are required to ensure enrollees are informed about the services
availabie and their rights by a variety of means. Furthermore, case managers are required to maintain monthly
contact with their enrollees to, among other requirements, determine the on-going validity and adequacy of the
enrollee’s services and living environment.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
commmmity setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant biiling practices and unusua] spending and will reciuire
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each thar applies):

| 7 Participant-directed as specified in Appendix E
371 Provider managed

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

i 7 Legally Responsible Person
] Relative
71 Legal Guardian

Provider Specifications;

Provider Category| Provider Type Title

Agency ‘ Assisted Living Facility |

Apg‘)eﬁ@%@ : Participant Services _
- C-1/C-3: Provider Specifications for Service -

Service Type: Other Service
Service Name: Assisted Living

Provider Category
Agency i
Provider Type
Assisted Living Facility
Provider Qualifications
License (specify):
Chapter 429, Florida Statutes
Certificate (specify).

Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of nactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again part1c1pate in
the Medicaid program.

Additional qualifications: As a condition of Medicaid payment, ALFs must offer facility services to
Long-Term Managed Care plan members with the following home-like characteristics as medically
appropriate: a) access to typical facilities in a home such as a kitchen with cookmg facilities; (b)
provide pnva,cv options in the living unit; {c) access to resources and activities in the community;
(d) provide individuals with the option to asmst in choosing what ALF activities will be conducting
and {f} ensure individuals are allowed to conduct/hold unscheduled activities of their choosing.
Verification of Provider Qualifications
Entity Responsible for Verification:
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AHCA '
Frequencey of Verification:
Annually or more frequently as needed

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

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

Service Type:
Other Service :
As provided in 42 CFR §440.180(b)9), the State requests the authority to provide the following additional
service not specified in statute.

Service Title:

Behavior Management

Service Definition (Scope):

This service provides an enrollee with persistent problematic behavior an evaluation of the origing and triggers.
of the problem behavior, development of strategies to address the behavior, implementation of an intervention
by the provider and orientation and assistance for the caregiver to be able to intervene to improve the behavu)r
and maintain the improved behavmr

All direct service professionals providing L.TC waiver services have the requisite respon51b111ty to encourage
enrollee independence, inclusion, and integration into the community.

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

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practlces and unusual spendmg and will requlre ,
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

I Participant-directed as specified in Appendix E
la Provider managed

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

1 Legally Responsible Person

"1 Relative
[] Legal Guardian
Provider Specifications:
Provider Category Provider Type Title
Agency Home Health Agencies
Individual Registered Nurse
Agency Nuise Regisiries
Agency Community Mental Health Center
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Provider . )
Category Provider Type Title
Individual Clinical Social Worker, Mentzl Health ' .
Counselor
Individual Psychologist

Appendiv C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Behavior Management

Provider Category:
Agency
Provider Type:
Home Health Agencies
Provider Qualifications
License (specify):
Licesned under Chapter 400, Part II1, F. S.
Certlficate (specyﬁz)

Bther Standard (sf;eciﬁ;): _
Optional to meet Federal Conditions of Pa,rticipation under 42 CFR 484.

All service pr0v1ders must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
‘not regain good standing until such time as the Medicaid agency authorizes it to again participate in..
the Medicaid program.
- Verification of Provider Qualifications
Entity Responsible for- Verification:
AHCA or its designee.
Frequency of Verification: :
Annually or more frequently as'needed

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Behavior Management

Prov1der Category:
Individual 3

Provider Type

Registered Nurse

Provider Qualifications
License (specify):
Chapter 464, Part | "Nurse Practice Act”, Florida Statutes and Chapter 6489 "Board of Nursing",
Florida Administrative Code
Certificate (specify):

Other Standard (sﬁecijﬁz)."
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Individual nurses who provide this service must have a minimum of two vears of direct experience
working with adult populations whe are diagnosed with Alzheimer's disease or other dementias or

persistent behavior problems.

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to agaln participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Behavior Management

Provider Category:

[Agency ||

Provider Type

Nurse Registries

Provider Qualifications
License (specify):
Licensed under Chapter 400.506, F. S.
Certificate (specify):

Other Standard (specgﬁz)
Individual nurses who provide this service must have a minimum of two years of direct experience
working with adult populations who are diagnosed with Alzheimer's disease or other dementias or
per31stent behavior problems.

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Quallﬁcatlons
Entity Responsible for Verification:
AHCA or its designee,
Frequency of Verification:
Amnually or more frequently if necessary.

Anpendix C: Participant Services

C-1/C-3: Provider Specifications for SeM{te

Snrvlnn Ty pe: Nthar Sorvica

Tavy a XA RIWA Y AL

Service Name Behavior Management

mategory
Agency -
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Provider Type:
Community Mental Health Center
Provider Qualifications
License (specify).
Chapter 394, Florida Statuies ......
Cert:ﬁcate (specify):

Other Standard (specyy)
All service providers must be in good standing with the Florida Medicaid program. A prov1der is
not in good standing if the provider was suspended or involuntarily terminated from the Fiorida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing untﬂ such time as the Medicaid agency authorizes it to again partlmpate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsnble for Verification:-
AHCA

" Frequency of Verification:

Annually or more frequently as needed

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Behavior Management

Provider Category:
Individisal

Provider Type:
Clinical Socia} Worker, Mental Health Counselor
Provider Qualifications .

License (specify):

Chapter 491, Florida Statutes

Certificate (specify):

Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

_ not regain good standing until such time as the Medicaid agency authorizes it to agam participate in

the Medicaid program.

Verification of Provider Quallficatlons
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annnally or more frequently as needed

Anpendix C: Participant Services
C-1/C-3: Provider Specilications for Service

Service Type: Other Service
Service Name: Behavior Management

Provider Category:
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individual |

Pr0v1der Type

Psychologist

Provider Qualifications
License (specify):
Chapter 490, Florida Statutes
Certificate (speczjjz)

Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily texminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as necessary

Appendix C: Participant Services

C-1/C-3; Service Specification

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

Service Type:

| Other Service
As prov1dcd in 42 CFR §440 180(b)(9) the State requests the authority to provide the followmg additional
service not specified in statute.

Service Title:

Caregiver Training

Service Definition (Scope): :

Training and counseling services for individuals who provide unpaid support, training, companionship or
supervision to enrollees. For purposes of this service, individual is defined as any person, family member,
neighbor, friend, companion, or co-worker who provides uncompensated cate, training, guidance,
companionship or support to a person served on the waiver. This service may not be provided in order to train
paid caregivers. Training includes instruction about treatment regimens and other services included in the plan
of care, use of equipment specified in the plan of care, and includes updates as necessary to safely maintain the
enrollee at home. Counseling must be aimed at assisting the unpaid caregiver in meeting the needs of the
enrollee. All training for individuals who provide unpaid support to the enrcllee must be included in the
enrollee's plan of care. )

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

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will re(iuire
plans to explain any such aberrations or face penalties.
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Serviee Delivery Method (check each that applies):.

|, Participant-directed as specified in Appendix E
|} Provider managed

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

i Legally Responsible Person
i Relative
[ Legal Guardian

Provider Specifications:

Provider Category : Provider Type Title

Individual Registered Nurse, Licensed Practical Nurse
Individual Clinical Social Worker, Mental Health Counselor
Agency Home Health Agency

Agency. Community Care for the Elderly (CCE) Provider

Appendix C: Participant Services

Page 105 of 228

C-1/C-3; Provider Specifications for Service

Service Type: Other Service
Service Name: Caregiver Training

Provnder Category
lindivi dual| =
Provider T Type_
Registered Nurse, Licensed Practical Nurse
Provider Qualifications ’
License (specify): oo
Chapter 464, Florida Statutes

Certificate (specify):

Other Standard (specgﬁz)

All service providers must be in good standing with the Florida Medlcald program. A prowder is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorlzes it to again participate in

the Medicaid program,

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:

Annually or more frequently as needed

Appendix C: Participant Semses

C-1/C-3: Provider Speegﬁca&nns for Service

Service Type: QOther Service
Service Name: Caregiver Training

Provider Category:
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ndividual;
Prov1der Type
Clinical Social Worker, Mental Health Counselor
Provider Qualifications
License (specify):
Chapter 491, Florida Statutes
Certificale (specify):

Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorlzes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services

C-1/C-3: Py @wéer - Specifications for Service

Service Type: Other Service
Service Name: Caregiver Training

Provider Category:
%f;:oncg

“Provider Type

Home Health Agency

Provider Qualifications
License (specify):
Chapter 400, Part I, Florida Stuatutes
Certificate (specify)):

Other Standard (specgﬁz)
Optional to meet Federal Conditions of Particiaption under 42 CFR 484

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to agam participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification: :
Annually or more frequently as needed

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service
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Service Type: Other Service
Service Name: Caregiver Training

Provider Category:
Agengy
Provider Type

Commumity Care for the Elderly (CCE) Provider
" Provider Qualifications

License (specify):

Certiﬁcate (specyﬁ)) _

Other Standard (Specyﬁ/) : :
As defined in Chapter 410 or 430, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to agaln participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee. _
Frequency of Verification:
Annually or more frequently as needed.

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

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

Service Type:

| Cther Service |
As provided in 42 CFR §440 180(b)(9) the State requests the authority to prov1de the followmg addmonal
service not specified in statute.

Service Title:

Home Accessibility Adaptations

Service Definition (Scope):

Physical adaptations to the home required by the enrollee's plan of care which are necessary to ensure the
health, welfare and safety of the enrollee or which enable the enrollee to function with greater independence in
the home and without which the enrollee would require institutionalization. Such adaptations may include the
installation of ramps and grab-bars, widening of doorways, modification of bathroom facilities, or installation of
specialized electric and plumbing systems to accommodate the medical equipment and supplies which are
necessary for the welfare of the enrollee. Excluded are those adaptations or improvements to the home that are
of general utility and are not of direct medical or remedial benefit to the enrollee, such as carpeting, roof repair,
or central air conditioning. Adaptations which add to the total square footage of the home are not included in
this benefit. All services must be provided in accordance with applicable state and local building codes.
Specify appiicabie (if any) limits on the amount, frequency, or duration of this service:

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
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will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies).

i Participant-ﬂirected as specified in Appendix E
[«! Provider managed

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

Legally Responsible Person
Relative

] Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Individual General Countractor
Agency Center for Independent Living

Appendix C: ?aﬁ“ﬁcipaﬁ% Services
-1/C-3: Provider Specifications for Service

'Sewice Type: Other Service
Service Name: Home Accessibility Adaptations

Pr0v1der Category
Individua i
Provider Type:
General Contractor
Provider Qualifications
License (specify):
Licensed by the Department of Professional Regulation (DPR) under Chapter 489.131, Florida
Statutes and locally under Chapter 205, F.S.
Certlﬁcate (specyﬁz) -

Other Standard (speczﬁz)
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications .

- Entity Responsible for Verlﬁcatmn

AHCA
Frequency of Verification:
Annually or more frequently as needed

Faa

Anoencix C: Particinant Services
b
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C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Accessibility Adaptations

Provider Category
éa@ncy
Provider Type'
Center for Independent Living
Provider Qualifications
License (specify):
As defined under 413.371, ¥. S. and licensed by Departement of Professional Regualtlon (DPR)
under 489, F. S. and Iocally under Chapter Chapter 205, F. S.-
Certificate (specify):

Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or inveluntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program. :

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA and its designee.
Frequency of Verification:
Annual or more frequently as necessary.

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

State laws, regulatlons and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
Service Type: .

Other Service .
As prowded in 42 CFR §440. 180(b)(9) the State requests the authority to provide the following additional
service not specified in statute,
Service Title:
Home Delivered Meals

Service Definition (Scope): =
Nutritionally sound meals to be deliverd to the residence of an enrollee who has difficulty shopping for or
preparing food without assistance. All meals must provide a minimum of 33 1/3% of the current Dietary
Reference Intake (DRI).- The meals meet the current Dietary Guidelines for Americans, the USDA My Pyramid
Food Intake Pattern and reflect the predominant statewide demographic.

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

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capltated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.
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The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require

plans to explain any such aberrations or face penalties.
Service Delivery Method (check each that applies):

71 Participant-directed as specified in Appendix E
' Provider managed

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

[ Legally Responsible Person
N Relative
1 Legal Guardian

Provnder Specifications:

Provider Category Provider Type Title

Agency Older American's Act Providers

Agency Food Service Establishment

Agency Food Establishment

Agency Community Care for the Elderly (CCE) Providers

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Delivered Meals

Provider Category

Ageﬂf*y

Provider Type'

Older American's Act Providers

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
As defined in Rule 58A-1, Florida Administrative Code
All service providers must be in good standing with the Florida Medicaid program. A provider is

not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

not regain good standing until such time as the Medicaid agency authorizes it to again participate in

the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA _

Frequency of Verification:
Annually or more frequently as needed
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Delivered Meals

Provider Category:
Agency e}
Provider Type:
Food Service Establishment
Provider Qualifications
License (specify):
Chapter 509,241, Florida Statutes

Certificate (specify):

Other Standard (speczﬁ))

All service providers must be in good standing with the Florida Medicaid program. A pr0v1der is

not in good standing if the provider was suspended or involuntarily terminated from the Florida

Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does

not regain good standing until such time as the Medicaid agency authorizes it to again participate in

the Medicaid program. ,
Verification of Provider Qualifications

_ Entity Responsible for Verification;

AHCA

Frequency of Verification:

Annually or mor freqt.enﬂy as needed

Appendix €: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Delivered Meals

Provider Category

ﬁag@rﬁaﬁ:}f ; ﬁ

Provider Type:

Food Establishment

Provider Qualifications
Llcense (speczﬁi)

jéertifieate (specify): _

Other Standard (speéi)ﬁ)):
Permit vmder Chapter 500.12, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or imvoluntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid progiam.

Verification of Provider Qualifications
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Entity Responsible for Verification:
AHCA orits designee.

Frequency of Verification:

Anmually or more frequently as needed

Appendix C: Participant Services
€-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Delivered Meals

Provxder Category
Agency ?-
Provider Type
Community Care for the Elderly (CCE) Providers
Provider Qualifications

Llcense (specifv):

iCertificate (specify): 7

Other Standard (specify)-
As defined in Chapter 410 or 430, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authonzes 1t to again participate in
the Medicald program.

Verification of Provider Qualifications
Entity Responmble for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

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

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

Service Type: ]

| Other Service o
As provided in 42 CFR §440. lSO(b)(9) the State requests the authority to provide the fo]lowulg addittonal
service not specified in statute.

Service Title:

Medication Administration

Service Definition (Scope):

Pursuant to 400.4256, Florida Statutes, assistance with self-administration of medications, whether in the home
or a facility, includes taking the medication from where it is stored and delivering it to the recipient; removing a
prescribed amount of medication from the container and placing it in the enrollee’s hand or another container;
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helping the enrollee by lifting the container to their mouth; applying topical medications; and keeping a record
of when an enrollee receives assistance with self-administration of their medications.

All direct service professionals providing LTC waiver services have the requisite responsibility to encourage
enrollee independence, inclusion, and integration into the community. ‘
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting, The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible fo
ensuring the recipient receives appropriate services congruent with the plan of care. '

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies): -

I} Participant-directed as specified in Appendix E
{ % Provider managed

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

|’ % Legally Responsible Person

Provider Specifications:

Provider Category Provider Type Title

Agency Nurse Registry :

Agency Home Health Agency

Individual Unlicensed Staff Member Trained Per S8A-5.0191(5), F.A.C.
Individual Licensed Nurse, Licensed Practical Nurse

Appendix C: Pafﬁcigm% Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Medication Administration

Provider Category:

Agency i,

Provider Type:

Nurse Registry

Provider Qualifications
License (specify):
Licensed per Chapter 400.506, F. S.
Certificate (specify):

Other Standard (specify): :

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
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not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.
Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
Annuallly or more frequently if necessary.

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service _
Service Name: Medication Administration

Provider Category:

Agency -

Provider Type

Home Health Agency

Provider Qualifications
License (specify):
Licensed under Chapter 400, Part I1I, F. S.
Certificate (specify):
Optional to meet Federal Condltions of Participation under 42 CFR 484.
Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provxder is
not in good standing if the provider was suspended or involuntarily terminated from the Florida -
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program. :

Verification of Provider Qualifications
Entity Responsible for Verification:
"AHCA or its designee.
Frequency of Verification:
Annvally or more frequently if necessary.

&gﬁpenééx C: Participant Services

C-V/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Medication Administration

Provider Category
Individual w

Provider Type .
Unlicensed Staff Member Trained Per 58A-5.0191(5), F.A.C.
Provider Qualifications

License {specify):

Certificate (specify):

Other Standard ( c.ﬁi,
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Trained in accordance with Chapter 538A-5.0191(5), Florida Administrative Code, and demonsirate
ability to accurately read and interpret a preseription label

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of i inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Appendix C: Participant Services
' C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Medication Administration

Hncividual:
Provnder Type
Licensed Nurse, Licensed Practical Nurse
Provider Qualifications

License (specify):

Chapter 464, Florida Statutes
Certificate (specify).

Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of nactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program. -

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as necessary

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

State laws, regulations and policies referenced in the specification are readily available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).
Servme Type: -

Other Service P
As provided in 42 CFR §440. LSO(b)(9 the State requests the authority to provide the following additional
service not specified in statute. :
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Service Title:

Medication Management

Service Definifion (Scope):

AHCA's Assisted Living Unit of the Division of Health Quality Assurance has ongoing responsibility for
monitoring medication regimens in assisted living facilities. Survey staff, including registered nurses, conduct
surveys on a biennial basis. - If the facility is licensed for limited nursing or extended congregate care, in
addition to the surveys, monitoring activities are completed. Medication management is a part of the survey and
monitoring process. : '

All direct service professionals providing LTC waiver services have the requisite responsibility to encourage
enrollee independence, inclusion, and integration into the community.

For enrollees receiving medication administration within the home, the licensed nurse will provide medication
management in conjuction with the enrollee's physician and according to the plan of care.

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

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will fe'quire
plans to explain any such aberrations or face penalties.

Service Delivery Method (check each that applies):

|77 Participant-directed as specified in Appendix E
[if! Provider managed

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

[} Legally Responsible Person

i Relative
[ Legal Guardian
Provider Specifications:
Provider Category Providér Type Title
Agency _ Nurse Registrics
Individual Licensed Nurse, Licensed Practical Nurse
Agency Home Health Agencies

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Medicatior Management

Provider Category:
Agency

Provider Type:

Nurse Registries

Provider Qualifications
License (specify):
Licensed per 400.506, F. S.
Certificate (specify):
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Other Standard (specify):

All service providers must be in good standing with the Florida Medicaid program. A provideris
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of fnactivity. A provider terminated for these reasons does

not regain good standing until such time as the Medicaid agency authorizes it to again participate in

the Medicaid program.

Verification of Provider Quallficatlons
Entity Responsible for Verification:
AHCA or its designee.

Frequency of Verification:
Annually, or more frequently if necessary.

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Medication Management

_ Prov:der Category
| Hncividual | -~ |

Provider T Type
Licensed Nurse, Licensed Practical Nurse
Provider Qualifications

License (specify): _

Chapter 464, Florida Statutes

Certlficate (specyﬁ))

Other Standard (specrjﬁz) :
All service providers must be in good standing w1th the Florida Medicaid program. A pr0v1der is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verlficatmn
Annually or more frequently as necessary

Appendix C: Participant Services

C-1/C-2: Provider Specifications for Service

Service Type: Other Service
Service Name: Medication Management

Provider Cateaery

ﬁgarzcy

Home I—Tealth Agencies

Provider Qualifications
License (specify).
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Licensed under Chapter 400, Part IIL, F S.
Certificate (specify):

Other Standard (spec{ﬁz): |
Optional to meet Federal Conditions of Participation under 42 CFR 484.

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verlﬁcatlon
AHCA or its designee.
Frequency of Verification:
Annually, or more frequently if necessary.

Appendix C: Participant Services
' C-1/C-3: Service Epecification

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

Service Type:

1 Cdher Service

As prov1ded in 42 CFR §440.180(b)9), the State requests the authorlty to provide the followmg additional
service not specified in statute. .
Service Title:

Nutritional Assessment and Risk Reduction

Service Definition (Scope): :

An assessment, hands-on. care,-and goidance to caregivers and enrollees with respect to nutrition. This service
teaches caregivers and enrollees to follow dietary specifications essential to the enrollee’s health and physical
functioning, to prepare and eat nufritionally appropriate meals and promote better health through improved
nutrition. This service may include instructions on shopping for quality food and on food preparation,

All direct service professionals providing LTC waiver services have the requisite responsibility to encourage
enrollee independence, inclugion, and integration into the community.

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

It is the State’s intention that the long-term care managed care plans have the maximum ﬂex1b1lity needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a
community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur. Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care.

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties. :

Service Delivery Method {check each that applies):

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

{”] Legally Responsible Person
I Relative
i1 Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Individual Dietician/Nutritioaist or Nutrition Counselor
Agency Home Health Agency

Agency Nurse Registry

Agency Community Care for the Elderly (CCE) Providers

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: QOther Service
Service Name: Nutritional Assessment and Risk Reduction

Provider Category
‘ Individuat] - |
Provider Type:
Dietician/Nutritionist or Nutrition Counselor
Provider Qualifications

License (specify):

Chapter 468, Part X, F lorlda Statutes

Certificate (specyfj;)

_Other Standard {specify): :
All service providers must be in good standing with the Florida Med1ca1d program. A pr0v1der is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to agam participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:

Annually or more frequently as needed

Appendiz C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Nufritional Assessment and Risk Reduction

Provider Category:
Agency ¥
Provider T Lype:

Hoime Health Agency
Provider Qualifications

License (specify):
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Licensed under Chapter 400, Part III, F. S.
Certificate (specifyj:
Optional to meet Federal Conditions of Participation under 42 CFR 484.
Other Standard (specify):
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
Amnually or more frequently if necessary.

Appenrdiz C: Parficipant Services

C-1/C-3: Provider Specifications for Servics -

Service Type: Other Service

Service Name: Nutritional Assessment and Risk Reduction

PmVIder Category:
&gemL
Provider Type:

Nurse Registry
Provider Qualifications

License (specify):
Licensed under Chapter 400.506, F. S.
Certificate (specify):

Other Standard (speczﬁz)
All service providers must be in good standmg with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again participate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
Annually, or more frequently if necessary.

Apnendix C: Participant Services

C-1/C-3: Provider Specifications for Serviee

Service Type: Other Service
Service Name: Nutritional Assessment and Risk Redunction

Provider Category:
Provider T;n:a
Community Care for the Elderly (CCE) Providers
Provider Qualifications
License (specify):
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Certificate (specg’ﬁz)f

Other Standard (specify):
As defined in Chapter 410 or 430, Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida -
Medicaid program, other than for reason of inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again partlclpate in
the Medicaid program.

Verification of Provider Quahﬁcatlons
Entity Responsible for Verification:
AHCA
Frequeney of Verification:
Annually or more frequently as needed

~ Apperdix C: Participant Services
C-1/C-3: Service Specification

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

‘Service Type:
 Other Service
As provided in 42 CFR §440.180(bX(9), the State requests the authority to provide the followmg addltlonal
service not specified in statute,

Service Title:

Personal Emergency Response System (PERS)

Service Definition (Scope)

The installation and service of an electronic device that enables enrollees at high risk of institutionalization to
secure help m an emergency. The PERS is connected to the person's phone and programmed to signal a-
response center once a "help" button is activated. The enrollee may also wear a portable "help” button to allow
for mobility, ' : ‘

All direct service professionals providing LTC waiver services have the requisite responsibility to encourage
enrollee independence, inclusion, and infegration into the community. -

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

PERS services are generally limited to those enrollees who live alone or who are alone for significant parts of
the day and who would otherwise reqmre extensive supervision.

It is the State’s intention that the long-term care managed care plans have the maximum flexibility needed to
ensure the individual receives the services necessary to maintain health, safety, and welfare and to remain in a

- community setting. The State will require that plans provide management oversight of services, and the State
will oversee to ensure this takes place. Incentives have been put into place for the plans to manage the program
efficiently and ensure that inappropriate duplication of services does not occur, Since the State will pay most
managed care plans a capitated monthly fee for each recipient, for which the plan will be responsible for
ensuring the recipient receives appropriate services congruent with the plan of care:

The State will analyze encounter data to detect aberrant billing practices and unusual spending and will require
plans to explain any such aberrations or face penalties.
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Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
|57 Provider managed

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

7] Legally Responsible Person
7] Relative
i} Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Individual Low-Voltage Contractors and Electrical Contractors
Individual Alarm System Contractor

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Personal Emergency Response System (PERS)

Pruvnder Category:
[Individual - |
Provider Type
Low-Voltage Contractors and Electrical Contractors
Provider Qualifications
License (specrﬁz)

Other Standard (specyﬁi)
Exempt from licensure in accordance with Section 489 503(15)(a-d), Florida Statutes and Sect10n
489.503(16), Florida Statutes

All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of i inactivity. A provider terminated for these reasons does
not regain good standing until such time as the Medicaid agency authorlzes it to again part101pate in:
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA
Frequency of Verification:
Annually or more frequently as needed

Anpendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Personal Emergency Response System (PERS)
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Provider Category:
iy cma
Provider Type'
Alarm System Contractor
Provider Qualifications
License (specify):

Certificate (specify):
Chapter 489, Part II, Fiorida Statutes
Other Standard (specify}:
All service providers must be in good standing with the Florida Medicaid program. A provider is
not in good standing if the provider was suspended or involuntarily terminated from the Florida
Medicaid program, other than for reason of inactivity. A provider tefminated for these reasons does
not regain good standing until such time as the Medicaid agency authorizes it to again partlcxpate in
the Medicaid program.

Verification of Provider Qualifications
Entity Responsible for Verification:
AHCA or its designee.
Frequency of Verification:
Annually or more frequently as needed.

Appendix C: Participant Services
C-1: Summary of Services Covered (Zof2)

b. Provision of Case Management Services to Waiver Participants, Indicate how case management is furnished to
waiver participants (select one):
" Not applicable - Case management is not furnished as a dlstmct activity to walver participants.
% Appllcabie Case management is furnished as a dlstmct act1v1ty to waiver partlmpants

Check each that applies:.
=¥ As a waiver service defined in Appendix C-3. Do not complete item C-I-c.

£ As a Medicaid State plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete
item C-1-c. .
| _| As a Medicaid State plan service under §1915(g)(1) of the Act (Targeted Case Management). Complete
item C-I-¢c.
- [_] As an administrative activity. Complete item C-1-c.

c. Delivery of Case Management Services.Specify the entity or entities that conduct case management functions on
behalf of waiver participants:

The LTC plans will conduct case management functions for enrollees, ejther through their staff or subcontracts

Appendix C: Participant Services
' {C-2: General Service Specifications (2 of 3)

a. Criminal History and/or Background Investigations.Specify thie State's policies concemmg the conduct of eriminal
history and/or backgmund nvestigations of individuals who provide waiver services (select one):

% No. Criminal histary and/or background investigations are not required.

£ Yes. Criminal history and/or background investigations are required.
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Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b} the scope of such investigations (e.g., state, national); and, (c} the process for ensuring that
mandatory investigations have been conducted. State laws, regulations and policies referenced in this descr1pt10n
are avznlable to CMS upon request through the Medicaid or the operating agency (if applicable):

(2) and (b): LTC plans and subcontractors are subject to mandatory criminal history background screenings. For
each LTC plan, all owners, officers, directors, and managers must complete a Level IT criminal history
background screening as part of the Medicaid provider exrollment and re-enrollment processes whether or riot
they own a percentage of the company. The screening requirements listed below apply to the following health
care facility or provider types which are licensed by AHCA and included as providers under this waiver
program: Adult Day Care Centers; Assisted Living Facilities; Home Health Agencies; Homemaker, Sitter,
Companion Agencies; Home Medical Equipment Providers; Nurse Registry; and Nursing Facilities. Each of
these provider types is subject to screening as required by Florida Statutes as listed below.
Direct Care Staff - Level II Criminal Iistory Screening
Owner/Administrator - Level 11 Criminal History Screening

. Financial Officer - Level II Criminal History Screening

A Level Il Criminal History Screening consists of a fingerprint check of State and Federal arrest and criminal
history information conducted through the Florida Department of Law Enforcement (FDLE) and the Federal
Bureau of Investigation (FBI).

(¢) The managed care plan will be required to ensure that providers and requisite staff have a current Level 2
Criminal History and/or background investigation. The Managed Care Plan shall keep a record of all
background checks to be available for Agency review upon request. Plans are required to keep this information
in provider credentialing and re-credentialing files which the State will assess for compliance during the
readiness review period, and during annual monitoring thereafter. Additionally, to ensure all background

' screenmg requirements have been met, interpretive guidelines for annual licensure surveys requlre State
surveyors to conduct personnel record reviews to verlfy that facilities have evidence of required screening.

b. Abuse Registry Screening.Specify whether the State requires the screening of individuals who provide waiver
services through a State-maintained abuse registry {select one}:

& No. The State does not conduct abuse registry screening.

* Yes. The State maintains an abuse regxstry and requires the screening of individuals through this
reglstry

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for
which abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings
have been conducted. State laws, regulations and policies referenced in this description are available to CMS
upon request through the Medicaid agency or the operating agency (if applicable):

Appendix C: Participant Services
C-2: General Service Specifications 2 of 3)

¢. Services in Facilities Subject to §1616(e) of the Social Security Act. Select one:

 No. Home and community-based services under this waiver are not provided in facilities subject to
§1616(c) of the Act

Yes. Home and community-based services are provided in facilities subject to §1616(e) of the Act.
The standards that apply to each type of facility where waiver services are provided are available to

CMS upen request through the Medicaid agency or the operating agency (if applicable).
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i. Types of Facilities Subject to §1616(e). Complete the following table for each type of facility subject to
§1616(e) of the Act:

Facility Type

Adult Family Care Homes
Assisted Living Facillity

ii. Larger Facilities: In the case of residential facilities subject to §1616(e) that serve four or more
individuals unrelated to the proprietor, describe how a home and community character is maintained in
these settings.

ALF licensing regulations concerning facility and service delivery design (Ch. 429, F. S. and 58A,
TF.A.C.) promote home-like characteristics (HCB) for their residents. Florida’s Assisted Care
Communities Resident Bill of Rights is detailed in Ch. 42928, F.S sets out an individual resident’s
rights in these seftings. Facility services must be furnished in a way that fosters the independence of
each enrollee. The enrollee retains the right to assume risk, tempered only by their ability to assume
responsibility for the risk. AFCH's are not qualified providers under the 1915(c) waiver; however, the
State recogmzes enrollees may receive waiver services in this setting in the future. Accordingly, the
state is requiring AFCH's to conform to the HCB characteristics.

The State will assure applicable providers maintain a home- hke environment and community integration
through the followmg processes

Subcontract Agreements

~The State requires ail managed care plan subcontracts with ALFs and AFCHs include language prov1ded
by the State detailing the ICB characteristic requirements. This language is based on federal rules and
guidance on HCB characteristics. The State requires plan subcontracts to reference that all assisted
living providers must be in comphance with s, 429 28 S

Subcontracts with service providers are required to be included in the plans’ credentialing files. For
ALFs and AFCHs, the State will review the subcontract to detérmine if the required HCB language is
inctuded in the subcontract, 1f this language is not included in the subcontract, the State will record it as
a finding of non—compllanee and requlre corrective action from the long-term care managed care plan
within 30 days.

Credentialing and Re-credentialing -

Before contracting with a service provider and prior to the provision of services to long-term care
managed care enrollees, plans are required to credential the service provider to ensure that it is
qualified. Since the plans will be required to have language that promotes HCB characteristics in
applicable subcontract agreements, plans will also be required to verify during the credentialing and re-
credentialing process these environments exist in these facilities. This verification must include on-site
review of the ALF or AFHC by plan staff prior to the plan enrolling waiver participants. Documentation
must be included in the plans’ credentialing files for each contracted ALF and AFCIH. The State will
review and approve each selected plans’ policies and monitoring protocols including how the plan
intends to assess providers for compliance with the HCB characteristics. The State will then assess the
credentialing files for completeness and accuracy during the initial readiness process and during annual
monitoring. The State is also incorporating HCB characteristics into its provider training and monitoring
processes. In doing so, it will be able to compare its findings with those of the plans. (Also see
Independent Validation by State)

Informing Residents of Their Rights

The State will require language in the enrollee handbook that informs enrollees of their right to receive
HCBS in a home-like environment regardless of their living arrangement. Language will also be added
that provides enrollees with information regarding the community integration goal planning process and
their participation in that process. Through this process, the State intends to raise enrollees’ awareness
of their right to receive services congruent with the HCB characteristics, and to empower the entollee to
alert their case manager or the State if they are not able to exercise these rights.

Waiver enrollees residing in ALF’s and A_FCH’S must be offered services with the following options
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unless medical, physical, or cognitive impairments restrict or limit exercise of these options.

Choice of:

o Private or semi-private rooms;

0 Roommate for semi-private rooms;

o Locking door to living unit;

0 Access to telephone and length of use;

o Eating schedule;

o Participation in faclhty and commumty activities.

Ability to have:
o Unlimited visitation;
o Snacks as desired.

- Ability to:
o Prepare snacks as desired;
0 Maintain personal steeping schedule.

Furthelmore ALFs and A¥CHs will support the enrollee’s community inclusion and integration by
working with the case manager and enrollee to facilitate the enrollee’s personal goals and commumnity
activities. This is part of the ongoing implementation of the enrollee’s care plan. The handbook will be
given to all new enrollees during their initial orientation and annually thereafter by the case manager
who will also be responsible for continuously informing and educating enrollees on these rights.

During its annual desk.review, the State will review the enrollee handbook to determine whether the
required language that informs enrollees of their right to receive hore and community-based services in
an HCB compliant setting is included in the handbook. If this language is missing from the handboolk,
the State will record it as a finding, and require that the language be added to the handbook, and that an
updated handbook be submitted to the State for another review within 30 days.

Additionally, on an ongoing basis, State quality assurance clinical monitors will review a random,
representative sample of current enrollee files for each plan. As part of this review, the quality
assurance monitors will evaluate the enrollee’s case records to ensure cerfain activities are being
conducted and documented by the case manager. The quality assurance monitors will evaluate whether
the case record includes documentation the case manager discussed the enrollee’s right to reside in an
HCB compliant setting at least once annually. Upon receipt of findings, plans have 15 business days to
both fix the deficiencies and submit accompanying documentatlon to the State, or if required by the
State, to submit a corrective action plan.

Face-to-Face Interview with Enrollees and Observation of the ALF and AFCH

On an ongoing basis, State quality assurance clinical monitors will review a random, representatwe
sample of current enrollee files for each pian, organized by region. As part of this review, the quality
assurance monitors will visit a selection of enrollees in their homes, including ALFs and AFCHs. As
part of this visit, the State will require the monitors to ask each enrollee who resides in an ALF or AFCH
questions regarding the home-like environment of the facility. In addition, enrollees will be interviewed
about whether their needs and personal goals are being met.

If through their interview with the enrollec and/or through their observations of the ALF or AFCH the
quality assurance monitors determine an enrollee is not residing in an HCB compliant setting, the
monitors shall contact the appropriate State contract manager immediately upon their.return, who will
follow up with the long-term care managed care plan within 24 hours. Plans must remediate the
deficiencies and submit accompanying documentation and a corrective action plan detailing their
ongoing actions to ensure fiture deficiencies do not occur in the same facilities to the State within 15
business days. :

The foilowing are some exampies of interventions or remediation steps the State would expect to see a
plan implement upon discovering an ALF or AFCH was not maintaining HCB compliant:

» Work with the ALF or AFCH administrators and staff to correct the identified deficiencies within a
timeframe specified by the State.
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* Stop referring new enrollees to the non-compliant ALF or AFCH until outstanding deficiencies are
resolved.

» Terminate ALFs or AFCHs that consistently fail to exhibit HCB characteristics and that do not resolve
outstanding issues from its network..

* Counsel enrollees who are not residing in a home-like environment that he or she will not be able to
continue to receive home and community-based waiver services in a non-compliant facility. As a last
resort, if the individual wishes to remain in the ALF or AFCH, move to disenroll them from the long-
term care managed care waiver. As part of the transition plan for the enrollee, the plan will determine if
there are any other services and supports available to help the individual stay in the ALF or AFCH.

» If the plan terminates a contract with an ALF or AFCH, and the enrollee agrees to move to a different
ALF or AFCH, the plan will facilitate transferring the enrollee to an ALF or AFCH that meets the HCB
requirements.

Enforcement by Agency’s Licensure Division

In addition to the above processes and plan-sponsored remediation activities, the Resident Bill of Rights
in 429.28, Florida Statutes, specifies no resident of a facility shall be deprived of any civil or legal
rights, benefits, or privileges guaranteed by law. Every resident of a facility shall have the right to:

* Freedom to participate in and benefit-from community services and activities and to achieve the
highest possible level of independence, autonomy, and interaction within the community.

» At least 45 days’ notice of relocation or termination of residency from the facility unless, for medical
reasons, the resident is certified by a physician to require an emergency relocation to a facility providing
a more skilled level of care or the resident engages in a pattern of conduct that is harmful or offensive to
other residents. In the case of a resident who has been adjudicated mentally incapacitated, the guardian
shall be given at least 45 days’ notice of a2 non-emergency relocation or residency termination. Reasons
for relocation shall be set forth in writing. In order for a facility to terminate the residency of an
individual without notice as provided herein, the facility shall show good cause in a court of competent
jurisdiction.

The resident may be required.to sign a legally enforceable admission contract with the ALF or AFCH
that outlines each party’s responsibilities. ALF’s and ATCH’s may be sanctioned by the licensing
agency for contravening these agreements. I the case manager, contract manager, or anyone involved
in the enrollee’s care has knowledge of a violation, that individual is responsible for reporting the
violation to the Agency s Division of Health Quality Assurance compla.mt 11ne or field office.

Provider Education and Training
The State is conducting provider outreach and trammg on elements of provider respon51b111tles regarding
HCBS waiver requirements, especially with regard to HCB characteristic requirements.

Independent Validation by the State

The State will follow the sampling methodology contained in the waiver when assessing the
credentialing files for ALF’s and AFCH’s in each plans’ network prior to recipient enroliment during
the readiness review period. These files must contain evidence that applicable residential providers have
implemented the HCB characteristics contained in Appendix C of the waiver application.

In addition to the desk review, the State will conduct site visits to a representative sample of network
ALFs for secondary verification. The sample size will achieve a 95% confidence level with a +/- 5%
confidence interval.

Currently, none of the transitioning recipients reside in an AFCIL. Should an individual enroll who
resides in an AFCH, or should an enrolled individual seek to move to an AFCH, the State will ensure the
proposed residence is monitored for compliance with the HCB characteristics prior to the individual
moving there.

Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:
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Adult Family Care Homes

Waiver Service(s) Provided in Facility:

Waiver Service Provided in Facility
Home Accessibility Adaptations i
Caregiver Training P
Home Delivered Meals .,m

Nutritional Assessment and Risk Reduction

Medication Management

Transportation

Adult Companion

Assfsted Living

Respite

Medical Equipment and Supplies

Iﬂterniittent and Skilled Nursing

Speech Therapy

Personal Care

Homemaker

Atte[idhnt Care

Medication Administration

Aduelt Day Health Care

Behavior Management

Case Management

Oecupational Therapy

Personal Emergency Response System (PERS)

Physical Therapy

Respiratory Therapy

Facility Capacity Limit:

Up to 5 residents

Page 128 of 228

Scope of Facility Sandards. For this facility type, please specify whether the State's standards address the

following topics (check each that applies):

Scope of State Facility Standards

© Standard

IAdmission policies

Topic Addressed

Physical environment

Sanitation

Safety

Staff : resident ratios
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Standard ' Topic Addressed

Staff training and qualifications

Staff supervision

Resident rights
IMedication administration

Use of restrictive interventions

Incident reporting

Ilirovision of or arrangement for necessary health services

When facility standards do not address one or more of the topics listed, explain why the stindard
is not included or is not relevant to the facility type or population. Explain how the health and . .
welfare of participants is assured. in the standard area(s) not addressed:

Space used to-include more information about AFCH's and ALI"s per CMS request:

An Adult Family Care Home is statutorily defined as having five or less residents in a full-time,
family-type living arrangement, in a private home, under which a person who owis or rents the home
provides room, board, and personal care, on a 24~hour basis, for no more than five disabled adults or
frail elders who are not relatives. e : ' '

AFCH’s may only provide Assistive Care, which is a State Plan service. Since waiver recipients may
reside in AFCH’s and receive other services in this setting, the State will require AFCH’s to conform
to the home and community based characteristics mcluded in the waiver application.

An Assisted Living Facility is statutorily defined as having six or more residents in any building or
buildings, section or distinct part of a building, private home, boarding home, home for the aged, or
other residential facility, whether operated for profit or not, which undertakes through its ownership or
management to provide housing, meals, and one or more personal services for a period exceeding 24-
hours to one or more adults who are not relatives of the owner or administrator,

Please sce C-2-c-ii for a complete explanation of the State's home-like environment and community
inclusion characteristics. ' '

Appendix Pas‘ﬁcipaﬁi Services
C-2: Facility Specifications

Facility Type:
Assisted Living Facility

Waiver Service(s) Provided in Facility:

Waiver Service Provided in Facility

Home Accessibility Adaptations

Caregiver Training

Home Delivered Meals

Nutritional Assessme;lt and Risk Reduction

Medication Management

Transportation

Aduit Companion

hitp://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.isp 2/4/2013



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013

Waiver Service

Provided in
Facility

Assisted Living

o

Respite

Medical Equipment and Supplies

Intermittent and Skilled Nursing

Speech Therapy

Personal Care

Homemaker

Attendant Care

Medication Administration

Adult Day Health Care

Behavior Management

Case Management

Occupational Therapy

Personal Emergency Response System
(PERS)

FPhysieal Therapy

Respiratory Therapy

Facility Capacity Limit:

Facility specific and subject to State approval

Page 130 of 228

Scope of Facility Sandards. For this facility type, please spec1fy whether the State's standards address the

following topics (check each that applies):

Scope of State Facility Standards

Standard

Topic Addressed

Admission policies

Physical environment

Sanitation

Safety

Staff ; resident ratios

Staff training and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

Incident reporting

Provision of or arrangemient for necessary health services

When facility standards do not address one or more of the topics listed, explain why the standard

is not included or is not relevant o the facility type or popul

welfare of participants is assured in the standard area(s) not addressed:
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Space used to include more information about ALF's and AFCH's per CMS request:

An Assisted Living Facility is statutorily defined as having six or more residents in any building or
buildings, section or distinct part of a building, private home, boarding home, hore for the aged, or
other residential facility, whether operated for profit or not, which undertakes through its ownership or
management to provide housing, meals, and one or more personal services for a period exceeding 24-
hours to one or more adults who are not relatives of the owner or administrator.

An Adult Family Care Home is statutorily defined as having five or less residents in a full-time,
family-type living arrangement, in a private home, under which a person who owns of rents the home
provides room, board, and personal care, on a 24-hour basis, for no more than five disabled adults or
frail elders who are not relatives.

AFCH’s may only provide Assistive Care, which is a State Plan service. Since waiver recipients may
reside in AFCH’s and receive other services in this setting, the State will require AFCH’s to conform _
to the home and community based characteristics included in the waiver application.

Please see C-2-c-ii for a complete explanation of the State's home-like environment and community

inclusion characteristics.

Appendiz C: Participant Services
C-2: General Service Specifications (3 of 3) _

d. Provision of Personal Care or Similar Services by Legally Responsible Individuals. A legally responsible
" individual is any person who has a duty under State law to care for another person and typically includes: {a) the
parent (biclogical or adoptive) of a minor child or the guardian of a minor child who must provide care to the child or
(b) a spouse of a waiver participant. Except at the option of the State and under extraordinary circumstances specified
by the State, payment may not be made to a legally responsible individual for the provision of personal care or similar
services that the legally responsible individual would ordinarily perform or be responsible to perform on behalf of a
waiver participant. Select one:

} No. The State does not make payment to legally responsible individuals for furnishing personal care or
similar services.

Yes. The State makes payment to legal]'y responsible individuals for furnisﬂing persdnal care or similar
services when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they
may provide; (b) State policies that specify the circumstances when payment may be authorized for the provision
of extraordinary care by a legally responsible individual and how the State ensures that the provision of services
by a legally responsible individual is in the best interest of the participant; and, {c) the controls that are employed
to ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal
care or similar services for which payment may be made to legally responsible individuals under the State
policies specified here.

e. Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians.
Specify State policies concerning making payment to relatives/legal guardians for the provision of waiver services
over and above the policies addressed in Item C-2-d. Select one:

#" The State does not make payment to relatives/legal guardians for furnishing waiver services.

' The State makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guardian is qualified to furnish services. :

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed
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to ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver
service for which payment may be made to relatives/legal guardians.

Relatlves/legal guardlans may be pald for pr0v1dmg waiver services whenever the relatlve/legal guardlan
is qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.

@ Other 'policy:' o
Specify:

The State aflows legally liable relatives to be paid providers of participant directed services identified in the
plan of care.

f. Open Enrollment of Providers.Specify the processes that are employed to asstire that all willing and quallﬁed
providers have the opportunity to enroll as waiver service providers as provided in 42 CFR §431.51:

Not applicable. The waiver operates in combination with a waiver granted under 1915(b)4) authority.

Appendix C: Participant Services :
Quality improvement: Qualified Prov;ders

As a distinct component of the State s quality improvement strategy, provide mformatzon in the followmg Jields to detarl the
State’s methods for discovery and remediation.

a. Methods for Discovery: Qualified Providers
i. Sub-Assurances:

a. Sub-Assurance: The State verifies that providers initially and continually meet required licensure

and/or certification standards and adhere to other standards prior to thear furmshmg waiver
services.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

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

Performance Measure:

Percentage of all new MCPs that satisfy waiver service provider qualifications
prior to delivery of services. N: Number of new MCPs satisfying waiver service
provider gualifications prior to delivery of services. D: Number of new MCPs.

Data Source (Select one):
Provider performance monitoring
If 'Other’ is selected, specify:
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Responsible Party for | Frequency of data Sampling Approach
data - collection/generation (check each that applies):
collection/generation | (check each that applies}:
(check each that applies): :
I'Z State Mediecaid 1 Weekly |1 100% Review
Agency _ .
[ Operating Agency | [ Monthly |”] Less than 100%
_ Review
[ 7] Sub-State Entity ' Quarterly "7 Representative
Sample
Confidence
[@ Other _ {2 Annually tratified
Specify: , ' Describe
DOEA : GrouE: o
7} Continnously and £ Other
Ongoing  Specify:
A s
Other
Specify

Data Aggregation and Anaiysis:

Responsible Party for data Freguency of data aggrégation and
aggregation and analysis (check each |analysis(check each that applies):
that applies). - .

[Z1 State Medicaid Agency M Weekly

i1 Operating Agency [ Monthly

[t Sub-State Entity ' (/] Quarterly

7% Other (] Annually

Specify:

¢ % Continuously and Ongoing

17 Other

Specify:

The state will report quarterly to
CMS for the first two years of the
approved waiver.
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Performance Measure:

% of licensed subcontractors, by type, within the MCP provider network,
evaluated by MCP's, that meet provider qualifications prior to delivering .
services. N: No. of licensed subcontractors, by type, within the MCP provider
network, evaluated by MCCP's, that meet waiver service provider qualifications

prior to delivering services. D: No. of licensed subcontractors, by type, in MCP
provider network.

Data Source (Select one}:
Other

If 'Other' is selected, specify:
LTC plan quarterly reports

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

{check each that applies):

|4 State Medicaid | Weekly L] 100% Review
Agency . '
"""" 7 Operating Agency | |7 Monthly 7| Less than 100%
Review
™ Sub-State Entity 7 Quarterly Representative
Sample
Confidence -
Interval=
7] Other [ Annually [T Stratified
Specify: Describe
Enrolled Group:
MCPs e

/4 Continuously and | [ ] Other

Ongoing Speéify: o
Other
Specify
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each {amalysis(check each that applies):
that applies):
[7] State Medicaid Agency [] Weekly
1 Operating Agency 1 Monthiy
] Sub-State Entity | & <! Quarterly
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each {analysis(check each that applies): '
that applies):
Other 71 Annually
Specify:

DOEA

7] Continuously and Ongoing

[ Other

- Specify:
The state will report quarterly to
CMS for the first two years of the
approved waiver.

Performance Measure: .

Percentage of licensed subcontractors, by type, within MCP's provider network
satisfying service, evaluated by MCPs, that meet provider qualifications
continuously. N: Number of licensed subcontractors by type, in MCP's provider
metwork, evaluated by MCPs, satisfying service provider qualifications

continuously. D: Number of licensed subcontractors, by type, in MCP's provider
neftwork. ' ’

.Data Source {Select one);

Other o
If 'Other’ is selected, specify:
MCP's quarterly reports. . )
Responsible Party for | Frequency of data Sampling Approach
data collection/generation fcheck each that applies):
collection/generation {check each that applies):
(check each that applies):
State Medicaid ] Weekly ] L 100% _Réview
Agency ’

[zl Operating Agency | |7 Monthly " 71 Less than 100%

o N Review '

|7} Sub-State Entity | F Quarterly 27 Representative
Sample

Confidence

[.7 Other | . Annually 7 Stratified
Specify: Describe
MCPs G

roup:

!

|

& Continuously and i1 Other
Ongoing ' Specify: -~

7 Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysis (check each
that applies):

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

7 State Medicaid Agency |7} Weekly
[t Operating Agency |”] Monthly
[7] Sub-State Entity % Quarterly
I Other i1 Annually
S_pecify:
DOEA
The state will report quarterly to
CMS for the first two years of the
approved waiver.
Performance Measure:

Percentage of MCPs continuously qualified on an annual basis. N: Number of

MCPs continuously qualified as program providers on an annual basis. D:
Number of MCPs enrolled as program prov1ders

Data Source {Select one):
Other

If 'Other’ is selected, specify:

Managed Care Plans (MCPS) must report changes in their provider credentials

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

collection/generation
(check each that applies).

{check each that applies):

: State Medicaid
Agency

7 Weekly

100% Review

=

_ Operating Agency

2] Monthly N

Less than 100%
Review

["] Sub-State Entity

o

Quarterly i1

Representative
Sample

Confidence
Interval =

[} Other ] Annually [ Stratified
Specify: Describe
Group:
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F#1 Continnoeusly and 1 Other
Ongoing Specify:
_____ | Other
Specify )
Data Aggregation and Analysis:
Responsible Party for data " | Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
‘7% State Medicaid Agency '] Weekly
% Operating Agency ‘ 2 Monthly
[7! Sub-State Entity Quarterly
[T Other Annually
Specify:

Continuously and Ongoing ‘

Other

Specify:

The state will report quarterly to
CMS for the first two years of the
approved waiver.,

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to
waiver requirements.

For each performance measure/indicator the State will use to assess compliance with the statutory

assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure_provide information on the ageregated datg that will enable the State
to analyze and assess progress toward the performance megsure. In this section provide information
on the method by which each source of data is analyzed statistically/deductively or inductively, how
themes are identified ov conclusions drawn. and how recommendations are formulated where
appropriate.

Performance Measure:

% of non-licensed/non-certified subcontractors, by type, within the MCP
network, satisfying waiver service provider qual's prior to the delivery of services.
N: No. of non-licensed/non-certified subcontractors by type, within the MCP
network, satisfying subcontractor qual's prior to the delivery of services. D: No.
of non-licensed/non-certified subcontractors by type, in MCP provider network.

http://170.107.180.99/W MS/faces/protected/35/print/PrintSelector.isp 2/4/2013



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013 _ Page 138 0f 228

Data Source (Select one):
Other

If 'Other’ is selected, specify:
LTC plan quarterly reports

Responsible Party for | Frequency of data Sampling Approach
data ‘ collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies): :
71 State Medicaid Weekly 100% Review
Agency
{7 Operating Agency * Monthly L ¢ Less than 100%
Review
1 Sub-State Entity =71 Quarterly 77 Representative
Sample
Confidence
- Interval=
[.7 Other . | 7 Annually [7| Stratified
Specify: 7 ' _ Describe

i

MCPs : . - Group: .

f;'j Continuously and Other
Ongoing . Specify:

-7 Other -
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each {analysis(check each that applies):
that applies):
% State Medicaid Agency | Weekly
Operating Agency | Monthly .
|7] Sub-State Entity | [ Quarterly
[4] Other [¥] Annually
Specify:
DOEA

i} Continuously and Ongoing

"] Other
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Responsible Party for data Freguency of data aggregation and
aggregation and analysis {check each |analysis(check each thar applies):
that applies): _

' Specify:

the state will report quarterly to
CMS for the first two years of the

waiver.

Performance Measure:
% of non-licensed/non-certified subcontractors,by type, within the MCP network,
satisfying waiver service provider qual's continuaily. N: No. of non-licensed/non-

_ certified subcontractors, by type, within the MCP network, satisfying
subcontractor qual's continually. D; No. of non-licensed/non-certified
subcontractors in MCP provider network.

Data Source (Select one):
Other

If 'Other' is selected, specify:
LTC plan quarterly reports

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation | (check each that applies):
‘I (check each that applies): .
| 7 State Medicaid Weekly 1. 100% Review
Agency i :
|7} Operating Agency Monthly - - | ['Z Less than 100%
. Review '
| 7 Sub-State Entity Quarterly Representative
Sample
' Confidence
Interval =
[7 Other Annually . L3 Stratified
Specify: o Describe
LTC plans '  Group:
{ 1 Continuously and | [} Other

Ongoing . Specify: -

71 Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data

Frequency of data aggregation and
aggregation and analysis (check each

analysis(check each that applies):

that applies):
-] State Medicaid Agency 71 Weekly
[ ] Operating Agency 7 Monthly -

I7 Sub-State Entity i Quarterly

I Other

Specify:
DOEA

= Annually

' & Other

Specify:

the state will report quarterly to
CMS for the first two years of the
approved waiver.

¢. Sub-Assurance: The State implements its policies and procedures for verifying ihat‘provider
fraining is conducted in accordarice with state requirements and the approved waiver,

For each performance measure/indicator the State will use to assess compliance with the statutory

gssurance compiete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each Derformance measure, provide information on the ag,qregated data thar will enable the State
to analvze gnd assess progress toward the performance meggure. In this section provide information
on the method by which each source of data is analyzed statistically/deductively or inductively, how
themes are identified or conclusions drawn,_and how recommendations are formulated where
appropriate.

Performance Measure: :

Percentage of subcontractors with staff mandated to report abuse, neglect and
exploitation, verified by MCP that staff has received the appropriate training. N:
Number of subcontractors, with staff mandated to report abuse, neglect, and
exploitation, verified by MCP that staff has received the appropriate trammg D:
Number of subcontractors with staff that are imandated reporters.

Data Source (Select one):

Other
If 'Other’ is selected, specify:

L'TC plan reports

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

{check each that applies):

[ State Medicaid T Weekly I7 100% Review
Agency '
[T} Operating Agency i Monthly [7] Less than 100%
) Review
| Sub-State Entity F] Quarterly ! Representative:

Sample
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Confidence -
Interval =
Z] Other ' | 7 Annually . - Stratified
Specify: Describe
LTC plan . Group: ,
7 Continuously and Other
Ongoing Specify: -
™ Other
iaid
Specify:
Data Aggregation and Analysis: .
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):

that applies): '

B State Medicaid Agency 7 Weekly

[ Operating Agency ’ 7] Monthly
[T Sub-State Entity | [ Quarterly
9] Other ' i Annually
Specify: ' '
DOEA

'

i3 Continuously and Ongoing

[& Other
Specify:
The state will report quarterly to

CMS for the first two years of the
approved waiver.

Performance Measure: :

Percentage of MCP case managers satisfying abuse, neglect and exploitation, and
Alzheimer's disease and dementia training requirements. N: Number of MCP
case managers satisfying abuse, neglect and exploitation and Alzheimer's disease

and dementia training requirements. D: Number of case managers employed by
or under contract MCP.

Data Source {Select one):

Other

If'Other' is selected, specify:

LTC plan case management training records

Responsible Party for Sampling Approach
data _ (check each that applies): |
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collection/gencration Frequency of data
{check each that applies). | collection/generation
' (check each that applies):
[ State Medicaid 171 Weekly ¥ 100% Review
Agency. '
|7] Operating Agency | | Monthly i} Less than 100%
Review
{1 Sub-State Entity ] Quarterly |”] Representative
Sample
Confidence
Interval =
[ Other {7} Annually ™ Stratified
Specify: Describe
MCP Group: _

{—1 Continuously and
Ongoing

7% Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysis (check cach
that applies):

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

I State Medicaid Agency ™ Weekly
Operating Agency [ Monthly
Sub-State Entity - /] Quarterly

[# Annually

i} Continuously and Ongoeing '

I'7 Other

Specify:

the state will report quarterly to
CMS for the first two years of the
approved waiver.
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fi. If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible. '
Plans are required to ensure providers are in good standing with the state and maintain proof of this in the
required credentialing and re-credentialing files. Plans also have access to the Agency’s Florida Health
Finder website which lists provider’s status and adverse licensure actions. Additionally, the Agency’s Health
Quality Assurance division will continue to follow its licensing and monitoring protocols to ensure providers
are in compliance with statutory licensing and facility requirements. The Agency notifies plans if a licensure
action is taken against a provider, or if a provider is terminated from Medicaid for reasons other than
nactivity. The Agency will require plans to remove a provider from its network if necessary.

Plans are required to notify affected enrollees in an appropriate formal communication, and via the case
manager. The plans must then work with the affected enrollee to find an alternate provider and develop a
transition plan as appropriate. The enrollee retains all of the rights described in this response and throughout
the waiver application during the transition process,

b. Methods for Remediation/Fixing Individual Problems
i. Deseribe the State’s method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items. _
If & MCP does not satisfy waiver service provider qualifications prior to delivery of services, the Agency will
not approve the MCP and the MCP must cotrect application deficiencies. Failure to correct the application
deficiencies within established time frames results in the application being denied. The LTC program has
competitively procured MCPS for this program. Selected MCP must still satisfy required program provider -
requirements during the program readiness phase of implementation including adequate provider networls
before being approved for enrollment of plan members. '

If an MCP's licensed subcontractors, by type, within the MCP provider network and evaluated by MCPs fail
to meet provider qualifications prior to delivering services, the State will require the deficiencies be corrected
within time frames based upon enrollee health and safety risks. LTC plans are required to submit at least
quarterly provider network lists detailing new and continuing service providers. LTC plans ar¢ responsible
for enrolling qualified subcontractors. If the State's review determines a LTC plan’s service providers are
unqualified, the LTC plan must correct the deficiency. The corrective action is approved by the State and
must be implemented within established time frames depending on the severity of the deficiency. Enrollees
served by the unqualified subcontractors would be given a choice of qualified sybcontractors as soon as
possible. The LTC plan enrolling the unqualified service provider would be subject to sanctions ranging from
implementation of a corrective action to correct the deficiency to suspension of enrollment.

MCPs are required to verify subcontractors within their provider networks to determine if the service
providers meet qualifications continuouslty. If the MCPs provider network reports indicate the program
provider is utilizing unqualified service providers, the state will require the plan to submit a corrective action
within 20 days to address the provider network deficiency and remedies to the MCP’s credentialing process
for service providers. MCPs determined to have authorized services with unqualified service providers are
subject to sanctions for violation of the program contract including provider termination. DOEA has been
delegated responsibility for program monitoring and will approve corrective action in consultation with the
Medicaid agency.

If MCPs do not continue to satisfy waiver service provider qualifications on an annual basis, the State
requires.a corrective action be developed and implemented to correct the deficiencies within established
timeframes. Adequate provider networks must be maintained. These networks are reviewed and approved by
the State. LTC plans whose networks fail to maintain the full range of required qualified service providers are
JInformed of the deficiencies and requested to submit a corrective action within established time frames based
upon the severity of the deficiency. If the corrective action is not implemented timely, the LTC plan is

subject to sanctions. DOEA has been delegated responsibility for program monitoring and will approve
corrective actions in consultation with the Medicaid agency. Co

If non-licensed/non-certified subcontractors by type, fail to satisfy waiver service provider qualifications
prior to the delivery of services, the MCP will be out of compliance with the program contract. MCPs must
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submit their provider network lists on at least a quarterly basis to the Agency for validation. If the provider
network is found to contain unqualified providers the MCP must submit a corrective action to address the
deficiency and notify affected beneficiaries. The Agency will verify the corrective action 1mpEementat10n
The MCP can be sanctioned for this non-compliance.

If non-licensed/non-certified subcontractors by type, fail to satisfy waiver service provider qualifications
continually, the MCP will be out of compliance with the program contract. MCPs must submit their provider
network Tists on at least a quarterly basis to the Agency for validation. If the provider network is found to
contain unqualified providers the MCP must submit a corrective action to address the deficiency and notify
affected beneficiaries. The Agency will verify the corrective action implementation. The MCP can be
sanctioned for this non-compliance.

MCPs’ must verity subcontractors with staff mandated to report abuse, neglect and exploitation have
received appropriate training. During the annual contract compliance monitoring, MCP staff records are
reviewed for compliance with these requirements. MCP found with training deficiencies must submit a
corrective action within 20 days. If the MCP fails to implement the approved corrective action within the
specified time frames usually 30 days are subject to sanctions including limitations on future enrollments.

LTC plans can provide case management services directly through case managers employed by the LTC
-plan. If case managers do not satisfy abuse, neglect and exploitation, and Alzheimer's disease and dementia
training requirements, the L'TC plan is out of compliance with the program contract. As part of the annual
contract monitoring, the State would request a corrective action to address the deficiency within established
timeframes based upon the severity of the deficiency. Failure to submit a corrective action and implement
corrective actions timely usually within 30 days will subject the LTC plan to sanctions ranging from
suspension of enroliment to payment suspension for non—comphance with the program contract,
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysns (including trend identifi catlon)

Frequency of data aggregation and analysis

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

{2 State Medicaid Ageney - |7 Weekly
" Operating Agency " Monthly
""" : Sub-State El'ltlty """"" Quarter]y

7" Other : Annually
Specify: .

™ Continuously and Ongoing

[iF Other
Specify:
The state will report gquarterly to CMS for

the first two years of the approved
waiver.

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-
operational.
& No
£ Yes
Please provide a detailed strategy for assuring Qualified Provmers the specific timeline for unplementmU
identified strategies, and the parties responsible for its operation,
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Appendix C: Participant Services
-3: Waiver Services Specifications

Section C-3 'Service Specifications' is incorporated into Section C-1'"Waiver Services.'

Appendix C: Participant Services _
C-4: Additional Limits on Amount of Waiver Services

a. Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the following
additional limits on the amount of waiver services (select one).

& Not applicable- The State does not impose a limit on the amount of waiver services
Appendix C-3. '

» Applicable - The State imposes additional limits on the amount of waiver services.

except as provided in

When a limit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basis in historical expenditure/utilization patterns and, as applicable, the processes and
methodologies that are used to determine the amount of the limit to which a participant's services are subject; (¢)
how the limit will be adjusted over the course of the waiver period; (d} provisions for adjusting or making
exceptions to the limit based on participant health and welfare needs or other factors specified by the state: ()
the safeguards that are in effect when the amount of the limit is insufficient to meet a participant's needs; (f) how
participants are notified of the amount of the limit. (check each that applies) ) '

Linit(s) on Set(s) of Services. There is a limit on the maximum dollar amount of waiver services that is”

autherized for one or more sets of services offered under the waiver.,
Furnish the information specified above.

er servige

Prospeéﬁve Indi"\.f-i&ﬁ.éi.]éudget Amount. There is a limit on the maximum doflar amount of waiv
authorized for each specific participant. )
Furnish the information specified above.

[ Buﬁ%é?leltS i)? Level of Support. Based on an assessment procésé and/or other factors, ﬁﬁizficipanfg are
assigned to funding Jevels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

= Othe vpe of Limit. The State employs another typ.e oflimit, -
Describe the limit and furnish the information specified above.

Appendix D: Participant-Ceéntered Planning and Serviee Delivery
D-1: Bervice Plan Development {1 of 8)

State Participani-Centered Service Plan Titie:
Plan of care
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a. Responsibility for Service Plan Development. Per 42 CFR §441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):
| Registered nurse, licensed to practice in the State

{ i Licensed practical or vocational nurse, acting within the scope of practice under State law
[ 1 Licensed physician (M.D. or D.O)
[i¥] Case Manager (qualifications specified in Appendix C-1/C-3)
i1 Case Manager {qualifications not specified in Appendix C-1/C-3).
Specify qualifications:

N S"oh(_:ixal Worker.
Specify qualifications:

[ Other
Specify the individuals and their qudlifications:

Appendix D: Participant-Centered Planning and Service Beié?ery
D-1: Service Plan Development (2 of8) '

b. Service Plan Development Safegnards.Select one:

&} Entities and/or individuals that have responsibility for service plan development may not provide
other direct waiver services to the participant. '

¢ Entities andfor individuals that have responsibility for service plan development may provide other
dlrect waiver services to the partlclpant

The State has established the followmg safeguards to ensure that service plan development is conducted in the
best interests of the participant. Specify:

The State will monitor plan of care development and implementation to ensure that plans of care are developed
in the best interest of the enrollee. LTC plans are required to develop quality assurance tools and protocols that
- include internal safeguards for plan of care development m addltlon to the external monitoring by the State.

The care planning process is person-centered, with the enrollee directing the care plan developmerit process
with the help of the case manager, his authorized representative, or any other individuals he would like
included. The enrollee may invite anyone of his choosing (family members, authorized representatives, friends,
etc.) to participate in his care planning process. This includes allowing the enrollee to make decisions about
service options and identification of personal goals. If none of these individuals are available for an enrollee,
the State expects the case manager to solicit input from enrollee-approved individuals who are familiar with the
enrollee’s care needs and preferences.

The plan of care will be specific to the enrollee’s needs and goals that are identified using, at a minimum, the
level of care assessment form(s) provided to the long-term care managed care plzm by the Agency and the
DOEA. The enrollee or legal guardian and the guardian advocate, caregiver, primary care physician or
authorized representative must be consulted in the development of the plan of care. The plan of care will
include goals and objectives, service schedules, medication management strategies, barriers to progress, and
detail of interventions. When service needs are identified, the enrollee must be given information about the
available network providers so that an informed choice of providers can be made. The entire care planning
process is to be documented in the case record. If the enrollee disagrees with the assessment and/or
authorization of placement/services (including the amount and/or frequency of a service), the case manager
must provide the participant with a written notice of action that explains the enrollee’s right to file an appeal.
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The case manager assists the enrollee with filing for an appeal.

The state consuited with plans, and reviewed its contracts for current managed care providers and determined
five days would ordinarily be sufficient for plans to develop a person-centered care plan for new enrollees.
During transition, the state recognized the number of enrollees may inhibit the plans” ability to meet this
deadline. It is for this reason the state required that plans provide for up to 60 days continuation of current
services. The plans are marshaling extra resources to address the requirements during transition. The plans and
the state have noted it would be counterproductive to all concerned to rush care plan development or attempt to _
alter enrollee services unnecessarily as an enrollee’s right to a Fair Hearing is not affected as a result of this
transition and plans would have to continue services unabated until the completion of the Fair Hearing process.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Bevelopment (3 of 8)

¢. Supporting the Participant in Service Plan Development.Specify: (a) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in
the service plan development process and (b) the participant's authority to determine who is included in the process.

{a) Services and supports included in the plan of care are determined by the LTC Managed Care Plan (MCP) in
conjunction with the initial assessment information provided by the CARES Unit (as part of the level of care
assessment) in consultation with the enrollee or his or her representative. The plan of care addresses all health and
social service needs of the enrollee identified through the assessment. LTC plans are responsible for ensuring that
the periodic review of the plan of care is performed through face-to-face contact at least every third month with the
enrollee to determine the appropriateness and adequacy of services. During a periodic review, the LTC plan must
involve the enrollee or representative in assessing whether the services furnished are consistent with the nature and
severity of the enrollee's needs. Revisions to the plan of care must be done in consultation with the entollee in
addition to the caregiver and primary care provider when applicable.

. (b) Enrollees have the authority to determine who is included in the development, review, and revision of their plan
of care. This includes the enrollee’s representative and/or family, caregivers, and physicians.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of &)

d. Service Plan Development Process.In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) whe develops the plan, who participates in the process, and the timing of the
plan; (b} the types of assessments that are conducted to support the service plan development process, including .
securing information about participant needs, preferences and goals, and health status; (c) how the participant is
informed of the services that are available under the waiver; (d) how the plan development process ensures that the
service plan addresses participant goals, needs (including health care needs), and preferences; (e} how waiver and
other services are coordinated; (f) how the plan development process provides for the assignment of responsibilities to
implement and monitor the plan; and, (¢) how and when the plan is updated, including when the participant's needs
change. State laws, regulations, and policies cited that affect the service plan development process are available to

- CMS upon request through the Medicaid agency or the operating agency (if applicable):

Each enrollee will have one person-centered plan of care. The managed care plan is required to develop an
individualized written plan of care in a format approved by the State, for every enrollee within 5 business days of the
effective date of enrollment for those enrolled in a community setting (any exceptions beyond this timeframe must
be documented). ' ' : :

The LTC program will use an Individualized Person-Centered Care Plan development process. The provision of the
long-term care services in the LTC waiver will be guided by the creation and implementation of the individualized,
person-centered care plan. The person-centered care plan is based on a comprehensive assessment that identifies an
individual’s physical, functional, and psychosocial needs by assessing the individual’s health status, physical and
cognitive functioning, environment, social supports, end-of-life decisions, and his or her desired outcomes and
preferences (herein referred to as personal goals). The enrollee directs the person-centered planning process. The
person-centered care plan fosters the participation of family members and others chosen by the individual; as
appropriate, in the care planning and service delivery process. By identifying barriers and exploring potential

http://170.107.180.99/WMS/faces/protected/35/orint/PrintSelectorisp : 27412011



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013 B Page 148 0f 228

solutions with the enrollee, the person-centered care plan attempts to enhance an individual’s independence and
quality of life through community presence, choice, competence, respect, and community participation. Examples of
personal goals that an enrollee may choose to focus on include (but, are not limited to):

+ Deciding where and with whom to live.

» Making decisions regarding supports and services.
» Choosing what activities are important.

* Maintaining relationships with family and friends.
* Deciding how to spend each day.

Enrollee Information
Envollees will be informed of the benefits and services available in the waiver through the enrollment packet that
will be provided to each enrollee through the enrollment broker prior to implementation. The enrollment packet will
provide a comparison of benefits between plans and the services available by each managed care plan. Upon
enrollment, each plan will provide its members with an enrollee handbook that includes plan network information
and services. Managed care plan network information will also be made available online and by contacting the

- enrollment broker’s call center. In addition, during the development of the enrollee’s plan of care, the long-term
care managed care plan and/or case manager will inform the enrollee of the services available in the plan and work
with the enrollee and/or the enrollee’s designated representative in developing a plan of care that best meets the
enrollee’s long—term care needs.

The Comprehensive Assessment

Prior to developing the person-centered care plan, the case manager is required to conduct a comprehensive
assessment. When developing the initial care plan, the case manager is not only required to complete an MCP-
spec1ﬁc assessment, but is also expected to use the initial eligibility and level of care assessment conducted by the
state via CARES assessors. The comprehensive assessment includes evaluations of the plan member's health status,
physical and cognitive functioning, environment, social supports, end-of-life decisions, and personal goals, while
also considering the enrollee’s medical history. Case mianagers are also required 1o assess the lmmedlacy of the
enrollee’s service needs and personal goals.

‘The case manager is responsible for conducting the initial comprehensive assessment which guides the development
of the person-centered care plan. Following an initial orientation, the case-managér is required to contact the
enrollec at least once a month by telephone, and visit the enrollee face-to-face once every 90 days, in addition to
being available on a 24 hour basis, if needed. As a routine, the case manager and the plan member discuss, evaluate,
and revise if necessary the plan of care monthly and during the 90-day face-to-face visits. Immediate and
intermittent needs (including service needs or personal goais) may be addressed at any time when an enrollee
contacts the MCP or case manager. The case manager is also required to update the enrollee's person-céntered care
plan following a significant change in their health or functional status. Addltlonally, the case manager is respons1ble
for authorizing the enrollee's services and coordinating their care on an ongoing basis.

Care Plan Development :
To ensure that the care planning process is person-centered, the enrollee directs the care plan development process
with the help of the case manager, his authorized representative, or any other individuals he would like included. The
enrollee may invite anyone of his choosing (family members, authorized representatives, friends, etc.) to participate
in his care planning process. This includes allowing the enrollee to help make decisions about service options and
identification of personal goals. Ifnone of these individuals are available for an enrollee, the state expects the case
“manager to solicit input from enrollee-approved individuals who are familiar with the enrollee’s care. When
developing the care plan for all enrollees, LTC case managers are required to:

»Assess the immediacy of the enrollee’s service needs and personal goals, and imclude a description of the enrollee’s
condition, as identified through an appropriate comprehensive assessment and a medical history review.

Recognize and support the enrollee’s self-care capabilities.
Identify any existing care plans and service providers and assess the adequacy of current services.

Ensure continuity of care by providing for continuous care to the new enrollee if the enrollee is receiving services
and supports prior to the effective date of enrollment.

Ensure that the care plan contains information about the enrollee’s medical condition, the type of services to be
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© week.

furnished, the amount, frequency and duration of each service, and the type of provider to furnish each service

[(regardless of whether Medicaid is the primary payer source) for all enrollees whether they reside at home or in an

assisted living facility.

Ensure that service interventions address identified problems, needs, and conditions.

Encourage integration of formal and informal supports including the development of an informal volunteer network
of caregivers, family, neighbors, and others to assist the enrollee or primary caregiver with services. These services
will be integrated into an enrollee’s care plan when it is determined through multi-disciplinary assessment and care
planning that these services would improve the enrollee’s capability to live safely in the home or community sefting
and are agreed to and approved by the enrollee or the enrollee’s authorized representative.

Determine whether enrollees have advance directives, health care powers of attorney, do not resuscitate orders, or a
legally appointed guardian. This information will become part of the enrollee’s case record and these orders and
preferences will be integrated into the care coordination process. For enrollees who do not have advance directives
or do not resuscitate orders, the case manager will discuss with the enrollee the importance of these documents and
note the enrollee’s response in the case file.

Establish personal goals and engage in ongoing personal goal planning activities.

Goals address the enrollee’s physical, functional, and psychosocial needs, and are built on the enrollee’s

strengths. Goals are written to outline clear expectations about what is to be achieved through the service delivery
and care coordination processes, and the care plan includes steps that the enrollee will take to achieve the goal.

Enrollee goals must:

Be measurable;-

Specify a plan of action/interventions to be used to meet the goals;

Include a timeframe for the attainment of the desired outcome; and

Be reviewed at each 90-day face-to-face visit and progress must be documented in the enrollee’s case record.

~Progress means information regarding whether interventions to achieve a goal were successful, potential barriers,

changes that need to be made to the goal, changes that need to be made to the intervention, if the goal has been
achieved, and the reasons for continuing the goal after it has been achieved (if it was a one-time goal). Personal goal
planning activities are included in the care plan development process. Through these activities, the state ensures that
the enrollee’s personal goals are incorporated into the care plan and that, in addition to meeting physical and
functional needs, his psychosocial needs (including participation and integration with his community) are also

met. This process is directed by the enrollee with the help of the case manager, any anthorized representative, or any
other individuals he would like included in the care planning process. The purpose of the personal goal planning
process i$ to identify activities or interventions that promote the enrollee’s ability to patticipate in his community
and that foster his independence and autonomy within his community. Examples of these types of activities could
include arranging for transportation to the local senior center; arranging for a homemaker companion to visit an
enrollee for a game of chess in his home twice a week; or helping an enrollee remember to call her daughter twice a

When developing or reviewing an enrollee’s care plan, the case manager and the enroliee will discuss the goals that
the enrolles would like to accomplish to be integrated and connected to his community. This discussion shall
include identifying the goals and any barriers that exist to achieving those goals. The case manager will then work _
with the enrollee, authorized representative, family members or others who care about the enrollee, all other home
and community-based service providers, and the ALF (for those enrollees residing in an ALF) to implement
interventions to overcome the identified barriers, and will follow up with the enrollee at least monthly to determine
the status of his goals. At every 90 day face-to-face visit, the case manager and enrollee will discuss the status of his
goals, and will again work to identify any new goals and barriers. As with all other care planning activities, all
identified goals, barriers, interventions, and status updates must be documented in the enrollee’s case

. record. Additionally, any discussions that the case manager has with the ALF or other service providers that

contribute to implementing an intervention must be documented in the case record.
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Because case managers are also required to assess the immediacy of the enrollee’s service needs and personal goals,
the enrollee may contact his case manager at any time during the month for any reason. I contacted, the case .
manager will follow up with the enrollee regarding his inquiry or request in a timely manner. The community
integration goal setting process attempts to ensure that waiver enrollees remain integrated with their communities,
and that they maintain their independence and autonomy. Case managers are therefore expected to provide enrollees
with the tools to exercise their independence and to seek out community activities on their own if they so choose, as
well as to facilitate participation on behalf of enrollées who cannot do so for themselves.

Care Plan Implementation ,

Managed Care Plan case managers are tasked with developing and implementing care plans using a person-centered
approach. The case manager is responsible for ensuring it is implemented appropriately. LTC managed care plan
case managers are the lead case managers for individuals receiving Medicaid services. As such, they are responsible
for:

*Working with the enrollee to develop a plan of care that includes all services needed, regardless of payor source,
and that identifies the source of all resources needed to meet personal goals.

°Ensurmg the requisite service authorizations are approved, regardless of payor source (e.g., commercial health
insurance, Medicare, or Medicaid medical).

-Assisting the enrollee to access services by helping to find providers, set appointments, arrange transportation, etc.

*Monitoring implementation of the plan of care through at least monthly contact to ensure that services are being
delivered as planned and are meetmg the enrollee’s needs,

»Adjusting the care plan as needed to accommeodate changes in enrollee needs, goals, health status, etb.

Monitoring Activities by the State for the Care Plaoning Process _
On an ongoing basis throughout the calendar year, state quality assurance (QA) clinical monitors review a random,
representative sample of current enrollee files for each MCP, otganized by planning and service area. As part of this
review, the QA monitors evaluate the enrollee’s care plans to ensure that the MCP case managers are performing the
required care planning activities, including the required elements in the care plan, and that those activities are being
documented in the case record by the case manager. For all deficiencies cited by the clinical monitors, upon receipt
of the findings, MCPs have 15 business days to fix the deficiencies and submit accompanying documentation to the
state, and to subrmit a corrective action to the state detailing their ongoing actions to ensure {uture deficiencies do not
occur. As a part of the CAP submission, the MCP’s will be required to identify evidence-based practices that will
yield improved performance. During the remediation process, the MCO shall submit progress reports to the state
with data that demonstrates improvement,

The monitors will evaluate the following elements related to the care plan and care planning process:
Whether care plan services provided by the MCP and through informal supports mest the enrollee’s assessed needs
and personal goals

Whether the care plan includes documentation of interventions and services provided to enrollee from all sources

*

‘Whether the following events are documented in the case record:

oOrientation, including a discussion of the enrollee's appearance and demeanor, medical diagnoses, cognitive
deficits, ADL and IADL deficits, the enrollee's envuonment and how care plan needs are addressed

oEvery 90 day face-to-face care plan review

oMonthly contact (telephone or face-to-face)

oUpdates on the enrollee's medical conditions, hospitalizations and placemnent in facilities

oAnnual reviews including the documentation of the completion of the state assessment tool
oDocumentation of service receipt, and enrollee satisfaction with services and supports

To better ensure that the MCPs’ case managers are conducting and properly documenting community integration

goal planning activities, the state also requires the MCLTC MCPs to audit a random representative sample of
currently enrolled enroliee’s case records for the following elements specifically related to community integration
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goal planning activities:

+ Identified goals

« Identified barriers to achieving goals

» Identified interventions for overcoming barriers

* Identified timeframes for goal attainment

» Progress updates

Progress means information regarding whether interventions to achieve a goal were successful, potential barriers,
changes that need to be made to the goal, changes that need to be made to the intervention, if the goal has been
achieved, and the reasons for continuing the goal after it has been achieved (if it was a one-time goal).

On a quarterly basis, MCPs are required to collect, aggregate and submit data regarding the above activities to the
state for review. The state will use this data and the data obtained by the clinical monitors to determine if barriers
exist across enrollee experience and if trends exist across particular settings and to resolve any issues revealed by the
data.

Services included in the plan of care will be driven by the plan member's goals in conjunction with the initial
assessment information provided by the CARES Unit, in consultation with the enrollee or representative and must be
necessary to address all health and social service needs of the enroﬂee identified through the assessment. (42 CFR
438 208 (c) (3) and {c) (4)). . :

The plan of care must be based on a comprehensive assessment of the enrollee's health status, 'physicél and cognitive
functioning, environment, social supports, and end-of-life decisions. The following minimum components must be
included in the plan of care:

1. Enrollee's name,

2. Enrollee’s Medicaid ID number,
3. Plan of care effective date,
4. Plan of care review date,
5. Services needed, including routine medical and waiver serv1ces
6. Begin date and ernid date,
7. Providers,

8. Amount, ﬁ'equency, and duratmn
9. Case manager's signature and
10. Enrollee signature & date.

Each LTC plan will have the flexibility to design a plan of care form or system that includes these minimum
components and is subject to the review and approval of the State.

The plan of care must clearly 1dent1fy barriers to the plan member and caregivers, if applicable. The case manager
must discuss barriers and explore potential solutions with the plan members, and caregivers when applicable. The
plan of care must detail all interventions designed to address specific bamers to independent functioning. The plan
of care may include services provided through the plan member's own informal network or by volunteers from
community social service agencies or other organizations. Primary caregivers, family, neighbors and other
volunteers will be integrated into an plan member's plan of care when it is determined through multi-disciplinary
assessment and care planning that these services would improve the enrollee's capability to live safely in the home
setting and are agreed to by the enrollee.

The plan of care must be: (1) developed by the plan member's case manager in conjunction with the plan member
participation and consultation with any providers canng for the plan member where appropriate; (2) approved by the
LTC plan in a timely manner, if the LTC plan requires an approval; and (3) developed in accordance with any
applicable State quality assurance and utilization review standards. Copies of the plan of care must be forwarded to
the eplan member’s primary care provider and, if applicable, to the facility where the plan member resides within 10
days of development. :

Revisions must be done in consultation with the enrollee, the caregiver, and when feasible, the primary care provider
(PCP). If the primary care provider is not under contract with the LTC plan, an effort must be made by the case

. manager to obtain the PCP's input regarding plan of care revisions. Changes in service provision resulting from a
plan of care review must be implemented within five business days of the review date.
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Appendix D; Participant-Centered Planning ard Service Delivery
i3-1: Bervice Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant
needs and preferences. In addition, describe how the service plan development process addresses backup plans and
the arrangements that are used for backup.

As part of person-centered care planning the enrollee, their advocates, primary care provider and the case manager -
will develop a back-up plan congruent with the individual’s primary plan of care. Additionally, risk mitigating

- services are included as waiver services (e.g., nutritional needs assessment and home delivered meals). While
enrollees retain the right to refuse to participate in developing a mitigation plan, the managed care plan is required to
develop overall emergency back-up plans and the case manager is required to inform recipients of any risks
identified and invite them to participate in developing a mitigation plan to address them. Aspects of this, such as
alternate contacts in the event of a natural or man-made disaster, are automatically incorporated into the recipient’s
service plan and communicated to enrollees by their case manager, and via the managed care plan’s written materials
whether the enrollee engages or not. System-wide emergency back up plans are submitted by each LTC plan on an
annual basis to the State, In addition, the plan of care development process includes the identification of procedures
for enrollees to follow if service providers are unavailable or other emergent conditions arise.

Appendix D: Participant-Centered Planning and Service B@%,évery“
B-1: Service Plan Development (6 of §)

f. Informed Choice of Providers.Describe how participants are assisted in obtaining information about and selecting
from among qualified providers of the waiver services in the service plan. -

Each L'TC MCP is required to develop printed and online provider network directories to assist enrollees in selecting
from qualified providers. These directories are available to the enrollment broker. LTC plans also make trained staff
available that can link enrollees to waiver providers in their area. Case managers are trained to provide unbiased
imformation regarding qualified providers of waiver services to each enrolleee. Enrollees are free to select among
any available provider in the LTC plan's network. Prior to implementation, the network sufficiency of each LTC plan
will be assessed to ensure that there is an adequate number of available waiver providers in the network.

Appendix Dt Participant-Centered Planning and Service Delivery
D-1: Service Pian Development (7 of 8

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency.Describe the process by which
the service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301 (bX ()

The Agency and DOEA will conduct a readiness review of each chosen plan which will consist of a desk review and
onsite monitoring to assess whether the plan can fulfill its obligations under the contract. Readiness reviews include,
but are not limited to: _ )

*Reviewing the plans provider network for service adequacy and credentialing.

*Reviewing the policies and procedures plans were required to develop.

Reviewing outreach/enrollee/provider materials for adequacy and congruence with the plans’ contractual
obligations.

+*Assuring the plan has a sufficient information technology and communications infrastructure.

*Assuring the plan is appropriately staffed and staff are properly credentialed. - '

The Agency also requires plans to send a comprehensive list of reports to be reviewed on an ad-hoe, monthly,
quarterly and annual basis. These reports may result in the State conducting on-site or desk reviews of the plan if
aberrant trends are detected. :

Finally, the Agency and DOEA will monitor the plans on-site on an annual basis. Annual monitoring will check the

accuracy of the various plans’ reports and determine whether they are performing according the contractual
obligations and the State’s performance measure set forth in the waiver application.
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The Agency will require remediation of any issues discovered during these monitoring activities and will impose
- penalties and/or sanctions as appropriate.

The long-term care managed care plans shall ensure that the service plans are developed and updated timely. The
DOEA will have primary responsibility to conduct the case reviews. The Agency for Health Care

Administration, Florida’s Medicaid agency, will be responsible for making sure that a representative number of case
reviews have been completed in a timely manner, and that any remediation has been adequately addressed.

'To ensure a representative sample, parameters will be set for a specified time period at a 95% confidence level, a
5.0% margin of error and 50% response distribution, in order to draw a representative sample at the program

level. This random sample will then be apportioned across the Managed Care Plans (MCP), so that the percent of
the sample drawn randomly from each MCP matches the percent of the overall population served by that

MCP. Proportlonate random samphng cnsures that all Managed Care Plans are represented in the sample, and helps
to minimize bias.

Anpendix D: Pariicipani-Centered Planning and Service Delivery
D-1: Sewéw Plan Development (8 o §)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess
the appropnateness and adequacy of the services as participant needs change. Specify the minimum schedule for the
review and update of the service plank ‘ :

¥ Every three months or more frequently when necessary
& Every six months or more frequently when necessary
%f Every twelve months or more frequently when necessary

© Other schedule
Specify the other schedule:

i. Maintenance o ervice Plan Forms. Writien c0p1es or eloctronic Facsimiles of service plans are main
minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each
that applies):

7] Medicaid agency
Operating agency
(.1 Case manager
Other

Specify:

Many managed care plans that bid on the managed long term care contract have secure, centralized electronic
case management systems that are the repository for all information about enrollees. If paper records are
required, they are to be secured at the managed care plan’s/case manager’s local office. Case management
records are maintained in secure filing cabinets and in HIPAA compliant electronic filing systems.

Ag}psenélx b ?a;‘ﬂcgmn%»—(‘em?arué Planning and Service Delivery
B-2: Service Plan Implementation and Mounitoring

a. Service Plan'lmplementatioh and Monitoring.Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s)
that are used; and, (c) the frequency with which monitoring is performed.

Reviews will be conducted by the managed care plan and DOEA. The managed care plan will review the quality of
care for its enrollees. DOLA will review a representative sample of care plans as part of the annual case record
review. The Agency’s contract managers will accompany DOEA during annual monitoring trips to verify
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compliance with a representative sampling of care plans and to review DOEA’s quality review process during the
annual oversight review.

DOEA conducts retrospective reviews of a representative sample of plans of care to ensure plans have been
developed in accordance with applicable policies, ensure the health and welfare of enrellees, and are used to
effectively deliver waiver services that are firnished in accordance with the plan on an annual basis.

In addition, the plans must conduct quarterly réviews to monitor the quality of care for enrollees in this waiver. The
reviews must include quarterly monitoring of long-term care enrollee records who have received services during the
previous quarter. The contractor’s selection of conditions and issues to study should be based on enrollee profile
data. Review elements include management of diagnosis, appropriateness and timeliness of care,
comprehensiveness of and compliance with the plan of care, and evidence of special screening for, and monitoring
of, high-risk persons and conditions. To complement the plans’ quarterly quality of care reviews, the State will
conduct annual L.TC MCP monitoring. The sampled plaus of care will be reviewed to determine plan of care and
service adequacy to address care needs identified in the enrollee assessments as well as health and safety risks
presented by the enrollee’s health and residential circumstances,

b. Momtorlng Safeguards.Select one: :

* Entities and/or individuals that have responsibility to monitor service plan implémentation and
participant health and welfare may not provide other direct waiver services to the participant.

&' Lntities and/or individuals that have responsibility to monitor service plan implementation and

participant kealth and welfare may provide other direct waiver services to the participant

The State has established the following safeguards to ensure that monitofing is conducted in the best interests of
the participant. Specify:

The Stafe requires that responsibility for monitoring plan of care implementation and entoltee health and
welfare within the plan be independent of any direct waiver services to avoid conflict of interest issues.

Apgﬁen&%ag D: Participant-Centered Planning and Service Delivery
Quaiity Improvement: Service Plan

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

a. Methods for Discovery: Service Plan Assurance/Sub-assurances
i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants’ assessed needs (including health and safety
risk factors) and personal goals, either by the provision of waiver services or through other means.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be spec:f ¢ to this waiver (i. e, data presented must be waiver specific).

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

Performance Measure:
Percentage of enrollees with care plans meeting all assessed needs and risks. N:

Number of enrollees with care plans meeting all assessed needs and risks. D:
Total pumber of records reviewed.

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

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation {check each that applies):
(check each that applies): : ,
1 State Medicaid 1] Weekly .1 100% Review
Agency
- Operating Agency | [~ Monthly {/] Less thar 106%
Review
Sub-State Entity | Quarterly [ Representative
Sample
Confidence
| 7 Other |~ Annually [ Stratified
Specify: ' Describe

DOEA : Group:-

[~7 Continuously and | 1]
‘Ongoing Specify:
Proportional
" randoiri sample |
methodology
F1 Other
Specify
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
2] State Medicaid Agency . Weekly
Operating Agency -£7 Monthly
[ Sub-State Entity £ Quarterly
Other Annually
Specify:
DOEA

|¥ Continuously and Ongoing

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

The state will report quarterly to
CMS for the first two years of the
approved waiver.

Performance Measure: _
Percentage of enrollees with care plans documenting personal goal setting and
community integration goal setting. N: Number of enrollees with care plans

docamenting personal goal setting and community integration goal setting. D:
Number of records reviewed.

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

Respomnsible Party for | Frequency of data ‘Sampling Approach
data ' collection/generation {check each that applies):
collection/generation {check each that applies): } '
{check each that applies):
[¥ State Medicaid T Weekly [7 100% Review
Agency
j Operating Agency | |77 Monthly it Less than 100%
, Review
71 Sub-State Entity % Quarterly £ Representative
Sample
Confidence
Interval=
"] Other [ Annually [ 7] Stratified
Specify: Describe
P - Group: -

et

71 Centinuously and o Other

Ongoing Specify:
Random
Sample
methodology
T Other ‘

Specity:

Data Aggregation and Analysis:

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

Frequency of data aggrégation and
aggregation and analysis (check each

analysis{check each that applies):

that applies): :
i1 State Medicaid Agency 1 Weekly
[7 Operating Agency _ " |71 Monthly
[ Sub-State Entity Z} Quarterly
[ Other {1 Annuaily
Specify:
DOEA
[#] Continuously and Ongoing
& Other
Specify:

The state will report quarterly to
CMS for the first two years of the
approved waiver.

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
procedures. '

Performance Measures

3 .

For each performance measure/indicator the State will use to assess compliance with the statutory
assurance complete the following: Where possible, include numerator/denominator. Each performance
e measure must be specific to this waiver (i.e., data presented must be waiver specific). -
For each performance measure, provide information on the agerecated data that will enable the State
to gnalvze and assess progress toward the performance measure, In this section provide information
.on the method by which each sowrce of data is angivzed 'sfaz‘isticall}g/deductivelz or inductively, how

themes are identified or conclusions drawn, and how recommendations are formulated, where
appropriate. - : i

Performance Measure:

Percentage of enrollees' plans of care being distributed within 10 days of
development to the primary care physician (PCPs). N: Number of enroliees' plans

of care being distributed within 10 days of development to the enrollees’ PCPs, D:
Total number of enrolee records reviewed.

Data Source (Sclect one):
Record reviews, op-site

If 'Other' is selected, specify:

Responsible Party for | Frequency of data / Sampling Approach
data _ . collection/generation (check each that applies):
collection/generation (check each that applies):
{check each that applies):
State Medicaid | 2] Weekly 71 100% Review
Agency
|| Operating Agency | "] Monthly i Less than 100%
. Review
1 Sub-State Entity P Quafterly [~ Representative
Sample
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Confidence
Interval =
# Other [" Annually ET Stratified

Specify: Describe

..} Continuously and Other

Ongoing Specify:
- Random
Sample
Methodology
& Other
E
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |amalysis(check each that applies):
that applies): '
7 State Medicaid Agency 1 Weekly
I* Operating Agency [7& Monthly
______ ' Sub-State Entity - + Quarterly
] Other | 7 Annually
Specify:
DOEA

7} Continuously and Ongoing

@1 Other
Specify:
'The state will report quarterly to

CMS for the first two years of the
approved waiver. i

Performance Measure:
Percentage of plan of care/summaries where enrollee participation is verified by
signatures. N: Number of plans of care/summaries where enrollee participation is

verified by signatures. D: Total number of enrollee plans of care/summaries
reviewed. ’

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

!Responsible Party for {Frequency of data Sampling Appreach

data collection/generation {check each that applies):
(check each that applies):
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collection/generation
{check each that applies):

| State Medicaid 7 Weekly 77 100% Review
Agency '
{1 Operating Agency | 7| Monthly Less than 100%
Review
Sub-State Entity 7] Quarterly "1 Representative
‘ Sample
Confidence
Interval =

[ i Other i1 Annually | I Stratified

Specify: Describe

DOEA Group:

P g

i1 Continuously and & Other

Ongoing Specify:
"Random
" Sample
Methodology
{7 Other

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies):
[#1 State Medicaid Agency LM Weekly
[Z] Operating Ageney Monthly
[ Sub-State Entity |.] Quarterly
[ Other | 7 Annually
Specify:
DOEA

[#] Continuously and Ongoing

| -~ Other
Specify: _
The state will report quarterly to

CMS for the first two years of th
approved waiver. :

Performance Measure:
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Percentage of enrollees’ care plaps reviewed on a face-to-face basis at least every
three monthes and updated as appropriate. N: Number of enrollees' care plans
reviewed on a face-to-face basis at least every three monthes and updated as
appropriate, D: Number of enrolee records reviewed.

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

Responsible Party for Frequéncy of data Sanipling Approach
data collection/generation (check each that applies):
collection/generation {check each that applies):
(check each that applies):
[ State Medicaid [ Weekly 7] 100% Review
Agency i '
™1 Operating Agency | [7] Monthly | Less than 100%
‘ Review
I”] Sub-State Entity Quarterly "7 Representative
Sample
Confidence

Interval =

771 Annually 7 Stratified
Describe
{7] Continuously and | | | Other
Ongoing Specify:
Random
Sample
) Methodology.
I Other
Specity:
Data Aggregation and Analysis: _
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
| that applies):
[ State Medicaid Agency [ Weekly
[T Operating Agency [:} Monthly

! Sub-State Entity [77 Quarterly
. Other _, %5 Annually
Specify
DOEA
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Responsible Party for data - Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

¢ Continuously and Ongoing

i1 Other

Specify:

The state will report quarterly to
CMS for the first two years of the
approved waiver.

c. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changes
in the waiver participant’s needs. '

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory

assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver. (i.e., data presented must be waiver specific).

For each performance measure, provide information on the ageregated data that will enable the State
fo analyze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analyzed statisticaily/deductively or inductively, how

themes are identified or conclusions drawn, and how recommendations are formulated where
appropriate. ‘ . . -

‘Performance Measure:

Percentage of enrollees’ care plans updated at least annually. N; Number of
enrollees with updated plans of care at least annually. D: Total sumber of
enrollee records reviewed.

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

Responsible Party for | Frequency of data - |Sampling Approeach
data collection/generation (check each that applies):
collection/generation (check each that applies):
fcheck edach that applies):
S State Medicaid ] Weekly 100% Review
Agency '
|77 Operating Agency | |7 Moni‘.h]y i} Less than 160%
Review
[] Sub-State Entity ¥ Quarterly 77 Representative
Sample
Confidence

Interval =

7 Other 7 Annually * | [7] Stratified
Specify: Describe
DOEA

Group:
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Continuously and 71 Other -
Ongoing Specify:
“Random
Sample
Methodology
{7} Other
Specify:

Data Agoregation and Analysis;

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

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

|- State Medicaid Agency

i 7 Operating Agency

+ 1 Sub-State Entity

% Continuously and Ongoing

- |F Other -

Specify:

the state will report quarterly to
CMS for the first two years of the

b

approved waiver,

Performance Measure: N
Percentage of enrollees whose care plans are updated when needs change. N:

Number of enrollees whose care plans are updated when needs change. D:
Number of records indicating a significant change,

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

Responsible Party for
data
collection/generation

{check each that applies):

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

Sam pling Approach

(check each that applies):

State Medicaid Weekly 7] 100% Review
Agency
[T Operating Agency | [~ Monthly 7 Less than 100%

Review

[ Sub-State Entity

" [F Quarterly

I_] Representative
Sample -
Confidence
Interval =
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[} Other | ¥ Arnpually 1 Stratified
Specify: 7 Describe
DOEA Group.

Continuously and | ] Other
Ongoing Specify:
Random
Sample
. . Methodology
- i Other
Specify:

Data Aggregation and Analysis: . -
Responsible Party for data Frequency of data aggregation and

aggregation and analysis (check each | analysis(check each that applies):
that applies): '
{7 State Medicaid Agency [=* Weekly
{7 Operating Agency % Monthly
i Sub-State Entity _ %7 Quarterly
(& Other 7% Annually
Specify:
DOEA

.7 Continuously and (ngoing

[ :] Other

Specify:

The state will report quarterly to
CMS for the first two years of the
approved waiver.

d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service plan.

Performance Measures

For each performance measure/indicator the State will use 10 assess compliance with the statutory

assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure. provide information on the aceregated data thot will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analyzed statistically/deductively or inductively, how
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themes are identified or conclusions drawn, and how recommendations are formulated. where

appropriate,

Performance Measure:

Percentage of enrollee services delivered according to the care plan as to service

type, amount, frequency, duration and scope. N: Number of enrollee services
delivered according to the care plan as to service type, amount, frequency,
duration and scope. D: Total number records reviewed.

Data Source (Select one):
Record reviews, on-site

If 'Other is selected, specify:

(check each that applies):

Responsible Party for | Frequency of data Sampling Approach
data ' collection/generation (check each that applies):
collection/generation ‘-

(check each that applies):

# State Medicaid

Specify:

B 7 Weekly "1 100% Review
Agency .
[7 Operating Agency Monthly I'] Less than 100%
) Review
7' Sub-State Entity Quarterly " Representative
: Sample
Confidence
Inteyxal -
|71 Other 31 Annually i Stratified
Specify: - Describe
PR - Group: .
[~ Continuously and Other
Ongoing Specify:
Random
Sample
Methodology
* Other - '

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysis (check each

that applies):

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

[

. State Medicaid Agency -

IT] Weekiy

i Operating Agency

L 1 Monthly

"] Sub-State Entity

http://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.jsp

[} Quarterly

2/4/2013



Application for 1915(¢) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013 Page 165 of 228

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies): ) .
7] Other : : £4 Annually

Specify:

DOEA

" " Continuously and Ongoing

[ ] Other
Specify:

e. Sub-assurance: Participants are afforded choice: Between waiver services and institutional care;
and between/among waiver services and providers.

_ Performance Measures

For each performance measure/indicator the State will use fo assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator. Each performance
measure must be specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the agoregated data that will enable the State
to analyze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticallv/deductively or inductively, how
themes are identified or conclusions drawn_agnd how recommendations are formulated where
appropriate.

Performance Measure:

Percentage of new enrollees with freedom of choice forms indicating Managed
Care provider choice in their earollment packets. N: Number of new enrollees
with freedom of choice forms indicating Managed Care provider choice in their
enrollment packets. D: Number of records reviewed.

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

| Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation {check each that applies): ' -
(check each that applies):
|i# State Medicaid £ Weekly 100% Review
Agency
|Z1 Operating Agency | 7 Monthly ] Less than 100%
Review
_] Sub-State Entity 7 Quarterly Representative
Sample
Confidence
Interval =
{7 Annually 7] Stratified
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Specify: Describe
DOEA Group: -
{1 Continuously and 1 Other
Ongoing Specify:
Proportional
Random
Sample
Methodology
% Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check cach | analysis(check each that applies):
that applies): - ,
I\ State Medicaid Agency T Weekly
/1 Operating Agency . Monthly
'} Sub-State Entity ' [¥) Quarterly
i & Otber -7 Annually
Specify:
DGEA

" Continuously and Ongoing

[ Other

Specify:

The state will report quarterly to .
CMS for the first two years of the
approved waiver.

Performance Measure: :

Percentage of new enrollees with freedom of choice forms indicating choice
between waiver services and institutional care in their enrollment packets. N:
Number of new enrollees with freedom of choice forms indicating choice between

waiver services and institutional in their enrollment packets. D: Total number of
records reviewed.

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

Responsible Party for { Frequency of data Sampling Approach

data collection/generation {check each that applies):
collection/generation {check each that applies):
{check each that applies):

[7] State Medicaid I Weekly i1 100% Review
Agency
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Zi Operating Agency | |~] Monthly Less than 100%

Review
_ Sub-State Entity &7 Quarterly Representative
Sample
Confidence
Interval=
i Other 7 Annually | -] Stratified
Specify: ' Describe
DOEA Group: -

]é

{¥] Continuously and | ["*. Other
Ongoing ' Specify:
Proportional
Random
Sample
Methodology
= Other '
Specify

Data Aggregation and Analysis:

Responsible Party for data - | Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[] State Medicaid Agency ' Weekly
li# Operating Agency . [ Monthly
{7 Sub-State Entity 17 Quarterly
lwi Other ‘ . Annually
Specify:
DOEA

=] Continuously and Ongoing

| 1 Other

Specify:

The state will report quarterly to
CMS for the first two years of the
approved waiver.

Performance Measure: : ;
Percentage of all new enrollees with signatures on the care plan indicating choice
of services and subcontractors. N: Number of new enrollees with signatures on

the care plan inciating choice of service and subcontracters. D: Number of
records reviewed.
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Data Souree (Select one):
Record reviews, on-site
If 'Other’ is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies): :
#] State Medicaid Weekly ["] 100% Review
Agency . :
{™ Operating Agency | ™ Monthly [ ] Less than 100%
' Review
| Sub-State Entity Representative
Sample -
Confidence
Interval =
1 Other % Annually {7 Stratified
Specify: . : Describe
DOEA ) : Group: !

|7] Continuously and {7 Other

Ongoing Specify:
Random
sample
methodology.

= Other

Speeiy:

Data Aggregation and Analysis:

Responsible Party for data ~ | Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies). :

& State Medicaid Agency - 71 Weekly
. Operating Agency ] Monthly

Sub-State Entity : I Quarterly

1 Annually

_ Continugusly and Ongoing

i#] Other
Specify:

http://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.jsp 2/4/2013



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jut 01,2013 Page 169 of 228

| Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each {analysis(check each that applies):
that applies):

The state will report quarterly to
CMS for the first two years of the
approved waiver. )

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

N/A. [ ST
Since the remediations for this appendix require more space than allocated to the text box, the last six
remediations are listed in this space.

The LTC contract requires MCPs to update beneficiary care plans when needs change. During the annual
contract monitoring, a random sample of MCP beneficiary care plans and case notes are reviewed to
determine if care plan are changed when the beneficiary has changes in their conditions or circumstances. 1f
the MCP case manager is not updating the care plan in response to these chariges, the MCP will have to
“submit a corrective action within 20 days to address the deficiency. DOEA will verify the implementation of
the corrective action. The MCP is subject to sanction for this failure to comply with care planning standards.

By contract, MCPs must review plan members' care plans following the report of a significant change. If the
MCFP fails to review the member's care plan after the report, the plan is out of compliance with the program'
care plan standards. The MCP's failure to record the review in the plan member's case notes is a significant
carc omission. If the omission involved health and safety issues, the MCP would be required to address the
deficiency immediately. If non-health and safety issues were involved, the MCP would have to correct the
deficiency within 30 days. In addition, the MCP would be subject to sanctions.

By contract, approved plan of care services must be delivered as to service type, scope, amount, duration and
frequency as detailed in the plan of care: If the contract review monitoring determines a deficiency with
service delivery as detailed in the plan of care, the LTC plan must submit a corrective action to address this
deficiency. If the monitoring process found a deficiency in the service delivery of care plan services, the
MCP would be carefully reviewed by DOEA to determine if the problem was wide spread among the plan’s
- care plans. If the problem was wide spread, the MCP would be subject to intensive follow-up monitoring to
correct the care plan service delivery problems. If the LTC plan failed to implement the corrective action
within 30 day, the LTC plan is subject to sanctions including payment suspension and provider termination.

By contract, new beneficiaries must have with freedom of choice forms indicating Managed Care provider
choice in their MCP case files. If during the annual contract review, a deficiency with freedom of choice
documentation exists, the MCP must address the issue within 20 days. If the MCP does not correct the issue
within 30 days, the plan is subject to sanctions including admissions suspension.

The LTC program contract requires new beneficiaries to have freedom of choice forms indicating choice
between waiver services and institutional care in their enrollment packets. During the annual contract
review, if a deficiency with freedom of choice documentation exists, the MCP must submit a corrective
action to address this case file deficiency within 20 days. If the MCP does not implement the corrective
action within 30 days, the plan is subject to sanctions including admissions suspension. DOEA will verify
the implementation of the corrective action. '

The LTC program contract requires new beneficiaries to document their choice of services and
subcontractors with their signature on the approved care plan. During the annual contract review, if a
deficiency with freedom of choice documentation exists, the MCP tmust submit a corrective action to address
this case file deficiency within 20 days. If the MCP does not implement the corrective action within 30 days,
the plan is subject to sanctions including admissions suspension: DOEA will verify the implementation of
the corrective action. -
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b. Methods for Remediation/Fixing Individual Problems :

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

By contract, approved plans of care must address all assessed needs including risk factors. If the contract
review determines a deficiency with plan of care development, the L' TC plan must submit a corrective action
to address this deficiency. If the deficiency involves the health and safety of the enrollee; the deficiency must
be remedied immediately. Health and safety care plan issues are corrected on the same day of the

finding. Other care plan care issues will be corrected within 30 days with the necessary services. DOEA in
consulation with the Medicaid agency will verify the implementation of the corrective action. If the MCP
pian fails to implement the corrective action timely, the MCP is subject to sanctions up to provider payment
recouptent and provider termination.

LTC MCPs must use an integrated care planning process that encourages the beneficiary to set personal goals
and pursue community interests. During the annual contract monitoring, MCP care plans are reviewed to
verify beneficiary goals and community interests are included on the care plan. MCPs with deficit care plans
must develop corrective actions to address these deficits. The Agency will consult with DOEA in verifying
the timely implementation of these deficiencies. MCPS are subject to sanctions for this deficiency.

By contract, plans of care should be distributed within 10 days of development to their primary care provider.
If the contract review determines a deficiency with plan of care distribution, the LTC plan must submit a
corrective action to address the deficiency. This deficiency would require the MCP to change their policies
and procedure regarding care planning process. If a deficiency was found, the MCP would be required to
review all plan members’ care plans and determine if the care plans were sent to the primary care

provider. The State verifies the implementation of the corrective action. If the LTC plan Tails to implement
the corrective action within 30 days, the LTC plan is subject to sanctions.

The LTC program requires care plan/summaries to be signed by beneficiaries to verify their participation in

~ the development of the document. During the annual on-site contract review a random sample of beneficiary
care plans/summaries are selected for review. If the review determines the MCP’s case managers are not
complying with either the beneficiary participation or obtaining the beneficiary®'s signature on the care
plan/summary, the MCP will be required to submit a corrective action within 20 days. DOEA will verify
implementation of the corrective action. MCPs failing to include beneficiaries in the care plan/summaries
development process are subject to sanctions. .

By contract, plans of care must be reviewed on a face to face basis at [east every three months and updated as
appropriate. If the on-site contract compliance review determines a deficiency with the plan of care review,
the LTC plan must submit a corrective action within 20 days to address this deficiency. DOEA will verify
implementation of the corrective action. If the LTC plan fails to implement the corrective action timely, the
LTC plan is subject to sanctions.

By contract, approved plans of care must be updated at least annually. If the contract compliance review
determines a deficiency with the plan of care update requirement, the LTC plan must submit a corrective
action within 20 days to address this deficiency. If the deficiency involves health and safety issues, the
corrections will be made on the same date as the finding. Other care plan update issues will be required to be .
corrected within 30 days. If the L'TC plan fails to implement the corrective action timely, the LTC plan is
subject to sanctions up to provider payment or an admissions suspension.

By contract, MCPs must review plan members’ care plans following the report of a significant change. If the
MCP fails to review the member's care plan after the report, the plan is out of compliance with the program'
care plan standards. The MCP's failure to record the review in the plan member's case notes is a significant
care omission. If the omission involved health and safety issues, the MCP would be required to address the
deficiency immediately. If non-health and safety issues were involved, the MCP would have to correct the
deﬁciency within 30 days. In addition, the MCP would be subject to sanctions.

See text box Appendix E {ii) for the remainder of the remedlatlons for Appendix D's performance measures.

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

http://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.jsp 2/4/2013



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013 Page 171 of 228

Frequency of data aggregation and analysis

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

7] State Medicaid Agency "~ Weekly
7] Operating Agency - ‘ 7 Monthily
{1 Sub-State Entity : U F Quarterly
[ 7 Other .7 Annually
Specity:

{7 Continuonsly and Ongoing

i Other
Specify:

The state will report quarterly to CMS for |

the first two years of'the approved
waiver. :

¢. Timelines ' -

When the State does not have all elements of the Quality ITmprovement Strategy in place, provide timelines to design
‘methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.

' Yes : _ _
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix E: Participant Direction of Services

Applicability(from Application Section 3, Components of the Waiver Request):

£ Yes. This waiver provides participant direction opportunities. Complete the remainder of the Appendix.
#° No. This waiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMS urges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed
budget or both. CMS will confer the Independence Plus designation when the waiver evidences a strong commitment to
participant direction.

Indicate whether Independence Plus designation is requested (select one):

" Yes. The State requests that this waiver be considered for Independence Plus designation.
" No. Independence Plus designation is not requested.

Appendix E: Participant Direction of Services
E-1: Overview (1 of 13)

a. Description of Participant Direction.In no more than two pages, provide an overview of the opportunities for
participant direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how
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participants may take advantage of these opportunities; (c) the entities that support individuals who direct their
services and the supports that they provide; and, (d) other relevant information about the waiver's approach to
participant direction,

Participant direction is offered to all enrollees who live in their own personal home or the home of a family member
and who have a participant direction eligible service on their authorized care plan. Enrollees wishing to participate in
participant direction, but who do not have the capacity to manage services may choose a representative willing to
take on these duties. Individuals enrolling in the waiver are presented with information about participant direction
both as part of the enrollment broker process and during the care planning process. The State expects 10% of the
population will choose participant direction, based on enrollment in the State’s Consumer-Directed Care Plus
(CDC+) program, authorized under a Section 1915(j) State plan amendment (SPA).

Participant direction is offered for five of the waiver services: adult companion, homemaker, attendant care,
intermittent and skilled nursing, and personal care. The participant is responsible for training direct service workers, .-
setting hours during which services will be provided, and submitting timesheets to the managed care plan.

Supports for the enrollee are offered in the form of a case manager, who trains, or arranges for training, in all aspects
of the participant direction process. The plan is responsible for Fiscal/Employer Agent (F/EA) functions and must
process, file, and pay all state and federal taxes on behalf of participants and their direct service workers. The
Managed Care Plan must operate as a Vendor Fiscal/Employer Agent (F/EA) or subcontract this function. The F/EA
is required by contract to operate in accordance with Section 3504 of the Internal Revenue Code, per Revenue
Procedure 70-6 and Section 3504 Agent Employment Tax Liability proposed regulations (REG-137036-08) issued
by the IRS on January 13, 2010. The F/EA must meet all applicable PDO-related Federal and State

requirements. These requirements will be assessed as part of the Plan Readiness Review by the State prior to
providing PDO services to recipients. Also, ongoing monitoring of all plans and their approved subcontractors will
ensure these requirements are maintained. ~ : :

Enrollees may also choose a répresentative to handle participant direction responsibilities. Potential conflict of
interest is mitigated by prohibiting the representative from also serving as a paid caregiver for the enrollee they
represent.

The waiver does not require participant direction in order to receive services from the program. An enrollee who
chooses participant direction may choose to terminate it at any time and will be assisted by the case manager to
transition to provider managed services without any lapse in service. In specified circumstances (i.e., a representative
is necessary for participation but is not available or consumer health or safety at risk), an enrollee may be
involuntarily disenrolied from participant direction. In such a case, the enrollee’s case manager will be responsible
for ensuring fransition to provider managed services.

Apnendix Il: Participant DHrection of Services’
E-1: Overview (2 of 13}

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

B Participant: Employer Authority. As specified in Appendix E-2, Item a, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the common law employer or the co-employer of workers. Supports and protections are available for
participants who exercise this authority.

Participant: Budget Authority. As specified in Appendix E-2, Item b, the participant {or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and prctecmons are
available for participants who have authority over a budget.

“" Both Authorities. The waiver provides for both participant direction oppoertunities as specified in Appendtx E-2
Supports and protections are available for participants who exercise these authorities. :

¢. Availability of Participant Direction by Type of Living Arrangement.Check each that applies:

|} Participant direction opportunities are available to participalits who live in their own private residence or
the home of a family member.
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[ Participant direction opportunities are available to individuals who reside in other living arrangements

where services (regardless of funding source) are furnished to fewer than four persons unrelated to the
proprietor. .
[ The participant direction opportunities are available to persons in the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

d. Election of Participanf Direction. Election of participant direction is subject to the following policy (select one):

Waiver is designed to support only individuals who want to direct their services.

2+ The waiver is designed to afford every participant (or the participants representative) the
opportunity to elect to direct waiver services. Alternate service delivery methods are available for
participants who decide not to direct their services. .
£ The waiver is designed to offer participants (or their representatives) the opportunity to direct some
or all of their services, subject to the following criteria specified by the State. Alternate service
~ delivery methods are available for participants who decide not to direct their services or do not meet
the criteria. - ' . :

Specify the criteria

Any enrollee wishing to participate in participant direction and their chosen representative, if applicable, must
first complete the PDO Pre-Screening Tool with the case manager. The enrollee and representative, if
applicable, must also compiete participant direction training and submit accurately completed documents to the
managed care plan. C 4 -

Appendix E: Participant Birection of Services
~ E-1: Overview (4 of 13)

¢. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g.,
the benefits of participant direction, participant responsibilities, and potential Habilities) that is provided to the
participant (or the participant's representative) to inform decision-making concerning the election of participant
direction; (b) the entity or entities responsible for furnishing this information; and, {¢) how and when this information

is provided on a timely basis.

Information about participant direction opportunities, including the benefits, responsibilities, and potential liabilities
of participant-direction, will be provided to enrollees at various times. For both individuals gaining eligibility for
HCBS at the same time as Medicaid and those already Medicaid eligible, this information will be presented by the
case manager during the care planning process.

Appendix E: Participant Direction of Services
E-1: Overview (507 13) '

f. Participant Direction by a Representative. Specify the State's policy concerning the direction of waiver services by
a representative (select one):

7% The State does not provide for the direction of waiver services by a representative,

£ The State provides for the direction of waiver services by representatives.
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Specify-the representatives who may direct waiver services: (check each that applies):

[ Waiver services may be directed by a legal representative of the participant;
Waiver services may be directed by a non-legal representative freely chosen by an adult participant.

Specify the policies that apply regarding the direction of waiver services by participant appointed
representatives, including safeguards to ensure that the representatwe finctions in the best interest of the
participant;

Process for appointment of a representative: The enrollee must indicate to the case manager that he or she
wishes to choose a representative to manage the Participant Direction Option (PDQ). The potential
representative will meet with the case manager to complete a PDO pre-assessment tool, which will be used
to inform the prospective representative of all responsibilities and also provide critical thinking exercises
for the prospective representative to determine if he or she is willing and able to manage all the enrollee's
respensibilities under the PDO. Each prospective representative will be Level 2 background screened to
ensure that there are no disqualifying offénses as per Chapter 435 and section 408.809, F.S. The
participant-chosen representative must sign a Representative Agreement indicating the willingness to
manage the PDO responsibilities on behalf of the participant.

Once appointed, the representative can hire and fire workers and sign worker timesheets.

Safeguards: The representative may not be paid to act as the representative or be a paid provider of the
enrollee's waiver services. The enrollee may change representatives at any time by notifying the case
manager. The case manager remains involved as part of the enrollee's care team and continues to facilitate
the care planning process and maintain regular contact with the enrollee. This provides oversight of the
representative to ensure there is not an abuse of authority. There is also monitoring of the representative’s
responsibilities by the managed care plan, and the State.

Appendix E: Participant Direction of Services
E-1: Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) avaxlab}e for each
waiver service that is specified as participant-directed in Appendix C-1/C-3.

Participant-Directed Waiver Service |Employer Authority Budget Authority

Adult Companion = o

Intermittent and Skilled Nu rsing

Personal Care - -

Homemaker

Attendant Care Il

Appendix E: Participant Direction of Services
1-1: Overview (7 of 13}

h. Financial Management Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary
financial transactions on behalf of the waiver participant. Select one:

# Yes. Financial Management Services are furnished through a third party entity.(Complete item E-1-i).
Specity whether governmental and/or private entities furnish these services. Check each that applies:

[7]Governmental entities
| Private entities
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No. Financial Management Services are nof furnished. Standard Medicaid payment mechamsms are
used.Do not complete Item E-1-i.

Appendix E: Particinant Direction of Services
E-1: Overview (8§ of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as a waiver
service or as an admmlstratlve activity. Select one:

¥ ¥MS are covered as the waiver service specified in Appendix C1/C3

The waiver service entitled:

& FMS are.‘provided as an adminisfr;ati.ve'actyiv‘i‘i;m
Provide th¢ following information
i. Types ﬁf Entities: Specify the types of entities that furnish FMS and the method of procuring these services:
The LTC plané may contract with qualified entities to furnish FMS. |

ii. Payment for FMS. Specify how FMS entities are compensated for the admmlstratlve activities that they
petform:

LTC plans compensate FMS entities for the activities they perform, if they subcontract this function.

ii. Scope of FMS. Specify the scope of the supports that T MS entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

1. Assists participant in verifying support worker citizenship status

- Collects and processes timesheets of support workers - .
Processes payroll, withholding, filing and payment of applicable federal, state and local

employment—related taxes and insurance
[/1Other

Specify:

The FMS agency will assume responsibility for verifying and reviewing the results of background
screening.

Supports fumished when the part1c1pant exercises budget authority:

™" Maintains a separate account for each part;clpant's participant-directed budget

[ - Tracks and reports participant funds, disbursements and the balance of participant funds
{77 Processes and pays invoices for goods and sérvic_es approved in the service plan

N Provide participant with periodic reports of expenditures and the status of the participant-

directed budget
[~ Other services and supports

Specify:

Additional functions/activities:
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i) Executes and holds Medicaid provider agreements as authorized under a written agreement

with the Medicaid agency
I 1Receives and disburses funds for the payment of participant-directed services under an

agreement with the Medicaid agency or operating agency
__i Provides other entities specified by the State with periodic reports of expenditures and the

status of the participant-directed budget
£ ] Other

Specifv:

iv. Oversight of FMS Entities. Specify the methois that are employed to: (a) monitor and assess the
performance of FMS entities, including ensuring the integrity of the financial transactions that they perform;
(b) the entity (or entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

The State conducts on-site monitoring of the plan on an annual basis or more frequently as needed. The plan

submits encounter data to the State that details utilization of participant directed services and FMS. The plan

is responsible for monitoring all sub-contracted FMS entities, if apphcable to ensure the integrity of the

financial transactions they perform. Through the retrospective review of service plans and paid timesheet

records, the State ensures that plans of care have been devéloped in accordance with applicable policies and
. that both FMS and participant directed waiver services are furnished in accordance with the plans of care.

Appendix E: ?artieig}:mt Direction of Services
| E-1: Overview (9 of 13)

j. Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing
their services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify
the payment authority (or authorities) under which these supports are f‘urmshed and where required, pr0v1de the
addltlonal information requested {check each that apphes)

element of Medicaid case management services.

Specify in detail the information and assistance that are furnished through case management for each
participant direction opportunity under the waiver:

Case managers provide this function for enrollees. Case managers assist enrollees in gaining access to needed
waiver and other State plan services, as well as other needed medical, social, and educational services,
regardless of the funding source. Case management services contribute to the coordination and integration of
care delivery through the ongoing monitoring of service prowsmns as prescribed in each enrollee plan of care.
For enrollees choosing participant direction, the case manager is responsible for assisting the enrollee, by
arranging for training and through ongoing support, with the following duties: recruiting workers; ensuring that
worker qualifications are verified and criminal background check completed; defining additional quahﬁcations
and duties within the scope of waiver definitions to meet the enrollee's specific needs; scheduling workers;
training workers; supervising workers; evaluating worker performance; verifying time worked and timesheets;
and, if necessary, dismissing workers and arranging for implementation of the Emergency Back-up Plan.

| Waiver Service Coverage. Information and assistance in support of participant direction are provided through

the following waiver setvice coverage(s) specified in Appendix C-1/C-3 (check each that applies):

Participant-Directed Waiver Service Infyrmation and Assistanice Provided through this Waiver Service Coverage

Hofne Accessibility Adaptations. ' T

Ca!egiver Training

Home Delivered Meals
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Participant-Directed Waiver Service Infermation and Assistance Provided through this Waiver Service Coverage

Nu‘ritional Assessment and Risk Reduetion

Me!iication Management

Tr:]nsportation i

Adglt Companion

’ Assr,sted Living

Re%}ite

Me&ical Equipment and Supplies-

Tnigrmittent and Skilled Nursing

Spgech Thempy

Perponal Care 3

Ho?lemaker

Att}ndant Care [

Meliication Administration

Adlt Day Health Care

Bellavior Management

. Cafle Management

chupational Therapy

Pel%onal Emergency Response System (PERS) o ) |5

Physical Therapy ‘

Resf)iratory Therapy

7] Administrative Activity. Information and assistance in support of participant direction are furnished as an
administrative activity. '
Specify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated;
(¢} describe in detail the supports that are furnished for each participant direction opportunity under the waiver;

{d) the methods and frequency of assessing the performance of the entities that furnish these supports; and, (e)
the entity or entities responsible for assessing performance:.

Appendix E: Participant Direction of Services
E-1: Overview (10 of13)

k. Independent Advecacy (select one). -

# No. Arrangéments have not been made for independent advocacy.

Eaa

=1 Yes, 'Independent advocacy is available to participanis who direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:
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Appendix E: Participant Direction of Services
E-1: Overview (11 of 13)

L. Voluntary Termination of Participant Direction.Describe how the State accommodates a participant who
voluntarily terminates participant direction in order to receive services through an alternate service delivery method,
including how the State assures continuity of services and participant health and welfare during the transition from
participant direction:

An enrollee may voluntarily terminate participant direction at any time. The enrollee will work with his or her case
manager to find providers for the services within the L'TC plan’s network as Emergency Back-up providers.. Since
the LTC plan is required to maintain a full network of service providers at all times and the Emergency Back-up
Plan is updated annually, providers will be available to serve the enrollee in a timely manner. The care manager will
work with the participant directed providers and the network providers to develop a transition plan so that continuity
of care is assured and there is no lapse in services.

Appendix E: Participant Direction of Services
£-1: Overview (12 of 13

m. Involuntary Termination of Participant Diréction,Speciﬁ/ the circumstances when the State will mvoluntarily
terminate the use of participant direction and require the participant to receive provide-managed services instead,
imcluding how continuity of services and participant health and welfare is assured during the transition.

The State may involuntarily terminate the use of participant direction under certain circumstances. The State will
review the documentation and make a determipation of whether to terminate upon recommendation by the LTC plan,
The LTC plan may not terminate participation without prior approval by the State.

The State may involuntarily terminate participant direction for the following reasons:
*Enroilee health or safety is at rigk;
- +Enrollee is unable to employ or manage workers;
«Enrollee is admiited to a long-term care fac111ty,
*Enrollee moves out of the State; :
*Enrollee loses Medicaid eligibility;
+*Enrollee fails to choose a representative, when needed; or
*Enrollee submits inaccurate time sheets to the managed care plan.

If the enrollee is not able to employ or manage workers, or if they submit inaccurate time sheets, the managed care
plan and the State will require the enrollee choose a representative if they do not have one. If the enrollee already
has a representative and is unable to meet all necessary criteria for participant direction, the State and the managed
care plan will require them to choose a different representative. If the enrollee refuses to choose a representatwe the
managed care plan and the State will involuntarily terminate them from the participant directed option.

If the enrollee is terminated from the participant directed option, then they must transition back to utilizing home and
community-based waiver services from the managed care plan’s network of service providers. The case manager is
‘central to assisting the enrollee to implement their Emergency Back-up Plan, and to ensuring there is no interruption

in services.

All enrollees choosing the participant directed option will have an emergency back-up plan in place which is
developed in coordination with the case manager. Providers identified for the backap plan are chosen from the
currently enrolled home and community-based waiver service providers available to all enrollees from the managed
care plan’s network provider list. The use of service providers that are currently enrolled in the plan network will
assure quick access and prevent a gap in service delivery during the transition froim participant-direction to
traditional home and community based services delivery.

Appendix E: Participant Direction of Services
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E-1: Overview (13 of 13)

1. Goals for Participant Direction. In the following table, provide the State's goals for each year that the waiver is in
effect for the unduplicated number of waiver participants who are expected to elect each applicable participant

direction opportunity. Annually, the State will report to CMS the number of participants who elect to direct their
walver services. :

Table E-1-n

Employer Autherity Only Budget Authority Only or Budgeﬁ\ i:l;l;s;;ty in Combination with E.mployer
WYT::r Number of Participants Number of Participants
Year2 100’ _.... ; ___ o
Year 3 5200 - = T —

Anpendix I: Participant Direction of Services
[-2: Opportunities for Participant Direction (1 of 6

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated
in Item E-1-b: :

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

|| Participant/Co-Employer. The participant (or the participant's representative) functions as the co-
employer (managing employer) of workers who provide waiver services. An agency is the common law
employer of participant-selected/recruited staff and performs necessary payroll and human resources
tunctions. Supports are available to assist the participant in conducting employer-related functions.

Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participarit-
selected staff: ‘ .

[ Partiéipént/Cbmmon Law Empi;)yéf. The participant (or the participant's representative) is the
common law employer of workers who provide waiver services. An IRS-Approved Fiscal/Employer
Agent functions as the participant’s agent in performing payroll and other employer responsibilities that

are required by federal and state law. Supports are available to assist the participant in conducting
employer-related functions. .

ii. Participant Decision Making Authority. The participant (or the participant's representative) has decision
makinhg authority over workers who provide waiver services. Select one or more decision making authorities
that participants exercise:

| Recruit staff

|” | Refer staff to agency for hiring (co-employer)
|7 Select staff from worker registry

[+ Hire staff common law employer

1 Verify staff qualifications

] Obtain criminal history and/er background investigation of staff

Specify how the costs of such investigations are compensated:
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Plans are required to pay for the cost of background screenings for 1 provider per eligible service per
year (up to 5 services) and for the representative (if appointed). If an enrollee hires muitiple providers
for 1 service, the excess providers are responsible for paying for the background screening.

| ] Specify additional staff qualifications based on participant needs and preferences so long as such

qualifications are consistent with the qualifications specified in Appendix C-1/C-3.
.. Determine staff duties consistent with the service specifications in Appendix C-1/C-3.

Determine staff wages and benefits subject to State limits
['7: Schedule staff _ :

i 7 Orient and instruct staif in duties

| Superﬁse staff

|&] Evaluate staff performance

{¥] Verify time worked by staff and approve time sheets
Discharge staff (common law employer)

[=1 Discharge staff from providing services (co-employer)

Other

Specify:

Appendix E: Participant Direction of Services

E-2: Opportanities for Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity as indicated in
Item E-1-b: :

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-
making authority that the participant may exercise over the budget. Select one or more:

Reallocate funds among services included in the budget
: Determine the amount paid for services within the State's established limits

Substitute service providers
1 Schedule the provision of services

I Specify additional service provider qualifications consistent with the qualifications specified in

Appendix C-1/C-3
| Specify how services are provided, consistent with the service specifications contained in Appendix

C-1/C-3 .
[ 11dentify service providers and refer for provider enrollment
["1 Authorize payment for waiver goods and services
1 Review and approve provider invoices for services rendered
™ Other )

Specify:
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Agnpendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction 3 of )

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

ii. Participani-Directed BudgetDescribe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including
how the method makes use of reliable cost estimating information and is applied consistently to each

participant. [nformation about these method(s) must be made publicly available.

Appendix E: Participant Direction of Services :
E-2: Cpportunities for Participant-Direction (4 of 6

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

iii. Informing Participant of Budget Amount. Desbribe how the State informs each participant of the amount of
the participant-directed budget and the procedures by which the participant may request an adjustment in the

budget amount.

Appendix E: Participant Direciion of Services’ _
E-2: Oppertunities for Participant-Direction (5 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.
iv. Participant Exercise of Budget Flexibility.Select one: |

£ Modifications to the participant directed budget must be preceded by a change in the service
plan, o _ ' _

i The participant has the authority to modify the services included in the participant directed
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service
plan. When prior review of changes is required in certain circumstances, describe the circumstances and

specify the entity that reviews the proposed change:
p p _

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (6 of 6)
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b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you de not need to complete this section.

v. Expenditure Safeguards.Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that
may be associated with budget underutilization and the entity (or entities) responsible for implementing these
safeguards: ' '

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

&

The State provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuals: (a) who are not
given the choice of home and community-based services as an alternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated. The State provides notice of action as required in 42 CFR §431.210.

Procedures for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his/her legal
representative) is informed of the opportunity to request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice
(s} that are used to offer individuals the opportunity to request a Fair Hearing. State Taws, regulations, policies and notices
referenced in the description are available to CMS upon request through the operating or Medicaid agency.

The State provides Fair Hearings under 42 CFR Part 431 subpart E, 42 CFR 438.400(a)(I) and 42 CFR 438.404. The Fair
Hearing policy and process is detailed in Rule 65-2.042, F.A.C. Each enrollee is informed of his or her right to a Fair
Hearing when action has been taken regarding his/her Medicaid eligibility or services are denied, terminated, reduced, or
suspended. Actions related to decisions regarding Medicaid eligibility include determinations an applicant does or does not
meet Medicaid financial, clinical, or technical criteria or failure to act in a timely manner for eligibility determination. The
individual receives from the Florida Department of Children and Families (DCF) a Notice of Case Action (HRS-AA Form
2266) which contains the following statement: "If you have reason to believe this action is incorrect, your eligibility
specialist will be glad to discuss it with you. You also have the right to request a hearing before a State Hearing Officer. A
request for a hearing should be made within 90 days from the date at the top of this notice. You can bring with you or be
represented at the hearing by a lawyer, relative, or person designated by you." '

In accordance with 42 CPR 438.402, all LTC plans are required to develop an internal grievance system, including appeal
and grievance processes, which shall state that the enrollee has the right to request a Fair Hearing at any time, in addition to
pursuing the contractor's grievance process. Parties to the Fair Hearing include the LTC plan as well as the enrollee and his
or her representative or the representative of a deceased enrollee’s estate.

When the State proposes (o alter a recipient’s Medicaid eligibility or entitlements, the recipient receives a notice detailing
the planned changes, their right to a Fair Hearing and the Fair Hearing process including provision that services will
continue unabated until a final adjudication is made. The case manager is required to notify enrollees of any adverse
decisions and the Fair Hearing process which includes the continuation of services through the appeals _

process. Additionally, enrollee materials (for example the managed care plan’s enrollment welcome package), will contain
this information. The managed care plan is also required to notify enrollees of any adverse decisions by mail and provide
Fair Hearing informational materials. Copies of these notices are kept in the enrollee’s case file. All enrollee grievances
shall be reported to the State on 2 monthly basis. '

Fair Hearings may be requested verbally or in writing. No specific form is required. To request a Fair Hearing, individuals
are directed to contact: | :

Office of Appeal Hearings, Department of Children and Families
(The telephone number for the local DCF office is included on the notice.)

Fair Hearings are conducted by the Office of Appeal Hearings, Department of Children and Families.
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In addition, procedural steps for requesting a Fair Hearing must be clearly specified in the member handbook for enrollees
and the provider manual for providers and must be shared with enrollees upon enroliment and providers upon entrance into
a provider subcontract.

Appendix F: Participant-Richts
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resofution Process. Indicate whether the State operates another dlspute
resolution process that offers participants the opportunity to appeal decisions that adversely affect their services while
preservmg their right to a Fair Hearing. Select one:

@ No. This Appendix does not apply
& Yes. The State operates an additional dispute resolution pi‘ocess

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process,
including: (4) the State agency that operates the process; (b) the nature of the process (i.e., procedures and
timeframes), including the types of disputes addressed through the process; and, (c) how the right to a Medicaid Fair
Hearing is preserved when a participant elects to make use of the process: State laws, regulations, and policies
referenced in the description are available to CMS upon request through the operating or Medicaid agency.

Appendix F: Participant-Righis
Appendix F-3: State (mevance/(jomplamt System

a. Operation of Grievance/Complaint System.Select one:

£2 No. This Appendix does not apply

' £' Yes. The State operates a grievance/complaint system that affords partlc[pants the opportumty to register
grievances or complamts concerning the provision of services under this waiver :

b. Operational Responsﬂnllty Specify the State agency that is responsible for-the operatlon of the grievance/complaint
system:

¥

¢. Description of System. Describe the gnevance/complamt system, including: (a) the types of grievances/complaints
that participants may register; (b} the process and timelines for addressing grievances/complaints; and, (c) the
mechanisms that are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the
description are available to CMS upon request through the Medicaid agency or the operating agency (if applicable).

N

Y

Anpendix G: Participant Saferuards
Appendix G-1: Response to Critical Events or Incidents

" a. Critical Event or Incident Reporting and Management Process.Indicate whether the State operates Critical Event
or Incident Reporting and Management Process that enables the State fo collect information on sentinel events
occurring in the waiver program.Select one:
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% Yes. The State operates a Critical Event or Incident Reporting and Management Process (complete ltems b
through e}

No. This Appendix does not apply (do not complete Items b through e)

If the State does not operate a Critical Event or Incident Reporting and Management Process, describe the
process that the State uses to elicit information on the health and welfare of individuals served through the

program,

o

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or focidents
(including alleged abuse, neglect and exploitation) that the State requires to be reported for review and follow-up
action by an appropriate authority, the individuals and/or entities that are required to report such events and incidents
and the tinelines for reporting. State laws, regulations, and policies that are referenced are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).

The Florida Department of Children and Families (DCF) receives reports of abuse, neglect, and exploitation of
vulnerable adults through its management of the statewide abuse reporting hotline. DCF responds to critical events
or incidents through referrals to the Adult Protective Services program or local law enforcement for investigation as
required by Chapter 415, F.S. Plans are required to report critical incidents related to enroliees to AHCA. Managed
care plan contracts and subcontracts specify incident reporting format, requirements, processes and timeframes for
responding to critical events or incidents, including conducting investigations. Through the State's ongoing
monitoring activities, plans' adherence to these requirements will be monitored and observed for any necessary
remediation. :

Provider(s) must report critical incidents to the long-term care plan within 24 houts of the incident. The long-term
care plan shall report suspected abuse, neglect and exploitation of participants to the Agency immediately. The long-
term care plan shall report o the Agency, any death and any adverse incident that could impact the health or safety
of an enrollee (e.g., physical or sexual abuse) within 24 hours of detection or notification. A Critical Incident Report
shall be reported in written form via email. A Critical Incident Report Summary shall be reported monthly and
aggregated quarterly and annuaily in written form via email. Timeframes and reporting formats will be the same for
each LTC managed care plan. : '

AHCA must submit a report annually to the Florida Legislature on ALF adverse incidents by category of types of
incidents, the type of staff involved, types of liability claims filed, and disciplinary action taken against staff
Incidents that relate to persons licensed under Chapter 458, Chapter 459, Chapter 461, or Chapter 465 of the Florida
Statutes are reviewed by AHCA to determine whether any of the incidents involved the conduct of a health
professional who is subject to disciplinary action in accordance with 456.037, F.S. AHCA may investigate, as it
deems appropriate, any such incident and prescribe measures that must be taken in response.

Critical incidents include: ,
oDeath by suicide, homicide, abuse/neglect or that is otherwise unexpected
olnjury or major illness ‘

oSexnal battery

oMedication errors

oSuicide attempts

oAltercations requiring medical intervention

oElopement

c. Participant Training and Education. Describe how training and/or information is provided to participants {and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, -
including how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities
or entities when the participant may have experienced abuse, neglect or exploitation.

Managed care plans are required to submit reports to ATICA regarding critical incidents affecting enrollees,
including allegations of abuse, neglect, or exploitation. In addition, plans or their subcontractors must include
educational information in enrollee materials on the various types of abuse and available reporting mechanisms. This
may include the posting of information on how to report allegations of abuse, neglect, or exploitation to Florida's toll
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-free abuse reporting hotline operated by the Department of Children and Families. (1-800-96-ABUSE). Plans or
their subcontractors are also required to train direct care staff to report incidents of abuse, neglect or exploitation.

d. Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or entities) that
receives reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such
reports, and the processes and time-frames for responding to critical events or incidents, including conducting
investigations, o

The Florida Department of Children and Families receives reports of abuse, neglect, and exploitation of vulnerable
adults through its management of the statewide abuse reporting hotline. DCF responds to critical events or incidents
through referrals to the Adult Protective Services program or local law enforcement for investigation as required by
Chapter 415, F.S. '

Managed care plan providers are required to report critical incidents related to enrollees to AHCA. Plan contracts
and subcontracts specify incident reporting formats and requirements, as well as processes and timeframes for
responding to critical events or incidents, including conducting investigations. Through the State's ongoing
monitoring activities, plans' adherence to these requirements will be monitored and observed for any necessary
remediation. ‘

Critical Incident reports are evaluated as follows:

+The managed care plan shall identify and track critical incidents and review and analyze critical incidents to identify
and address/eliminate potential and actual quality of care and/or health and safety issues. If the managed care plan’
fails to comply with this requirement, the Agency will require corrective action within time frames that are based
upon the severity of the deficiency. If the managed care plan fails fo implement the corrective action timely, the
plan is subject to sanctions ranging from enrollment suspension to larger on site case file reviews.

*Adverse incidents involving health and safety issues are reported to the Department of Children and Family’s Adult
Protective Services (APS) for investigation and resolution. The managed care plan must assist as necessary 1o
address health and safety issues. If the managed care plan fails to comply, sanctions ranging from enroliment
suspension to contract termination may be assessed.

«If APS reports are not investigated within 24 hours, DOEA contacts the APS office for an explanation for the
delay. Unexplained delays are reported to APS management. If the APS delays are not timely corrected the Agency
will report the unexplained delay to the Department of Children and Families mianagement division responsible for
the APS program. : : :

AHCA must submit a report annually to the Florida Iegislature on ALF adverse incidents by category of types of
incidents, the type of staff involved, types of liability claims filed, and disciplinary action taken against staff.
Incidents that relate to persons licensed under Chapter 458, Chapter 459, Chapter 461, or Chapter 465 of the Florida
Statutes are reviewed by. AHCA to determine whether any of the incidents involved the conduct of a health
professional who is subject to disciplinary action in accordance with 456.037, F.S. AHCA may investigate, as it
deems appropriate, any such incident and prescribe measures that must be taken in response. .

e. Responsibility for Oversight of Critical Incidents and Events. Identify the State agency (or agencies) responsible
for overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this
oversight is conducted, and how frequently.

AHCA is responsible for overseeing the reporting of and response to critical incidents or events that affect enrollees.
In addition, the Department of Children and Families and the Florida Department of Law Enforcement are
responsible for overseeing the reporting of and response to critical incidents or events for all Floridians, incinding
managed care plan enrollees.

The Agency will collaborate with the Department of Children and Families — Adult Protective Services and other
State agencies. The Agency will foster increased oversight of the long-term care managed care plans and providers
regarding critical incidents and other health, safety and welfare sub-assurances required for the successful operation
of the long-term care waiver program. The State has developed performance measures for capturing and reporting
critical incidents. These performance measures may be found in Appendix G (Quality Improvement) of the waiver
application.

Furthermore, the State’s long-term care managed care contract requirés health, safety, and welfare issues, be
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reported to the Agency by the plan within 24 hours. If the managed care plan fails to comply with this contract
requirement, the State will require corrective action within time frames that are based upon the severity of the
deficiency. If the managed care plan fails to implement the corrective action timely, the managed care plan is
subject to sanctions ranging from enrollment suspension to increased on-site case file reviews. The managed care
plan must ensure enrollees involved with the reported health, safety and welfare issues are contacted and necessary
services are provided to address the problem. Adverse incidents involving health and safety issues are reported to
Adult Protective Services (APS) for investigation and resolution. Managed care plans must assist as necessary with
services to address the health, safety and welfare issues. If the managed care plan fails to comply with the reporting
requirement and assistance with enrollee services, sanctions ranging from enrollment suspension to contract
termination may be assessed.

It Adult Protective Service (APS) reports are not investigated within 24 hours, DOEA. will contact the APS office for
an exp]anation for the delay. Unexplained delays will be reported to APS management. Enrollees will be monitored
for service provision and health and safety issues. The managed care plans must assist with services necessary to
address health, safety and welfare needs as well as plan of care services. If the APS delays are not cofrected timely,
the Agency will report the unexplained delays to Department of Children and Families Division management
responsible for the APS program. For APS reports that are not investigated, the Agency will request from the
Department of Children and Families management an explanation of the decision to not investigate the report.

Appendix G: Participant Safeguards

Appendix G-It Safeguards Concerning E%@stramts and R@strictwg 'ﬁ‘ntew&nnoms
(1 6f2) ,

a. Use of Restraints or Seclusion.(Select one):

%' The State does not permit or prohibits the use of restraints or seclusion

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restrajnts or sechusion
and how this oversight is conducted and #s frequency:

For enrollees living in their homes, case managers review care standards with enrollees and caregivers. Case
managers must conduct face-to-face care plan reviews with enrollees and caregivers at least once every three
months. Case managers are responsible for reporting the use of restraints or seclusion to the State's Adult
Protective Services program, and the plan is responsible for submitting adverse incident reports on enrollees
who are being physically restrained or secluded against their will, Upon receipt of the adverse incident report,
AHCA verifies the Adult Protective Services reporting and work with this program to correct the enrollee’s
living situation.

AHCA's Health Quality Assurance Division, surveys licensed assisted living facilities at least biannually. As
part of the licensing survey, facilities must indicate their policies on the use of physical restraints and seclusion.
Facilities with survey violations involving the use of physical restraints or seclusmn are subject to fines and Joss
of licensure.

% The use of restraints or seclusion is permitted durmg the course of the delivery of waiver services.
Complete Items G-2-a-i and G-2-a-ii.

i. Safeguards Concerning the Use of Restraints or Seclusion.Specify the safeguards that the State has
established concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints,
mechanical restraints or seclusion). State laws, regulations, and policies that are referenced are available
to CMS upon request through the Medicaid agency or the operating agency (if applicable).

ii. State Oversight Responsibility. Specify the State agency (or agencies) responsible for overseeing the
use of restraints or seclusion and ensuring that State safeguards concerning their use are followed and
how such oversight is conducted and its frequency:
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Anpendix G: ?&*{tm;}&iﬁ Safeguards

Appepdix G-Z: Safeguards Concerning Restm;ngs and Hestrictive Interventions
(Z of2)

b. Use of Restrictive Interventions.(Select one):

# The State does not permit or prohibits the use of restrictive interventions

Specify the State agenby (or agencies) responsible for detecting the unauthorized use of restrictive interventions
and how this oversight is conducted and its frequency:

For enrollees living i their homes, casc managers review care standards with enrollees and caregivers. Case
managers must conduct face to face-care-plan reviews with enrollees and caregivers at least once every three
months. Case managers are responsible for reporting the use of restrictive interventions to the State's Adult
Protective Services program, and the plan is responsible for submitting adverse incident reports on enroflees
who are being subjected to restrictive interventions against their will. Upon receipt of the adverse incident
report, AHCA verifies the Adult Protective Services reporting and works with this - program to correct the
enrollee’s lmng situation.

'AHCA's Health Quality Assurance Division, surveys licensed assisted living facilities at least biannually. As
part of the licensing survey, facilities must indicate their policies on the use of restrictive interventions.
Facilifies with survey wolatlons involving the use of restrictive mterven‘aons are subject to fines and loss of

licensure.

' The use of restrictive mterventlons is permitted durmg the course of the delivery of waiver services

Complete Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive Interventions. Specify the safeguards that the State has
in effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws; regulations, and policies referenced in the .
specification are available to CMS upon request through the Medicaid agency or the operating agency.

ii. State Oversight Responsibility. Specify the State agency {or agéncies) responsible for monitoring and
overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:

Appendix G: Participant Safeguards
' Appendix G-3: Medication Management and Administration (1 of 2}

This Appendix must be completed when waiver services are furnished to participanis who are served in licensed or
unlicensed living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents.
The Appendix does not need to be completed when waiver participants are served exclusively in their own personal
residences or in the home of a family member.

a. Applicébility. Select one:

" No. This Appendix is not applicable (do not complete the remaining items)
% Yes. This Appendix applies {complete the remaining items)

hitp://170.107.180.99/ WMS/faces/protectedB S5/print/PrintSelector.jsp - - 2/4/2013



Application for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013 Page 188 of 228

b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medication regimens, the methods for conducting monitoring, and the frequency of monitoring.

Medication administration, supervision and assistance may be provided to enrollees as long as qualified staff
are available to render the service. Medication supervision and administration can only be provided by
licensed nurses. Assistance with self-administered medications can be provided either by a licensed nurse or,
with a documented request and informed consent, an unlicensed staff member. The unlicensed staff member
must be trained to assist residents with self-administered medications, in accordance with Chapter 58A-
5.0191(5), Florida Administrative Code, and must demonstrate the ability to accurately read and interpret a
prescription label. Pursvant to Chapter 429.256 (3), Florida Statutes, assistance with self-administration of
medications, whether in the home or a facility, includes taking the medication from where it is stored and
delivering it to the recipient; removing a prescribed amount of medication from the container and placing it
in the recipient’s hand or another container; helping the recipient by lifting the container to their mouth;
applying topical medications; and keeping a record of when a recipient receives assistance with self-
administration of their medications. Plans are responsible for delivering all services contained in the
enrollee's care plan. Accordingly, plans must ensure medication administration assistance is available to an
enrollee as necessary.

The State monitors providers on an annual basis to assess whether managed care plans are in comphance
with State and Federal medical management and administration regulations. This may include reviewing
medication reports, recipient case files for prescriptions and the provider’s critical incident reports as
necessary. The State will cross reference its information with the LTC plan’s monitoring findings to
determine whether the plan is adequately monitbring providers.

On an on-going basm the State monitors medication administration via critical incident reports. Medication
errors are deemed a critical incident and so are required to be reported to the plans, who in turn report them to
the State on an ad-hoc and quarterly basis. The State uses the information in‘these reports to determine trends
in medication administration practices and to determine its provider education and training practlces It also
uses this mformatlon to take punitive action against prowders when necessary.

ii. Methods of State Oversight and Fo_llow—Up. Describe: (a) the method(s) that the State uses to ensure that
participant medications are managed appropriately, including: (a) the identification of potentially harmful
practices (e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on
potentially harmful practices; and, (c) the State agency (or agencies) that is responsible for follow~up and
oversight.

Waiver providers must document all medication errors. In addition, medication errors resulting in an adverse
incident for an enrollee must be reported as required per the critical incident reporting requirements,

AHCA's Division of Health Quality Assurance surveys licensed assisted living facilities at least
biennually. Medication administration practices are reviewed at this time.

In addition, AHCA is responsible for verifying provider qualifications for all waiver providers, including
those involved in assisting enrollees with the self-administration of medications. The monitoring of all
waiver services for enrollees living in a community home is completed annually as part of the overall LTC
managed care program Quality Management Strategy or more frequently as needed. '

Appendix G: Participunt Safesnards
Appendix G-3: Medication Management and Administration (2 of2)

¢. Medication Administration by Waiver Providers

i. Provider Administration of Medications.Select one:

Not applicable.(do not complete the remaining items)
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& Waiver prm?iders are responsible for the administration of medications to waiver participants who
cannot self-administer and/or have responsibility to oversee participant self-adm inistration of
medications.(complete the remaining items)

ii. State Policy. Surnmarize the State policies that apply to the administration of mecications by waiver providers
or waiver provider responsibilities when participants self-administer medications, including (if applicable)
policies concerning medication administration by non-medical waiver provider personnel. State laws,
regulations, and policies referenced in the specification are available to CMS upon request through the
Medicaid agency or the operating agency (if applicable).

Medication administration, supervision and assistance may be provided to enrollees as long as qualified staff
is available to render the service component. Medication supervision and administration can only be
provided by licensed nurses. Assistance with self-administered medications can be provided either by a
licensed nurse or, with a documented request and informed consent, an unlicensed staff member. The
unlicensed staff member must be trained to assist residents with self-administered medications, in accordance
with Chapter 58A-5.0191(5), Florida Administrative Code, and must demonstrate the ability to accurately
read and interpret a prescription label. Plans are required to provide the means for enrollees to receive
medications or ensure they move to a more appropriate setting,

Pursuant to 429.256, Florida Statutes, assistance with self-administration of medications, whether in the
home or a facility, includes taking the medication from where it is stored and delivering it to the recipient;
removing a prescribed amount of medication from the container and placing it in the recipient’s hand or
another container; helping the recipient by lifting the container to their mouth; applying topical medications;
and keeping a record of when a recipient receives assistance with self-administration of their medications.

iii. Medication Error Reporting.SéIect one of the following:‘

i Providers that are responsible for medication administration are reqmred to both record and
report medication errors to a State agency (or agencies).
Complete the following three items:

(a) Specify State agency (or agencies) to which errors are reported:

(b) Specify the'types of medication errors that providers are reqﬁired to record:

(c) Specify the types of medication errors that providers must report to the State:’

@& Providers responsible for medication administration are required to record medication errors but
make information about medication errors available only when requested by the State.

Specify the types of medication errors that providers are required to record:
All medication administration errors must be documented. For medication administration errors
resulting in an adverse incident for an enrollee, the LTC plan must subrmt an adverse incident to AHCA
within 48 hours of notification.

iv. State Oversight Responsibi!ity Specify the State agency (or agencies) responsible for monitoring the

performance of waiver providers in the administration of medlcatlons to waiver perticipants and how
monitoring is performed and its frequency,
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For enrollees residing in assisted living facilities or adult family care homes, AHCA's Division of Health
Quality Assurance is responsible for monitoring these facilities. These facilities are responsible for reporting
adverse incidents including medication administration errors to their local licensure offices. Adult family care
homes are surveyed annuaily, and assisted living facilities are surveyed at least biannually.

AHCA is responsibie for monitoring LTC plans. LTC plans must send in their adverse incident reports
quarterly and the annual on-site monitoring verifies the reports received against incident report records, Data
concerning medication administration errors and medication management errors will be acquired from

adverse incidents reports, and case note reviews. From these data the long-term care managed care program
management will determine if any trends or patterns need to be addressed.

Appendix G: Participant Safeguards
Quality Iimprovement: Health and Welfare

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

a. Methods for Discovery: Health and Welfare

The State, on an ongoing basis, identifies, addresses and seeks to Prevent the occurrence of abuse, neglect and
exploitation.

i. Performance Measures

For each performance measure/indicator the State will use to assess complzance with the statutory assurance

complete the following. Where possible, include numerator/denominator. Each performance measure must be
specific to this waiver (i.e., data presented must be waiver Specifi c)

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

Performance Measure:

Percentage of enrollees with substantiated reports of abuse neglect, or exploitation that
had appropriate follow-up by the MCP. N: Number of enrollees with substantiated
reports of abuse, neglect or exploitation that had appropriate follow-up by the MCP. D:

Total number of enrollees with substantlated reports of abuse, neglect or explmtatmn
where follow-up was required.

Data Source (Select one):
Record reviews, off-site
If 'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach{check
data collection/generation {collection/generation each that applies):
(check each that applies): | (check each that applies): _
7] State Medicaid i Weekly ' 7 100% Review
Agency
] Operating Agency { .- Monthly 1 Less than 100%
Review
" Sub-State Entity | 7 i Quarterly {”: Representative
Sample
Confidence
Interval =
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] Other ‘ .1 Annually £ ] Stratified
Specify: Describe Group:
[# Continuously and [ Other
Ongoing ' Specify: -
Other
Specify:

Data Aggregation and Analysis:

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

1] State Medicaid Agency 7] Weekly

[, Operating Agency S "7 Monthly

g Sub-State Entity ‘ [F Quarterly

T Other . [ Annually
Specify

i/ Continuously and Ongoing

Other

Specify:

The state will report quarterly to

CMS for the first two years of the
" approved waiver.

Performance Measure: _ .
Percentage of enrollees provided with handbooks containing directions on reporting
abuse, neglect and exploitation. N: Number of enrollees who received handbooks

containing directions on reporting abuse, neglect and exploitation. D: Total number of
enrollee records reviewed.

Data Source {Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for. Frequency of data - Sampling Approach(check
data collection/generation | collection/generation each that applies):
{check each that applies): |{check each that applies):
-] State Medicaid Weekly ™ 100% Review
Agency '
1 Operating Agency [""{ Monthly ' 4] Less than 100%
: Review
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[ Sub-State Entity ) Quarterly "] Representative
Sample
Confidence
Interval = -
7 Other ‘| [7] Annually Stratified
Specify: . : Describe Group:
DOEA : St
[#] Continuously and (7] Other
Ongoing Specify:
Proportional
Random Sample
Methodology
[ Other
Specify:

~ Data Agoregation and Analysis:

Responsible Party for data aggregation ‘| Frequency of data aggregation and
and analysis (check each that applies): analysis{check each that applies;:

State Medicaid Agency 7] Weekly
[ Operating Agency -t Monthly
"] Sub-State Eatity I Quarterly
iF Other i . Annaally
Specify:
DOEA

[7] Continuously and Ongoing

(.75 Other
Specify: -
The state will report quarterly to

CMS for the first two years of the
approved waiver.

Performance Measure:

Percentage of enroliee case files that include evidence advance directives were discassed

with the enrollee. N: Number of case enrollee files with advance directives discussion
evidence in files. D: Number of of records reviewed.

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

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies}:
(check each that applies): | (check each that applies):
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{7 State Medicaid ™ Weekly : £ 1 100% Review
Agengy '
77! Operating Agency " Monthly ‘i Less than 100%
Review 7
[ | Sub-State Entity N Quarterly i Representative
: Sample
Confidence
Interval =
Other I# Annually ™7 Stratified
Specify: : Describe Group: -

DOEA

U

[ Continuously and Other

Ongoing Specify:
Proportional
Random Sample
Methodology
7] Other
Specify

Data Aggregation and Analysis: '-

Responsible Party for data agg;egation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

] State Medicaid Agéncy Weekly
Operating Agency i1 Monthly
Sub-State Entity & Quarterly
[#] Other I Annually
Specify: '
DOEA

-] Continuously and Ongoing

£ Other

Specify:
The state will report quarterly to
CMS for the first two years of th

approved waiver. :

Performance Measure;

Percentage of health safety and welfare issues reported in adverse incident reports
within 48 hours. N: Number of health safety and welfare issues reported in adverse
incident reports within 48 hours. D: Number of records reviewed.

Data Source (Select one):
Other
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If'Other’ is selected, specify:

LTC plans are required to report adverse incidents within 48 hours of notification

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

Sampling Approach(check

) State Medicaid ] Weekly | i.-1 100% Review
Agency
7] Operating Agency [T Monthly I71 Less than 1006%
Review
[ Sub-State Entity & Quarterly [~ Representative
: Sample
Confidence
Interval—

Specify:

I~ Other 7 7 Annually
Specify:
f -
Continuously and |'7] Other
Ongoing Specify:
[7] Other

Data Aggregation and Analysis:

Responsible Party for data aggrégation
and analysis (check edach that applies):

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

| ;] State Medicaid Agency

:’: Weekly

[T} Operating Agency

Monthly

'~ Sub-State Entity

{1 Quarterly

[ Other
Specify:

Annnually

Coantinuously and Ongoing

Other

Specify:

The state will report quarterly to
CMS for the first two years of the
approved waiver.
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Performance Measure:

Percentage of enrollees with reports of abuse, neglect or exploitation whose
investigations were commenced within 24 hours of being reported to Adult Protective

Services. N: Number of enrollees with reports of abuse, neglect or exploitation with
investigations started within 24 hours of being reported. D: Number of enrollees with

reports of abuse, neglect or exploitation.

Data Source {Select one);
Record reviews, on-site

I 'Other' is selected, specify:

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

Frequency of data
collection/generation
{check each that applies):

Sampling Approach(check
each that applies): -

. State Medicaid
Agency

[ Weekly

(7] 100% Review

" Operating Agency

_ 1 Monthly

Less than 100%
Review

™ Sub-State Entity

[¢] Quarterly

[] Representative -
Sample

Confidence
Interval =

I

| ¢ Annually

' Stratified :
’ Describe Group:

[#: Continuously and
Ongoing

1 Other
Specify:

i

Data Aggregation and Analysis:

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

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

[ State Medicaid Agency

i Weekly

[7] Operating Agency

| Monthly

"] Sub-State Entity

[Z1 Quarterly

[} Other
Specify:

M Arinua]ly
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Responsible Party for dafa aggregation | Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

... ‘Continuously and Ongoing

{1 Other

Speciiy:

The state will report quarterly to.
CMS for the first two years of the
approved waiver.

Performance Measure:

Percentage of enrollees who received a telephone contact at least every thirty days to
assess their health status, satisfaction with services and any additional needs. N:
Number of enrollees who received a telephone contact at least every 30 days to assess

their health status, satisfaction with services and any additional needs. D: Namber of
records reviewed,

Data Source {Select one):
Record reviews, on-site
If 'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
{check each that applies): | (check each that applies): :
[} State Medicaid F] Weekly T 100% Review
Agency : ) o
71 Operating Agency 7] Monthly [i:] Less than 100%
' ' " Review
[ Sub-State Entity Quarterly Representative
' Sample
Confidence
Interval = ‘
[7] Other | /@ Annuany £ Stratified
Specify: - Describe Group:
DOEA o
i/} Continnously and Other
Ongoing Specify: -
: Random Sample
Methodology.
1 Other
Specify:

Data Aggregation and Analysis:

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

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

] State Medicaid Agency

i Weekly

[7] Operating Agency

& Monthly

™ Sub-State Entity

Quarterly

Other

Specify:
DOEA

7 Annually

7 Continucusly and Ongoing -

| -] Other
© Specify:

the state will report quarterly to
CMS for the first two years of the
approved waiver.

Performance Measure:

Percentage of enrollees with information on reporting grievance and complaint

procedures as evidenced by a signed acknowledgement present in the case record.

Percentage of enrollees with information on reporting grievance and complaint

procedures as evidenced by a signed acknowledgement present in the case record. D:
Number or records reviewed, :

Data Souree (Select one):
Record reviews, on-site

If "Other' is selected, specify:

Responsible Party for
data collection/generation
{check each that applies):

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

Sampling Approach(check
each that applies):

[~ State Medicaid

77 Weekly

T 100% Review

Agency _
|7] Operating Agency Monthly N A Less than 166%
Review
1 Sub-State Entity 7 Quarteﬂy |- Representative
Sample
Confidence

_Interval =

e

Other

Specify;
DOEA

£ Anmuaily

~7 Stratified
Describe Group:

S Continuously and
Ongoing

] Other

Specify:
Random Sample
Methedology.

[T Other
Specify:
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Data Aggregation an:d Analysis:

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

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

State Medicaid Agency

i1 Weekly

™ Operating Agency

™ Monthly

1 Sub-State Entity

Quarterly

Other

Specify:
DOEA

/] Annually

|-} Continuously and Ongoing

i} Other

Specify: : :
the state will report quarterly to
CMS for the first two years of the
approved waiver.

Performance Measure:

Percentage of enrollees' grievances that received recommended follow-up. N: Number
of enrollees’ grievances that received recommended follow-up. ) Number of records

reviewed.

Data Source (Select one):
Record reviews, on-site
If 'Other’ is selected, specify. -

Responsible Party for Frequency of data
data collection/gencration | collection/generation each that applies):
{check each that applies): | (check each that applies):

Sampliﬁg Approach{check|

State Medicaid
Agency

[ 100% Review

[ Operating Agency ~] Monthly

I Less than 100%
Review

1”1 Sub-State Entity 71 Quarterly [ Representative
Sample
Confidence
f] Other o Annualty ] Stratified
Specify: ' Describe Group
DOEA '
‘ Continuously and iZ1 Other
Ongoing.

http://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.jsp

Page 198 of 228

2/4/2013



Applicatioﬁ for 1915(c) HCBS Waiver; FL.0962.R00.00 - Jul 01, 2013 _ Page 199 of 228

Random Sample
Methodology.

i Other
Specify: |

Data Aggregation and Analysis:

Responsibie Party for data aggregation { Frequency of data aggregation and
and analysis (check each that applies): analysis{check each that applies):

State Medicaid Agency ‘7 Weekly
| ';%-Operating Agency = Monthly
[ Sub-State Entity *] Quarterly
L/ Other " Annually

Specify:

i Continuoasly and@ Ongoing

+ Other
Specﬁ‘y.
the state will report quarterly to

CMS for the first two vears of the
approved waiver.

ii. Ifapplicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to dlscoverf’ldennfy problems/issues within the waiver program, mcludmg frequency and parties
responsible.

N/A

b. Methods for Remedlatlonjlemg Individual Problems :

i Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addltlon provide

_ information on the methods used by the State to document these items.
By contract, MCPs must respond to Adult Protective Services request for assistance with beneficiaries
involved in substantiated reports of abuse, neglect or exploitation with appropriate follow-up. During the
annual contract compliance review, case files records are reviewed for compliance with Adult Protective
Services’ requests and MCP assistance. Plan members who are the subject of substantiated reports of abuse,
neglect or exploitation should have appropriate follow-up from their MCP. MCPs must contact the plan
member and address the care needs as soon as necessary can be authorized. Health and safety issues rust be
addressed immediately. MCPs failing to provide appropriate follow-up are subject to a corrective action and
sanctions for failing to plan member’s care needs. Failure to comply with these requests will not only result
in & corrective action request but also consideration of an enrollment moratorium for non-
compliance. DOEA will verify implementation of the corrective action. Failure to provide appropriate
follow-up for substantiated Adult Protective Services requests is subject to sanctions.

By contract, enrollees must be provided with handbooks containing directions on reporting abuse, neglect
and exploitation problems. If the annual contract review reveals a deficiency, the MCP must develop a
corrective action within established time frames based upon the severity of the deficiency. If the corrective
action is not implemented timely, the LTC plan is subject to sanctions ranging from enrollment suspension to
more frequent on-gite reviews of enrollee case files.
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il

As part of the annual LTC contract monitoring, case files are reviewed to verify compliance with required
elements. If sampled case file records do not include evidence that advance directives were discussed with
the enrollee, the MCP will be required to submit a corrective action to address this deficiency within 20
days. DOEA will verify the implementation of the care plan. If the approved corrective action is not
1mpIemented as approved, the contractor is subject to sanctions ranging from more frequent on-site enrollee
file reviews to enrollment suspension.

By contract, health safety and welfare issues must be reported in adverse incident reports by the LTC plan to

. AHCA within 48 hours. If the LTC plan fails to comply with this contract requirement, the State will request

a corrective action be developed within time frames based upon the severity of the deficiency. If the LTC
plan fails to implement the corrective action timely, the plan is subject to sanctions ranging from enrollment
suspension to larger on site case file reviews. Plan members fuvolved with the reported health, safety and
welfare issues are contacted by the LTC plan and necessary services are provided to address the problem.
Adverse incidents involving health and safety issues are reported to Adult Protective Services (APS) for
investigation and resolution. LTC plans must assist as-necessary with services to address the heaith, safety
and welfare issues. If LTC plans fail to comply with the reporting requirement and assistance with enrollee
services, sanctions ranging from enrollment suspension to program termination may be assessed.

If Adult Protective Service (APS) reports are not investigated within 24 hours, DOEA contacts the APS -
office for an explanation for the delay. Unexplained delays are reported to APS management. Enrollees are
monitored for service provision and health and safety issues. LTC plans assist with services necessary to
address health, safety and welfare needs as well as plan of care services. If the APS delays are not corrected
timely, the Agency will report the unexplained delays to Department of Children and Family Division
management responsible for the Adult Protective services program. For Adult Protective Service reports that
are not investigated, the Agency will request from the Department of Children and Family management an
explanation of the decision to not investigate the report.

By contract, plan members must be contacted by telephone at least every 30 days, and these contacts must be
documented in the case record. If the case record review determines a deficiency with the monthly telephone
conlact requirement, the MCP must submit a corrective action to address this deficiency. If the MCP fails to
nnplement the corrective action timely, the contractor is subject to sanctions.

By contract, LTC MCPs are required to provide information on reporting grievances and complaints to
beneficiaries at least annually. LTC MCPs are required to provide copies of their enrollee handbooks that
contain information on reporting grievance and complaints at least annually. During the annual desk review
of MCP enrollee handbooks, the Agency will verify compliance with this requirement. Should the MCP fail
to submit their enrollee handbook for review as required, sanctions up to an enrollment moratorium will be
considered as well as monetary fines. :

By contract, beneficiary grievances and complaints must be followed up. Evidence of the follow-up should
appear in the beneficiary’s case notes and the MCP grievance and complaint log. During the contract
monitoring, MCP grievance and complaint logs will be examined and follow-up activities will be verified in
the relevant case files. Ifa deficiency is found, the MCP will be required to submit a corrective action within
20 days for non- health and safety issues. Health and safety issues will required immediate follow-up and
verification. DOEA will verify the implementation and verify the elimination of the grievance and complaint
process defect.

Remediation Data Aggregation

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

- Responsible Party(check each that Frequency of data aggregatien and
applies): . analysis(check each that applies):
i ]State Medicaid Agency ' | TTWeekly
I~ Operating Agency | Monthly
7] Sub-State Entity i | Quarterly
{"1Other . [ Annually
Specify:
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Responsible Party(check each that Frequency of data aggresation and
applies). analysis¢check each that applies):

[ "1Other
Specify:
The state will report quarterly to

CMS for the first two years of the
approved waiver.

¢. Timelines - . .
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-
operational.

¥ No-

% Yes 7
Please provide a detailed strategy for assuting Health and Welfare, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix H: Quality Improvement Strateoy (1 6f2)

Under §1915(c) of the Social Security Act and 42 CFR §441.302, the approval of an HCBS waiver requires that CMS
determine that the State has made satisfactory assurances concerning the protection of participant health and welfare,
financial accountability and other elements of waiver operations. Renéwal of an existing waiver is contingent upon review by
CMS and a finding by CMS that the assurances have been met. By completing the HCBS waiver application, the State
specifies how it has designed the waiver’s critical processes, structures and operational features in order to meet these
assurances. - -

W Quality Improvement is a critical operational feature that an organization employs to continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the State is expected to have, at the minimum, systems in place to
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care

services. CMS recognizes the value of this approach and will ask the state to identify other waiver programs and long-term
care services that are addressed in the Quality Improvement Strategy. :

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices cotresponding to the statutory assurances and sub-assurances. Other documents cited must be
available to CMS upon request through the Medicaid agency or the operating agency (if appropriate).

In the QMS discovery and remediation sections throughout the application (located in Appendices A, B, C,D, G,and D), a
state spells out: )

m The evidence based discovery activities that will be conducted for each of the six major waiver assurances;
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w The remediation activities followed to correct individual problems identified in the implementation of each of the
assurances;

In Appendix H of the application, a State describes (1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent
roles/responsibilities of those conducting assessing and prioritizing improving system corrections and improvements; and (3)
the processes the state will follow to continuously assess the effectiveness of the QMS and revise it as necessary and
appropriate.

If the State’s Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state
may provide a work plan to fully develop its Quality Improvement Strategy, including the specific tasks the State plans to
undertake during the period the waiver is in effect, the major milestones associated with these tasks, and the entity (or
entities) responsible for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid State plan, specify the control numbers for the other waiver programs and/or identify the other long-term services
that are addressed in the Quality Improvement Strategy. In instances when the QMS spans more than one waiver, the State
must be able to stratify information that is related to each approved waiver program.

Appendix H: Quality Improvement Strategy (2 of2)
- H-1: Systems Improvement

a. System Improvements

. Describe the process(es) for trending, prlontlzmg, and implementing system improvements (i.e., design
changes) prompted as a result of an analysm of dlscovery and remediation information.

AHCA will establish a Quality Improvement Team for the Long-Term Care Managed Care Program that will
include staff from AHCA and DOEA. The team will be responsible for reviewing all program reports related
to quality improvement activities as well as trending, prioritizing and developing recommendations for
implementation of system quality improvements. The team will meet monthly to review program data
collection and performance measures that aggregate data on a monthly and quanerly basis.

-For the performance measures with monthly or quarterly data co]lectmn the Quality Tmprovement Team will
begin their review and trending of the aggregated data after the first three months of program operations. If
the completed aggregated data indicate performance rates are outside of the expected rates or other program
data indicate the need for changes, the team will develop recommendations for addressing the performance
rates for consideration by AHCA and DOEA management. If approved, the recommendations will be
implemented based upon the prioritized program improvement schedule. Prioritization of the program
improvement schedule will be guided by the following considerations: high risk (e.g., possibility of adverse

~ incidents); high volume (e. g affects a large number of beneficiaries); or hlgh cost (e. g., financial reserve
CONCErns).

With the large number of performance measures that issue annual performance measure reports, the team
may meet more often than monthly to review the annual performance measures and develop the annual
program report. Should the performance measure reports reveal performance levels below 100% of the
expected performance rates, or other program data indicate the need for change, the team will develop
recommendations to address the reasons for the poor performance. The recommendations will be considered
by AHCA and DOEA management. If approved, the recommendations will be implemented based upon the
program's prioritized improvement schedule. All team meetings will keep meeting minutes. The approved .
meeting minutes will be maintained by AHCA. The annual program report will include performance measure
results for individual LTC plans as well the overall program performance on the measures detailed in
Appendices A, B, C, D, G and 1 and high volume complaints, adverse incidents and other program data. All
revisions, additions or deletions to performance measures listed in the application's appendices will be
submitted for approval by CMS through the waiver amendment process.

The annual program report on Quality Improvements will list individual L.TC plan performance rates as well
as overall program performance on the program performance measures. The approved annual report will be
available on the AHCA website.
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The Medicaid agency, in consultation with the 'DOEA, will be responsible for implementing program
changes and following up on program results.

ii. System Improvement Activities

Respdnsible Party(check each that applies): Frequency of Monitoring and Analysis(check each

that applies):
7] State Medicaid Agency K| Weekly_
A OperatingrAgency Month ly
[} Sub-State Entity 71 Quarterly
i, Quality Improvement Committee i1 Annually
[f] Other - (;;l::‘:::fy:
Specify: TR

-DOEA

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Inchuide a
description of the various roles and responsibilities involved in the processes for monitoring & assessing
system design changes. If applicable, include the State’s targeted standards for systems improvement.’

The Quality Improvement Team will review performance measureé results to determine if the policy change
or other program adjustment resulted in improvement in the identified problem. If the revised policy change
or other program adjustment (i. e., new forms, conducting necessary training or improving a program
process)has not resulted in improving the problem within six mionths or one year, the Quality Improvement
Team will develop recommendations to address performance in the problem area. The team will focus on the
expected performance rate as contrasted with the actual LTC plan rate for performance measures.

- Quality measures involving AHCA's and DOEA's performance on quality measures will be reviewed by the
team and contrasted with the expected performance rates. Should the performance rates not equal the
expected rate, the team will develop recommendations for consideration and approval by AHICA and DOEA
program management. Program management will approve new program performance standards for agency
quality measures. The Medicaid agency in consultation with DOEA will follow up on program results.

AHCA will announce performance measure changes and other program policy changes to enrolled LTC

_plans through their program memorandums and the contract amendment process. All revisions, additions or
deletions of performance measures listed Appendices A, B, C, D, G, H and I will be submitfed to CMS
through the waiver amendment process. Changes to the Quality Improvement Strategy (QIS) will also be
reported on the annual CMS 372 report. : ' _

The annual report will be available on the ATICA website.
ii. Describe the procesé to periodically evaluate, as appropriate, the Quality Improvement Strategy.

- Until outcome based performance measures are available for this program's targeted populations, the listed
performance measures will be used to evaluate MCPs' performance in this program. The program's ITN
states that participating MCPs must adopt additional performance measures upon 30 days notice. When the
outcome based performance measures are approved, the State will amend this waiver to reflect the new
measures.

Survey parameters will be set to achieve a 95% confidence level, a 5.0% margin of error and 50% response

distribution, in order to draw a representative sample at the program level. When necessary, this random
sample will then be apportioned across the Managed Care Plans (MCP), so that the percent of the sample
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drawn randomly from each MCP matched the percent of the overall population served by that
MCP. Proportionate random sampling ensures that all Managed Care Plans are represented in the sample,
and helps to minimize bias.

For the first year, the Quality Improvement Strategy will be evaluated after the annual report is approved.
Since the majority of the performance measures will have annual data aggregation, considering program wide
adjustments to the Quality Improvement Strategy will be premature. The team, AHCA and DOEA program
staff will meet to evaluate the strategy and make any adjustments.

For the later years in the waiver period, the Quality Improvement Strategy, will be reviewed at least yearly or
more often as issues arise that require re-evaluation of the strategy.

Quality Improvement Strategy re-evaluation meetings will be held as necessary to consider revisions to the
strategy. The team, AHCA and DOEA program staff will attend these meetings. All évaluation meetings will
keep meeting minutes. Approved meeting minutes will be maintained by AHCA.

Appendix I: Financial Accountability
I-1: Financial Integrity and Acw‘ﬁmabihty

Financial Integrity. Describe the methods that are employed to ensure the integrity of payments that have been made
for waiver services, including: (a) requirements concerning the independent audit of provider agencies; (b) the financial
audit program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver
services, including the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsible for _
conducting the financial audit program. State laws, regulations, and policies referenced in the description are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable).

Financial accountability is assured through the State's Automated Management Accounting System and the Accounting
Procedures manuals which include federal reporting requirements. Capitated LTC plans are paid a monthly capitation
rate, which is paid prospectively on or around the first of the month. Non-capitated LTC plans are paid a monthly
administrative allocation that is a percentage of what the plans would have been paid if they were capitated. Non-
capitated LTC plans review provider claims and forward authorized claims to the Medicaid fiscal agent. The fiscal
agent makes payments directly to the providers for authorized claims.

Paymeﬁts for those individuals whose eligibility is canceled will be recovered. All enrollee, provider, and service
utilization/payment data will be available through FMMIS, a federally certified Medicaid Management Information
System that is des1gned and operated by a contracted entity (the State’ s fiscal agent) and managed by AHCA.

In addition, the Department of Financial Services, Office of Insurance Regulation determines whether LTC plans
seeking to be licensed health maintenance organizations meet financial solvency standards and review quarterly
financial reports from the HMOs to ensure that solvency standards are maintained. The Department of Financial
Services is also responsible for the State financial audit program. For other LTC plans (non-HMOs), AHCA reviews
their annual financial statements and also verifies compliance with LTC plans' required msolvency protection and
surplus accounts. .

Prov1der Service Networks (PSN’s) are unique to Florida and may bill on a fee-for-service basis for the first two years
of their operation. With the exception of billing, PSN’s operate in the same way as capitated managed care
organizations with an emphasis on efficient care delivery. Since all fee for service billing must come from the PSN,
rather than directly from the service provider, the State has determined that specific non-duplication edits could
inappropriately restrict the PSN’s flexibility to provide the most appropriate services to prevent institutionalization.
However, the State will perform post payment audits to review utilization and cost-effectiveness using claims data
collected from its MMIS and by comparing PSN spending and performance to capitated managed LTC plans.

Appendix I: Fipancial Accountability
Quality Improvement: Financial Accountability

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the
State’s methods for discovery and remediation. :
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a. Methods for Discovery: Financial Accountability -

State financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement
methodology specified in the approved waiver.

i. Performance Measures

For each performance measure/indicator the State will use to assess compliance with the Statutory assurance
complete the following. Where possible, include numerator/denominator. Each performance measure must be
specific to this waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the ageresated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analvzed statisticglly/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated. where appropriate.

Performance Measure: _

Percentage of monthly capitation payments made to capitated MCPs for qualified
enrollees. N: Number of monthly capitation payments made to capitated MCPs for
qualified enrollees. D: Number of monthly capitation payments.

Data Source (Select one): .
Financiai records (including expenditures)
If "Other’ is selected, specify:

Responsible Party for Frequency of data ' Sampling Approach(chebk
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies): : .
| State Medicaid- 1 Weekly 11/ 100% Review
Agency _
[7] Operating Agency |'¥; Monthly 17 Less than 100%
' _ Review
5 Sub-State Entity |1 Quarterly | |7 Representative
. Sample
Confidence
Interval =
™ Other i Annually - 7] Stratified
Specify:

Describe Group: i

[} Continuously and
Ongoing

{77 Other
Spectfy:

Data Aggregation and Analysis:
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):

.F| State Medicaid Agency ™ Weekly
| 7] Operating Agency ™ Monthly
|7 Sub-State Entity % Quarterly

Other "] Annually
Specify: '

[, Continuously and Ongoing

& Other

Specify: :
The state will report quarterly to
CMS for the first two years of the
approved waiver.

Performance Measure: : ) .
Pércentage of capitation payments issued to MCPs using appropriate rate. N; Number

of capitation payments issued using appropriate rate. D: Number of capitation
payments made. '

Data Source (Select one):
Financial records (including expenditures)
If 'Other’ is selected, specify:

Responsible Party for Fréquency of data Sampling Approach{check
data collection/generation | collection/generation each that applies):
(check each that applies): . | (check each that applies): ) o
7 State Medicaid "1 Weekly 1 100% Review
Agency
|71 Operating Agency gﬁ Monthly
Review
71 Sub-State Entify (] Quarterly 1 £ Representative
: Sample
Confidence
Interval = ~
Other "1 Annually [ Stratified
Specify: Describe Group:
& Confinuously and 71 Other

Ongoing  Specify:

[

http://170.107.180.99/WMS/faces/protected/35/print/PrintSelector.jsp . 2/4/2013



Application for 1915(c) HCBS Waiver: F1..0962.R00.00 - Jul 01, 2013 Page 207 of 228

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis {check each that applies): analysis(check each that applies):

i.] State Medicaid Agency | 7 Weekly
[ Operating Agency & Monthly
Sub-State Entity _ §ii Quarterly
] Other _ £ Annually

Specify:

[ Continuously and Ongoing

Specify:

The state will report quarterly to
CMS for the first two years of the
approved waiver. ,

ii. Ifapplicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible. -

Florida's certified Medicaid Management Information System is programmed to verify all LTC plarr and
recipient enrollment eligiblity criteria before approving a recipient’s enrollment and-generating a capitation
payment. The Medicaid program has established edits to check LTC plan and recipient eligiblity criteria
before each payment is made. No capitation payments are made to ineligible LTC plans for ineligible
enrollees. : : : .

Each managed care plan is required to submit a complete copy of its independently audited financial
Statements and the auditor’s report (pertaining to its pertinent lines of business, not umbreila or parent
company business} to the Agency on an annual basis. Managed care plans must also submit financial reports
to the Agency on a quarterly basis. These are reviewed by the Agency’s Bureauy of Managed Health Care to
erisure continued provider solvency, and congruence with payment information contained in the State
provider payment system.

The Agency’s Medicaid Program Integrity (MPI) analyzes billing data on a weekly basis and conducts
provider audits if i detects errant billing practices and, per Florida Statute, randomly audits 5% of Medicaid
providers on an annual basis. MPI, along with the Agency’s Inspector General investigate financial
complaints made against providers by various parties. Investigations may result in a claims and payment
audit. : :

b. Methods for Remediation/Iixing Individuai Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items. o
AHCA operates the State's Medicaid Management Information System. This system contains the system
programming for all LTC plan and recipient eligibility as well as payment rates. If monthly payments are
made to a LTC plan for non-qualified enrollees, the system error is researched and necessary programming
changes are implemented. L'TC plans receiving the improper payments are notified that the payment will be
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recouped.

If incorrect payments are made to LTC plans, the payment will be researched. Based upon the research
findings related to the payment error, the LTC plan will be notified and the incorrect payment would be
voided and the correct payment paid. In addition, necessary programming revisions would be made to

- prevent future payment errors.
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Respoansible Party(check each that applies) : (chéck each that applies)-

State Medicaid Agency T Weekly
% Operating Agency ' . |Monthly
74 Sub-State Entity 7] Quarterly
™ Other 1 Annually

Specify:

™ Continuously and Ongoing

~ Other

Specify: :
the state will report quarterly to CMS for -
the first two years of the waiver.

¢. Timelines . :
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operatlonal :
% No ...
Yes

Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for }]nplementmg
identified strategles and the partles responsible for its operation.

2

T 1 D B P PR e A S P

Appendix I: Financial Accouniability
- 1-2: Rates, Billing and Claims (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider
payment rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any
opportunity for public comment in the process. If different methods are employed for various types of services, the
description may group services for which the same method is employed. State laws, regulations, and policies

referenced in the description are available upon request to CMS through the Medicaid agency or the operating agency
(if applicable).

ATICA and DOEA are currently working with an actuarial firm to develop an appropriate capitation rate
methodology for capitated LTC plans. The following is a brief description of the proposed methodology for
developing the capitation payments. Medicaid claims and encounter data for recipients eligible for the Florida Long-
Term Care Managed Care Program will be compiled. Claims/encounters for each covered service type, e.g., nursing
facility and HCB waiver services, will be examined. The claims may be further segmented by eligibility categories,
level of care, age, gender, diagnosis, or other factors that demonsirate predictability. It is anticipated that there will
be two major rate cell categories for enrollees receiving HCB services: (1) HCBS Enroﬂees 65+ enrolled in
Medicare; and (2) All other HCBS Enrollees.
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Base year gross payment rates will be adjusted and trended forward to derive the capitation rates for waiver. These
factors will include adjustments for claims submission lag, annual inflation factors, and adjustments for incurred but
not reported (IBNR) and third party collections. Adjustments will be made for major policy and program changes.

The methodology and resulting reimbursement rates will be certified actuarially sound each year and approved by
CMS.

Payments for providers in non-capitated LTC plans are claims-based. These rates were developed by comparing the
same service rates in other approved waivers serving the elderly and adults with disabilities and researching
Medicaid State plan services costs for the same services.

" b. Flow of Billings.Describe the flow of billings for waiver services, specifying whether provider billings flow directly
from providers to the State's claims payment system or whether billings are routed through other intermediary entities.
If billings flow through other intermediary entities, specify the entities: - :

The Florida Medicaid Management Information System (FMMIS) has recipient eligibility and provider inforamtion.
The recipient information is updated as part of the eligibility redetermination process. When a recipient is enrolled in
the Long-Term Care Managed Care Program/a LTC plan, this will be reflected on his/her eligibility file. Provider
mformation is established upon enrollment of each LTC plan. Capitated payments to capitated LTC plans and
administrative payments to non-capitated L.TC plans flow directly from FMMIS to the LTC plan. For each recipient
enrolled with a LTC plan, a monthly payment is generated. Capitated LTC plans are responsible for paying provider-
claims and submitting encounters to the State. Edits in FMMIS are designed to ensure that claims for enrollees for
services covered by a capitated LTC plan will be denied.

Non-capitated LTC plans review provider claims and forward authorized claims to the Medicaid fiscal agent. The
fiscal agent makes payments directly to the providers for authorized claims. The claims are processed through the
system edits established for the Long-Term Care Managed Care Program. Providers receive remittance advices
detailing the claims paid, denied or suspended.’

Appendix I: Firancial Accountability
§-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures(select one):

i% No. State or local government agencies do not certify expenditures for waiver services.

0 Yes. State or local government agencies directly expend funds for part or all of the cost of waiver
services and certify their State government expenditures (CPE) in lieu of billing that amount to
Medicaid. :

Select af least one:

1] Certified Public Expenditures (CPE) of State Public Agencies.

Specify: (a) the State government agency or agencies that certify public expenditures for waiver services;
(b) how it is assured that the CPE is based on the total computable costs for waiver services; and, (c) how
the State verifies that the certified public expenditures are eligible for Federal financial participation in
accordance with 42 CFR §433.51(b).(Indicate source of revenue for CPEs in Item I-4-a. J

The Department of Elder Affairs submits documentation supporting work completed by their staff and by
the Aging and Disability Resource Centers. The CPE cost details are part of the Cooperative Agreement
between the Agency and the Department of Elder Affairs governing program operations. The Agency for
Health Care Administration, Florida's Medicaid agency, verifies that the certified public expenditures are
eligible for Federal financial participation. o

[ Certified Public Expenditures (CPE) of Local Government Agencies.

Specify: (a) the local government agencies that incur certified public expenditures for waiver services; (b)
how it is assured that the CPE is based on total computable costs for waiver services; and, (¢) how the State
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verifies that the certified public expenditures are eligible for Federal financial partiéipation in accordance
with 42 CFR §433.51(b). (Indicate source of revenue for CPEs in ltem I-4-b.)

Appendix I: Financial Aéceuutabéﬁiy
I-2: Rates, Billing and Claims (3o£3)

d. Billing Validation Process.Describe the process for validating provider billings to produce the claim for federal
financial participation, inchuding the mechanism(s) to assure that all claims for payment are made only: (a) when the
individual was eligible for Medicaid waiver payment on the date of service; (b) when the service was included in the
participant's approved service plan; and, (¢) the services were provided:

Florida's Medicaid Managment Information Systern (FMMIS) has edits to ensure that, prior to generating a payment
to a LTC plan, the enrollee is eligible for the Long-Term Care Managed Care Program and is enrolled with the LTC
plan. For non-capitated LTC plans, program edits specific to the Long-Term Care Managed Care Program in the
FMMIS verify billing elements and pay the appropriate claims. In addition, monitoring conducted by the State
inciudes a review of sampled payments to ensure that services were provided and were included in the enfollee’s
approved plan of care.

€. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims
(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable),
and providers of waiver services for a minimum period of 3 years as required in 45 CFR §92.42.

Appendix 1: Financial Accountability
-3: Payvment (1of 7

a. Method of payments — MMIS (select one):

" “Payments for all waiver services are made through an approved Medicaid Management Information
System (MMIS).
' Payments for some, but not all, waiver services are made through an approved MMIS.

FU

Specify: (a) the waiver services that are not paid through an approved MMIS; (b) the process for making such
payments and the entity that processes payments; (¢) and how an audit trail is maintained for all state and federal
funds expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these
expenditures on the CMS-64:

{

Payments for waiver services are not made through an approved MMIS.

g

Specify: (a) the process by which payments are made and the entity that processes payments; (b) how and
through which system(s) the payments are processed; (c) how an audit trail is maintained for all state and federal
funds expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these
expendltures on the CMS-64:

i Payments for waiver services are made by a managed care entity or entities. The managed care entlty is
paid a monthly capitated payment per eligible enrollee through an approved MMIS.

Describe how payments are made to the managed care entity or entities:
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‘Payments to LTC plans are made by the Florida Medicaid Management Information System (FMMIS). The
FMMIS has recipient eligibility and provider information. The recipient information is updated as part of the
eligibility redetermination process. When a recipient is enrolled in the Long-Term Care Managed Care
Program/a LTC plan, this will be reflected on his/her eligibility file. Provider information is established upon
enroliment of each LTC plan. Payments flow directly from FMMIS to the LTC plan. For each recipient enrolled
with a LTC plan, a monthly payment is generated.

Non-capitated LTC plans review provider claims and forward authorized claims to the Medicaid fiscal agent.
The fiscal agent makes payments directly to the providers for authorized claims.

Appendix I: Financial Accountability
1-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver

services, payments for waiver services are made utilizing one or more of the following arrangements (select at least
oney: , ‘ '

|~1The Medicaid agency makes payments difectly and does not use a fiscal agentr(comprehen‘sive or limited)
or a managed care entity or entities. o

| The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid
program. ' 7 '

The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal agent.

Specify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the
functions that the limited fiscal agent performs in paying waiver claims, and the methods by which the Medicaid
. agency oversces the operations of the limited fiscal agent:

= Providers are paid by a managed care entity or entities for services that are in
with the entity. - '

Specify how providers are paid for the services (if any) not included in the State's contract with managed care
entities. .

N/A |
Appendix I: Financial Accountability
1-3: Pavment G of 7).

¢. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that pdyments for services be consistent with
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to States for

expenditures for services under an approved State plan/waiver. Specify whether supplemental or enhanced payments
are made. Select one: ‘

& No. The State does not make supplemental or enhanced payments for waiver services.

'} Yes. The State makes supplemental or enhanced payments for waiver services.

Describe: () the nature of the supplemental or enhanced payments that are made and the waiver services for
which these payments are made; (b) the types of providers to which such payments are made; (¢} the source of
the non-Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive
the supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the State to
CMS. Upon request, the State will furnish CMS with detailed information about the total amount of
supplemental or enhanced payments to each provider type in the waiver.
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Appendix It Financial Accountability
i-3: Payment (4of )

d. Payments to State or Local Government Providers.Specify whether State or local government providers receive
payvment for the provision of waiver services.

® No. State or local government providers do not receive payment for waiver services.Do not complete [tem I-
3-e.
77 Yes. State or local government providers receive payment for waiver services.Complete [tem I-3-e.

Specify the types of State or local government providers that receive payment for waiver services and the
-services that the State or local government providers furnish: Complete ftem I-3-e.

Appendix [: Financial &g:cgmﬁai}%iity
[-3: Pavment (Sof 7)

e. Amount of Payment to State or Local Government Providers;

Specify whether any State or local government provider receives payments {including regular and any supplemental
payments} that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how
the State recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report.
Select one:

Answers i)rovided in Appendix 1-3-d indicate that you do not need to complete this section,

¥ The amount paid to State or local government providers is the same as the amount paid to private
providers of the same service.

7% The amount paid fo State or local government providers differs from the amount paid to private
providers of the same service. No public provider receives payments that in the aggregate exceed its
reasonable costs of providing waiver services.

7% The amount paid to State or local government providers differs from the amount paid to private
providers of the same service. When a State or local government provider receives payments
(including regular and any supplemental payments) that in the aggregate exceed the cost of waiver
services, the State recoups the excess and returns the federaf share of the excess fo CMS on the
quarterly expenditure report. :

Describe the recoupment process:

Appendix I: Financizl Accountability
1-3: Payment (6 of 7)

f. Provider Retention of Payments. Section 1903{a)(1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver. Select one:

“* Providers receive and retain 160 percent of the amount claimed to CMS for waiver services.
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%@ Providers are paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Specify whether the monthly capitated payment to managed care entities is reduced or returned in part to the
State. :

The payment to capitated LTC plans is not reduced or returned in part to the State,

Appendix I: Finaneial Accountability
1-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Payments to a Governmental Agency.Select one:

& No. The State does not provide that providers may voluntarily reassign their right to direct
payments to a governmental agency. -

& Yes. Providers may voluntarily reassign their right to direct payments to a governmental
agency as provided in 42 CFR §447.10(e). )

Specify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System .Select one:

e

No. The State does not employ Organized Health Care D’elivei‘y System (OHCDS)
arrangements under the provisions of 42 CFR §447.10. .

B

# Yes. The waiver provides for the use of Organized Health Care Delivei‘y System
arrangements under the provisions of 42 CFR §447.10. .

Specify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS; (b) the procedures for direct provider enrollment when a provider does not
voluntarily agree to contract with a designated OHCDS; (c) the method(s) for assuring that participants
have free choice of qualified providers when an OHCDS arrangement is employed, including the
selection of providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that
furnish services under contract with an OHCDS meet applicable provider qualifications under the waiver;
(e) how it is assured that OTICDS contracts with providers meet applicable requirements; and, (f) how
financial accountability is assured when an OHCDS arrangement is used: -

ili. Countracts with MCOs, PTIHPs or PAHPs.Select one:

" The State does not contract with MCOQs, PIHPs or PAHPs for the provision of waiver services.

* The State contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health
plan(s) (PIHF}) or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of
the Act for the delivery of waiver and other services. Participants may voluntarily elect to receive
waiver and other services through such MCOs or prepaid health plans. Contracts with these heaith
plans are on file at the State Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1); (b)
the geographic areas served by these plans; () the waiver and other services furnished by these plans;
and, (d) how payments are made to the health plans.
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& This waiver is a part of a concurrent §1915(b)/§1915(c) waiver. Participants are required to obtain
wajver and other services through a MCO and/or prepaid inpatient health plan (PTHP) or a
prepaid ambulatory health plan (PAHP). The §1915(b) waiver specifies the types of health plans
that are used and how payments to these plans are made.

Anpendix I: Financial Accountability
I-4: Non-Federal Matching Funds (1 of 3}

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the State éource Or sources
of the non-federal share of computable waiver costs. Select at least one:

{T Appropriation of State Tax Revenues to the State Medicaid agency
I 7 Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.

If the source of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the State
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by State agencies as CPEs, as indicated in Item I
2 .

(a) DOEA receives the general revenue match for the Long-Term Care Managed Care Program.
(b) Monthly, AHCA bills DOEA for the value of general revenue match for the Long-Term Care Managed Care
Program payments made during the previous month, Upon receipt, DOEA reviews the bill and approves the
journal transfer to AHCA through the state automated accoun‘ung system.

Other State Level Source(s) of Funds.

Specify: (a) the source and natare of funds; (b) the entity or agency that receives the funds; and, (¢) the
mechanism that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are directly
expended by State agencies as CPEs, as indicated in Item I-2- ¢:

Appendix I: Financial Accountability
i-4: Mon-Federal Matching Funds (2 of3)

b. Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the
source or sources of the non-federal share of computable waiver costs that are not from state sources. Sefect One:

¥ Not Applicable. There are no local government level sources of funds utilized as the non-federal share. _

.~ Applicable
Check each that applies:
"] Appropriation of Local Government Revenues.

Specity: (a) the local government entity or entities that have the authority to levy taxes or other revenues;
(b) the source(s) of revenue; and, (¢) the mechanism that is used to transfer the funds to the Medicaid
Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement
(indicate any intervening entities in the transfer process), and/or, mdlcate if funds are dn'ectly expended by
local government agencies as CPEs, as spec1ﬁed in Ttem 1-2-c:
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[7] Other Local Government Level Source(s) of Funds.

Specify: (a} the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the State Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any matching arrangement, and /or, indicate if funds are
directly expended by local government agencies as CPEs, as specified in Item 1-2- ¢:

Appendix [: Financial Accountability
i-4: Non-Federal Matching Funds (3 of3)

c. Information Concerning Certain Sources of Funds. Indicate whether any of the funds listed in Htems I-4-a or I-4-b
that make up the non-federal share of computable waiver costs come from the following sources: (a) health care-
related taxes or fees; (b) provider-related donations; and/or, (c) federal funds. Select one:

& None of the specified sources of funds contribute to the non-federal share of computable waiver costs

i The following source(s) are used
Check each that applies:
Health care-related taxes or fees

Provider-related donations
7] Federal funds

For_each source of funds indicated above, describe the source of the funds in detail:

Appendix I: Financial Accountability
1-3: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings.Select one: -

& No services under this waiver are furnished in residential settings other than the private residence of the
individaal, : _
& As specified in Appendix C, the State furnishes waiver services in residential settings other than the
personal home of the individual, :
b. Method for Excluding the Cost of Room and Board Furnished in Residentiat Settings.The following describes
the methodology that the State uses to exclude Medicaid payment for room and board in residential settings:

Assisted living services are furnished in residential settings other than the personal residence of the enrollee, and the
following methods exclude Medicaid payment for room and board. Edits are in place in the Florida Medicaid
Management Information System (FMMIS) to ensure that all enrollees are blocked out of the fee-for-service

* payment system for services covered by capitated LTC plans, and the L.TC plans only receive the monthly capitation
payments. Any payment from a capitated L'TC plan to assisted living facilities is made explicitly for the provision of
assisted living services as defined by this waiver. Payments for assisted living services to enrollees in non-capitated
plans are made directly by FIMMIS using the established payment rates, and payment rates do_not include room and
board. As part of the oni-going monitoring process of all 1.TC plans, the State will ensure that payments to assisted
living facilities are based solely on service costs.

Other services (e.g., respite services) can be furnished in residential settings other than the enrollee's personal home,

but the payment is explicitly for the purpose of the specified service as defined by this waiver and does not include
- room or board.
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NOTE: Adult Day Health Care providers receive payment for services that include board as allowed in 42 CFR
§441.310 (a)(2). The Adult Day Health Care service definition includes nutritional meals as a part of this service
only when the enrollee is at the center during meal times, which does not constitute the full nutritional regime for
enrollees.

Appendix I: Financial Accountability
I-6: Payment for Rent and Feod Expenses of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-Iii Personal Caregiver.Select one:

% No. The State does not reimburse for the rent and food expenses of an unrelated llve-m personal
caregiver who resides in the same household as the participant.

) Yes. Per 42 CFR §441.310(a2)(i1), the State will claim FFP for the additional costs of rent and food
that can be reasonably attributed to an unrelated live-in personal caregiver who resides in the same
household as the waiver participan{. The State describes its coverage of live-in caregiver in Appendix C
-3 and the costs attributable to rent and food for the live-in caregiver are reflected separately in the
computation of factor D (cost of waiver services) in Appendix J. FFP for reat and food for a live-in
caregiver will not be claimed when the participant lives in the caregiver's home or in a residence that is
owned or leased by the provider of Medicaid services.

The following is an explanation of: (a} the method used to apportion the additional costs of rent and food
attributable to the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and
(b} the method used to reimburse these costs: :

Appendix I: Financial Accountability

I-7: Parﬁcﬁpant Co-Payments for Waiver Servu,a,s aﬁé Oﬁler Cost Sharing (1 of
3)

a. Co-Payment Requirements'. Specify whether the State imposes a co-payment or similar charge upon waiver
participants for waiver services. These charges are calculated per service and have the effect of reducing the total
computable claim for federal financial participation. Select one:

&' No. The State does not impose a co-payment or similar charge upon participants for waiver services.

* Yes. The State imposes a co-payment or similar charge upon participants for one or more waiver services. -
i. Co-Pay Arrangement,

Specify the types of co—pay arrangements that are 1mposed on waiver participants (check each that
applies):

Charges Associated with the Provision of Waiver Services (if any are checked complete ltems I-7-a-i
through 1-7-a-iv):

[7' Nominal deductible

"™ Coinsurance

. Co-Payment
" Other charge

 Specify:
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Appendix I: Financial Accountability
I-7: Participant Ceo-Payments for Waiver Services and Other Cost Sharing (2 of
5) | .

. a. Co-Payment Requirements,

ii. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you de not need to complete this section.

Appendix I: Financial Accountability
-7 Partmpaﬁt Cﬁw?ﬁvmems for Waiver Services and Gther Cost &harmg (3 of

3)

a. Co-Payment Requirements.

_iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that yo'u do not need to complete this section.

Appendix I: Financial Awéﬁntabiléwr
1-7: ?&rt;cip‘mt Co-Payments for Waiver Bervices and Gther Cost Sharing (4 of
&) :

a. Cb—Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix [: Financial Accountability _
I-7: Participant Co-Payments for Waiver Services and Giher Cost Sharing (5 of
5) . : : _

b. Other State Requirement for Cost Sharing. Specify whether the State imposes a premium, enrollment fee or
similar cost sharing on waiver participants. Select one: .

& No. The State does not impose a premlum, enrollment fee, or similar cest-sharmg arrangement on
waiver participants,

Yes. The State imposes a premium, enroliment fee or similar cost-sharing arrangement.

Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment
fee); (b} the amount of charge and how the amount of the charge is related to total gross family income; (c) the
groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechamsms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Anpendix J: Cost Neutrality Denionstration
J-1: Composite Overview and Demonstration of Cost-Neutrality Formula
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Composite Overview.Complete the fields in Cols. 3, 5 and 6 in the following tabfe for each waiver year. The fields in
Cols. 4, 7 and 8 are auto-calculated based on entries in Cols 3, 5, and 6. The fields in Col. 2 are auto-calculated using the
Factor D data from the J-2d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of
Factor D tables in J-2d have been completed.

Level(s) of Care: Nursing Facility

Col. 1] Col.2 Col.3 Col. 4 Col.5 Col. 6 Col.7 | Col. 8

YearFactor{  FactorD' [Total: D+D’]  Factor G Factor G'  [Total: G+G'IDifference (Col 7 less Columnd)
1 1134582 3019.00] 14364.82f  42887.00 7879.00]  50766.00 36401.18)
2 |11680.94 3107.00]  14787.96 44131.00 8107.00{ 5223800 37450.04
3 1201483 3197.00] 1521183 45411.00]  8342.00] s3753.00 3854117

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (1 of 7)

a. Number Of Unduplicated Participants Served.Enter the total number of unduplicated participants from Item B-3-a
who will be served each year that the waiver is in operation. When the waiver serves individuals under more than one
level of care, specify the number of unduplicated participants for each level of care:

Tablé: J-2-a: Unduplicated Participants

. ) Distribution of Unduplicated Participants
Waiver Y. Total Number Unduplicated Number of by Level of Care (if applicable)
aiver rear Participants (from Item B-3-a) Level of Care:
e S . Nursing Facility
Year 1 36795 36795
Year2 36795 36795:
Year 3 36795 36795;

Appendix J: Cost Neutralitv Demonstration |

J-2: @emmédﬂ of Estimates (2 of 7)

b. Average Length of Stay.Describe the basis of the estimate of the average length of stay on the waiver by participants

in item J-2-a.

The average stay for this waiver is derived from the 2008-2009 (year basis varies between the five waivers being
combined into this waiver) CMS 372 Lag reports’ average length of stay for the five waivers. The average length of
stay of 264.9 days for this waiver is derived by summing Days of Waiver Enrollment on each waiver’s CMS 372
Lag report and dividing by the sum of unduplicated Participants on each waiver’s CMS 372 Lag report.

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (3 of 7)

c. Derivation of Estimates for Each Factor. Provide a namative descnptlon for the derivation of the estimates of the
followmg factors.

i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis for
these estimates is as follows:

Factor D was derived from actual Medicaid HCBS service costs for FY 2009-2010 for the five waivers. FY
2009-2010 was the latest year that complete cost and utilization data was available for the Assisted Living,

Adult Day Health Care, Aged and Disabled Adult waivers (three of the five existing waivers that are being

combined into this waiver} [Note: The Adult Day Health Care waiver ceased operations on March 31,

2012. All waiver enrollees chose and were enrolled in other existing waivers.] For the Nursing Home
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.

iil.

iv.

Diversion and Channeling waivers (the other two former waivers), information was derived from encowunter
data and service utilization data, as well as the CMS-372 Report on Home and Comumunity-Based Services
Waivers for State Fiscal Year 2008-2009 (July 1, 2008 through June 30, 2009). The data thus reflects costs
from all five waivers. The projected annual units per user and average unit costs have been calculated to
reflect a single unit definition across the five waivers. The costs and utilization of new services are based on
similar services in other states. It was assumed that the availability of new services will not drive the average
plan of care cost up because current plans of care are based upon enrollee’s assessed needs and services
necessary to maintain enrollees in their homes safely. Average unit costs were trended forward using a 2.9%
annual inflation factor, reflecting the latest Consumer Price Index (CPI) inflation factor for medical

services. For waiver renewal vears 2 through 3 the same inflation factor was used.

After the adjustments were made and service costs determined for each renewal period, the projected Factor
D was derived by dividing total service costs each year by 36,795(the total estimated unduplicated count of
waiver participants). , '
Factor D' Derivation. The estimates of Factor I’ for each waiver year are included in Ttem J-1. Thé basis of
these estimates is as follows: : s

Factor I>” was derived from actual Medicaid service costs for recipients in the five existing waivers during
FY 2009-2010. Medicare recipients receive prescription drug coverage through Medicare Part D. Therefore,
Factor D’ does not include these already excluded Part D costs. Factor B’ was calcilated by dividing the
actual costs by the number of recipients during FY 2009-2010. Per capita costs were trended forward for the
first year using a 2.9% annual inflation factor. For waiver renewal years 2 through 3 the same inflation factor
was used. Factor D* values were rounded to the nearest integer. The Factor D’ calculated was compared to a
weighted average of the Factor I’ for all five of the existing waivers and found to be comparable.

Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of
these estimates is as follows:

Factor G was derived from actual nursing facility costs of residents who were either 65 years of age or older
or between the ages of 18 and 64 and eligible for Medicaid by reason of a disability during F'Y 2009-2010.
These costs were trended forward using a 2.9% inflation rate for the first year of the waiver renewal

period. For waiver renewal years 2 through 3 the same inflation factor was used. Factor G values were
rounded to the nearest integer. The Factor G calculated was compared to a weighted average of the Factor G
in all of the former waivers and found te be comparable.

Factor G' Derivation. The estimates of Factor G' for each waiver year are included in Ttem J-1. The basis of
these estimates is as follows: o :

Factor G was derived from the actual State Plan service costs for nursing facility services for residents who
were either 65 years of age or older or between the ages of 18 and 64 and eligible for Medicaid by reason of a
disability during FY 2009-2010. These costs were trended forward using a 2.9% inflation rate for the first

- year of the waiver renewal period. For waiver renewal years 2 through 3 the same inflation factor was

used. Factor G values were rounded to the nearest integer. The Factor G’ calculated was compared to a
weighted average of the Factor G” in all of the former waivers and found to be comparable.

Anpendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (4 of 7)

Component managem'ent for waiver services. If the service(s) below inchudes two or more discrete services that are
reimbursed separately, or is a bundled service, each component of the service must be listed. Select “manage components” to
add these components.

Waiver Services

Adult Day Health Care

Case Management

Homemaker

Iiespite

Attendani Care

Intermittent and Skilled Nursing
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Waiver Services

Medical Equipment and Supplies

Occupational Therapy

Personal Care

Physical Therapy

Respimtory Therapy

Speech Therapy

Transportation

Adult Companion

Assisted Living

Behavior Management

Caregiver Training

Home Accessibility Adaptations

Home Delivered Meals

Medication Administration

Medication Management

Nutritional Assessment and Risk
Reduction

Personal Emergency Response System
{PERS) .

Page 220 of 228

Appendix J: Cost Neutrality Demonstration
o J-2: Derivation of Estimates (5 of 7) |

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a),
1932(a), Section 1937).Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the .
capitation box next to that service. Select Save and Calculate to automatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the J

-1 Composite Overview table.

Waiver Yeér: Year 1

Capi-

Waiver Service! ) Unit # Users Avg. Units Per User | Avg, Cost/ Unit Component Total Cost
Component  jtation Cost
Aduli Day Health
Care Total: 19485663.07
Adult Day ; :
Health Care 115 minuto ; 2716 | 249979 | 2.87 | 1948566307
Case
Management 67196029.82
Total:
e i i 5 "7 67196029.82
Management - 4115 minute 36795;55 101.91} 17.92 -
GRAND TOTAL: . 41746946033
Total: Services included in capitation: 417469400.33
Total: Services not included in capilation: -
Tetal Esti Ui pli d Particip 36795
Factor D (Divide total by number of participants): 11345.82
Services included in capitation: 1134582
Services not included in capitation: .
Average Length of Stay on the Waiver: 265
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Waiver Service/ | Capi-
Component | tation

Component

Uniit # Users "1 Avg. Units Per User |  Ave, Cost/ Unit Cost

Total Cost

Homemaker

Totak 3263581188

Homemaker i EIEW%.“.’A",“?‘?W,.‘ B 13529.2 526.01 4.56 | 32635811.88

Respite Total: ) ) 20168192.81

Respite Facility | ; — S — qs :
Bas:ipl acihity LA 15 minute 29 177524 ¢ 249 128190.08

- Respite In Home 15 minute

5019 85683 | 466 2004000273

g H

%(t)?;lld a-nt Care 9952892.39

Attendant Care  § 1af

w1 06| 9333.524 10.06 | 995289239

Intermittent and :
Skilled Nursing . 24172.02
Total: . .

Intermittent and
Skilled Nursing

28 2783 31.02]| 2em2e

Medical )
Equipment and ot 14656029.70
Supplies Total: ’

Medical

Equipment and i@ gﬁ(;nth
Supplies [

20160 33.44 | 21.74 ] 1465602970

Occupational

Therapy Total: . 18018.35

Qceupational
Therapy

gml-—g-lir?'inut‘e;u § 18 : 90.59

1 1_053 18018.35

¥§rt;(1).nal Care i ' 63727243.71

Personal Care B ﬁg'miu?te _; . 17182 : 4.17] 6372724371

Physical Therapy

Tol 525291911

Physical
Therapy

"15 minute

3
N
=

11.81 525291.91

Respiratory

Therapy Total; 23123.98

Respiratory e - ‘ :
Therapy £l |15 minute i i 89 . 2001 . 11.81 2312398

Speech Therapy

Total: 94.48

SpeechTherapy | [ | (S| 2| 4.00 | 1181 8

Transportation
Total:

Transportation | = ' 608850.00

608350.00

GRAND TOTAL: 41746240033
Total: Servicés included in capitation: 417469400.33
Total: Servi(ml not meluded in capitation: .
Tofal Estimated Unduplicated Participants: 36795
Tactor D {Divide fotal by number of participants): . 11345.82
) Services included in capitation: 11345.82

Services not included in capitaion:

Average Length of Stay on the Waiver: 265

http://170.107.180.99/WMS/faces/protected/3 5/print/PrintSelector.jsp - 2/4/2013



Appiication for 1915(c) HCBS Waiver: FL.0962.R00.00 - Jul 01, 2013

Page 222 of 228

‘Waiver Service/
Component

Capi-
tation

Unit

# Users

Avg. Units Per User

Avg. Cost! Unit

Component
Cost

Total Cost

Mile

....2214_ ..

50000

055

Adult
Companion
Total:

9467837.69

Adult
Companion

672.15 |

423

9467837,68

Assisted Living
Total:

153022536.66

Assisted Living

242.91 |

153022536.66

Behavior
Management
Total:

191793.18

Behavior
Management

235

46.69 |

191793.18

Caregiver
Training Total:

6765381

Caregiver
Training

1218

529

67653.81

Home
Accessibility
Adaptations
Totak:

1684275.66

Home i
Accessibility
Adaptations

1684275.66

Home Delivered
Meals Total:

18398341.03

Home Delivered
Meals

At

. 14083 |

13398341.03

Medication
Administration
Total:

1434834.00

Medication
Administration

| Administration !

8857

50,00

1434834.00

Medication
Management
Tetal:

987905.78

Medication
Management

‘Evaluation

88571

3“.003

37.18

987969,78

Nutritional
Assessment and
Risk Reduction
Totak:

152461,52

Special Drug
and Nutritional
Assessment,
Services

349

3297

13.25,

152461.52

Personal
Emergency

3040342.88

GRAND TOTAL:

Total: Services included in capilation:

Total: Services nol meluded in capiation:

Total Esti

d Ui

tad

Partici

dunii

Factor D (Divide total by number of participanis):

Services included in capitation:

Services not included in capitation:

Average Lengih of Stay on the Waiver:

417469400.33
417469400 33

36795
11345.82
1134582

265
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Waiver Service/

Capi- . . - Component
Component  |tation Unit # Users Avg. Units Per User §  Avg. Cost/ Unit Cost Total Cost
Response System
(PERS) Teotal:
Personal
Emergency I L 4
Response System | © 1 Day 9318. 21642} - 1.50; 3024502.34
Maintenance e P — N —— U — RIS .
Personal
Emergency - : A:
Response System § = i Purchase 288 f 1.05 51.06 15440.54
Installation T B R S —— ot
GRAND TOTAL: 417469400 33
Total: Services included in capitaticn: 41746940033
Total: Services not inciuded in capitation:
Total Estimated Unduplicated Participants: " 36795
Factor D (Divide total by number of parficipanis): 1134582
Services included in capitation: 11343 %2
Services not inctuded in capitation:
Average Length of Stay on the Waiver: 265 E

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (6 of 7)

d. Estimate of Factor D,

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.c., 1915(a),
1932(a), Section 1937).Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the
capitation box next to that service. Select Save and Calculate to automatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in ordér to populate the Factor D fields in the J

-1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/ | Capi- o . : Component
! Avg,
Component * tation Unit # Users vg. Units Per User {  Avg, Cost/ Unit Cost Fotal C(?st
I .

2::; tTI()::;fl‘Health 2009671173

Adult Day ik - :
Health Care 2716} 2499.79 | 2.96,| 2009671173
Case )
Man:agement 69145914.62
Total:

Case - 4 i | o9145014.62 |
Management 15 minute 36795 101.91 | 18.44. >
HMomemaker 33637788.56

Homemaker 15 minute 13529; 529.01- 4.70 ) 3637788.56
Respite Total: 20773856.71

GRAND TOTAL: 42980104623
Total: Services included in capitation: 429801046.23
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 36795
" Factor I {Divide total by number of participants): 1168096
Services included in capitation; 1168096
Services not included in capitation:
Average Length of Stay on the Waiver: 2635
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‘Waiver Service/ § Capi-
Component tation

Respite Facility J : . ) ' .
Based ©7 115 minute ‘ 29 ‘ 1775.24 2.56

Component
Cost

131793.82

Unit # Users Avg. Units Per User | Avg. Cost/ Unit Total Cosf

Resl:;iteInHome 13 él__f_n?il?“te - 5019 256.83 4.80 20642062.90

Attendant Care

Tetal: 10239804.79

Attendant Care

los| 9332 ©10.35 | 1023980479

Intermittent and .
Skilled Nursing 24873.34
Total:

Intermittent and i =

Skilled Nursing Visit : 28 | 77.83 3100 | 2487334

Medical
Lquipment and 15080744.45
Supplies Totalk: ’

Medical
Equipment and ol : ;
Supplies T U] LU —

|
£
El
=
b
S
ot
o
S
L% )
b
P
PR

2237 1508074445

Occupational

Therapy Total: 1854015

Occupational i e —— :
Therapy o Tmime | 18 90.59 1137 1854015

Personal Care

Total: 65561121.23

Personal Care || w7 T s ! o 4.29/| 66112123

Physical Therapy

Total: 540859.41

Physical o N P—— =,
Therapy SR 1S minute i 2019%

203 | 12.16| Swssa

Respiratory

Therapy Total: 2380928

Respiratory e S

Therapy f ;mlmgminute it 89§

12. 16 23809.28

s b2
B

o

il

Speech Therapy ,
Total: ) ] ’ E 97.28

. Speech Thera;-}y 115 mimte 1t 9 4.00° 12]6§ 97.28

Transportation

Total: 630990.00

Transportation 630999.00

< e 2214 | 500.00

Adult .
Companion . 9758811.42
Total:

Adult —_ 1 _
Companion £l LISminutc 3330(1 672.15 436 975881142

. GRAND TOTAL: 429501046.23
Total: Services included in capitation: . " 429801046.23

Total: Services not included in capitation;
Total Estimated Unduplicated Participants: 36795
Factor D (Divide total by mumber of participants): ‘ 11680.96
Services included in capitation: . 11680.96

Services not included in capitation:

’ Average Length of Stay on the Waiver: . 265
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Waiver Service/ | Capi-
Component  jtation

Component

Unit # Users Avg. Units Per User Avg. Cost/ Unit Cost

Total Cost

Assisted Living

Total: 157483678.40

Assisted Living M ‘Day 22-127_

Behavior
Management ) : 197388.9%
Total: .

2030 157483678.40

24291 |

Behavior
Management

17'99§ " 197383.98

Caregiver

Training Total: 69586.78

Caregiver
Training

10.80|| 6958678

Home
Accessibility
Adaptations
Total:

1733110.84

Home
Accessibility
Adaptations

) R T

Home Delivered

Meals Total; 18932993.67

Home Delivered @z

Meals 223:32 : . 6.02é§ 18932993.67

Medication . . .
Administration | . . . 1474690.50
Total: '

Medication
Administration

Administration . 8857 | 50.00 | 335 - 147469050

Medication

Management : i _ ' 1016606.46
Total: .

Medication
Management

Evaluation | 8857 3.00 | 38.26]| 101660646

Nutritional -
Assessment and
Risk Reduction
Fotal:

156949.07

Special Drug
and Nutritional
Assessment
Services

349 | 32,97 13.64 ] 15694907

Personal
Emergency
Response System
(PERS) Totai:

Personal .
Emergency % [
Response System -
Maintenance

3202118.56

Day I 9318 | 21642 | 1.58 ) 318623046

Personal = 1- ' : 15838.10
Emergency EPurc{jl‘a!.‘se 288 1.05 % 52.54 1

GRAND TOTAL: g 429801045,23
Total: Services mcluded in capilation: - 429801046 23

Total: Services not included in capitation:
Total Estimated Unduplicated Particip 36795

Factor D (Divide fotat by number of participants): . 11680.96

Services included in capitation; 11680.96
Services not included in capitation:

Average Eength of Stay on the Waiver: . 265
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‘Waiver Service/ | Capi- Component
; i . Units Per User Ave, ni
Compenent tation Unit # Users Avg, Units 1 £ CosﬂU t Cost Total Cost
Response System
Instailation
GRAND TOTAL: 425801045.23
Total: Services included in capitation: 429801046.23
Fotal: Services not included in capitation:
Total Estimated Unduplicated Participants: 36795
Factor D (Divide total by number of participants): 1168096
Services meluded in capitation: 11680.96
Services not included in capitalion:
Average Length of Séay on the Waiver: 265
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J-2: Derivation of Estimates (7 of 7)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a),
1932(a), Section 1937).Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the. Waiver Service/Component items. Tf applicable, check the
capitation box next to that service. Select Save and Calculate to automatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the J
-1 Composite Overview table. i

Waiver Year: Year 3

Walver Service/ | Capi- Unit # Users Avg. Uniits Per User §  Avg. Cost/ Unit Companent | 101 Cost
Component tation Cost
Adult Day Health
Care Total: 20639866.11
Adult Day S — 4 i3 i
Health Care 15 minute 2716 249979 | 3.04.| 20639866.11
Case
Management 71133297.20
Total:
Case [ —— : ! 1 7113329720
Management 115 minute 1 36795 101.91 | 18.97 -
Homemaker ;
Total: 34568195,48
Homemaker | ] |15 oimute 13529 | 529.01 4.83| Mse8195.48
Respite Total: 21379520.62
Respite Facility { v e : .
Based L |15 mimute I} 29| 1775.24 7 63| 13539755
3 s ;““““““W““'_“_'"‘g H H
Respite In Home | |« {15 minute Rl | 5019 856.83° 4.94 21244123.06
Attendant Carc 1053661073
Total:
GRAND TOTAL: S42085666.56
Total: Services included in capitation: 442033666.86
Total: Services rot included in capitation:
Total Estimated Unduplicated Participants: 36795
Factor D {Divide total by mnmber of participants): 12014.33
Services included in capitation: 12014 83
Services not included in capitation:
Average Length of Stay on the Waiver: 265 ‘
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Waiver Service/
Component

Capi-
tation

Unit

# Users

Avg. Units Per User

Avg, Cost/ Unit

Component
Cost

Total Cost

Attendant Care

106§

9333.52

10.65

10536610.73

Intermittent and
Skilled Nursing
Total:

25598.03

Intermittent and
Skilled Nutsing

28

27.83 ')

25598.03

Medical
Equipment and
Supplies Total:

32.85

15518942.21

Medical
Equipment and
Supplies

§ 20160

33.44

155185-)42.21

Qccupational
Therapy Total:

1907325

Occupational
Therapy

15 minute

181

19078.25

Personal Care
Total:

67394998.74

Personal Care

s mingte - 1

67394998.74

Physical Therapy
Total:

556426.91

Physical
Therapy

15 mainute

556426.91

Respiratory
Therapy Total:

24494,58

Respiratory
Therapy

:15 minute

24494.58

Speech Therapy
Total:

100.08

Speech Therapy

&

15 minute

100.08]

Transportation
Total:

653130.00

Transportation

glcdmi“le

21|

653130.00

Adult
Companion
Total:

10027402.56

Adult
Companion

15 minute

333Qi=

4.48 :

10027402 .56

Assisted Living
Total:

162052317.54

Assisted Living

:Day

22127

30.15¢

162052317.54

Behavior
Management
Total:

203094.50

GRAND TOTAL:
Total: Services included in capitation®

Total: S2rvices not included in capitation:
Total Estimated Unduplicated Participants:
Factor I} (Divide total by number of participants):

Services included m ¢apitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

442085666.86
442085666.86

36795
12014.33
12014.83

265
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Waiver Service/
Component

Capi-
tation

# Users,

Avg. Units Per User

Ave, Cost/ Unit

Component
Cost

Total Cost

Behavior
Management

115 minute 2

235

46691

18.51

203094.50

Caregiver
Training Total:

71648.61

Caregiver
Training

;15 minute

1218 |

5.29-

11.12:

71648.61

Home
Accessibility
Adapiations
Total:

1783374.71

Home
Accessibility
Adaptations

Job

859

2.16

961.16

178337471

Home Delivered
Meals Total:

19467646.32

Home Delivered
Meais

{Meal

6.19

19467646.32

Medication
Administration
Total;

" 1518975.50

Medication
Administration

.l

{ Administration

3.43

151897550

Medication
Management
Total:

1046160,27

Medication
Management

{ Evaluation

3.00)

1046100.27

Nutritional
Assessment and
Risk Reduction
Total:-

161436.62

Special Drug
and Nutritional
Assessment
Services

{15 minite

YT

N,,32:97f

161436.621

Personal
Emergency
Response System
(PERS) Total:

3303411.31

Personal
Emergency
Response System
Maintenance

Dy

9318 §

216421

163

3287060.54

Personal
Emergency
Response System
installation

:Purchase

2t |

105 |

54.07.

16350.77

Total Egti

GRAND TOTAL:
Total: Services meluded in capatatzon:

‘Total: Services not included in capilation:

Undupli

d Partici|

Factor D {Divide total by number of participants):

Services included in capitation:

Services not included in capitation:

Average Length of Stay on the Waiver:

442085666.86
A42(85666,86

36795
12014.83
12014.83

265
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