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Application for a 81915(c) Home and Community-

Based ServicesWaiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in section 1915(c) of the Socia
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 operational features of awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A state has the latitude to design awaiver program that is cost-effective and
employs avariety of service delivery approaches, including participant direction of services.

Request for a Renewal to a §1915(c) Home and Community-Based Services

WENWE]

1. Major Changes

Describe any significant changes to the approved waiver that are being made in this renewal application:

The Stateis proposing to renew the Intellectual Disability/Related Disabilities (ID/RD) home and community-based waiver
program for an additional five-year period with the following changes:

Appendix C: Evaluated service definitions and utilization to ensure service array meets the needs of waiver population.

Appendix C: Removed Persona Care |, Persona Carell, certain Nursing levels and Adult Day Healthcare Transportation from
thelist of services provided, as they have either been previously removed or consolidated.

Appendix |: Updated financial accountability/rates, billing and claims sections.

Appendix J: Updated cost neutrality rate information.

Revised waiver performance measures and quality improvement strategy.

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

1. Request Information (1 of 3)

A. The State of South Carolina requests approval for a Medicaid home and community-based services (HCBS) waiver
under the authority of section 1915(c) of the Social Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

Intellectual Disahility/Related Disabilities Waiver (ID/RD)
C. Type of Request: renewal

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

3years ® Syears

Original Base Waiver Number: SC.0237
Draft ID: SC.014.07.00
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D. Type of Waiver (select only one):
Regular Waiver
E. Proposed Effective Date:  (mm/dd/yy)

PRA Disclosur e Statement

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

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection
of information unlessit displays avalid OMB control number. The valid OMB control number for this
information collection is 0938-0449 (Expires: July 31, 2027). The time required to complete this
information collection is estimated to average 163 hours per response for a new waiver application and
78 hours per response for arenewal application, including the time to review instructions, search
existing data resources, gather the data needed, and complete and review the information collection. If
you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please writeto: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop
C4-26-05, Baltimore, Maryland 21244-1850.

1. Request Information (2 of 3)

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

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

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

Inpatient psychiatric facility for individuals age 21 and under as provided in 42 CFR § 440.160
[ Nursing Facility
Select applicable level of care
Nursing Facility asdefined in 42 CFR § 440.40 and 42 CFR § 440.155

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

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

Intermediate Care Facility for Individualswith I ntellectual Disabilities (ICF/I11D) (asdefined in 42 CFR §
440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/IID level of care:
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1. Request I nformation (3 of 3)

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

® Not applicable

Applicable
Check the applicable authority or authorities:

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

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

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

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

I:|A program authorized under section 1915(i) of the Act.
LA program authorized under section 1915(j) of the Act.

I:|A program authorized under section 1115 of the Act.
Soecify the program:

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

Thiswajver provides servicesfor individualswho are eligible 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.
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South Carolinais seeking to renew the Intellectual Disability/Related Disabilities Waiver (ID/RD). Thiswaiver will serve
people with intellectual disabilities and related disabilities who meet the ICF-11D level of care criteria. The services offered in
this waiver are meant to prevent and/or delay institutionalization. This waiver reflects the State's commitment to offer viable
community options to institutional placement.

Administrative authority for this waiver is retained by the South Carolina Department of Health and Human Services
(SCDHHS). The Department of Behavioral Health and Developmental Disabilities/Office of Intellectual and Developmental
Disabilities (BHDD/OIDD) will perform waiver operations under service contracts and an administrative contract with
SCDHHS. OIDD has the operational responsibility for ensuring that participants are aware of their options under this waiver.
OIDD utilizes both county Disabilities and Special Need Boards and private providers as waiver service providers. Servicesin
this waiver are provided at the local level through afee for service delivery system.

3. Components of the Waiver Request

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

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

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

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

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

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

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

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

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

H. Quality Improvement Strategy. Appendix H contains the quality improvement strategy for this waiver.

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

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

4. Waiver (s) Requested

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

B. Income and Resour ces for the M edically Needy. Indicate whether the state requests awaiver of section
1902(a)(10)(C)(i)(I11) of the Act in order to use institutional income and resource rules for the medically needy (select
one):
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Not Applicable
® No
Yes

C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin section 1902(a)(1) of the
Act (select one):

® No

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

O Geographic Limitation. A waiver of statewidenessis requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Soecify the areas to which thiswaiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area;

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

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

5. Assurances

In accordance with 42 CFR § 441.302, the state providesthe following assurancesto CM S:

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR § 441.301(b)(2)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federa financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

B. Inpatients. In accordance with 42 CFR 8§ 441.301(b)(1)(ii), waiver services are not furnished to individuals who arein-
patients of a hospital, nursing facility or ICF/I1ID.

C. Room and Board. In accordance with 42 CFR § 441.310(a)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.
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E. Free Choice of Provider. In accordance with 42 CFR § 431.151, a participant may select any willing and qualified
provider to furnish waiver servicesincluded in the service plan unless the state has received approval to limit the number
of providers under the provisions of section 1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR Part 433 Subpart D, FFP is hot claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. If aprovider certifiesthat a particular legally liable third-party insurer does not pay for the
service(s), the provider may not generate further bills for that insurer for that annual period.

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

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

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:

On August 11, 2026, this amendment was presented to the SCOHHS Medical Advisory Committee (MAC), which
includes tribal notification. In addition, the amendment was shared during the agency's Beneficiary Advisory Council and
the monthly Indian Health Services via conference call on August 10, 2026 and June 24, 2026 respectively.

Public Notice of intent to amend this waiver was e-mailed to the agency listserv of interested stakehol ders and group
distribution, including MAC members and Indian Health Services on ???7?.

Public Notice of intent to amend this waiver was posted to the agency website at https.//www.scdhhs.gov/public-notices
on 7772,

This waiver amendment was posted to the agency website at https.//www.scdhhs.gov/service/waiver-management-fiel d-
management on ?77??.

Hard copies of the waiver amendment were placed in the SMA Centra Office lobby and the 13 SMA offices around the

Additionally, two public webinars were held ???? and ???? respectively, to address the proposed waiver amendment. A
recording of the ???? webinar was posted to the agency's website at https.//www.scdhhs.gov/service/waiver-management-
field-management.

Individuals were able to submit electronic comments to comments@scdhhs.gov and non-electronic comments to Division
of Health Programs, South Carolina Department of Health and Human Services, Post Office Box 8206, Columbia, SC
29202-8206, Attention: Michelle Abney. Both methods of comment submission areincluded in al public notices.

Questions/Comments/Responses from Online Submissions and ???? and ???? Webinars:

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

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services " Guidance to Federal Financial Assistance Recipients Regarding Title
V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.

7. Contact Person(s)

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

Last Name:

|Chorey |
First Name:

|Jacob |
Title:

|Program Manager |1 |
Agency:

|SC Department of Health and Human Services I
Address:

[PO Box 8206 |
Address 2:

I |
City:

|COI umbia
State: South Carolina
Zip:

29202
Phone:

[(03) 898-2699 | ext |rry
Fax:

[(803) 255-8204 |
E-mail:

|Jacob.Ch0rey@scdhhs.gov

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

Last Name:

[Ritter |
First Name:

|Me|isga |
Title:

|Director of Specia Services
Agency:
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[office of Intellectual and Developmental Disabilities |

Address:
|400 Otarre Parkway |
Address 2:
I |
City:
|Cayce
State: South Carolina
Zip:
[29033
Phone:
[(03) 8985120 | ext| |Urry
Fax:
[(803) 898-9660 |
E-mail:

|mritter@ddsn.sc.gov I

8. Authorizing Signature

This document, together with Appendices A through J, constitutes the state's request for awaiver under section 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 CM S 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 approva 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:

State Medicaid Director or Designee

Submission Date:

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

Last Name:

First Name:

Title:

Agency:

Address:

Qloolo
\VeJyAav/yavyae]
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Address 2:

City:

State: South Carolina
Zip:

Phone:

Fax:

E-mail:
Attachments | |

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

Replacing an approved waiver with thiswaiver.

[ Combining waivers.

[ Splitting one waiver into two waivers.

[ Eliminating a service.

O Adding or decreasing an individual cost limit pertaining to eligibility.

[ Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.

[ Reducing the unduplicated count of participants (Factor C).

|:|Adding new, or decreasing, alimitation on the number of participants served at any point in time.

O Making any changesthat could result in some participantslosing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:

None required.

Additional Needed I nformation (Optional)

Provide additional needed information for the waiver (optional):

Appendix A: Waiver Administration and Operation

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

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

The Medical Assistance Unit.

Specify the unit name:

(Do not complete item A-2)
Another division/unit within the state M edicaid agency that is separate from the M edical Assistance Unit.

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

(Complete item A-2-a).
® Thewaiver isoperated by a separate agency of the state that isnot a division/unit of the Medicaid agency.

Specify the division/unit name:

Department of Behavioral Health and Developmental Disabilities (BHDD)/Office of Intellectual and Developmental
Disahilities (OIDD)

In accordance with 42 CFR 8§ 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 Administration and Operation

2. Oversight of Performance.

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

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

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:
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SCDHHS and OIDD have a service contract and an administrative agreement to ensure an understanding between
agencies regarding the operation and administration of the ID/RD waiver. The administrative agreement
delineates the waiver will be operated by OIDD under the oversight of SCDHHS. The administrative contract
specifies the following:

* Purpose

* Scope of Services

* Fiscal Administration
» Terms and Conditions
 Appendices

The administrative contract is renewed at least every five (5) years and amended as needed.

SCDHHS and OIDD also have awaiver service contract to outline the requirements and responsibilities for the
provision of waiver services by the operating agency. The waiver service contract is renewed at least every five
(5) years and amended as needed.

The waiver service contract includes the following:
* Definition of Terms

* Scope of Services

 OIDD Responsibilities

« Conditions for Reimbursement by SCDHHS

* Records and Audits

» Termination of Contract

 Appeals Procedures

« Covenants and Conditions

 Appendices

SCDHHS utilizes various quality assurance methods to evaluate OIDD's compliance with the administrative
contract and Medicaid waiver policy. SCDHHS uses a CM S approved Quality Improvement Organization (QIO),
quality assurance staff, and other agency staff to continuously evaluate the OIDD's quality management processes
to ensure compliance.

The following describes the roles of each entity:

-CM S Approved QIO: Conducts validation reviews of arepresentative sample of initial level of care
determinations performed by OIDD. Reports are produced and shared with OIDD, who is responsible for
remedial actions as necessary within 45 days.

-SCDHHS QA staff: Conducts periodic quality assurance reviews. These reviews focus on the CMS quality
assurance indicators and performance measures. A report of findingsis provided to OIDD, who is required to
develop and implement aremediation plan, if applicable, within 45 days.

-SCDHHS QA staff: Utilizes other systems such as Medicaid Management Information Systems (MMIS) and
SAS Data Analytics to monitor quality and compliance with waiver standards. The use and results of these
discovery methods may require special focus reviews. In such instances, areport of findingsis provided to OIDD
for remediation purposes.

-Other SCDHHS staff: Conducts utilization reviews, investigate potential fraud, and other requested focused
reviews of the Operating Agency as warranted. A report of findingsis produced and provided to OIDD for
remedial action(s) as necessary.

To ensure compliance of quality and general operating effectiveness, the State will conduct areview of the
Operating Agency(OIDD) at least annually. More frequent reviews may be warranted as aresult of consumer
complaints or identification of non-compliance by other means.

The annual review of the Operating Agency will include, but is not limited to, the following:
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« waiver performance measure results and outcomes of remediation
» contract deliverables
» delegated waiver operation functions as outlined in the approved waiver application
 incident management and investigation results
« findings of audits, plans of correction, sanctions and actions that are pertinent to waiver operation
« Financia Division annual reports, special request audits, and fraudulent case investigations
» Rules, palicies, procedures and information development governing the
waiver program
« Additional delegated operational functions as outlined in section A-7

There will also be an established quarterly schedule of meetings with OIDD based on identified topics including
review of performance measure results, incident management and investigation, incident management audits,
mortality reviews, and quality assurance functions.

Appendix A: Waiver Administration and Operation

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

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

OIDD contracts with a CM S-certified QIO for oversight and review of waiver services and providers participating in
thiswaiver.

OIDD contracts with local Intellectual and Developmental Disabilities Board providers and approved qualified

providers. Waiver case managers and early intervention staff prepare the Plans of Service and complete
reevaluations of ICH/IID levels of care.

OIDD contracts with a FM S to operate as the fiscal agent for Respite, Adult Attendant Care, and In-Home Supports.

SCDHHS contracts with a CM S-certified QIO to validate a representative sample of ICF/11D level of care
determinations made by OIDD.

SCDHHS contracts with an independent entity to periodically perform focused evaluations, validation reviews and
trend analysis.

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

Appendix A: Waiver Administration and Operation

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

® Not applicable

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

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

Foecify the nature of these agencies and complete items A-5 and A-6:
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[ L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. Thereis a contract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsibilities and performance requirements of the local/regional entity. The contract(s) under which private
entities conduct waiver operational functions are available to CM S upon request through the Medicaid agency or
the operating agency (if applicable).

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

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the

state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:

Office of Intellectual and Developmental Disabilities (OIDD) will assess the performance of its contracted local/regional
non-state entities responsible for conducting waiver operational functions and services. OIDD contracts with OIDD
Boards and other qualified/approved private providers and the providers are assessed on a 24-month cycle. The current
practice of QIO Reviews every 12-18 months will continue, based on the provider's prior performance. Thereis some
lead time involved in the review scheduling, therefore, this 24-month time frame will account for scheduling adjustments.

SCDHHS QA staff will conduct quarterly reviews of the waiver operational functions performed by OIDD and any of its

contracted local/regional non-state entities, in addition to assessing the performance of contracted entities in conducting
waiver administrative functions.

SCDHHS Quality Assurance (QA) staff will conduct quarterly reviews of waiver administrative functions performed by
the SCDHHS-contracted QIO.

Additionally, upon request, SCOHHS Medicaid Program Integrity also conducts provider reviews.

Appendix A: Waiver Administration and Operation

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

accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:

08/20/2026



Application for 1915(c) HCBS Waiver: Draft SC.014.07.00 Page 15 of 242

The administrative contract sets forth the operational agency responsibility for QA and the administering agency
oversight of the QA process.

Office of Intellectual and Developmental Disabilities (OIDD) will assess the performance of its contracted and
local/regional non-state entities responsible for conducting waiver operational functions. OIDD will contract with a
Quality Improvement Organization (QIO) to assess the local OIDD Boards and other qualified providers on atwelveto
eighteen month cycle depending on the provider's past performance. The QIO will also conduct follow-up reviews of the
local IDD Boards and other approved providers. A comprehensive Report of Findings will be issued by the QIO to the
local OIDD Board provider/other approved providers and to OIDD. OIDD will provide technical assistance to the local
Boards/other approved providers. Accessto all reviews and the Report of Findings are shared with SCDHHS within 45
days of completion. When necessary, OIDD will also conduct reviews and provide technical assistance to the local IDD
Boards, and provide SCDHHS reports of such reviews and technical assistance upon completion.

SCDHHS will review OIDD Internal Audit Division annual reports, special request audits, and fraudulent case
investigations and request remedial action(s) as determined necessary.

SCDHHS will utilize: 1) aQuality Improvement Organization (QIO) to conduct reviews of a representative sample of
initial Level of Care Determinations performed by OIDD; 2) QA staff to conduct periodic quality assurance focus
reviews on the CM S quality assurance indicators and performance measures; and 3) other SCDHHS Staff to conduct
utilization reviews of IDD Boards/qualified providers as warranted. OIDD is to take remedial actions within 45 days
upon receipt of the report of findings from SCDHHS.

SCDHHS will review OIDD Financial Division annual reports, special request audits, and fraudulent case investigations
and request remedial action(s) as determined necessary.

Appendix A: Waiver Administration and Operation

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

In accordance with 42 CFR § 431.10, when the Medicaid agency does not directly conduct a function, 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 delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policies related to the
function. Note: Medicaid eligibility determinations can only be performed by the State Medicaid Agency (SMA) or a
government agency delegated by the SMA in accordance with 42 CFR § 431.10. Thus, eligibility determinations for the
group described in 42 CFR § 435.217 (which includes a level-of-care evaluation, because meeting a 1915(c) level of care
isafactor of determining Medicaid eligibility for the group) must comply with 42 CFR § 431.10. Non-governmental
entities can support administrative functions of the eligibility determination process that do not require discretion
including, for example, data entry functions, I'T support, and implementation of a standardized level-of-care evaluation
tool. States should ensure that any use of an evaluation tool by a non-governmental entity to eval uate/determine an
individual's required level-of-care involves no discretion by the non-governmental entity and that the devel opment of the
requirements, rules, and policies operationalized by the tool are overseen by the state agency.

Function M edicaid Other State Operating Contrgcted
Agency Agency Entity
Participant waiver enrollment ]
Waiver enrollment managed against approved limits ]
Waiver expenditures managed against approved levels ]
Level of carewaiver dligibility evaluation ]
Review of Participant service plans
Prior authorization of waiver services
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Function Medicaid Other State Operating Contrgcted
Agency Agency Entity
Utilization management ]
Qualified provider enrollment ]
Execution of Medicaid provider agreements L] L]
Establishment of a statewide rate methodology ] ]
\?V;jl\z ppc:l:)zmrocedur& and information development gover ning the ]
Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State M edicaid

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.

a. Methodsfor Discovery: Administrative Authority

The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state

agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:

= Uniformity of development/execution of provider agreements throughout all geographic areas covered by

the waiver

= Equitable distribution of waiver openingsin all geographic areas covered by the waiver
= Compliance with HCB settings requirements and other new regulatory components (for waiver actions

submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

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

Per formance M easur e

Policy changesrelated to the | D/RD waiver are approved by SCDHHS prior to
implementation. N = the number of waiver policy changes approved by SCDHHS prior to
implementation. / D = the total number of changesimplemented.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Policy/M emo/Bulletin/etc.

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

Sampling Approach(check
each that applies):
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StateMedicajd Agency IjWeekIy 100% Review
Operating Agency |]Monthly |:ILes's.than 100%
Review
IjSub—State Entity I:|Quarterly [ Representative Sample
Confidence
Interval =
L other LI Annually U 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):
StateMedicaid Agency |:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity [ Quarterly
O Other
Specify:
AnnuaIIy

O Continuously and Ongoing

O Other
Specify:
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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):

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

b. Methods for Remediation/Fixing I ndividual 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 and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
SCDHHS produces reports of findings based on reviews. These reports are shared with OIDD to address identified issues as
warranted through a remediation plan, which may include training, policy corrections, or financial adjustments for Federal
Financial Participation. The report of findings identifiesissues related to insufficient approval of policy changes. OIDD is
responsible for developing and implementing remedial actions to prevent future occurrences of the same issues.
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

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

StateMedicaid Agency |:|Weekly
ljOperating Agency [ Monthly
|jSub-State Entity IjQuarterly
[ Other
Specify:
IjAnnuaJIy

Continuously and Ongoing

[ Other
Specify:

c. Timelines

When the state does not have all elements of the quality improvement strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.

® No
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 Accessand Eligibility
B-1: Specification of the Waiver Target Group(s)

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

Maximum Age
Target Group Included Target Sub Group Minimum Age Maximum Age |NoMaximum Age
Limit Limit

L] Aged or Disabled, or Both - General

O] Aged O]
] Disabled (Physical)
] Disabled (Other)

Ll Aged or Disabled, or Both - Specific Recognized Subgroups

] Brain Injury

] HIV/AIDS

] Medically Fragile

] Technology Dependent

Intellectual Disability or Developmental Disability, or Both

|:| IAutism D

O Developmental Disability [l

Intellectual Disability
L] Mental IlIness

|:| Mental |lIness |:|

|:| Serious Emotional Disturbance

[ o ]
aafanafannaflann

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

Related Disability as defined by Section 44-20-30 of the South Carolina State Code of Laws and 42 CFR 435.10009, as
amended by 42 CFR 435.1010.

c¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit 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. Thereisno maximum age limit

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

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

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

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

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

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

Thelimit specified by the stateis (select one)

A level higher than 100% of the institutional average.

Specify the percentage:lzl

Other

Specify:

® Ingtitutional Cost Limit. Pursuant to 42 CFR § 441.301(a)(3), the state refuses entrance to the waiver to any
otherwise digible individual when the state reasonably expects that the cost of the home and community-based

services furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver.
Complete Items B-2-b and B-2-c.

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

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

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

The cost limit specified by the stateis (select one):

Thefollowing dollar amount:

Specify dollar amount:lzl

Thedollar amount (select one)

I sadjusted each year that the waiver isin effect by applying the following for mula:

Specify the formula:
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May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.

Thefollowing percentage that islessthan 100% of theinstitutional average:

Specify percent:lzl

Other:

Soecify:

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

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

can be assured within the cost limit:

At the time of waiver enrollment the individual/family isinformed that the waiver, apart from Residential Habilitation, is
not a source of 24 hour care, advised of any waiver service limits noted in Appendix C, and makes an informed decision
asto whether the waiver is the appropriate form of long term care services. Any participant denied admission to the
waiver due to expected high costs is given the opportunity to appeal this denial.

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

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

Additional servicesin excess of theindividual cost limit may be authorized.

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

To avoid an adverse impact on the participant, services in the excess of the individual cost limit may be authorized if

approved by SCDHHS. The State will assure that, in the aggregate, the cost of this waiver will not exceed the cost
of carein an ICF/IID. If the individual's health remains unstable, and/or the waiver is unable to meet the newly

assessed needs, the participant will receive assistance with transitioning to another form of long term care, and will
receive reconsideration and fair hearing rights.

[ Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (1 of 4)
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a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CMSto modify the
number of participants specified for any year(s), including when amodification is necessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistable is basis for the cost-
neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Vear 1 8710
Vear 2 8560
Year 3 8560
vear 4 8560
vears 8560

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

® Thestate does not limit the number of participantsthat it servesat any point in time during a waiver
year.

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

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

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Year
Year 1
Year 2
Year 3
Year 4
Year 5

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

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

Not applicable. The state does not reserve capacity.

® The state reserves capacity for the following pur pose(s).
Purpose(s) the state reserves capacity for:

Purposes

Individuals discharged from ICF/IID
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Purposes

Seriousand Imminent Harm Risk

New Housing Participants

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):

Individuals discharged from ICF/11D

Purpose (describe):

Individuals discharged from ICF/11D directly into Waiver funding. Thisincludesindividuals who transition directly from
ICH/IID into Home Again (Money Follow the Person) and then transition to Waiver funding.

Describe how the amount of reserved capacity was deter mined:

Individuals discharged from ICF/11D directly into Waiver funding. This includes individuals who transition directly from
ICF/11D into Home Again (Money Follow the Person) and then transition to Waiver funding.

The capacity that the state reservesin each waiver year is specified in the following table:

Waiver Year Capacity Reserved

Year 1

Y ear 2

Y ear 3

Year 4

Year 5

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 |ookup):

Serious and Imminent Harm Risk

Purpose (describe):

Individuals requiring a service through the waiver, which, if not provided, will likely result in serious and imminent harm
AND who have an immediate need for direct care or supervision which directly relates to their disability.

Describe how the amount of reserved capacity was deter mined:

The amount reserved is based on previous utilization for these purposes.

The capacity that the state reservesin each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Y ear 1 50
Y ear 2 50

08/20/2026




Application for 1915(c) HCBS Waiver: Draft SC.014.07.00 Page 24 of 242

Waiver Year Capacity Reserved
Year 3 50
o
Year 5 50

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 |ookup):

New Housing Participants

Pur pose (describe):

-Individuals admitted to community-based housing sponsored, licensed, or certified by the Office of Intellectual and
Developmental Disabilities needing waiver services.

Describe how the amount of reserved capacity was deter mined:

The amount reserved is based on previous utilization for these purposes.

The capacity that the state reservesin each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Year 1 130
Y ear 2
Y ear 3
Year 4
Y ear 5 130

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

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

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

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

e. Allocation of Waiver Capacity.

Select one:

® Waiver capacity isallocated/managed on a statewide basis.

Waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity
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and how often the methodol ogy is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

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

All applicants are required to be South Carolina Medicaid eligible or have proof on Medical Assistance Only (MAO).
Reserved capacity criteriawill be used to prioritize entrance to the waiver. When slots are available outside of reserved
capacity, individuals will be admitted to the waiver on afirst-come, first-served basis by date of application.

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

Answers provided in Appendix B-3-d indicate that you do not need to complete this section.

Appendix B: Participant Accessand Eligibility
B-4: Eligibility Groups Served in the Waiver

a. 1. State Classification. The state is a (select one):
® Section 1634 State
SSI Criteria State
209(b) State

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

No

® Yes

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under
the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

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

Parentsand Other Caretaker Relatives (42 CFR § 435.110)

Pregnant Women (42 CFR § 435.116)

Infantsand Children under Age 19 (42 CFR § 435.118)

SSI recipients

[ Aged, blind or disabled in 209(b) states who are éligible under 42 CFR § 435.121
Optional state supplement recipients

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

Select one:

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

Specify percer1tage:|:|
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Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
section 1902(a)(10)(A)(ii)(XI11)) of the Act)

[ Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Basic Coverage Group asprovided in
section 1902(a)(10)(A)(ii)(XV) of the Act)

[ Working individuals with disabilitieswho buy into Medicaid (TWWIIA Medical |mprovement Coverage
Group as provided in section 1902(a)(10)(A)(ii)(XV1) of the Act)

Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in section 1902(e)(3) of the Act)

LI Medically needy in 209(b) States (42 CFR § 435.330)
Cm edically needy in 1634 Statesand SSI Criteria States (42 CFR § 435.320, § 435.322 and § 435.324)

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

Soecify:

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

No. The state does not furnish waiver servicesto individualsin the special home and community-based waiver
group under 42 CFR § 435.217. Appendix B-5 is not submitted.

® Yes. Thestate furnisheswaiver servicesto individualsin the special home and community-based waiver group
under 42 CFR §435.217.

Select one and complete Appendix B-5.

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

Only the following groups of individualsin the special home and community-based waiver group under 42
CFR §435.217

Check each that applies:

|:lA special income level equal to:

Slect one:

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

Specify percentage: I:l

A dollar amount which islower than 300%.

Specify dollar amount: I:l

O Aged, blind and disabled individuals who meet requirementsthat are more restrictive than the SSI
program (42 CFR § 435.121)

O M edically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR §435.320, § 435.322 and § 435.324)

[ Medically needy without spend down in 209(b) States (42 CFR § 435.330)
[ Aged and disabled individuals who have income at:
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Slect one:

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

Specify percentage amount:IZI

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

Soecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR § 441.303(e), Appendix B-5 must be compl eted when the state furnishes waiver servicesto 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. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR § 435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2027 (or other date as required by

law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR § 435.217 group effective at any point during this time period.

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

Complete Items B-5-¢ (if the selection for B-4-a-i is S3 State or section 1634) or B-5-f (if the selection for B-4-a-i is
209b Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time period
after September 30, 2027 (or other date as required by law).

Note: The following selections apply for the time period after September 30, 2027 (or other date as required by law)
(select one).

® Spousal impoverishment rulesunder section 1924 of the Act ar e used 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 acommunity spouse, the state elects to (select one):

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

Useregular post-eligibility rulesunder 42 CFR § 435.726 (Section 1634 State/SSI Criteria State) or under
§ 435.735 (209b State)
(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

Spousal impoverishment rulesunder section 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 usesregular
post-eligibility rulesfor individuals with a community spouse.

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

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

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).
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b. Regular Post-Eligibility Treatment of Income: Section 1634 State and SSI Criteria State after September 30, 2027
(or other date asrequired by law).

The state uses the post-eligibility rules at 42 CFR § 435.726 for individual s who do not have a spouse or have a spouse
who is not a community spouse as specified in 81924 of the Act. Payment for home and community-based waiver services

isreduced 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):

® Thefollowing standard included under the state plan

Select one:

SS| standard

Optional state supplement standard
Medically needy income standard

® The special income level for institutionalized persons

(select one):

® 300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which isless than 300%

Specify the percentage:lZI

A dollar amount which islessthan 300%.

Specify dollar amount:IIl

A percentage of the Federal poverty level

Specify percentage:lZl

Other standard included under the state plan

Specify:

Thefollowing dollar amount

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

Soecify:

Other

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

® Not Applicable

The state provides an allowance for a spouse who does not meet the definition of a community spousein
section 1924 of the Act. Describe the circumstances under which this allowanceis provided:

Soecify:

Specify the amount of the allowance (select one):

SS| standard

Optional state supplement standard
Medically needy income standard
The following dollar amount:

Specify dollar amount:: If this amount changes, thisitem will be revised.
The amount is determined using the following formula:

Soecify:

iii. Allowancefor the family (select one):

Not Applicable (seeinstructions)
® AFDC need standard

Medically needy income standard

Thefollowing dollar amount:

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

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

Theamount is determined using the following formula:

Foecify:

Other

Foecify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR § 435.726:
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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 (seeinstructions) Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

The state does not establish reasonable limits.
The state establishesthe following reasonable limits

Foecify:

Thefollowing isalisting of Medical expenses which are allowable deductions from the recipient's monthly
recurring income:

» Eyeglasses not otherwise covered by the Medicaid Program, not to exceed atotal of $108.00 per
occurrence for lenses,

frames and dispensing fee. The necessity for eyeglasses must be certified by alicensed practitioner of
optometry or

ophthalmology.

» Dentures- A one-time expense, not to exceed $651.00 per plate or $1320.00 for one full pair of new
dentures. The

necessity for dentures must be certified by alicensed dental practitioner. An expense for more than one
pair of

dentures must be approved by the staff of the South Carolina Department of Health and Human
Services (SCDHHS).

» Denturerepair which isjustified as necessary by alicensed dental practitioner, not to exceed $77.00 per
occurrence.

¢ Physician and other medical practitioner visits above the 12 visit limit per fiscal year, not to exceed
$69.00 per visit.

« Hearing Aids - A one time expense, not to exceed $1000.00 for one or
$2000.00 for both. The necessity for a hearing aid must be certified by alicensed practitioner. An
expense for more than one hearing aid must be prior approved by the staff of SCDHHS.

¢ Thededuction for medical and remedial care expenses that were incurred as the result of imposition of a
transfer of
assets penalty period is limited to zero.

» Reasonable and necessary medical and remedial care expenses not covered by Medicaid incurred in the 3
months prior to the

month of application are allowable deductions. Expenses incurred prior to this three month period are
not allowable
deductions.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).

¢. Regular Post-Eligibility Treatment of Income: 209(b) State or after September 30, 2027 (or other date asrequired
by law).
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Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

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

Note: The following selections apply for the time period after September 30, 2027 (or other date asrequired by law).

d. Post-Eligibility Treatment of Income Using Spousal |mpoverishment Rules after September 30, 2027 (or other date
asrequired by law)

The state uses the post-eligibility rules of section 1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care if it determines
the individual's eligibility under section 1924 of the Act. There is deducted from the participant's monthly income a
personal needs allowance (as specified below), a 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):

SSl| standard

Optional state supplement standard

M edically needy income standard

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

Specify percentage:lzl

Thefollowing dollar amount:

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

Thefollowing formulais used to deter mine the needs allowance:

Soecify formula:

Other

Foecify:

ii. If the allowance for the per sonal heeds of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR § 435.726 or 42 CFR § 435.735,
explain why this amount isreasonable to meet theindividual's maintenance needs in the community.

Select one:

® Allowanceisthe same
Allowanceis different.
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Explanation of difference:

iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR §435.726 or 42 CFR § 435.735:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedia 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 (seeinstructions) Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

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

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

Note: The following selections apply for the period beginning January 1, 2014 and extending through September 30, 2027 (or
other date as required by law).

e. Regular Post-Eligibility Treatment of Income: Section 1634 State or SSI Criteria State - January 1, 2014 through
September 30, 2027 (or other date asrequired by law).

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

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

Note: The following selections apply for the period beginning January 1, 2014 and extending through September 30, 2027 (or
other date as required by law).

f. Regular Post-Eligibility Treatment of Income: 209(b) State - January 1, 2014 thr ough September 30, 2027 (or other
date asrequired by law).

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

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

Note: The following selections apply for the period beginning January 1, 2014 and extending through September 30, 2027 (or
other date as required by law).

g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - January 1, 2014 through September
30, 2027 (or other date asrequired by law).

The state uses the post-eligibility rules of section 1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care. There is
deducted from the participant's monthly income a personal needs allowance (as specified below), acommunity spouse's
allowance and afamily alowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedia care (as specified below).
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Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

Appendix B: Participant Accessand Eligibility
B-6: Evaluation/Reevaluation 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 servicesin the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services isless than monthly, the participant requires

regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

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

need waiver services is:

ii. Frequency of services. The state requires (select one):
Theprovision of waiver services at least monthly

® Monthly monitoring of theindividual when services are furnished on alessthan monthly basis

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

The State requires the provision of waiver services at least monthly with one exception. The State allows up
to 60 days for anew enrollee to receive his/her first service (other than waiver case management). Thereafter,
the State requires the provision of waiver services at |least monthly.

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

Directly by the Medicaid agency
® By the operating agency specified in Appendix A
By an entity under contract with the M edicaid agency.

Foecify the entity:

Other
Foecify:

c¢. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR § 441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:
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The Director of the Eligibility Division: Minimum qualifications are a Bachel or's degree and extensive experience of the
OIDD service delivery system; robust understanding of the technical and legal issues pertaining determining eligibility
for OIDD services based on an Intellectual Disability (ID) and/or Related Disability (RD); Autism Spectrum Disorder
(ASD); Traumatic Brain Injury (TBI); and/or Spinal Cord Injury (SCI); extensive management experience. The Director
of Eligibility holds a supervisory role over the psychologist.

Psychologist: A master's degree in Applied Psychology and 4 years clinical experience subsequent to master's degree or
possession of alicense to practice Psychology in the state of SC; must have working knowledge/understanding of
Intellectual Disability; Related Disability; Autism Spectrum Disorder; Traumatic Brian Injury and Spinal Cord Injury;
developmental issues and sequence; and knowledge of medical issues/or diagnoses; knowledge of Medicaid processes.
The psychologist completes theinitial LOC evaluation.

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

Eligibility for Medicaid sponsored Intermediate Care Facility /Individual s with Intellectual Disabilities (ICF/1I1D) in
South Carolina consists of meeting the following criteria:

1. The person has aconfirmed diagnosis of intellectual disability, OR arelated disability as defined by 42 CFR §
435.1010 and S.C. Code Ann. § Section 44-20-30.

"Intellectual Disability" means significantly sub-average general intellectual functioning existing concurrently with
deficits in adaptive behavior and manifested during the developmental period, which is defined as prior to the age of 22.

"Related disability" is a severe, chronic condition found to be closely related to intellectual disability and must meet the
four following conditions:

* It isattributable to cerebral palsy, epilepsy, spectrum disorder or any other condition other than mental illness found to
be closely related to intellectual disability because this condition results in impairment similar to that of persons with
intellectual disabilities and requires treatment or services similar to those required for these persons.

« It is manifested before 22 years of age.

* Itislikely to continue indefinitely.

* It results in substantial functional limitations in 3 or more of the following areas of major life activities: self-care,
understanding and use of language, learning, mobility, self-direction and capacity for independent living.

AND

2. The person's needs are such that supervision is necessary due to impaired judgment, limited capabilities, behavior
problems, abusiveness, assaultiveness or because of drug effects/medical monitorship.

AND

3. The personisin need of services directed toward a) the acquisition of the behaviors necessary to function with as much
self-determination and independence as possible; or b) the prevention or deceleration of regression or loss of current
optimal functional status.

The above criteria are applied as a part of a comprehensive review conducted by an interdisciplinary team. The criteria
describe the minimum services and functional deficits necessary to qualify for Medicaid-sponsored ICF/11D.

Because no set of criteria can adequately describe all the possible circumstances, knowledge of an individual's particul ar
situation is essential in applying these criteria. Professional judgment is used in rating the individual's abilities and needs.

A standardized instrument is used to gather necessary information for the level of care determination.
e. Level of Carelnstrument(s). Per 42 CFR § 441.303(c)(2), indicate whether the instrument/tool used to evauate level of
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care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

® Thesameinstrument isused in determining the level of carefor thewaiver and for institutional care under the
state plan.

A different instrument isused to deter minethelevel of carefor thewaiver 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 isreliable, valid, and fully comparable.

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR § 441.303(c)(1), describe the process for evaluating

waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:
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Thiswaiver usesthe ICF/11D level of care when assessing potential waiver eligibility. Theinitial level of care evaluation
is performed by the OIDD's Eligibility Division. LOC reevaluations are primarily completed by Waiver Case
Management (WCM) providers. Final determination for LOC reevaluation is conducted by the OIDD Eligibility Division
(OIDD isthe Operating Agency specified in Appendix A). Internal policy dictates when thisis necessary.

DETERMINATION OF OIDD ELIGIBILITY
In accordance with S.C. Code Ann.§ 44-20-390-430 (2018), no individua believed to have Intellectual Disability, a
Related Disability, Head Injury, Spinal Cord Injury, Similar Disability or Autism Spectrum Disorder may be admitted to
the services of OIDD until he/she has been determined eligible by OIDD on the basis of acceptable data to have
Intellectual Disability, a Related Disability, Head Injury, Spinal cord Injury, Similar Disability or Autism Spectrum
Disorder unless he/sheis an infant at risk of a developmental disability and in need of OIDD services. The Determination
of Eligibility for OIDD servicesis made by OIDD using the accurate and complete set of documents collected and
submitted as part of Intake or appropriate testing which confirms the presence of ASD.
The criteriafor OIDD €ligibility are:

A. Intelectua Disability Definition

S.C. Code Ann. § 44-20-30 (2018) defines "Intellectual Disability" as significantly sub-average genera intellectua
functioning existing concurrently with deficits in adaptive behavior and manifested during the devel opmental period.
Diagnostic Criteria

OIDD evaluates referred individuals in accordance with the definition of Intellectual Disability outlined in the American
Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders-Fifth Edition, (DSM-5).

Intellectual Disability refersto substantial limitations in present functioning. Diagnosis of Intellectual Disability based on
the DSM-5 definition requires the following three (3) criteriabe met:

1. Significantly sub-average intellectual functioning; an 1Q of approximately 70 or below on an individually

administered intelligence test (for infants, aclinical judgment of significantly sub-average intellectual functioning); and
2. Concurrent deficitsin present overall adaptive functioning (i.e., the person's effectiveness in meeting the standards
expected for his’her age by his/her cultural group) with deficitsin at least two (2) of the following adaptive skills areas:

e communication,

o sdf-care,

« homeliving,

» socia/interpersonal skills,
 use of community resources,
» sdf-direction,

» functional academic skills,

* work,

» leisure,

+ health, and safety; and

3. Theonset of Intellectual Disability is prior to age 22.

There must be concurrent deficitsin intellectual and adaptive functioning that fall approximately two (2) or more
standard deviations below the mean (approximately 70 or below) on standardized measures in order to meet criteriafor
diagnosis of Intellectual Disability. However, a score of 70 on any intelligence and/or adaptive test does not equate to a
diagnosis of Intellectual Disability.

OIDD relies on qualified testing providers to administer psychological testing to applicants. Thisincludes testing
conducted by school psychologists and other professionals who regularly administer psychological tests to persons with
disabilities. The tests are then analyzed by the OIDD Eligibility Division to determineif they are reliable and valid, and
to determine whether they are consistent with other psychological tests, school records including academic achievement
scores, placement in specia education and Individualized Education Plan (IEP) data, medical reports, psychiatric and
mental health records, family history, and other pertinent information. In order to ensure the reliability and validity of the
tests administered to applicants, only standardized measures are used to determine if criteriafor Intellectual Disability are
met.

Therefore, OIDD maintains alist of all approved psychometric tests that must be used for eligibility purposes.
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In the event that assessment results are unavailable or updated assessment information is needed, OIDD will contact the
intake provider to assist in coordinating for testing to take place at alocation convenient to the applicant.

B. Related Disability Definition and Diagnostic Criteria
S.C. Code Ann.§ 44-20-30 and 42 CFR 435.1009 defines eligibility for OIDD services under "Related Disability" as
follows:

A severe, chronic condition found to be closely related to Intellectual Disability or to require treatment similar to that
required for persons with Intellectual Disability and must meet al four
(4) of the following conditions:

1. ltisattributable to cerebral palsy, epilepsy, or any other condition other than mental illness found to be closely
related to Intellectual Disability because this condition results in impairment of general intellectual functioning or
adaptive behavior similar to that of persons with Intellectual Disability and requires treatment or services similar to those
required for these persons; and

2. The Related Disability islikely to continue indefinitely; and

3. ltresultsin substantial functional limitationsin three (3) or more of the following areas of major life activity:

o Self-care,

» Understanding and use of language,

e Learning,

« Mobility,

o Self-direction,

« and Capacity for Independent Living; and

4. Theonset isbefore age 22 years.

OIDD relies on qualified testing providers to administer psychological testing to applicants. Thisincludes testing
conducted by school psychologists and other professionals who regularly administer psychological tests to persons with
disabilities. The tests are then analyzed by the OIDD Eligibility Division to determineif they are reliable and valid, and
to determine whether they are consistent and congruent with other psychological tests, school records including academic
achievement scores, placement in special education and Individualized Education Plan (IEP) data, medical reports,
psychiatric and mental health records, family history, and other pertinent information. In order to ensure the reliability
and validity of the decisions made, OIDD uses standardized measures to determine if criteriafor a Related Disability are
met.

Specifically, a standardized test of functional abilities that yields a composite score of two standard deviations or more
below the mean (i.e., Composite < 70) must be met to qualify for eligibility under the Related Disability category. OIDD
maintains alist of all approved psychometric tests that will be used to determineif criteriafor arelated condition are met.

In the event that assessment results are unavailable or updated assessment information is needed, OIDD will contact the
intake provider to assist in coordinating for testing to take place at alocation convenient to the applicant.

C. High-Risk Infant Definition

S.C. Code Ann.§ 44-20-30 defines "high-risk infant" as a child less than 36 months of age whose genetic, medical or
environmental history is predictive of a substantially greater risk for a developmental disability than that for the general
population.

Diagnostic Criteria

Children younger than 36 months of age are served under this category when they:
« Exhibit significant documented delays in three or more areas of development; or

Have an approved diagnosis confirmed by a medical professional and exhibit significant documented delaysin two areas
of development.

This category of eligibility allows OIDD to provide services to infants and young children under 36 months in instances
where the future diagnosisis not absolutely clear due to situations (genetic, environmental or medical) present at birth or
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manifesting themsel ves thereafter, including accident and injury. In such instances, eligibility may be established in a
time-limited fashion until a more comprehensive and conclusive assessment can be made regarding the presence or
absence of a qualifying disability (not to exceed 36 months of age). Infants and young children under 36 months are
eligibleto receive all OIDD services for which they qualify based on need and resource availability. Once the child turns
36 months of age, he/she must qualify for OIDD eligibility in another category, such as Intellectual Disability, a Related
Disahility, Autism, Traumatic Brain Injury or Spinal Cord Injury to continue to receive services from OIDD. The one
exception is for those children ages three (3) to six (6) years of age eligible in the at-risk category. These children may
continue to receive Early Intervention services (i.e., family training and case management provided by an Early
Interventionist) until further notified by the State Director. Any child 36 months of age or older whose €ligibility is not
updated by OIDD's Eligibility Division by their 37th month of age must have their file closed. The child is no longer
eligibleto receive any service from OIDD.

Case Managers are responsible for ensuring Level of Care information is obtained.
0. Reevaluation Schedule. Per 42 CFR § 441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):
Every three months
Every six months
® Every twelve months

Other schedule
Foecify the other schedule:

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

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

Thequalifications ar e different.
Foecify the qualifications:

Possess a bachelor's degree from an accredited college or university, or licensure from the South Carolina
Department of Labor, Licensing and Regulation Board as a Registered Nurse

And

Documentation of at least one year of experience working with people with intellectual disabilities and related
disahilities, autism, traumatic brain injury and/or spinal cord injury and/or one year of case management experience.
The degree must be from an institution accredited by a nationally recognized educational accrediting body.

i. Proceduresto 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 (specify):

An automated system tracks level of care (LOC) due dates for reevaluations and aerts the WCM provider and/or his/her
supervisor to itsimpending due date. Additionally, if any LOC determination is found to be out of date, FFP is recouped
for waiver services that were billed when the LOC was not timely.

j- Maintenance of Evaluation/Reevaluation Records. Per 42 CFR § 441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
years asrequired in 45 CFR § 92.42. Specify the location(s) where records of evaluations and reevaluations of level of
care are maintained:

Electronic documents are house in a Waiver Case Management system maintained by OIDD and accessible by the State
Medicaid Agency and qualified providers.
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Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

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. Methodsfor Discovery: L evel of Care Assurance/Sub-assurances

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

evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/I1D.

i. Sub-Assurances:

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

Performance M easur es

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

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

Performance Measure;

ID/RD waiver enrollees have an initial Level of Care determination (L OC) completed
within 30 days prior to waiver enrollment. Numerator = Number of new |D/RD
waiver enrolleeswhose LOC determination was completed within 30 daysprior to

waiver enrollment; Denominator = total number of new enrolleesin the ID/RD
waiver.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OIDD Waiver Enrollment Report

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

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
|jStateMedicaid Agency |jWeekIy
Operating Agency O Monthly
[ Sub-State Entity IjQuarterIy
O Other
Specify:
Annually

[ Continuously and Ongoing

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

specified in the approved waiver.
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Performance M easur es

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

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

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

Perfor mance M easur es

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

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

Performance M easure:

Adverse LOC Determinations arereviewed by the SCDHHS QIO Contractor as
required by SCDHHS. N = # of Adverse LOC Deter minations the Contractor agreed
with and D =thetotal # of Adverse LOC Determinations.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
SCDHHS QIO Reports

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

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

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
IjOperating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe
Group:
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[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

SCDHHS QIO Contractor

that applies):
StateMedicaid Agency |:|Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity IjQuarterIy
Other
Specify: Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance M easur e

Initial LOC determinations conducted using appropriate criteria. Numerator =
Number of ID/RD waiver initial LOC determinationsthat wer e conducted using the
appropriate criteria. Denominator = Total number of ID/RD waiver initial LOC

determinations.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
SCDHHS QIO Reviews

Page 42 of 242
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Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state M edicaid L weekly [ 100% Review
Agency
|:IOperating Agency [ Monthly L essthan 100%
Review
IjSub—State Entity Quarterly Representative
Sample
Confidence
Interval =
95%,+-5
& 50/50
Other IjAnnuaJIy IjStratified
Specify: Describe
Group:
SCDHHS QIO
Contractor
[ Continuously and [ 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 L weekly
[ Operating Agency O Monthly
[ Sub-State Entity Quarterly
Other

Specify: IjAnnualIy

Page 43 of 242
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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):

SCDHHS QIO Contractor

O Continuously and Ongoing

[ Other
Specify:

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

b. Methods for Remediation/Fixing I ndividual 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 and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.

On amonthly basis, the SCDHHS QIO randomly pulls a sample of al new LOC determinations and re-determinations for

IDRD participants to verify accuracy. In addition, 100% of all initial adverse LOC determinations are reviewed.

On aquarterly basis, OIDD staff will review the OIDD Waiver Enrollment Report and OIDD LOC Report to ensure

compliance. There are edits in the two systems to prevent Waiver Enrollment for individuals who do not have a current LOC

determination. OIDD will develop aPlan of Correction, as needed, for any non-compliance.

ii. Remediation Data Aggregation

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

Responsible Party(check each that applies):

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

SCDHHS QIO CONTRACTOR

[ state M edicaid Agency DWeekIy
Operating Agency O Monthly
DSub-State Entity |:lQuarterIy
Other

Specify: Annually

[ Continuously and Ongoing

[ Other
Specify:

c. Timelines
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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

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.

Appendix B: Participant Accessand Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR § 441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or hisor her legal representativeis:

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

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

Prior to waiver enrollment, awritten Freedom of Choice (FOC) form is secured from each waiver applicant to ensure that
the participant isinvolved in his’/her long term care planning. This choice will remain in effect until the
applicant/guardian changes his’/her mind. If the applicant lacks the physical or mental ability required to make awritten
choice regarding care, arepresentative may sign the FOC form. If the FOC form is signed prior to the applicant's 18th
birthday, the current form or a new form is signed again within 90 days following the applicant's 18th birthday.

The FOC form does not include language about the services available under the waiver. That information is on the
waiver information sheet which is given to every waiver applicant, and contains language about all services available
under the waiver. The FOC form is used to offer individuals or his/her guardian the choice between institutional services
and home and community-based waiver services. Thisform, which documents the preferred choice of location for
service delivery, is provided by the waiver case manager/early interventionist and is maintained in the waiver record.
. 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.

The FOC Form is maintained in the participant's record.

Appendix B: Participant Access and Eligibility
B-8: Accessto Servicesby Limited English Proficiency Persons

Accessto Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance

to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons' (68 FR 47311 - August 8, 2003):

The Operating agency policy entitled "Compliance with Title VI of the Civil Rights Act of 1964, American Disabilities Act of
1990, Age Discrimination Act of 1975 and Section 504 of the Rehabilitation Act of 1975 and Establishment of the Complaint
Process’ (700-02-DD) describes the methods OIDD utilizes to provide meaningful access to the waiver services by persons with
limited English proficiency. As specified in OIDD policy, when required, WCM providers can access funds to pay for an

interpreter to provide meaningful access to the waiver. Additionally, the State utilizes telephone interpreter services and written
materials trandation services.
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Appendix C: Participant Services
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C-1: Summary of Services Covered (1 of 2)

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

Service Type Service
Statutory Service Adult Day Health Care, Adult Day Health Care Services
Statutory Service Personal Care Services
Statutory Service Residential Habilitation
Statutory Service Respite Care
Statutory Service Waiver Case Management (WCM)
g::\‘;”c‘ied State Plan Adult Dental Services
Z:\‘;”Cied State Plan Adult Vision
E::\?Cdeed State Plan Audiology Services
Exteﬁded State Plan Incontinence Supplies
Service
g:rt\?inc(led StatePlan Nursing Services
Other Service Adult Attendant Care Services
Other Service Adult Companion Services
Other Service Adult Day Health Care Nursing
Other Service Behavior Support Services
Other Service Career Preparation Services
Other Service Community Services
Other Service Day Activity
Other Service Employment Services
Other Service Environmental M odifications
Other Service Independent Living Skills
Other Service Personal Emer gency Response System (PERYS)

Other Service Pest Control Treatment

Other Service Pest Control-Bed Bugs

Other Service Private Vehicle Assessment/Consultation

Other Service Private Vehicle M odifications

Other Service ipgg;z;/héggﬁ;ﬁﬂpmmt, Supplies and Assistive Technology
Other Service Specialized Medical Equipment, Supplies and Assistive Technology
Other Service Support Center Services

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:
Statutory Service
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Service:

Adult Day Health

Alternate Service Title (if any):

Adult Day Health Care, Adult Day Health Care Services

HCBS Taxonomy:

Category 1 Sub-Category 1.

04 Day Services

Category 2

04 Day Services

Category 3.

Category 4.

04020 day habilitation

Sub-Category 2:

04050 adult day health

Sub-Category 3:

Sub-Category 4.

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Services are furnished five or more hours per day as specified in the service plan, in alicensed, non-institutional, community
based setting, encompassing both health and social services needed to ensure the optimal functioning of the participant.
These services include off-site outings and other efforts designed to promote socialization and integrate participants into the
community. Meals provided as a part of these services shall not constitute a"full nutritional regimen" (3 meals per day).
Physical, occupational and speech therapies indicated in the participant's plan of care are not furnished as component parts
of this service. Authorization of services will be based on the participant's need for the service as identified and documented
in his’er plan of care.

Transportation is offered in accordance with the participant's service plan to enable access to adult day health care services.
This serviceis offered in addition to medical transportation required under 42 CFR 8431.53; The Consolidated
Appropriations Act, 2021, Division CC, TitleIl, Section 209; and transportation services under the State Plan, defined at
8440.170(a) (if applicable), and does not replace them. Transportation is not provided as part of another category such as
round-the-clock services or day services.

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

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

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

[ L egally Responsible Person
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Relative

I:]Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Adult Day Health Care Provider
Agency Non-Emergency Medical Transportation (NEMT) broker

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

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

Provider Category:

Agency

Provider Type:

Adult Day Health Care Provider

Provider Qualifications
License (specify):
SC Code of Laws 1976 as amended § 44-7-260

Certificate (specify):

Other Standard (specify):
SCDHHS Contract Scope of Service

Verification of Provider Qualifications
Entity Responsible for Verification:
SC Department of Public Health (SCDPH); SCDHHS

Freguency of Verification:

» Upon enrollment

 Within first year of service

» A sample of providersisreviewed every eighteen months

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

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

Provider Category:

Agency

Provider Type:

Non-Emergency Medical Transportation (NEMT) broker

Provider Qualifications
License (specify):

Certificate (specify):
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Other Standard (specify):
1. Each provider and individual driver isnot excluded from participation in any federal health care program (as defined in

section 1128B(f) of the Act) and is not listed on the exclusion list of the Inspector General of the U.S. Department of Health
and Human Services,

2. Each such individua driver hasavalid driver's license;
3. Each such provider has in place a process to address any violation of a state drug law; and,

4. Each such provider hasin place a process to disclose to the state Medicaid program the driving history, including any

traffic violations, of each such individual driver employed by such provider, including any traffic violations.
Verification of Provider Qualifications

Entity Responsible for Verification:

SMA

Frequency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:

Statutory Service

Service:

Personal Care

Alternate Service Title (if any):

Personal Care Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
08 Home-Based Services 08030 personal care
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :
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Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

® Serviceisnot included in the approved waiver.

Service Definition (Scope):
Active, hands-on assistance in the performance of Activities of Daily Living (ADLS) or Instrumental Activities of Daily
Living (IADLS) provided to the waiver participant in or outside his’her home. Personal care services can be provided on a

continuing basis or on episodic occasions. Under no circumstances will any type of skilled medical service be performed by
an aide.

This serviceislimited to additional services not otherwise covered under the state plan, including EPSDT, but consi stent
with waiver objectives of avoiding institutionalization.

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

A unit is defined as 15 minutes of service provided by one aide. When authorized in conjunction with Adult Companion, the
combined total hours per week of all services may not exceed 34 hours per week. However, the limits may be exceeded if
applying the limits would create a substantial risk that the individual would no longer be able to live in the community, but
would, because of the limit in services, have to be ingtitutionalized.

Personal care servicesin the State Plan are only available to children. All medically necessary personal care services for
children under age 21 are covered in the state plan pursuant to the EPSDT benefit.

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

Provider managed
[J Remotelvia Telehealth

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

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Personal Care Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Personal Care Services

Provider Category:
Agency

Provider Type:
Personal Care Provider

Provider Qualifications
L icense (specify):

Certificate (specify):
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Other Standard (specify):
CLTC Standards for Waiver Services-Personal Care Scope of Services

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:

« Upon enrollment

» Within first year of service

» A sample of providersisreviewed every eighteen months

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:

Statutory Service

Service:

Residential Habilitation

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1.
02 Round-the-Clock Services 02011 group living, residential habilitation
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4. Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):
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Residential Habilitation is the care, supervision and skills training provided to a person in a non- institutional setting. The
type, scope and frequency of care, supervision, and skills training to be furnished are described in the person's service plan
and are based on hig/her assessed needs and preferences. Services furnished as Residential Habilitation must support the
person to live as independently as possible in the most integrated setting that is appropriate to hisher needs.

Providers are permitted to employ remote supports and other enabling technologies to assist with optimizing participants
independence, autonomy, and privacy in the living environment, while maintaining health and safety. Use of these
technologiesis contingent upon:

* appropriateness as determined by technology and risk assessments,

» development of risk management strategies agreed to by the participant,

« availability of trained program staff to respond timely in accordance with risk management strategies and
supervision/safety needs,

» backup power source (e.g., battery pack, generator, etc.) for any remote support equipment/hardware, and

« documented consent of the participant and family/representative(s), as applicable.

The use of remote monitoring technologies facilitates community integration by enabling the participant to engagein
community life more independently, without relying on the in-person presence of adirect support professional (DSP). This
will result in lived experience that more closely resembles that of people in the community who do not receive HCBS.
If/when the remote monitoring involves wearable technology, it enables the participant to access the community without
being transported by paid staff, while still allowing staff to monitor movement and confirm safe arrival at planned
destinations.

The provider is required to inform the participant, and anyone identified by the participant, of what impact any remote
supports will have on the participant's privacy. Thisinformation must be provided to the participant in aform of
communication understood by the participant. After this has been completed, the provider must obtain either the
participant's consent in writing or the written consent of alegally responsible party for the participant. This process must be
completed prior to the utilization of remote monitoring and any time there is a change to the nature/functionality of the
devices. The consent will be documented in the person-centered service plan. All technology will be evaluated to ensure it
meets HIPAA requirements prior to use.

Surveillance cameras and listening devices are not permitted in bathrooms or bedrooms.

Remote monitoring equipment will be "placed” in accordance with the specific item type (medication dispensersin the
location where medications are stored, door sensors on doors, window sensors on windows, stove sensors on stove, water
sensors on faucets, pressure pads on the person's bed/chair, and GPS tracking devices would be worn by the individual.
Surveillance cameras and listening devices are not allowed. Participants will have the option to turn off any two-way audio
and/or video communication technologies employed (e.g., smartphone applications) at their discretion. The participant will
have discretion to remove or turn off wearable technologies and any other devices that are only used by that person (as
opposed to those utilized by others receiving services in the same setting). The service provider will be responsible for
instructing the participant on those rights and how supports will be provided in lieu of technologies removed/ turned off.

Provider staff are responsible for remote monitoring. Adequate staffing must be on-call to respond to all needs for in-person
assistance.

Only the designated monitoring and responding staff and their program manager(s) have access to information generated
from the remote monitoring devices and systems. The service provider is required to inform the participant, and anyone
identified by the participant, of what impact the remote monitoring will have on the participant's privacy. Thisinformation
must be provided to the participant in aform of communication understood by the participant. After this has been
completed, the provider must obtain either the participant's consent in writing or the written consent of alegally responsible
party for the participant. This process must be completed prior to the utilization of remote monitoring and any time thereisa
change to the nature/functionality of the devices. The consent will be documented in the person-centered service plan.

The case manager's monitoring of the service and its effectiveness will ensure the individual's needs are being met and
health and welfare needs are being addressed. Remote monitoring technologies employed are consistent with individualized
assessment of risksto participant health and safety.

The service provider will be responsible for the back-up plan in the event of equipment/technology failure, to include the
availability of back-up power sources and/or additional in-person staffing.

The care provided as part of Residential Habilitation may include but is not limited to assistance with personal care,
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medication administration, and other activities that support the person to reside in his/her chosen setting.

The type and level of supervision provided as part of Residential Habilitation must be proportionate to the specific needs
and preferences of the person.

The skillstraining provided as part of Residential Habilitation may include but is not limited to the following:
adaptive skill building, activities of daily living, community inclusion, access and use of transportation, educational
supports, socia and leisure skill development and other areas of interest /priorities chosen by the person.

Payments for Residential Habilitation are not made for room and board, the cost of facility maintenance, upkeep and
improvement, other than such costs for modifications or adaptations to a facility required to assure the health and safety of
residents. Payment for Residential Habilitation does not include payments made, directly or indirectly, to members of the
individual'simmediate family. Payments will not be made for the routine care and supervision which would be expected to
be provided by afamily or group home provider, or for activities or supervision for which a payment is made by a source
other than Medicaid. Provider controlled, owned or |eased facilities where Residential Habilitation services are furnished
must be compliant with the Americans with Disabilities Act.

Participants who receive Residential Habilitation paid at adaily rate are not allowed to receive the Adult Companion
service.

Residential habilitation istransitioning to delivery of service based on the following service elements/activities and settings:

The 8 tiersfor the daily residential habilitation service are as follows: 1. High Management (Intensive Support
Residential Hahilitation); 2. Tier 4 (Intensive Support Residential Habilitation); 3. Tier 3 (Intensive Support Residential
Habilitation); 4. Tier 2; 5. Tier 1; 6. Supervised Living Program (SLP) I1; 7. CTH | Tier 2; and 8. CTH Tier 1. SLPl isa
separate hourly rate for residential habilitation services.

*High Management (Intensive Support Residential Habilitation) is delivered through the Community Training Home 11
(CTH I1) model which is shared by up to three (3) people who have a dual diagnosis of intellectual disability and mental
illness or those who have a diagnosis of intellectual disability and display extremely challenging behaviors.

*Tier 4 (Intensive Support Residential Habilitation) is delivered through the CTH-11 model which is shared by up to four (4)
people who may have been involved with the criminal justice system and individuals with severe behaviors requiring
heightened staffing levels.

*Tier 3 (Intensive Support Residential Habilitation) is delivered through the CTH-11 model which is shared by up to four (4)
people or CRCF model which is shared by up to twelve (12) people who have adual diagnosis of intellectual disability and
mental illness or those who have a diagnosis of intellectual disability and display extremely challenging behaviors. Includes
people being discharged from a SCDDSN Regiona Center (ICH/I1D) or community ICH/11D. Also includes people who
need additional supportsto prevent or delay institutional placement and to participate in community life due to: behavioral
health concerns, physical health conditions, medical support needs, and/or limitations in physical abilities which impact the
person's ability to perform Activities of Daily Living without support from another.

*Tier 2 is delivered through the CTH-Il1 model which is shared by up to four (4) people or CRCF model which is shared by
up to twelve (12) people. It includes people who need additional supports (greater than included in Tier 1) to prevent or
delay institutional placement and to participate in community life due to: behavioral health concerns, physical health
conditions, medical support needs, and/or limitations in physical abilities which impact the person’s ability to perform
Activities of Daily Living without support from another.

*Tier 1isdelivered through the CTH-Il1 model which is shared by up to four (4) people or CRCF model which is shared by
up to twelve (12) people. It includes people who need support to live in and participate in their community. Those supports
include a degree of care, supervision, and skills training provided throughout the day.

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

(Service Definition Continued):

* Supervised Living Program (SLP) I1: includes people who need support to live in and participate in their community. The
supports delivered include a degree of care, supervision, and skills training provided throughout the day. SPL 11 is delivered
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inalicensed SLPII setting that is typically single or double-occupancy residence.

*CTH Tier 2: delivered to waiver participants who need additional supports (greater than included in CTH Tier) to enable
them to live in the setting and participate in community life due to: behavioral health concerns, physical health conditions,
medical support needs, and/or limitationsin physical abilities which impact the person's ability to perform activities of daily
living without support. Those additional supports are typically services/'supports specifically intended to provide
relief/assistance to the supports provider and are necessary due to the amount/intensity of supports the person requires. CTH
Tier 2 services are delivered to up three (3) people in the CTH | licensed home of the support provider.

*CTH Tier 1: delivered to waiver participants who need support to live in and participate in their community. CTH Tier 1
services are delivered to up three (3) peoplein the CTH | licensed home of the support provider.

*SLPI: delivered to waiver participants who need support in their own apartment or home setting. Support is provided
through a 15-unit and support is available 24 hours per day by phone. An annual assessment is completed for each
participation to verify support needs in their own setting.

*Tier 1isdelivered through the CTH-Il1 model which is shared by up to four (4) people or CRCF model which is shared by
up to twelve (12) people. It includes people who need support to live in and participate in their community. Those supports
include a degree of care, supervision, and skills training provided throughout the day.

* Supervised Living Program (SLP) 11: includes people who need support to live in and participate in their community. The
supports delivered include a degree of care, supervision, and skills training provided throughout the day. SPL 11 is delivered
inalicensed SLPII setting that istypically single or double-occupancy residence.

*CTH Tier 2: delivered to waiver participants who need additional supports (greater than included in CTH Tier) to enable
them to live in the setting and participate in community life due to: behavioral health concerns, physical health conditions,
medical support needs, and/or limitationsin physical abilities which impact the person's ability to perform activities of daily
living without support. Those additional supports are typically services/supports specifically intended to provide
relief/assistance to the supports provider and are necessary due to the amount/intensity of supports the person requires. CTH
Tier 2 services are ddlivered to up three (3) people in the CTH | licensed home of the support provider.

*CTH Tier 1: delivered to waiver participants who need support to live in and participate in their community. CTH Tier 1
services are delivered to up three (3) peoplein the CTH | licensed home of the support provider.

*SLPI: delivered to waiver participants who need support in their own apartment or home setting. Support is provided
through a 15-unit and support is available 24 hours per day by phone. An annual assessment is completed for each
participation to verify support needs in their own setting.

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

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

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Residential Habilitation Providers
Agency Supported Living Providers

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

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:

Agency

Provider Type:

Residential Habilitation Providers

Provider Qualifications
L icense (specify):
Code of Laws of SC, 1976 as amended: 40-20-710 through 44-10-1000; 44-20-10 et seq.; and 44-21-10 et seg.; SC licensing
regulations: no. 61-103
Certificate (specify):

Other Standard (specify):
OIDD Residential Habilitation Standards

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:
Annually; OIDD QIO Reviews are conducted on a 24 month cycle depending on past performance of the provider
organi zation.

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

Service Type: Statutory Service
Service Name: Residential Habilitation

Provider Category:
Agency

Provider Type:

Supported Living Providers

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

The support provider (SP) qualifications are as the following:

» SPsmust meet requirements for criminal background checks.

» Staff must have adriver's license check prior to transporting people who receive services.

e The provider must designate a staff member who is responsible for devel oping and monitoring the person's residential
plan and who meets the following qualifications: a) a bachelor's degree in human services from an accredited college or
university; b) is at least 21 years of age; ¢) has at least one (1) year of experience (e.g., paid or voluntary) working directly
with persons with an intellectual disability or arelated disability.

» SPsmust be at |east eighteen 18 years of age and have a high school diplomaor its equivalent.

e SPsmust pass an initial physical exam prior to working in the home.
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« SPsmust passinitia tuberculosis screening prior to working in the home and annually thereafter.
Verification of Provider Qualifications

Entity Responsible for Verification:

OIDD

Frequency of Verification:
Annually

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:

Statutory Service

Service:

Respite

Alternate Service Title (if any):

Respite Care

HCBS Taxonomy:
Category 1. Sub-Category 1.
09 Caregiver Support 09011 respite, out-of-home
Category 2: Sub-Category 2:
09 Caregiver Support 09012 respite, in-home
Category 3: Sub-Category 3:
09 Caregiver Support 09020 caregiver counseling and/or training
Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

Serviceisincluded in approved waiver. Thereisno changein service specifications.
® Serviceisincluded in approved waiver. The service specifications have been modified.
Serviceisnot included in the approved waiver.
Service Definition (Scope):
Services provided to individuals unable to care for themselves; furnished on a short term basis because of the absence or

need for relief of those persons normally providing the care. FFP will not be claimed for the cost of room and board except
when provided as part of respite care furnished in afacility approved by the State that is not a private residence.
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Respite care will be provided in the following location(s):

Individual's home or place of residence, or other residence selected by the recipient/representative.
Foster home

Medicaid certified ICF/I1D

Group home

Licensed respite care facility

Other community care residential facility approved by the State that is not a private residence (Specify type):
Community Residential Care Facility (CRCF)
Licensed Nursing Facility (NF)
Specify applicable (if any) limitson the amount, frequency, or duration of this service:
Limit up to 68 hours of in-home respite/month as determined by OIDD assessment. |n-home respiteis provided outside of a
Medicaid certified ICF/11D or Medicaid NF. Exceptions may be granted in 2 instances:

1. An exception of up to 240 units per month of in-home respite may be authorized due to the following special need
circumstances: A) the caregiver's hospitalization or need for medical treatment; B) the participant's need for constant hands-
on/direct care and supervision due to a medically complex condition or severity/degree of disability; or C) seasonal relief
for those participants over age 12 who attend public school and whose parents work full time and care is needed during
summer break from school. These exceptions must be approved by OIDD.

2. If applying the limits would create a substantial risk that the individual would no longer be able to live in the community,
but would, because of the limit in services, have to be institutionalized.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

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

[ L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency DSSLicensed Foster Home

Agency Licensed Community Residential Care Facility
Agency Personal Care Provider

Agency OIDD/OIDD Board/Contracted Provider
Agency Medicaid Certified ICF/I11D

Individual Certified Respite Caregiver

Agency Medicaid Certified Nursing Facility

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Care

Provider Category:
Agency
Provider Type:

DSS Licensed Foster Home
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Provider Qualifications
License (specify):
SC Code Ann. §63-11-10 thru 63-11-790 (Supp 2008).

Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
SC Department of Social Services

Freguency of Verification:
Prior to the provision of services; Annually

Appendix C: Participant Services

Page 58 of 242

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Care

Provider Category:

Agency

Provider Type:

Licensed Community Residential Care Facility

Provider Qualifications
L icense (specify):

S.C. Code Ann. § 44-7-260 and S.C. Code Ann. Regs. 61-84, Equivalent for NC & GA

Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDPH; SCDHHS

Freguency of Verification:
Upon contract; Annually

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Care

Provider Category:
Agency
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Provider Type:
Personal Care Provider
Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
CLTC Standards for Waiver Services-Respite Scope of Services

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Freguency of Verification:
Upon enrollment, and at least every 18 months

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Care

Provider Category:

Agency

Provider Type:

OIDD/OIDD Board/Contracted Provider

Provider Qualifications
License (specify):
SC Code Ann. 844-20-10 thru 44-20-5000 (Supp 2008); §44-20-710 (Supp 2008)

Certificate (specify):

Other Standard (specify):
OIDD Respite Standards/OIDD Residential Habilitation Standards

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Freguency of Verification:
Upon enrollment and annually.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Care
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Provider Category:
Agency

Provider Type:

Medicaid Certified ICF/11D

Provider Qualifications
License (specify):
SC Code Ann. 844-7-250 thru 44-7-260 Reg. 61-13

Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD; SCDPH

Freguency of Verification:
Annually

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite Care

Provider Category:
Individual

Provider Type:

Certified Respite Caregiver

Provider Qualifications
License (specify):
SC Code Ann. §44-20-10 thru 44-20-5000 (Supp 2008); §44-20-710 (Supp 2008)

Certificate (specify):

Other Standard (specify):
CLTC Standards for Waiver Services- Respite Scope of Services
OIDD Respite Standards
Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:
Upon enrollment; Annually.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service
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Service Type: Statutory Service
Service Name: Respite Care

Provider Category:

Agency

Provider Type:

Medicaid Certified Nursing Facility

Provider Qualifications
License (specify):
SC Code Ann. 844-7-250 thru 44-7-260 Reg. 61-17; Equivaent for NC and GA

Certificate (specify):

Other Standard (specify):
Contracted with SCDHHS for Institutional Respite

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDPH; SCDHHS

Freguency of Verification:
Upon contract; Annually

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:

Statutory Service

Service:

Case Management
Alternate Service Title (if any):

Waiver Case Management (WCM)

HCBS Taxonomy:
Category 1 Sub-Category 1:
01 Case Management 01010 case management
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Services that assist participants in gaining access to needed waiver, State plan and other services, regardless of the funding
sources for the services to which accessis gained. Waiver case managers are responsible for initiating and/or conducting the
process to evaluate and/or re-evaluate the individual's level of care as specified in waiver policy. Waiver case managers are
responsible for conducting assessments and devel oping service plans as specified in waiver policy. Thisincludes the
ongoing monitoring of the provision of servicesincluded in the participant's service plan. Waiver case managers are
responsible for the ongoing monitoring of the participant's health and welfare, which may include crisisintervention, and
referral to non-waiver services.

The waiver also includes Transitional Waiver Case Management. Transitional WCM is used when a person in an
institutional setting is being

discharged from the setting and entering a Waiver program. Persons served under the waiver may receive case management
services while they are still institutionalized, for up to 180 consecutive days prior to discharge. The state can choose a limit
less than 180 days.

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

Participants may receive no more than 10 hours per month. In exceptional cases, where medical necessity has been
demonstrated, additional hours can be approved through a prior authorization process.

Participants may not receive Medicaid Targeted Case Management in place of Waiver Case Management.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[ Remotetvia Telehealth

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

[ L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Waiver Case Management Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Waiver Case Management (WCM)

Provider Category:
Agency
Provider Type:
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Waiver Case Management Provider

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Possess a bachelor's degree from an accredited college or university, or licensure from the South Carolina Department of
Labor, Licensing and Regulation Board as a Registered Nurse, and documentation of at least one year of experience working
with people with intellectual disabilities and related disabilities, autism, traumatic brain injury and/or spinal cord injury
and/or one year of case management experience. The degree must be from an institution accredited by a nationally
recognized educational accrediting body.

WCM may not be provided by afamily member. A family member is defined as arelative, legal guardian, spouse, foster
parent, or anyone with anin-law or step relationship.

The OIDD Board or qualified provider must comply with OIDD or SCDHHS Waiver Case Management Standards as
applicable.
Verification of Provider Qualifications
Entity Responsible for Verification:
Qualified waiver case managers must meet these standards prior to employment. The provider agency who employs the
case manager is responsible for ensuring case manager qualifications.
Frequency of Verification:
Upon employment and annually per standards

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

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

Service Type:

Extended State Plan Service

Service Title:

Adult Dental Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
11 Other Health and Therapeutic Services 11070 dental services
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Category 4 Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

The service is defined and described in the approved State Plan and will not duplicate any service available to adults age 21
and older in the State Plan. Items/services allowed under the waiver are the same as the standard items/services for children
under age 21 covered under the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT)services mandate;
items/services requiring a prior authorization are not allowed.

Services that are provided when the limits of dental under the approved state plan are exhausted. The scope and nature of
these services do not otherwise differ from dental services furnished under the state plan. The provider qualifications
specified in the state plan apply. The additional amount of services that may be provided through the waiver is as follows:
Services are for those 21 and over.

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

All medically necessary dental services for children under age 21 are covered in the state plan pursuant to the EPSDT
benefit. The serviceis defined and described in the approved State Plan and will not duplicate any service available to adults
age 21 and older in the State Plan

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

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

[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Licensed Dentist

Individual Board Certified Oral Surgeon
Agency Licensed Dental Hygienists
Individual Licensed Dental Hygienist
Agency Licensed Dentists

Agency Board Certified Oral Surgeons

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Adult Dental Services
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Provider Category:
Individual
Provider Type:
Licensed Dentist

Provider Qualifications
License (specify):
Code of laws of SC; 1976 as amended; 40-15-70 et seq.

Certificate (specify):

Other Standard (specify):
Medicaid Enrolled Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Freguency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Adult Dental Services

Provider Category:
Individual

Provider Type:

Board Certified Oral Surgeon

Provider Qualifications
License (specify):
Code of laws of SC; 1976 as amended; 40-15-70 et seq.

Certificate (specify):

Other Standard (specify):
Medicaid Enrolled Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Freguency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service
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Service Type: Extended State Plan Service
Service Name: Adult Dental Services

Provider Category:
Agency

Provider Type:

Licensed Dental Hygienists

Provider Qualifications
License (specify):
Code of laws of SC; 1976 as amended; 40-15-70 et seq.

Certificate (specify):

Other Standard (specify):
Medicaid Enrolled Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Freguency of Verification:
Upon Enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Adult Dental Services

Provider Category:
Individual

Provider Type:

Licensed Dental Hygienist

Provider Qualifications
License (specify):
Code of laws of SC; 1976 as amended; 40-15-70 et seq.

Certificate (specify):

Other Standard (specify):
Medicaid Enrolled Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment
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Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Adult Dental Services

Provider Category:
Agency

Provider Type:
Licensed Dentists

Provider Qualifications
L icense (specify):
Code of laws of SC; 1976 as amended; 40-15-70 et seq.

Certificate (specify):

Other Standard (specify):
Medicaid Enrolled Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Adult Dental Services

Provider Category:

Agency

Provider Type:

Board Certified Oral Surgeons

Provider Qualifications
License (specify):
Code of laws of SC; 1976 as amended; 40-15-70 et seq.

Certificate (specify):

Other Standard (specify):
Medicaid Enrolled Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Freguency of Verification:
Upon enrollment
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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 CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Extended State Plan Service

ServiceTitle:

Adult Vision

HCBS Taxonomy:
Category 1 Sub-Category 1.
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Services that are provided when the limits of adult vision under the approved state plan are exhausted. The scope and nature
of these services do not otherwise differ from adult vision services furnished under the state plan. The provider
qualifications specified in the state plan apply. The additional amount of services that may be provided through the waiver is
as follows: Services are for those 21 and over.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
All medically necessary vision services for children under age 21 are covered in the state plan pursuant to the EPSDT

benefit. The serviceis defined and described in the approved State Plan and will not duplicate any service available to adults
age 21 and older in the State Plan.

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

Provider managed
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L] Remotefvia Telehealth

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

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Licensed Optometrists, Licensed Ophthalmologists, or Licensed Opticians
Agency Licensed Optometrists, Licensed Ophthalmologists, or Licensed Opticians

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Adult Vision

Provider Category:

Individual

Provider Type:

Licensed Optometrists, Licensed Ophthalmologists, or Licensed Opticians

Provider Qualifications
L icense (specify):
SC Code of Laws 1976 as amended; 40-37-5 thru 40-37-420 et seq.; 40-38-5 thru 40-38-390 et seq.; 40-47-5 thru 40-47-
1620 et seq.
Certificate (specify):

Other Standard (specify):
Medicaid Enrolled Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Freguency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Adult Vision

Provider Category:

Agency

Provider Type:

Licensed Optometrists, Licensed Ophthalmologists, or Licensed Opticians

Provider Qualifications
L icense (specify):
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SC Code of Laws 1976 as amended; 40-37-5 thru 40-37-420 et seq.; 40-38-5 thru 40-38-390 et seq.; 40-47-5 thru 40-47-
1620 et seq.
Certificate (specify):

Other Standard (specify):
Medicaid Enrolled Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrolment

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:
Extended State Plan Service
Service Title:
Audiology Services
HCBS Taxonomy:
Category 1: Sub-Category 1
11 Other Health and Therapeutic Services 11100 speech, hearing, and language therapy
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

Serviceisincluded in approved waiver. Thereisno changein service specifications.
® Serviceisincluded in approved waiver . The service specifications have been modified.

Serviceisnot included in the approved waiver.
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Service Definition (Scope):
Services that are provided when the limits of audiology under the approved state plan are exhausted. The scope and nature
of these services do not otherwise differ from audiology services furnished under the state plan. The provider qualifications

specified in the state plan apply. The additional amount of services that may be provided through the waiver is as follows:
Services are for those 21 and over.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
All medically necessary audiology services for children under age 21 are covered in the state plan pursuant to the EPSDT

benefit. The serviceis defined and described in the approved State Plan and will not duplicate any service available to adults
age 21 and older in the State Plan

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

Provider managed
[J Remote/via Telehealth

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

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Licensed Audiology Providers
Individual Licensed Audiologists

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Audiology Services

Provider Category:

Agency

Provider Type:

Licensed Audiology Providers

Provider Qualifications
L icense (specify):
Code of Laws of SC, 1976 as amended; 40-67-10 et seq.

Certificate (specify):

Other Standard (specify):
Enrolled with SCDHHS

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrolment
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Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Audiology Services

Provider Category:
Individual

Provider Type:
Licensed Audiologists

Provider Qualifications
L icense (specify):
Code of Laws of SC, 1976 as amended; 40-67-10 et seq.

Certificate (specify):

Other Standard (specify):
Enrolled with SCDHHS

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:

Extended State Plan Service

Service Title:

Incontinence Supplies

HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14032 supplies
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

The service is defined and described in the approved State Plan and will not duplicate any service available to adults age 21
and older in the State Plan. Items/services allowed under the waiver are the same as the standard items/services for children
under age 21 covered under the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT)services mandate;
items/services requiring a prior authorization are not allowed.

Services that are provided when the limits of Incontinence Supplies under the approved state plan are exhausted. The scope
and nature of these services do not otherwise differ from Incontinence Supplies services furnished under the state plan. The
provider qualifications specified in the state plan apply. The additional amount of services that may be provided through the
waiver isasfollows: Services are for those 21 and over and the additional amount of services in addition to State Plan
servicesinclude: *one (1) box of disposable gloves monthly; *up to two (2) cases of diapers/briefs monthly; *up to two (2)
cases of under-pads monthly; *up to eight (8) boxes of wipes monthly;*up to two (2) boxes of liners monthly.

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

All medically necessary Incontinence Supplies services for children under age 21 are covered in the state plan pursuant to
the EPSDT benefit. The serviceis defined and described in the approved State Plan and will not duplicate any service
available to adults age 21 and older in the State Plan.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

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

[ L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Incontinence Supply Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Incontinence Supplies

Provider Category:
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Agency
Provider Type:
Incontinence Supply Provider

Provider Qualifications
License (specify):
South Carolina business license

Certificate (specify):

Other Standard (specify):
Enrolled with SCDHHS to provide incontinence supplies

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:

Extended State Plan Service

Service Title:

Nursing Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
05 Nursing 05020 skilled nursing
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:
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Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

® Serviceisnot included in the approved waiver.

Service Definition (Scope):

Individual and continuous care (in contrast to part time or intermittent care) provided by licensed nurses within the scope of
practice in the state Nurse Practice Act. These services are provided to a participant in their home. Continuous and
individual skilled care provided by alicensed registered nurse or licensed practical nurse, under the supervision of a
registered nurse, licensed in accordance with the State Nurse Practice Act, in accordance with the participant's plan of care
as deemed medically necessary by an authorized health care provider. Services are not allowable when a participant isin an
ingtitutional setting.

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

All medically necessary nursing services for children under age 21 are covered in the state plan pursuant to the EPSDT
benefit. The serviceis defined and described in the approved State Plan and will not duplicate any service available to adults
age 21 and older in the State Plan.

Nursing Services are limited to 60 hours per week. Unused unitsin a particular week cannot be transferred to another week.

*The limits may be exceeded if applying the limits would create a substantial risk that the individual would no longer be
able to live in the community, but would, because of the limit in services, have to be institutionalized.

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

Provider managed
[J Remote/via Telehealth

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

[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category|Provider TypeTitle

Agency Nursing Providers

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Nursing Services

Provider Category:
Agency

Provider Type:
Nursing Providers

Provider Qualifications
L icense (specify):
RN/LPN licensure covered under Code of Laws of SC, 1976 as amended; 40-33-10 et seq.

Certificate (specify):
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Other Standard (specify):
Enrolled with SCDHHS

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS, Nursing Agency

Frequency of Verification:

» Upon enrollment

» Within first year of service

» A sample of providersisreviewed every eighteen months

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

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

Service Type:

Other Service

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

in statute.

ServiceTitle:

Adult Attendant Care Services

HCBS Taxonomy:
Category 1. Sub-Category 1.
08 Home-Based Services 08030 personal care
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.
Serviceisnot included in the approved waiver.
Service Definition (Scope):

Hands-on care of both a supportive and health related nature. Supportive services are those which substitute for the absence,
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loss, diminution, or impairment of aphysical or cognitive function. This service may include skilled or nursing care to the
extent permitted by state law. Limited housekeeping activities, which are incidental to the performance of care, may also be
furnished as part of this activity.

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

Up to 28 hours per week based on OIDD assessed need. When Adult Attendant Care is authorized in conjunction with
Adult Companion and/or Personal Care, the combined total hours per week of services may not exceed 34. The unit of
service is one hour provided by one Attendant Care Aide. However, the limits may be exceeded if applying the limits would
create a substantial risk that the individual would no longer be able to live in the community, but would, because of the limit
in services, have to be ingtitutionalized.

Cost of incidental transportation isincluded in the rate paid to the provider.
Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E

[ Provider managed
[J Remote/via Telehealth

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

[ L egally Responsible Person
Relative

Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Individual Independent Attendant Care Providers

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Adult Attendant Care Services

Provider Category:

Individual

Provider Type:

Independent Attendant Care Providers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Scope of Service as defined in the UAP/OIDD Contract

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD/UAP

Frequency of Verification:
Upon enrollment/Annually
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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 CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

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

Service Title:

Adult Companion Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
08 Home-Based Services 08040 companion
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Non-medical care, supervision and socialization, provided to afunctionally impaired adult individual. Companions may
assist or supervise the individual with such tasks as meal preparation, laundry and shopping, but do not perform these
activities as discrete services. The provision of companion services does not entail hands-on nursing care but may entail
hands-on assistance or training to the recipient in performing activities of daily living and independent living skills.
Providers may also perform light housekeeping tasks which are incidental to the care and supervision of theindividual. This
service is provided in accordance with atherapeutic goal in the plan of care and is not diversional in nature. Reimbursement
will not be made to any family members residing in the same residence as the individual.

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

Up to 28 hours per week based on OIDD assessed need. One unit of service equals one hour provided by one Companion
worker. When Adult Companion is authorized in conjunction with Adult Attendant Care and Personal Care, the combined
total hours per week of services cannot exceed 34. However, the limits may be exceeded if applying the limits would create
a substantial risk that the individual would no longer be able to live in the community, but would, because of the limit in
services, have to be institutionalized.

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

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

[ L egally Responsible Person
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual OIDD/OIDD Board/Contracted Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Adult Companion Services

Provider Category:

Individual

Provider Type:

OIDD/OIDD Board/Contracted Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Adult Companion provider qualifications include the following minimum qualifications:
1. Demonstrate an ability to read, write and speak English;
2. Fully ambulatory;
3. Capable of performing all companion care duties,
4. Capable of following a service plan with participant and/or representative supervision;
5. Be at least 18 years of age;
6. Capable of following billing procedures and completing required paperwork;
7. No known conviction of abuse, neglect, or exploitation of adults (as defined in the Omnibus Adult Protection Act, S.C.
Code Ann. Title 43, Chapter 35) or of children (as defined in the Children's Code, S.C. Ann. Title 63, Chapter 7);
8. No known conviction for any crime against another person;
9. No known felony conviction of any kind;
10. No known conviction of any kind concerning the misuse or abuse of any public assistance program (including, but not
limited to, fraudulently obtaining benefits, engaging in fraudulent billing practices, and embezzling or otherwise misusing
public assistance funds in any manner);
11. No record of exclusion or suspension from the Medicare or Medicaid Programs;
12. Upon request will provide references to the participant and/or representative;
13. All Companions shall submit the results of a PPD tuberculin (TB) skin test that was administered within one year prior
to the Companions Medicaid enrollment date.
Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS
OIDD

Frequency of Verification:
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Upon enrollment/At least every 18 months

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

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

Service Type:

Other Service

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

in statute.

Service Title:

Adult Day Health Care Nursing

HCBS Taxonomy:
Category 1 Sub-Category 1.
05 Nursing 05020 skilled nursing
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Adult Day Health Care Nursing Services are provided in and by the adult day health care center and are limited to the
following skilled procedures. ostomy care, urinary catheter care, decubitus/ wound care, tracheotomy care, tube feedings,
nebulizer treatment.

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

Adult Day Health Care Nursing and Nursing Services, as defined in the ID/RD Waiver, cannot be received simultaneously.
Recipients must be 18 or older.

Service Delivery Method (check each that applies):

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

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

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Adult Day Health Care Providers

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

Service Type: Other Service
Service Name: Adult Day Health Care Nursing

Provider Category:

Agency

Provider Type:

Adult Day Health Care Providers

Provider Qualifications
L icense (specify):
Code of Laws of SC, 1976 as amended:44-7-260

Certificate (specify):

Other Standard (specify):
SCDHHS Contracted Providers

Verification of Provider Qualifications
Entity Responsible for Verification:
SC Department of Health and Environmental Control; SCDHHS

Frequency of Verification:
Upon enrollment; At least every 18 months

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

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

Service Type:

Other Service

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

HCBS Taxonomy:

Category 1.

10 Other Mental Health and Behavioral Services

Category 2:

09 Caregiver Support

Category 3:

Sub-Category 1.

10040 behavior support

Sub-Category 2:

09020 caregiver counseling and/or training

Sub-Category 3:

Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

Serviceisincluded in approved waiver. Thereisno change in service specifications.
® Serviceisincluded in approved waiver . The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Behavior Support are those services which use current, empirically validated practices to identify functions of target
behaviors, prevent the occurrence of problem behavior, teach appropriate, functionally equivalent replacement behavior and
react therapeutically to problematic behavior. These servicesinclude:

a) Initial behavioral assessment for determining the need for and appropriateness of Behavior Support Services and for
determining the function of the behaviors. Behavioral assessment (i.e., functional assessment and/or analysis) includes
direct observation and collection of antecedent-behavior-consequence data, an interview of key persons, a preference
assessment, collection of objective data (including antecedent-behavior-consequence data) and analysis of
behavioral/functional assessment data to determine the function of the behaviors.

b) Behavioral intervention (including staff/caregiver training), based on the functional assessment, that is primarily focused
on replacement and prevention of the problem behavior(s) based on their function; and

C) an assessment of the success of the intervention through progress monitoring that includes analysis of behavioral data,
any changes (including medication) and any needed modifications.

To provide a support system to unpaid caregivers who are caring for family members with challenging behaviors, caregiver
coaching services may be provided. The purpose of caregiver coaching isto enable the health, safety, well-being and
continued community integration of waiver participants by equipping family caregivers with the skills and resources
necessary to manage the participants behavioral and associated needs at home. This service is not provided directly to
waiver participants, but to their family caregiver(s). A participant has to be assessed by a case manager to need the behavior
support service before the family caregiver can access caregiver coaching. The waiver participant does not have to be
actively receiving behavioral servicesin order for the family caregiversto receive caregiver coaching.

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

Caregiver Coaching is limited to a maximum of 16 units per person/per month. Each unit is 30 mins.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E

Provider managed 08/20/2026
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L] Remotefvia Telehealth

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

[ L egally Responsible Person
I:lReIative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Individual Behavior Support Provider

Agency Caregiver Coaching Provider

Appendix C: Participant Services

Page 83 of 242

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Behavior Support Services

Provider Category:
Individual

Provider Type:

Behavior Support Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
OIDD Standards and Qualifications

Verification of Provider Qualifications
Entity Responsible for Verification:
Verified/approved by OIDD and enrolled by DHHS

Frequency of Verification:

Upon enrollment; Verification of continuing education upon revalidation by SCODHHS.

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Behavior Support Services

Provider Category:
Agency

Provider Type:

Caregiver Coaching Provider

Provider Qualifications
L icense (specify):
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N/A

Certificate (specify):
» National Committee for Quality Assurance (NCQA) - Case Management for LTSS for community-based organizations
» National Committee for Quality Assurance (NCQA) - Managed Behavioral Healthcare Organizations Accreditation
» Commission on Accreditation of Rehabilitation Facilities (CARF) - Behavioral Health
Accreditation
The Joint Commission (TJC) - Behavioral Health Care Accreditation
Council on Accreditation (COA) - Private Organizations Accreditation; Public Agencies
Accreditation
Other Standard (specify):
OIDD Standards and Qualifications

Verification of Provider Qualifications
Entity Responsible for Verification:
Verified/approved by OIDD and enrolled by DHHS

Frequency of Verification:
Upon enrollment and thereafter upon revalidation by DHHS.

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

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

Service Type:

Other Service

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

Service Title:

Career Preparation Services

HCBS Taxonomy:
Category 1. Sub-Category 1.
04 Day Services 04010 prevocational services
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:
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® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Career Preparation Services are time-limited and aimed at preparing individuals for competitive employment. These
services can include experiences and exposure to careers and teach such concepts as attendance, task completion, problem
solving, interpersonal relations and safety as outlined in the individual's person-centered plan. Services are designed to
create a path to integrated community-based employment for which an individual is compensated at or above minimum
wage. On site attendance at the licensed facility is not required to receive services that originate from the facility. The cost
for transportation is included in the rate paid to the provider.

Providers are permitted to employ enabling technologies to assist with optimizing independence and autonomy, while
maintaining health and safety. Use of these technologiesisin preparation for eventually leveraging them in competitive,
integrated employment settings. These technologies (e.g., smartphone/tabl et applications, wearable smart devices,
communication systems) are not disability specific, but rather are technologies leveraged by people with and without
disabilities. Training on their use enables waiver participants to work as independently as possible.

Transportation will be provided from the individual's residence to the habilitation site when the service start time is before
12:00 Noon. Transportation will be available from the individual's habilitation site to their residence when the service start
timeis after 12:00 Noon.

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

Service Delivery Method (check each that applies):

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

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

[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Career Preparation Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Career Preparation Services

Provider Category:
Agency

Provider Type:

Career Preparation Provider

Provider Qualifications
L icense (specify):
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SC Code Annotated § 44-20-710 (Supp 2007); 26 SC Code Ann. Regs 88-105 thru 88-020 (1976)

Certificate (specify):

Other Standard (specify):
OIDD Career Preparation Standards

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:
Initialy; Annually; OIDD QIO Reviews are conducted on a 24 month cycle depending on past provider performance.

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

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

Service Type:

Other Service

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

Service Title:

Community Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
04 Day Services 04070 community integration
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.
08/20/2026



Application for 1915(c) HCBS Waiver: Draft SC.014.07.00 Page 87 of 242

Service Definition (Scope):

Community Services are aimed at developing one's awareness of interaction with and/or participation in their community
through exposure to and experience in the community and through teaching such concepts as self-determination, self-
advocacy, socialization and the accrual of social capital. Services will be provided in facilities licensed by the state. On site
attendance at the licensed facility is not required to receive services that originated from the facility.

Transportation will be provided from the individual's residence to the habilitation site when the service start time is before
12:00 Noon. Transportation will be available from the individual's habilitation site to their residence when the service start
timeis after 12:00 Noon. The cost for transportation isincluded in the rate paid to the provider.

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

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

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

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Community Services Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Community Services

Provider Category:
Agency

Provider Type:

Community Services Provider

Provider Qualifications
License (specify):
SC Code Annotated 8§ 44-20-710 (Supp 2007); 26 SC Code Ann. Regs 88-105 thru 88-920 (1976)

Certificate (specify):

Other Standard (specify):
OIDD Community Services Standards

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:

Initially and annually; OIDD QIO Reviews are conducted on a 24 month cycle depending on past provider performance.
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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 CM S upon request through the
Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

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

in statute.

Service Title:

Day Activity

HCBS Taxonomy:
Category 1: Sub-Category 1:
04 Day Services 04020 day habilitation
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Day Activity Services are supports and services provided in the therapeutic settings to enabl e participants to achieve,
maintain, improve, or decelerate the loss of personal care, social or adaptive skills. Services are provided in nonresidential
settings that are licensed by the state. Community activities that originate from afacility licensed by the state will be
provided and billed as Day Activity Services. On site attendance at the licensed facility is not required to receive services
that originate from the facility.

Transportation will be provided from the individual's residence to the habilitation site when the service start time is before
12:00 Noon. Transportation will be available from the individual's habilitation site to their residence when the service start
time is after 12:00 Noon. The cost for transportation isincluded in the rate paid to the provider.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

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

IjLegal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Day Activity Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Day Activity

Provider Category:
Agency

Provider Type:

Day Activity Provider

Provider Qualifications
L icense (specify):
SC Code Annotated § 44-20-710 (Supp 2007); 26 SC Code Ann. Regs 88-105 thru 88-920 (1976)

Certificate (specify):

Other Standard (specify):
OIDD Standards for Day Activity Services

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:

Initialy; annually; OIDD QIO Reviews are conducted on a 24 month cycle depending on past performance of the provider
organi zation.

Appendix C: Participant Services

C-1/C-3: Service Specification

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

Service Type:

Other Service

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

ServiceTitle:

Employment Services

HCBS Taxonomy:
Category 1 Sub-Category 1.
03 Supported Employment 03021 ongoing supported employment, individual
Category 2: Sub-Category 2:
03 Supported Employment 03022 ongoing supported employment, group
Category 3: Sub-Category 3:
Category 4: Sub-Category 4.

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Employment Services (Individual) are the ongoing supports to individuals who, because of their disabilities, need intensive
on-going support to obtain and maintain an individual job in competitive or customized employment, or self-employment, in
an integrated work setting in the general workforce for which an individual is compensated at or above the minimum wage,
but not less than the customary wage and level of benefits paid by the employer for the same or similar work performed by
individuals without disahilities.

Transportation is not included as part of the service or the rate paid for individual job placement.

Employment - Group are the on-going supports to individuals who, because of their disabilities, need intensive ongoing
support to obtain and maintain an individual job in competitive or customized employment, or self-employment, in an
integrated work setting in the general workforce for which an individual is compensated at or above minimum wage, but not
less than the customary wage and level of benefits paid by the employer for the same or similar work performed by
individuals without disabilities. Employment Services - Group are provided in group settings, such as mobile work crews or
enclaves and employees may be paid directly by the employer/business or by the Employment Services - Group provider.

Employment Services - Group is not a prerequisite for Employment Services - Individual.

For Employment Group--Transportation will be provided from the individual's residence to the habilitation site when the
service start timeis before 12:00 Noon. Transportation will be available from the individual's habilitation site to their
residence when the service start time is after 12:00 Noon.

Providers are permitted to employ enabling technologies to assist with optimizing independence and autonomy, while
maintaining health and safety. Use of these technologies is aimed at reducing reliance on paid or natural supportsin

employment settings. These technologies (e.g., smartphone/tablet applications, wearable smart devices, communication
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systems) are not disability specific, but rather are technol ogies leveraged by people with and without disabilities. Training
on their use enables waiver participants to work as independently as possible.

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

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

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

[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Employment Services Providers

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Employment Services

Provider Category:

Agency

Provider Type:

Employment Services Providers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Employment Services will be provided by staff who:
* Areatleast 18 years of age.
» Haveavalid high school diplomaor its certified equivalent.
» Havereferences from past employment if the person has a5 year work history.
» Arecapable of aiding in the activities of daily living and implementing the Employment Services Plan of each person for
whom they are responsible.
» Haveavaliddriver'slicenseif duties require transportation of individuals.
» Have abackground check
e Passaninitia physical exam prior to working in the program.
» Passinitial tuberculosis screening prior to working in the program and annually thereafter.
e Must be trained and be deemed competent in accordance with OIDD Directives.
» Participatein the staff devel opment/in-service education program operating in their provider agency which requires all
staff to complete in-service education programs and staff devel opment
opportunities in accordance with OIDD directives.
Verification of Provider Qualifications
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Entity Responsible for Verification:
OIDD

Frequency of Verification:

Initially and annually. OIDD QIO Reviews are conducted on a 24 month cycle depending on past performance of the
provider organization.

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

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

Service Type:

Other Service

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

ServiceTitle:

Environmental Modifications

HCBS Taxonomy:
Category 1: Sub-Category 1:
14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Those physical adaptations to the home, required by the individual's plan of care, which are necessary to ensure the health,
welfare and safety of the individual, or which enable the individual to function with greater independence, and without
which, the individual would require institutionalization. Home is defined as non-government subsidized living quarters, and
modifications to any government-subsidized housing (i.e., group homes or community residential care facilities) are not
permitted. Such adaptations may include the installation of ramps and grab-bars, widening of doorways, and/or
modification of bathroom facilities which are necessary to accommodate the medical equipment and supplies which are
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necessary for the welfare of theindividual. Environmental modifications may also include consultation and assessments to
determine the specific needs and follow-up inspections upon completion of the project. Excluded are those adaptations or
improvements to the home, which are of general utility, and are not of direct medical or remedial benefit to the individual,
such as carpeting, roof repair, central air conditioning, awning additions, etc. The following adaptations are excluded from
thiswaiver benefit: modifications that add square footage to the home, pools, decks, stairs, elevators, breezeways, carports
and hot tubs/whirlpools. All modifications shall be provided in accordance with applicable State or local building codes.
Home accessibility adaptations may not be furnished to adapt living arrangements that are owned or leased by providers of
waiver services. Approval of arequest for environmental modification is a multi-step process. The modification isinitialy
determined by the waiver case manager/early interventionist based on the recipient's need as documented in the plan of care.
According to State procurement policy, bids for the modification are obtained by the waiver case manager/early
interventionist (WCM/EI) and submitted with documentation of the need. Thisinformation isreviewed by OIDD staff for
programmatic integrity and cost effectiveness. The environmental modification service must be within the lifetime
monetary cap of $15,000 per recipient. The WCM/EI will assist in identifying all appropriate resources, both waiver and
non-waiver. Should it become necessary, the WCM/EI will assist with transitioning the client into institutional placement.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

$15,000 lifetime monetary cap per waiver recipient.

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

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

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Licensed Contractors
Agency OIDD/OIDD Board/Contracted Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Environmental M odifications

Provider Category:
Individual

Provider Type:
Licensed Contractors

Provider Qualifications
L icense (specify):
SC Code Ann. 40-59-15 (Supp. 2007)

Certificate (specify):

Other Standard (specify):
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Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:
Upon service authorization

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

Service Type: Other Service
Service Name: Environmental Modifications

Provider Category:

Agency

Provider Type:

OIDD/OIDD Board/Contracted Provider

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
OIDD Contract

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Freguency of Verification:
Annually

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

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

Service Type:

Other Service

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

Service Title:

Independent Living Skills

HCBS Taxonomy:
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Category 1 Sub-Category 1.
17 Other Services 17990 other

Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):
Services that develop, maintain and improve the community-living skills of awaiver participant. The service includes direct
training from a qualified staff person to address the identified skill devel opment needs of awaiver participant in the areas of
» communication skills;
» community living and mobility;
* interpersonal sKills;
« reduction/elimination of problem behavior;
* self-care; and
« sensory/motor development involved in acquiring functional skills.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:
The service islimited to 15 hours (60 units) per week.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[ Remotetvia Telehealth

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

[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual OIDD Boards/Contracted Providers

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service
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Service Type: Other Service
Service Name: Independent Living Skills

Provider Category:

Individual

Provider Type:

OIDD Boards/Contracted Providers

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

The ILS Trainer (ILST) directly delivering the service must meet the following criteria:
* have ahigh school diploma or equivalent;

 have at least one year of experience working with the target population; and

» meet the minimum training requirements outlined in the ILS Service Standards.

Supervision of ILS:
The person responsible for supervision of delivery of ILS Training must meet the following criteria:
 have abachelor's degree;
 have at least five years of experience working with the target population; and
* meet the training requirements outlined in the ILS Service Standards.
Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:
Upon enrollment/Annually

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

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

Service Type:

Other Service

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

Service Title:

Personal Emergency Response System (PERS)

HCBS Taxonomy:
Category 1: Sub-Category 1:
14 Equipment, Technology, and Modifications 14010 personal emergency response system (PERS)
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Category 2: Sub-Category 2
Category 3: Sub-Category 3:
Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

PERS is an electronic device which enables individual s a high risk of institutionalization to secure help in an emergency.
The participant may wear a portable help button to allow for mobility. The system is connected to the person's phone and
programmed to signal aresponse center once a help button is activated. The response center is staffed by trained
professionals. PERS services are limited to those individuals who live alone, or who are alone in their own home for
significant parts of the day or night, and who would otherwise require extensive routine supervision.

Thisserviceislimited to additional services not otherwise covered under the state plan, including EPSDT, but consi stent
with waiver objectives of avoiding institutionalization.

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

Personal care services in the State Plan are only available to children. All medically necessary personal care services for
children under age 21 are covered in the state plan pursuant to the EPSDT benefit.

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

Provider managed
L] Remote/via Telehealth

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

[ Legal Guardian
Provider Specifications:

Provider Category|Provider TypeTitle

Agency PERS Providers

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Emergency Response System (PERS)

Provider Category:
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Agency
Provider Type:
PERS Providers

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

CLTC Standards for Waiver Services-Personal Emergency Response (PERS) Services

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment

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

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

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

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

in statute.
Service Title:
Pest Control Treatment

HCBS Taxonomy:

Category 1.

17 Other Services

Category 2:

Category 3:

Category 4

Sub-Category 1.

17990 other

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:
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Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):
Pest Control Treatment aid in maintaining an environment free of insects such as roaches and other potential disease carriers
to enhance safety, sanitation, and cleanliness of the participant's home/or residence.

The Provider must obtain an authorization from their WCM to designate the amount, frequency and duration of service for
participants.

Pest control authorizations are for a maximum of once every other month. The Provider will receive new authorizations only
when there is a change to the authorized service amount, frequency or duration. All instructions on the authorization for
service must be followed in order to be reimbursed for the pest control service. Pest control services must be completed by
the provider within 14 days of acceptance of the WCM authorization for service.

Pest Control treatments need to include both in-home and exterior treatment. All providers must go into the participant's
home/or residence to inspect and treat the home environment. A responsible adult who is eighteen years of age or older must
be at the participant's home/or residence at the time of the treatment or the provider will need to reschedule for atime when
the responsible adult who is eighteen years of age or older will be present at the participant's home/or residence.

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

Pest control treatment is limited to every other month. This service does not apply to residential settings.

Service Delivery Method (check each that applies):

O Participant-dir ected as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

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

[ Legal Guardian
Provider Specifications:

Provider Category|Provider TypeTitle

Agency Licensed Business

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Pest Control Treatment

Provider Category:
Agency

Provider Type:
Licensed Business

Provider Qualifications
L icense (specify):
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SC Business License

Certificate (specify):
Certification by Clemson University

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment/annually

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

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

Service Type:

Other Service

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

Service Title:

Pest Control-Bed Bugs

HCBS Taxonomy:
Category 1 Sub-Category 1.
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.
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Service Definition (Scope):
Pest control- bed bug services aid in maintaining an environment free of bed bugs to enhance safety, sanitation, and
cleanliness of the participant's home or residence.

The Provider must obtain an authorization from participant's WCM to designate the amount, frequency and duration of
service for participants.

All instructions on the authorization for service must be followed in order to be reimbursed for the pest control service. Pest
control services for bed bugs must be completed by the provider within 14 days of acceptance of the WCM authorization for
service.

For bed bugs all providers must go into the participant's home/or residence to inspect and treat the participant's home/or
residence. A responsible adult who is eighteen years of age or older must be at the participant's home/or residence at the
time of the treatment or the provider will need to reschedule for atime when the responsible adult who is eighteen years of
age or older will be present at the participant's home/or residence.

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

Services are limited to one time per year. This service does not apply to provider owned or controlled residential settings.
Pest control-bed bug services are secured through a bid process with award given to the lowest bid, subject to $1,000 cap per
treatment.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[J Remote/via Telehealth

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

[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category|Provider TypeTitle

Agency Licensed Business

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Pest Control-Bed Bugs

Provider Category:
Agency

Provider Type:
Licensed Business

Provider Qualifications
L icense (specify):
SC Business License

Certificate (specify):
Certification by Clemson University

Other Standard (specify):
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Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment/annually

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

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service
Asprovided in 42 CFR 8§440.180(b)(9), the State requests the authority to provide the following additional service not specified
in statute.
Service Title:
Private V ehicle Assessment/Consultation

HCBS Taxonomy:
Category 1: Sub-Category 1:
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Private vehicle assessment/consul tation may be provided once a participant's specific need has been identified and
documented in the Support Plan. The scope of the work and specifications must be determined. The criterion used in
assessing a participant's need for this service are: 1) The parent or family member cannot transport the individual because
the individual cannot get in or out of the vehicle; or 2) the individual can drive but cannot get in or out of the vehicleand a
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modification to the vehicle would resolve this barrier.

Private vehicle assessment/consultation may include the specific modifications/equipment needed, any follow-up inspection
after modifications are completed, training in use of equipment, repairs not covered by warranty, and replacement of parts or
equipment.

The consultation/assessment does not require submission of bids.

Private V ehicle Assessments/Consultations can be completed by Licensed Medicaid enrolled Occupational or Physical
Therapists, Medicaid enrolled Rehabilitation Engineering Technologists, Assistive Technology Practitioners and Assistive
Technology Suppliers certified by the Rehabilitation Engineering Society of North American (RESNA), Medicaid enrolled
Environmental Access/Consultants/contractors certified by Professional Resource in Management (PRIME) or by vendors
who are contracted through the OIDD Board to provide the service.

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

The reimbursement for the Consultati on/A ssessment may not exceed $600.00.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[ Remotetvia Telehealth

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

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider . .
Category Provider TypeTitle
Aden OT, PT, Rehabilitation Engineering Technologists, Assistive Technology Practitioners, Assistive Technology
gency Suppliers, Environmental Access/Consultants/contractors
Agency OIDD/OIDD Board/Contracted provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Private Vehicle Assessment/Consultation

Provider Category:
Agency
Provider Type:
OT, PT, Rehabilitation Engineering Technologists, Assistive Technology Practitioners, Assistive Technology Suppliers,
Environmental Access/Consultants/contractors
Provider Qualifications
L icense (specify):
Licensed Medicaid enrolled Occupational (OT)or Physical Therapists (PT), Medicaid enrolled Rehabilitation Engineering
Technologists (RET).

Statutory Authority: 1976 Code 88 40-36-10

Chapter 94
94-04. General Licensing Provisions for Occupationa Therapists.
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An applicant for initial licensure as an occupational therapist must:
1) beagraduate of an occupational therapy educational program approved by the Board; and
2) submit an application on aform approved by the Board, along with the required fee; and
3) pass an examination approved by the Board; and
4) submit proof satisfactory to the Board that the applicant isin good standing with the National Board for Certification in
Occupational Therapy (NBCOT) or other Board-approved certification program.

PT Licensure Requirements:
SECTION 40-45-220. Qualifications of applicants for licensure; burden to demonstrate eligibility; background checks.

(A)(1) To be€dligiblefor licensure as a physical therapist an applicant must:
(a)(i) be agraduate of a physical therapy educational program approved by the board,;
(ii) pass an examination administered or approved by the board; and

(iii) speak the English language as a native language or demonstrate an effective proficiency of the English language in the
manner prescribed by and to the satisfaction of the board; or

(b)(i) provide satisfactory evidence that his or her education is equivalent to the requirements of physical therapists educated
in United States educational programs as determined by the board. If the board determines that an applicant's education is
not equivalent, it may require completion of additional course work before proceeding with the application process;

(i1) speak the English language as a native language or demonstrate an effective proficiency of the English language in the
manner prescribed by and to the satisfaction of the board;

(iii) pass an examination administered or approved by the board;

(iv) submit evidence satisfactory to the board on aform approved by the board of not less than one thousand clinical practice
hours under the on-site supervision of alicensed physical therapist in this State or in a state with licensure requirements
equal to or more stringent than this State.

(2) In addition to other requirements established by law and for the purpose of determining an applicant's eligibility for
initial licensure as a physical therapist, the department may require a state criminal records check, supported by fingerprints,
by the South Carolina Law Enforcement Division, and a national criminal records check, supported by fingerprints, by the
Federal Bureau of Investigation. The results of these criminal records checks must be reported to the department. The South
Carolina Law Enforcement Division is authorized to retain the fingerprints for certification purposes and for notification of
the department regarding criminal charges. Costs of conducting acriminal history background check must be borne by the
applicant. The department shall keep information received pursuant to this section confidential, except that information
relied upon in denying licensure may be disclosed as may be necessary to support the administrative action. The results of
these criminal records checks must not be shared outside the department.

(

Certificate (specify):

Assistive Technology Practitioners (ATP) and Assistive Technology Suppliers (ATS) certified by the Rehabilitation
Engineering Society of North American (RESNA), Medicaid enrolled Environmental Access/Consultants/contractors
(EACC) certified by Professional Resource in Management (PRIME).

Other Standard (specify):

SCDHHS Medicaid enrolled provider.

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon Enrollment
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Private Vehicle Assessment/Consultation

Provider Category:

Agency

Provider Type:

OIDD/OIDD Board/Contracted provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
OIDD Contract

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:
Annually

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

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

Service Type:

Other Service

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

Service Title:

Private V ehicle Modifications

HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations
Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

Serviceisincluded in approved waiver. Thereisno changein service specifications.
® Serviceisincluded in approved waiver . The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

This service offers modifications to a privately owned vehicle used to transport the waiver recipient and for any equipment
needed by the recipient which makes the vehicle accessible to the recipient. Modification to any government-subsidized
vehicleis not permitted. The private vehicle modification service may not be used for general repair of the vehicle or
regularly scheduled upkeep or maintenance of the vehicle except for maintenance of the modifications and does not cover
factory installed modifications prior to purchase. This service may not be used to purchase or lease a vehicle. Payment may
not be made to adapt vehicles that are owned or leased by paid providers of waiver services. To ensure cost-neutrality, the
private vehicle modification service must be within a monetary cap of $7,500 per vehicle and alifetime cap of 2 vehicles.
The approval process for vehicle modificationsisinitially determined by the Waiver Case Manager or Early Interventionist
based on the recipient's needs as identified and documented in the plan of care, the consultation/assessment results (if
applicable), and the availability of a privately-owned vehicle that would be used for transportation on aroutine basis. The
criterion used in assessing arecipient's need for this service are: 1) The parent or family member cannot transport the
individual because the individual cannot get in or out of the vehicle; 2) The individual can drive but cannot get in or out of
the vehicle and a modification to the vehicle would resolve this barrier. According to State procurement policy, bids for the
vehicle modification are obtained and submitted along with the documentation of the need to OIDD. Each request is
reviewed programmatically and fiscally before approval is given. The approval processis the same for any privately owned
vehicle modification, regardless of ownership.

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

$7,500 per vehicle and alifetime cap of 2 vehicles.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed
[ Remotenvia Telehealth

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

[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency SCDHHS Enrolled Provider
Agency OIDD/OIDD Board/Contracted provider

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

Service Type: Other Service
Service Name: Private Vehicle Modifications

Provider Category:
Agency

Provider Type:

SCDHHS Enrolled Provider

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Enrolled with SCDHHS

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Private Vehicle M odifications

Provider Category:

Agency

Provider Type:

OIDD/OIDD Board/Contracted provider

Provider Qualifications
License (specify):
Certificate (specify):
Other Standard (specify):
OIDD contract

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Freguency of Verification:
Annually

08/20/2026



Application for 1915(c) HCBS Waiver: Draft SC.014.07.00 Page 108 of 242

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

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

Service Type:

Other Service

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

Service Title:

Specialized Medical Equipment, Supplies and Assistive Technology Assessment/Consultation

HCBS Taxonomy:
Category 1 Sub-Category 1.
17 Other Services 17990 other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Specialized Medical Equipment and Assistive Technology Assessment/Consultation may be provided (if not covered under
the State Plan Medicaid) once a participant's specific need has been identified and documented in the Support Plan. The
scope of the work and specifications must be determined. Consultation and assessment may include specific needs related
to the participant's disability for which specialized medical equipment and assistive technology will assist the participant to
function more independently. Assessment and consultation cannot be used to determine the need for supplies.

Assistive technology and assessments/consultations must be provided by Medicaid enrolled Occupational or Physical
Therapists, Medicaid enrolled Rehabilitation Engineering Technologists, Assistive Technology Practitioners and Assistive
Technology Suppliers certified by the Rehabilitation Engineering Society of North American (RESNA), Medicaid enrolled
Environmental Access/Consultants/contractors certified by Professional Resource in Management (PRIME).

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

The reimbursement for the Consultation/Assessment may not exceed $300.00.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
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Provider managed

[ Remote/via Telehealth

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

[l L egally Responsible Person

I:]Relative

[ Legal Guardian
Provider Specifications:

Provider Category

Provider TypeTitle

Agency Durable Medical Equipment Providers

Agency OIDD/OI DD Boards/Contracted Provider

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

Service Type: Other Servi

ce

Service Name: Specialized M edical Equipment, Supplies and Assistive Technology Assessment/Consultation

Provider Category:
Agency
Provider Type:

Durable Medical Equipment Providers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Enrolled with SCDHHS

Verification of Provider Qualifications
Entity Responsible for Verification:

SCDHHS

Frequency of Verification:
Upon Enrollment

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialized M edical Equipment, Supplies and Assistive Technology Assessment/Consultation

Provider Category:
Agency
Provider Type:

OIDD/OIDD Boards/Contracted Provider

Provider Qualifications
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License (specify):

The OIDD Board or qualified provider may employ or contract with the following for consultation, assessment, and/or
follow-up inspection; the provider is responsible for verifying and documenting licensure or certification:

e Licensed Occupationa Therapist

» Licensed Physical Therapist

Certificate (specify):

The OIDD Board or qualified provider may employ or contract with the following for consultation, assessment, and/or
follow-up inspection; the provider is responsible to verifying and documenting licensure or certification:

» Rehabilitation Engineering Technologist (RET) certified by Rehabilitation Engineering Society of North American
(RESNA)

« Assigtive Technology Practitioner (ATP) certified by Rehabilitation Engineering Society of North American (RESNA)
» ATP Supplier certified by Rehabilitation Engineering Society of North American (RESNA)

e Environmental Access Consultant/contractor certified by Professional Resourcesin Management (PRIME)

Other Standard (specify):

Enrolled with OIDD

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:
Prior to each assessment/consultation

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

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

Service Type:

Other Service

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

Service Title:

Specialized Medical Equipment, Supplies and Assistive Technology

HCBS Taxonomy:
Category 1 Sub-Category 1:
14 Equipment, Technology, and Modifications 14031 equipment and technology
Category 2: Sub-Category 2:
14 Equipment, Technology, and Modifications 14032 supplies
Category 3: Sub-Category 3:

08/20/2026



Application for 1915(c) HCBS Waiver: Draft SC.014.07.00 Page 111 of 242

Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Specialized medical equipment, supplies and assistive technology to include devices, controls, or appliances, specified in the
plan of care which enableindividuals to increase their abilities to perform activities of daily living or to perceive, control, or
communicate with the environment in which they live. This service aso includes items necessary for life support, remote
supports, ancillary supplies and equipment necessary to the proper functioning of such items, and durable and non-durable
medical equipment not available under the Medicaid State plan. Items reimbursed with waiver funds shall be in addition to
any medical equipment and supplies furnished under the State plan and shall exclude those items which are not of direct
medical or remedial benefit to theindividual, such as increasing independence and/or access to the community. All items
shall meet applicable standards of manufacture, design and installation.

Items covered as remote supports are: medication dispensers, door sensors, window Sensors, stove sensors, water sensors,
pressure pads, GPS Tracking Watches and the other types of devices and remote monitoring equipment necessary to operate
the remote supports technology. These remote support items will be "placed" in accordance with the specific item type
(medication dispensers in the location selected by the person, door sensors on doors, window sensors on windows, stove
Sensors on stove, water sensors on faucets, pressure pads on the person's bed/chair, and GPS tracking watches would be
worn by theindividual). Video cameraswill not beincluded or allowed as part of the service. The individual has the ability
to turn/take of f the remote support equipment at his’her discretion. Remote supports will assist with preserving the
individual's independence in his/her living environment through the implementation of technology which will in turn lessen
the requirement for supervision with tasks such as taking medication and cooking, while maintaining the person's safety.
Remote supports allow the person dignity of risk and the ability to manage their lives more independently. For example, the
GPS tracking watch allows the person independently access the community, and arrive at their planned location, while at the
sametime, allowing their designated responder the ability to ensure their safe arrival at the destination. Remote supports are
only covered as assistive technology for waiver participants who live at home (i.e., not receiving Residential Habilitation
services) and who have natural supports willing to be identified as designated responders and are not covered as assistive
technology for those living in provider-operated residential settings. As such, the person responsible for responding will be
the natural support identified by the waiver participant and will be on-call. The participant must designate the remote
supports responder, which allows him/her to select someone he/she is comfortable with. Only the designated responder will
have access to information generated from the remote support device(s), and the person can elect to terminate the designees
access and name an alternate responder at any point.

Per the outlined service, the remote supports provider is required to inform the participant, and anyone identified by the
participant, of what impact the remote supports will have on the participant's privacy. Thisinformation must be provided to
the participant in aform of communication understood by the participant.

After this has been completed, the remote supports provider must obtain either the participant's consent in writing or the
written consent of alegally responsible party for the participant. This process must be completed prior to the utilization of
remote supports and any time there is a change to the devices or services. This information will be provided to the
participant and service plan team for discussion and inclusion of the Remote Supports in the Support Plan.

The case manager's monitoring of the service and its effectiveness will ensure the individual's needs are being met and
health and welfare needs are being addressed.

Aswith all waiver services, back up plans are necessary to ensure the participant's health and welfare. Natural supports
must be identified to assist in the event of an equipment/technology failure.

All technology will be evaluated to ensure it meets HIPPA requirements prior to use, and policy will include requirements
that this be vetted in advance as part of person-centered service planning. The state will include review of the proposed
methodology by the HIPAA compliance officer(s) prior to implementation of the service.
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Specify applicable (if any) limitson the amount, frequency, or duration of this service:
The limit is 2 cases per month of liquid nutrition for waiver participants without a feeding tube. Liquid nutrition for waiver
participants on afeeding tube is provided by Medicaid State Plan and is not covered by the waiver.

All technology will be evaluated to ensure it meets HIPPA regquirements prior to use, and policy will include requirements
that this be vetted in advance as part of person-centered service planning. The state will include review of the proposed
methodology by the HIPAA compliance officer(s) prior to implementation of the service.

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

Provider managed
[ Remotetvia Telehealth

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

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Durable Medical Equipment Providers
Agency OIDD/OIDD Board/contracted providers

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialized M edical Equipment, Supplies and Assistive Technology

Provider Category:

Agency

Provider Type:

Durable Medical Equipment Providers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
Enrolled with SCDHHS

Verification of Provider Qualifications
Entity Responsible for Verification:
SCDHHS

Frequency of Verification:
Upon enrollment
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Specialized M edical Equipment, Supplies and Assistive Technology

Provider Category:

Agency

Provider Type:

OIDD/OIDD Board/contracted providers

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):
OIDD contract

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Frequency of Verification:
Annually

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

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

Service Type:

Other Service

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

Service Title:

Support Center Services

HCBS Taxonomy:

Category 1 Sub-Category 1.

04 Day Services 04060 adult day services (social model)

Category 2: Sub-Category 2:
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Category 3: Sub-Category 3:

Category 4: Sub-Category 4

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

® Serviceisincluded in approved waiver. Thereisno changein service specifications.
Serviceisincluded in approved waiver. The service specifications have been modified.

Serviceisnot included in the approved waiver.

Service Definition (Scope):

Support Center Services include non-medical care, supervision and assistance provided in a non-institutional, group setting
outside of the participant's home to individuals who, because of their disability, are unable to care for and supervise
themselves. Services provided are necessary to prevent institutionalization and maintain the participant's health and safety.
The care, supervision and assistance will be provided in accordance with a plan of care. An array of non-habilitative
activities and opportunities for socialization will be offered throughout the day but not as therapeutic goals.

Activities can occur in natural settings that do not isolate participants from others without disabilities.

Providers are permitted to employ remote supports and other enabling technol ogies to assist with optimizing independence
and autonomy, while maintaining health and safety. Use of these technologiesis contingent upon:

* appropriateness as determined by technology and risk assessments,

» development of risk management strategies agreed to by the participant,

» availability of trained program staff to respond timely in accordance with risk management strategies and
supervision/safety needs,

» backup power source (e.g., battery pack, generator, etc.) for any remote support equipment/hardware, and

e documented consent of the participant and family/representative(s), as applicable.

The use of remote monitoring technol ogies facilitates community integration by enabling the participant to engage in
community life more independently, without relying on the in-person presence of adirect support professional (DSP). This
will result in lived experience that more closely resembles that of people in the community who do not receive HCBS.

The provider is required to inform the participant, and anyone identified by the participant, of what impact any remote
supports will have on the participant's privacy. Thisinformation must be provided to the participant in aform of
communication understood by the participant. After this has been completed, the provider must obtain either the
participant's consent in writing or the written consent of alegally responsible party for the participant. This process must be
completed prior to the utilization of remote monitoring and any time there is a change to the nature/functionality of the
devices. The consent will be documented in the person-centered service plan. All technology will be evaluated to ensure it
meets HIPAA requirements prior to use.

Surveillance cameras and listening devices are not permitted in bathrooms.

Remote monitoring equipment will be "placed" in accordance with the specific item type (medication dispensersin the
location where medications are stored, door sensors on doors, window sensors on windows, stove sensors on stove, water
sensors on faucets, pressure pads on the person's bed/chair, and GPS tracking devices would be worn by the individual.
Participants will have the option to turn off any two-way audio and/or video communication technologies employed (e.g.,
smartphone applications) at their discretion. The participant will have discretion to remove or turn off wearable
technologies and any other devices that are only used by that person (as opposed to those utilized by others receiving
services in the same setting). The service provider will be responsible for instructing the participant on those rights and how
supports will be provided in lieu of technologies removed/ turned off.

Provider staff are responsible for remote monitoring. Adequate staffing must be on-site to respond to all needs for in-person
assistance.
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Only the designated monitoring and responding staff and their program manager(s) have access to information generated
from the remote monitoring devices and systems. The service provider is required to inform the participant, and anyone
identified by the participant, of what impact the remote monitoring will have on the participant's privacy. Thisinformation
must be provided to the participant in aform of communication understood by the participant. After this has been
completed, the provider must obtain either the participant's consent in writing or the written consent of alegally responsible
party for the participant. This process must be completed prior to the utilization of remote monitoring and any time thereisa
change to the nature/functionality of the devices. The consent will be documented in the person-centered service plan.

The case manager's monitoring of the service and its effectiveness will ensure the individual's needs are being met and
health and welfare needs are being addressed. Remote monitoring technologies employed are consistent with individualized
assessment of risksto participant health and safety.

The service provider will be responsible for the back-up plan in the event of equipment/technology failure, to include the
availability of back-up power sources and/or additional in-person staffing.

Transportation will be provided from the individual's residence to the service provision site when the service start time is
before 12:00 Noon. Transportation will be available from the individual's service provision site to his/her residence when
the service start time is after 12:00 Noon. The cost for transportation is included in the rate paid to the provider.

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

Service Delivery Method (check each that applies):

[ participant-dir ected as specified in Appendix E
Provider managed
[] Remotetvia Telehealth

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

[ L egally Responsible Person
Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Support Center Services Provider

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Support Center Services

Provider Category:

Agency

Provider Type:

Support Center Services Provider

Provider Qualifications
L icense (specify):
SC Code Annotated § 44-20-710 (Supp 2007); 26 SC Code Ann. Regs 88-105 thru 88-920 (1976)

Certificate (specify):

Other Standard (specify): 0/
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OIDD Standards for Support Center Services

Verification of Provider Qualifications
Entity Responsible for Verification:
OIDD

Freguency of Verification:
Initially and annually; OIDD QIO Reviews are conducted on a 24 month cycle depending on past provider performance.

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

b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):
Not applicable - Case management is not furnished as a distinct activity to waiver participants.

® Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.

[ AsaMedicaid state plan service under section 1915(i) of the Act (HCBS as a State Plan Option). Complete
item C-1-c.

[ AsaMedicaid state plan service under section 1915(g)(1) of the Act (Targeted Case M anagement).
Completeitem C-1-c.

O Asan administrative activity. Complete item C-1-c.

[ Asaprimary care case management system service under a concurrent managed car e authority. Complete
item C-1-c.

[ AsaMedicaid state plan service under section 1945 and/or section 1945A of the Act (Health Homes
Compr ehensive Car e M anagement). 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 and the requirements for their training on the HCBS settings regul ation and person-centered
planning requirements:

d. Remote/Telehealth Delivery of Waiver Services. Specify whether each waiver service that is specified in Appendix C-
1/C-3 can be delivered remotely/viatelehealth.

No services selected for remote delivery

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background I nvestigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

No. Criminal history and/or background investigations are not required.
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® Yes. Criminal history and/or background investigations arerequired.

Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, () the process for ensuring that mandatory
investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CMS upon reguest through the Medicaid or the operating agency (if applicable):

Direct care workers at Community Residential Care Facilities, Home Health Agencies, Personal Care Agencies,
Adult Day Health Care Agencies, Nursing Homes providing respite, all Waiver Case Managers and anyone
providing direct care to waiver participants are required to have following:

a National federal fingerprint-based criminal background check if prospective employee cannot establish South
Carolinaresidency for the 12 months preceding the date of the employment application and/or prospective employee
will work with children under the age of 18.

South Carolina Law Enforcement Division (SLED) - not required if a. aboveis performed

DSS Child Abuse and Neglect Central Registry

Medicaid Exclusion List

Proof of current licensure as a SC Registered Nurse, if applicable

Nurse Registry, if applicable

Sex Offender Registry

@ "o oo

Compliance reviews are conducted by OIDD's QIO and DHHS Provider Compliance to ensure mandatory
investigations are conducted.

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 abuseregistry and requires the screening of individuals through this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of paositions for which
abuse registry screenings must be conducted; (c) the process for ensuring that mandatory screenings have been
conducted; and (d) the process for ensuring continuity of care for awaiver participant whose service provider was
added to the abuse registry. 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):

Nursing and Personal Care Providers are required to check the Certified Nursing Assistant (CNA) registry and the
Office of Inspector Genera (OIG) exclusions list for all staff. Anyone appearing on either of theselistsis not
allowed to provide services to waiver participants or participate in any Medicaid funded programs. The website
addresses are:

CNA Registry - www.pearsonvue.com
OIG Exclusions List - http://www.0oig.hhs.gov/fraud/exclusions.asp

SCDHHS Provider Compliance monitors contract compliance for nursing and personal care providers. This occurs
at least every eighteen months.

Additionally, abuse registry screenings must be completed for all staff of OIDD contracted service providers. The
SC Department of Social Services maintains the abuse registry list and screens those names submitted by contracted
providers against the registry. OIDD, through Contract Compliance and Licensing reviewers, ensures that mandated
screenings have been conducted.
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Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

Note: Required information from thispageis contained in response to C-5.

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Careor Similar Servicesby Legally Responsible Individuals. A legally responsible individua is
any person who has a duty under state law or regulations to care for another person (e.g., the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child). At the option of the state
and under extraordinary circumstances specified by the state, payment may be made to alegally responsible individual for
the provision of personal care or similar services. Select one:

® No. The state does not make payment to legally responsibleindividuals for furnishing personal care or similar
Services.

Yes. The state makes payment to legally responsible individuals for furnishing personal care or similar services
when they are qualified to provide the services.

Specify: (a) the types of legally responsible individuals who may be paid to furnish such services and the services
they may provide; (b) the method for determining that the amount of personal care or similar services provided by a
legally responsibleindividual is" extraordinary care", exceeding the ordinary care that would be provided to a
person without a disability or chronic illness of the same age, and which are necessary to assure the health and
welfare of the participant and avoid institutionalization; (c) the state policies to determine that the provision of
services by alegally responsibleindividual isin the best interest of the participant; (d) the state processes to ensure
that legally responsible individual s who have decision-making authority over the selection of waiver service
providers use substituted judgement on behalf of the individual; (€) any limitations on the circumstances under which
payment will be authorized or the amount of personal care or similar services for which payment may be made; (f)
any additional safeguards the state implements when legally responsible individuals provide personal care or similar
services; and, (g) the procedures that are used to implement required state oversight, such as ensuring 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/L egal Guardians. Specify
state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

The state does not make payment to relatives/legal guardiansfor 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 types of relatives/legal guardians to whom payment may be made, the services for which payment may be
made, the specific circumstances under which payment is made, and the method of determining that such
circumstances apply. Also specify any limitations on the amount of services that may be furnished by arelative or
legal guardian, and any additional safeguards the state implements when relatives/legal guardians provide waiver
services. Specify the state policies to determine that that the provision of services by arelative/legal guardianisin the
best interests of the individual. When the relative/legal guardian has decision-making authority over the selection of
providers of waiver services, specify the state's process for ensuring that the relative/legal guardian uses substituted
judgement on behalf of the individual. Specify the procedures that are employed to ensure that payments are made
only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for which payment may be made to
relatives/legal guardians.
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Relatives/legal guardians may be paid for providing waiver services whenever therelative/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.

Other policy.

Specify:

Reimbursement for self-directed services may be made to certain family members who meet SMA provider
qualifications. Agency staff may be related to participants within limits allowed by the South Carolina Family
Caregiver Policy. The following family members cannot be a paid caregiver:

a. A parent of aminor Medicaid participant;

b. A stepparent of a minor Medicaid participant;

c. A foster parent of aminor Medicaid participant;

d. Person who has the legal responsibility of utilizing their own assets for the care of the Medicaid participant

Agency staff may be related to participants served by the agency within limits allowed by the South Carolina Family
Caregiver Palicy. The following family members cannot be a paid caregiver: a. The spouse of a Medicaid participant
(including married but separated);

b. A parent of aminor Medicaid participant

c. A stepparent of aminor Medicaid participant

d. A foster parent of aminor Medicaid participant

e. Any other legally responsible guardian of a Medicaid participant

f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll as waiver service providers as provided in 42 CFR § 431.51:

Potential providers are given the opportunity to enroll/contract with SCDHHS and/or sub-contract with OIDD. Potential
providers are made aware of the requirements for enrollment through either the operating or administrating agency by
contacting them directly. All potential providers are given apacket of information upon contacting the agencies that
describe the requirements for enrollment, the procedures used to qualify and the timeframes established for qualifying
and enrolling providers. Additionally, potential providers can find information regarding enrollment requirements and
timeframes at the following two websites:

http://www.scdhhs.gov
https.//bhdd.sc.gov/office-intellectual -and-devel opmental -disabilities

g. State Option to Provide HCBS in Acute Care Hospitalsin accordance with Section 1902(h)(1) of the Act. Specify
whether the state chooses the option to provide waiver HCBS in acute care hospitals. Select one:

® No, the state does not choose the option to provide HCBSin acute car e hospitals.

Yes, the state chooses the option to provide HCBSin acute car e hospitals under the following conditions. By
checking the boxes below, the state assures:

[ The HCBS are provided to meet the needs of theindividual that are not met through the provision of acute
care hospital services;

O TheHCBS arein addition to, and may not substitute for, the services the acute care hospital isobligated to
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provide;
|:lTheHCBS must beidentified in the individual's per son-centered service plan; and

O The HCBSwill be used to ensure smooth transitions between acute car e setting and community-based
settings and to preserve the individual's functional abilities.

And specify:(a) The 1915(c) HCBSin thiswaiver that can be provided by the 1915(c) HCBS provider that are
not duplicative of servicesavailable in the acute car e hospital setting;(b) How the 1915(c) HCBS will assist the
individual in returning to the community; and(c) Whether thereisany difference from thetypically billed rate

for these HCBS provided during a hospitalization. If yes, please specify the rate methodology in Appendix I-2-
a

Appendix C: Participant Services
Quality Improvement: Qualified Providers

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. Methodsfor Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The state verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Perfor mance M easur es

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

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

New providers meet required licensing, certification and other state standards prior
to the provision of waiver services. Numerator =the number of new providerswho
meet licensing, certification and other state standards prior to the provision of
services. Denominator = Number of new providers.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
SCDHHS Provider Enrollment

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
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State Medicaid L weekly 100% Review
Agency
|:IOperating Agency |]Monthly [ L essthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
L other Y] Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:
Data Sour ce (Select one):
Other

If 'Other' is selected, specify:

OIDD Procurement-New Provider Report

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

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

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency IjMontth [ L essthan 100%
Review
IjSub—State Entity I:lQuarterIy [ Representative

Sample
Confidence
Interval =
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I:|Other Annually IjStratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
|jStateMedicaid Agency |jWeekIy
Operating Agency O Monthly
[ Sub-State Entity IjQuarterIy
O Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure;
Waiver providers continueto meet required licensing, certification and other state
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standards. Numerator = the number of existing providersthat continue to meet
required licensing, certification and other state standards. Denominator = The
number of existing providers.

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

SCDHHS Provider Compliance reviews

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[Y] state Medicaid L weekly [1100% Review
Agency
IjOperating Agency [ Monthly L essthan 100%
Review
IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95%,+-5
& 50/50
L other LI Annually U stratified
Specify: Describe
Group:
Continuously and [ Other
Ongoing Specify:
[ Other
Specify:
Data Sour ce (Select one):
Other

If 'Other’ is selected, specify:

OIDD QIO Licensing Reports

Responsible Party for data
collection/gener ation(check

Frequency of data
collection/gener ation(check

Sampling Approach
(check each that
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each that applies): each that applies): applies):
[ state Medicaid L weekly (Y] 100% Review
Agency
Operating Agency |]Monthly [ Lessthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
[V other Y] Annually U stratified
Specify: Describe
Group:
OIDD QIO
Contractor
[ Continuously and [ Other
Ongoing Specify:
Other
Specify:
100% within 24
months

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 DWeekIy
Operating Agency O Monthly
[ Sub-State Entity IjQuarterIy
Other

Specify: AnnuaJIy

OIDD QIO Contractor

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

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

[ Other
Specify:

b. Sub-Assurance: The state monitors non-licensed/non-certified providers to assure adherence to waiver
requirements.

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

For each performance measure, provide information on the aggregated data that will enable the 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 M easure:

New non-licensed/non-certified providers meet waiver requirements prior tothe
provision of waiver services. Numerator = the number of new non-licensed/non-
certified providers meeting waiver requirementsprior to service provision
Denominator = the total number of new non-licensed/non-certified providers.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

OIDD Procurement-New Provider Report

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [¥1100% Review
Agency
Operating Agency [ Monthly O L essthan 100%
Review
IjSub-State Entity I:lQuarterIy [ Representative
Sample
Confidence
Interval =
|:IOther Annually |jStratified
Specify: Describe
Group:
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[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

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

SCDHHS Provider Enrollment

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

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

Sampling Approach
(check each that
applies):

State Medicaid L weekly 100% Review
Agency
IjOperating Agency IjMontth [ L essthan 100%
Review
IjSub—State Entity I:lQuarterIy [ Representative
Sample
Confidence
Interval =
[ Other Annually [ Stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
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[ 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):
|:|StateMedicajd Agency I:|Weekly
Operating Agency [ Monthly
[] Sub-State Entity IjQuarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure;

Non-licensed/non-certified providers continue to meet waiver requirements.
Numerator = The number of non-licensed/non-certified providersthat continueto
meet required licensing, certification and other state standards. Denominator = The
number of non-licensed/non-certified providers.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

SCDHHS Provider Compliance reviews

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[] state Medicaid L weekly [1100% Review
Agency
|jOperating Agency |:lMontth L essthan 100%
Review
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IjSub—State Entity IjQuarterIy Representative
Sample
Confidence
Interval =
95%,+-5
& 50/50
L other LI Annually U stratified
Specify: Describe
Group:
Continuously and O Other
Ongoing Specify:
[ Other
Specify:
Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OIDD QIO Reviews

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

Frequency of data

collection/gener ation(check

each that applies):

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency I:|Monthly [ L essthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
Other AnnuaJIy [ Stratified
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100% within 24
months

Specify: Describe
Group:
OIDD QIO
Contractor
[ Continuously and [ Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

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

that applies):
[] state Medicaid Agency DWeekIy
Operating Agency L Monthiy
[ Sub-State Entity IjQuarterIy
Other
Specify: AnnuaJIy

OIDD QIO Contractor

O Continuously and Ongoing

[ Other
Specify:
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¢. Sub-Assurance: The State implementsits policies and procedures for verifying that provider training is
conducted in accordance with state requirements and the approved waiver.

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

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
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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.

Per formance M easur

Providers continue to meet Abuse, Neglect, and Exploitation (ANE) minimum

specified state training requirements. Numerator = the number of providerswho

meet training requirements. Denominator = thetotal number of providers.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OIDD QIO Reports

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

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

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity |:lQuarterIy [ Representative
Sample
Confidence
Interval =
Other ] Annually U stratified
Specify: Describe
Group:
OIDD QIO
Contractor
[ Continuously and [ Other
Ongoing Specify:

Other
Specify:

100% within 24
months.

Data Aggregation and Analysis:
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Responsible Party for data

aggregation and analysis (check each

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

OIDD QIO Contractor

that applies):
[ state Medicaid Agency L weekly
Operating Agency O Monthly
[ Sub-State Entity |jQuarterIy
Other
Spedty: AnnuaJIy

[ Continuously and Ongoing

[ Other
Specify:

Per formance M easur e

Number and percent of providersthat continueto meet state M edication

Administration certification standards. Numerator = Number of providersthat

continue to meet state Medication Administration certification standards.
Denominator = Total number of providers.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OIDD QIO Reports

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

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

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
Other LI Annually U stratified
Specify: Describe
Group:
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OIDD QIO
Contractor

100% within 24
months

[ Continuously and [ Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

OIDD QIO Contractor

that applies):
[ state Medicaid Agency L weekly
Operating Agency O Monthly
[ Sub-State Entity IjQuarterIy
Other
Specify: AnnuaJIy

O Continuously and Ongoing

O Other

Specify:

Page 132 of 242

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

New providers are reviewed within one year of having service authorizations. Thereafter, a sample of existing providersis

completed every 18 months that is representative.

b. Methods for Remediation/Fixing I ndividual 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 and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.

Providers must meet minimum requirements prior to enrollment as a service provider and accepting new participants. On an
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annual basis, OIDD will review 100% of provider enrollment reports to track the acceptance of new providers and ensure
compliance.

On an annual basis, OIDD will review QIO Contract Compliance Data to ensure providers are compliant with ANE training
requirements for all staff. Where non-compliance is noted, the Provider will be required to develop a Plan of Correction and
afollow-up review will be coordinated to ensure compliance.

On aquarterly basis, OIDD will review QIO Contract compliance Data to ensure day service providers are compliant with
Medication Technician Certification training. Where non-compliance is noted, the provider will be required to develop a
Plan of Correction and afollow-up review will be coordinated to ensure compliance.

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

Frequency of data aggregation and analysis

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

[l state Medicaid Agency DWEGK'Y
Operating Agency Cmonthly
|jSub—State Entity IjQuarterIy
Other

Specify: Annually

OIDD QIO Contractor

[ Continuously and Ongoing

[ Other
Specify:

c. Timelines
When the state does not have al 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 Providers, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' isincorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

® Not applicable- The state does not impose alimit on the amount of waiver services except as provided in Appendix
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C-3.
Applicable - The state imposes additional limits on the amount of waiver services.

When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (¢) 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)

[ Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.

[ Prospective Individual Budget Amount. There isalimit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[ Budget Limitsby Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

[ Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in thiswaiver comply with federal HCB Settings requirements at 42 88 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings in which 1915(c) HCBS are recieved. (Specify and describe the types of settingsin which
waiver services are received.)

HCBS are received in provider-controlled and participant-controlled settings. Participant-controlled settings are defined
as homes or apartments owned or leased by an HCBS participant or by one of their family members. Provider-controlled
settings are settings where a participant resides with a paid unrelated caregiver or with an agency provider who provides
HCBS services the majority of the day. All OIDD licensed day settings and DPH licensed Adult Day Health Care
settings are considered provider-controlled settings.
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2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission and in the future as part of ongoing monitoring. (Describe the process that the
state will use to assess each setting including a detailed explanation of how the state will perform on-going monitoring
acrossresidential and non-residential settings in which waiver HCBS are received.)

Settings presumed to beinstitutional but where services are truly individualized, person-centered and integrated into the
broader community can be determined compliant only by SCDHHS and/or its designee(s). No HCBS provider should
assume a setting presumed to be ingtitutional is determined to be compliant without written confirmation from SCDHHS
or its designee(s). All Providers who believe a setting presumed to be institutional is compliant must contact
MedicaidWaiver@scdhhs.gov about the setting to receive written confirmation.

Providers who provide HCBS in ADHCs, Day Services programs, and Residential Habilitation programs that meet
Category 1, Category 2 and Category 3, as defined bel ow, must be assessed by SCDHHS and/or its designee(s) to
determine compliance with the regulation. The agency will require that the settings in which Medicaid HCBS waiver
services may be delivered demonstrate, before receiving Medicaid reimbursement for HCBS waiver services, that the
setting is free from program design, operation characteristics, and programmatic practices that have the effect of isolating
individuals receiving Medicaid HCBS from the broader community of individuals not receiving Medicaid HCBS.
Category 1: Any setting that islocated in abuilding that is also a publicly or privately operated facility that provides
inpatient institutional treatment

Category 2: Any setting in abuilding on the grounds of, or immediately adjacent to, a public institution, with public
institution defined as an inpatient facility that is financed and operated by a county, state, municipality, or other unit of
government

Category 3: Any other setting that has the effect of isolating individuals receiving Medicaid HCBS from the broader
community of individuals not receiving Medicaid HCBS.

Settings may, if compliance is demonstrated, be certified by the state as HCBS waiver compliant and be allowed to seek
Medicaid reimbursement for services rendered.

It isthrough SCDHHS's established systems of quality assurance and compliance review that ongoing compliance of
HCBS standards will be monitored.

New providers and new settings will be reviewed on a site visit to ensure 100% compliance with these requirements prior
to enrollment. After theinitial enrollment, compliance monitoring will ensure continued compliance with these
requirements. Any non-compliance with these requirements will result in remediation and possible sanctions up to
termination of the provider with SCDHHS for non-compliance. Providers deemed compliant must maintain compliance
with the HCBS Settings regulation in order to receive reimbursement for HCBS waiver services.

There are established compliance systemsin place at SCOHHS and OIDD that monitor providers and their servicesto
ensure they are compliant in providing the waiver services as stated in their contracts/enrollment agreements which are
congruent with the approved waiver applications. For the OIDD operated waivers, SCDHHS will conduct ongoing
monitoring to include compliance site visits in addition to the monitoring completed by OIDD and the Quality
Improvement Organization (QlO).

HCBS settings reviews will be incorporated into onsite visits and settings found not to be in compliance will be subject to
remediation and possible sanctions up to termination of the provider or the setting with SCDHHS for non-compliance.

3. By checking each box below, the state assures that the process will ensure that each setting will meet each requirement:

Thesetting isintegrated in and supports full access of individuals receiving M edicaid HCBSto the greater
community, including opportunitiesto seek employment and work in competitive integrated settings, engagein
community life, control personal resources, and receive servicesin the community, to the same degr ee of access
asindividuals not receiving Medicaid HCBS.

The setting is selected by the individual from among setting optionsincluding non-disability specific settings
and an option for a private unit in aresidential setting. The setting options areidentified and documented in

the person-centered service plan and are based on theindividual's needs, preferences, and, for residential
settings, resour ces available for room and board. (see Appendix D-1-d-ii)
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Ensuresan individual'srights of privacy, dignity and respect, and freedom from coer cion and restraint.

Optimizes, but does not regiment, individual initiative, autonomy, and independence in making life choices,
including but not limited to, daily activities, physical environment, and with whom to interact.

Facilitatesindividual choice regarding services and supports, and who provides them.

Home and community-based settings do not include a nursing facility, an institution for mental diseases, an
intermediate car e facility for individualswith intellectual disabilities, a hospital; or any other locations that
have qualities of an institutional setting.

Provider-owned or controlled residential settings. (Specify whether the waiver includes provider-owned or controlled
settings.)

No, the waiver does not include provider-owned or controlled settings.

® Yes, thewaiver includes provider-owned or controlled settings. (By checking each box below, the state assures
that each setting, in addition to meeting the above requirements, will meet the following additional conditions):

The unit or dwelling is a specific physical place that can be owned, rented, or occupied under alegally
enfor ceable agreement by the individual receiving services, and the individual has, at a minimum, the
sameresponsibilities and protections from eviction that tenants have under the landlord/tenant law of the
state, county, city, or other designated entity. For settingsin which landlord tenant laws do not apply, the
state must ensurethat alease, residency agreement or other form of written agreement will bein place for
each HCBS participant, and that the document provides protectionsthat address eviction processes and
appeals comparable to those provided under thejurisdiction'slandlord tenant law.

Each individual has privacy in their sleeping or living unit:
Units have entrance door s lockable by the individual.
Only appropriate staff have keysto unit entrance doors.
Individuals sharing units have a choice of roommatesin that setting.

Individuals have the freedom to furnish and decoratetheir sleeping or living unitswithin the lease or
other agreement.

Individuals have the freedom and support to control their own schedules and activities.

Individuals have accessto food at any time.

Individuals are ableto have visitors of their choosing at any time.

Thesetting isphysically accessible to theindividual.

Any modification of these additional conditionsfor provider-owned or controlled settings, under §
441.301(c)(4)(vi)(A) through (D), must be supported by a specific assessed need and justified in the
per son-center ed service plan(see Appendix D-1-d-ii of thiswaiver application).

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Case Management Support Plan

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. Given the importance of the role of the person-
centered service plan in HCBS provision, the qualifications should include the training or competency requirements for the
HCBS settings criteria and person-centered service plan development. (Select each that applies):

[ Registered nurse, licensed to practicein the state
[ Licensed practical or vocational nurse, acting within the scope of practice under state law
[ Licensed physician (M.D. or D.O)
Case Manager (qualifications specified in Appendix C-1/C-3)
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O Case Manager (qualifications not specified in Appendix C-1/C-3).
Foecify qualifications:

[ Social Worker
Foecify qualifications:

O Other
Foecify the individuals and their qualifications:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguar ds. Providers of HCBS for the individual, or those who have interest in or are
employed by a provider of HCBS; are not permitted to have responsibility for service plan devel opment except, at the
option of the state, when providers are given responsibility to perform assessments and plans of care because such
individuals are the only willing and qualified entity in a geographic area, and the state devises conflict of interest
protections. Select one:

Entitiesand/or individualsthat have responsibility for service plan development may not provide other direct
waiver servicesto the participant.

® Entitiesand/or individualsthat have responsibility for service plan development may provide other direct
waiver servicesto the participant. Explain how the HCBS waiver service provider isthe only willing and
qualified entity in a geographic area who can develop the service plan:

To comply with the conflict of interest regulation at (42 CFR 441.301(c)(1)(vi)), the South Carolina Department of
Health and Human Services (SCDHHS) created a compliance transition plan that will prevent a conflict of interest
between case management and direct service provision that currently exists with OIDD Board providers. Over the
next three years, SCDHHS and Office of Intellectual and Developmental Disabilities (OIDD) will work with
providersto transition waiver participants receiving both case management and direct services from the same
provider into a conflict-free service provision environment. Thiswill include appropriate policy changes, technical
assistance for providers and ongoing support for waiver participants during the transition. The transition will be
complete on or before Dec. 31, 2023.

(Complete only if the second option is selected) The state has established the following safeguards to mitigate the
potential for conflict of interest in service plan development. By checking each box, the state attests to having a

process in place to ensure:

Full disclosureto participants and assurance that participants are supported in exercising their right to
free choice of providersand are provided information about the full range of waiver services, not just the
services furnished by the entity that isresponsible for the per son-center ed service plan development;

An opportunity for the participant to dispute the state's assertion that thereisnot another entity or
individual that isnot that individual's provider to develop the per son-center ed service plan through a
clear and accessible alter native dispute resolution process;
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Direct oversight of the processor periodic evaluation by a state agency;

Restriction of the entity that develops the per son-center ed service plan from providing services without the
direct approval of the state; and

Requirement for the agency that developsthe person-centered service plan to administratively separate
the plan development function from the direct service provider functions.

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (3 of 8)

. Supporting the Participant in Service Plan Development. Specify: (@) the supports and information that are made

available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who is included in the process.

SCDHHS, OIDD and case management providers are continuously improving their understanding and implementation of
the principles of person-centered planning (PCP). Case Managers are offered atwo (2) day training on the use of various
toolsto help develop a person centered plan.

PCP as aframework helps guide case managers to the most effective services and supports; ensures participants direct
and are actively engaged in the process; and encourages involvement of other people chosen and/or approved by the
participant including friends, relatives, providers, members of the community, etc. The resulting plan isavaluable
document written in plain language.

More specifically, the person-centered service plan focuses on the participant's goals and aspirations for alifestyle that
promotes dignity, respect, interdependence, education, employment, community participation, wellness and relationship
opportunities. PCP encourages the use of natural and community supports as well as the creation of plans that view
participants in the context of their culture. All elements that compose a participant's individuality and afamily's
uniqueness are acknowledged and valued in the planning process. PCP supports mutually respectful partnerships between
participants and providers/professionals.

The participant signs the service plan indicating agreement with the services and supports detailed and confirmation of
choice of qualified service providers.

Appendix D: Participant-Centered Planning and Service Delivery

d.

D-1: Service Plan Development (4 of 8)

i. Service Plan Development Process. In four pages or less, describe the process that is used to devel op the participant-
centered service plan, including: (a) who 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; (¢) how the participant is informed of the
services that are available under the waiver; (d) how the plan devel opment process ensures that the service plan
addresses participant goals, needs (including health care needs), and preferences; (€) 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; (g) how and when the plan is updated, including when the participant's needs changed; (h) how the
participant engages in and/or directs the planning process; and (i) how the state documents consent of the person-
centered service plan from the waiver participant or their legal representative. State laws, regulations, and policies
cited that affect the service plan development process are available to CM S upon request through the Medicaid agency
or the operating agency (if applicable):
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The person-centered service plan is directed by the participant/representative and devel oped by the WCM qualified
provider based on the comprehensive assessment of the waiver participant's strengths, needs, and personal priorities
(goals) and preferences. The participant/representative, family, legal guardian, caregivers, professional service
providers (including physicians) and others of the participant's choosing may provide input. Service Plans are
individualized for each waiver participant, stressing the importance of community support. Aninitia service planis
developed within 60 days of waiver enrollment, updated as needed, and a new service plan is completed within 365

days.

Participants/representatives are informed in writing at the time of enrollment of the names and definitions of waiver
services that are funded through the waiver when the WCM qualified provider has identified the need for the service.

Participation in the planning process (assessment, plan development, implementation) by the
participant/representative, knowledgeable professionals and others of the participant/representative's choosing, helps
to assure that the participant's personal priorities and preferences are recognized and addressed by the person-centered
service plan. The state utilizes standardized assessment tools which are completed prior to planning. Thetools
identify the participant's preferences, abilities and areas where support is required including areas of potential risk.
The areas assessed include medical, general functioning, financial, emotional/behavioral, living environment,
vaocational/education, relationships and community access. When potential risk factors are identified those are
discussed during planning and addressed in the plan as emergency or back-up plan through the authorization of
walvers services or through natural resources.

All needs identified during the assessment process must be addressed. As part of the Service Plan development
process, it is determined if the participant has health care needs that require consistent, coordinated care by a
physician, therapist, or other health care professionals. The WCM qualified provider must utilize information about
the participant's strengths, priorities and preferences to determine how those needs (to include health care needs) will
be addressed. The Service Plan will include a statement of the participant's need; the specific service to meet the
need; the amount, frequency, duration of the service; and the type of provider who will furnish the service.

The WCM qualified provider will have primary responsibility for coordinating services but must rely on the
participant/representative to choose a service provider from among those available, make him/herself available for
and honor appointments scheduled with providers for initial service implementation and ongoing monitoring of
services. The appointments must be convenient times and locations for the participant to facilitate collaboration with
all partiesinvolved with the devel opment and ongoing monitoring of the service plan.

WCM providers are responsible for locating and coordinating other community or State Plan services. The objectives
of waiver case management are to counsel, support and assist participants/families with all activities related to the
ID/RD waiver program. WCM providers must provide ongoing problem solving to address participant/family needs.
They must coordinate community-based support, provide referrals to other agencies and participate in interagency
case staff meetings as needed. These activities must be fully documented in the participant's waiver record.

Changes to the service plan will be made as needed by the WCM provider when the results of monitoring or when
information obtained from the participant/representative, and/or service providers indicates the need for a change to
the service plan.

Every calendar month the WCM provider will contact the participant/representative to conduct monitoring of the
service plan and waiver services/other services. Non face-face contacts are required during months in which aface-to-
face contact is not conducted. Based on the results of the monitoring, anendments may be needed to the service plan.

On at least a quarterly basis the WCM provider will conduct aface to face contact with the participant/representative
during which the effectiveness of the service plan will be discussed along with the participant's/representative's
satisfaction with the services/providers. Every six months, the WCM provider will visit the participant in the
home/residence to monitor the health and welfare of the participant.

The state utilizes standardized assessment tools which are completed prior to planning. Thetools identify the
participant's preferences, abilities and areas where support is required including areas of potential risk. The areas
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assessed include medical, general functioning, financial, emotional/behavioral, living environment,
vocational/education, relationships and community access.

When potential risk factors are identified those are discussed during planning and addressed in the plan as emergency
or back-up plan through the authorization of waivers services or through natural resources.

ii. HCBS Settings Requirements for the Service Plan. By checking these boxes, the state assures that the following will be
included in the service plan:

The setting options are identified and documented in the per son-centered service plan and are based on the
individual's needs, preferences, and, for residential settings, resour ces available for room and board.

For provider owned or controlled settings, any modification of the additional conditionsunder 42 CFR §
441.301(c)(4)(vi)(A) through (D) must be supported by a specific assessed need and justified in the per son-
centered service plan and the following will be documented in the per son-centered service plan:

A specific and individualized assessed need for the modification.

Positive interventions and supportsused prior to any modificationsto the person-centered service plan.
L essintrusive methods of meeting the need that have been tried but did not work.

A clear description of the condition that isdirectly proportionate to the specific assessed need.

Regular collection and review of data to measure the ongoing effectiveness of the modification.

Established timelimitsfor periodic reviewsto determine if the modification is still necessary or can be
terminated.

Informed consent of the individual.

An assurancethat interventions and supportswill cause no harm to the individual.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.

Participants' needs, including potential risks associated with their situations, are assessed and aimed at minimizing risks
as addressed in the plan and during the annual plan process by helping participants/representatives identify waysto be
safe within the choices made. The service plan includes a section for describing the plan to be implemented during an
emergency or natural disaster and describing how care will be provided in the unexpected absence of a
caregiver/supporter.

A standardized assessment tool is used for all waiver participants. Thistool assesses the person's current situation, health
and safety risk factors, and his/her personal preferences. The WCM provider agency aso conducts training with staff
annually to review proper reporting procedures for abuse, neglect, exploitation, and unexplained deaths.

Additionally, Back-up plans are arequired portion of the electronic version of the support plan and must be completed by
the case manager at the time of annual planning. WCM providers will encourage representatives to make back-up plans
for emergencies when they take vacations or are away from home for extended periods of time.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver servicesin the service plan.
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WCM providers share information about available qualified providers of needed services to help participants make an
informed choice. Annually, upon request or as service needs change, participants/representatives are given alist of
providers of specified waiver services for which achange is requested or needed to select a provider. Thislist includes
phone numbers. Participants are encouraged to phone providers with questions, ask friends about their experiences with
providers, and utilize other information sources to select a provider.

Participants/representatives are encouraged to ask friends and peers about provider websites, and other resources of
information to assist them in choosing a provider. Additionally, participants/representatives are supported in choosing
qualified providers by being encouraged to contact support and advocacy groups. Participants/representatives may
request alist of providers of specified waiver services when service needs change, or when a change is requested, or
when selection of another provider is needed. Participants/representatives can contact their WCM provider with questions
about available providers.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan 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(b)(1)(i):

The format and content of the questions for the service plan document as well as the intended planning process must be
reviewed and approved by SCDHHS prior to implementation. Participant plans are available upon request.

In addition, SCDHHS QA reviews service plans on an annual basis. Providers are informed of required corrective actions
based on these reviews.

The State incorporates quality assurance/quality improvement activities into waiver administration and waiver operation.
Both SCDHHS and OIDD contract with (different) CM S-approved Quality Improvement Organizations (QIO) to conduct
quality functions. OIDD usestheir QIO to perform provider and participant record reviews by making on-site visits,
interviewing participants and staff, and making observations to ensure services are implemented based on assessed need.
In addition, the provider's administrative capabilities are reviewed to ensure compliance with OIDD standards, contracts,
policies, and procedures. Any deficiencies require awritten Plan of Correction (POC) within 30 days that addresses the
deficiency both individually and systemically. A follow-up review is conducted approximately six (6) months after the
original review to ensure successful remediation and implementation of the POC.

SCDHHS will conduct a retrospective review of person-centered service plans to determine whether service plans address
the needs of waiver participants. Findings are summarized and issued to OIDD and the provider. The retrospective review
of service plansis a statistically valid representative sampling methodology that is used for all SCDHHS reviews used for
performance measures and the review of service plans. This pulls representative samples from the total participants
enrolled in the three 1915c waivers and the OIDD provider network with follow up reviews. The representative sampling
methodology uses a 95% confidence level and a 5% margin of error. SCDHHS will pull the sample annually and adjust
the methodol ogy as additional participants are enrolled for services and supports.

SCDHHS maintains a monthly status report for the ID/RD, CS and HASCI Waiver, which contains the data of all
individuals that are enrolled in each waiver and determined to be eligible for services. To determine the appropriate
sample size, SCDHHS determines the total number of combined waiver enrolled recipients. SCDHHS utilizes a standard
sample size calculator with a 95% Confidence Level and a 5% Confidence Interval.

Reviews are conducted by SCDHHS waiver administration staff.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update, when the
individual's circumstances or needs change significantly, or at the request of the individual, to assess the appropriateness
and adequacy of the services as participant needs change. Specify the minimum schedule for the review and update of the
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service plan:

Every three months or mor e frequently when necessary
Every six months or mor e frequently when necessary
Every twelve months or mor e frequently when necessary

® Other schedule
Foecify the other schedule:

Within 365 days of the previous plan.

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
minimum period of 3 years asrequired by 45 CFR § 92.42. Service plans are maintained by the following (check each that

applies):
[ Medicaid agency
[ Operating agency
Case manager

L Other
Soecify:

Appendix D: Participant-Centered Planning and Service Delivery
D-2: Service Plan Implementation and M onitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan, participant health and welfare, and adherence to the HCBS settings requirements under
42 CFR 88 441.301(c)(4)-(5); (b) the monitoring and follow-up method(s) that are used; and, (c) the frequency with which
monitoring is performed.
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The waiver case manager is primarily responsible for monitoring the implementation of the service plan and participant
health and welfare. SCOHHS and OIDD perform oversight activities to ensure case management providers are meeting
the State's expectations in thisarea. Monitoring ensures the following:

- Services are furnished in accordance with the service plan.

- Participant access to waiver services identified in service plan.

- Effectiveness of back-up plans.

Monitoring and follow up methods include the following:

- Waiver case manager explains the participant's right to freedom of choice when selecting a provider for services. A
list of qualified providersis readily available and the WCM will assist the participant in contacting any provider as
needed.

- OIDD ¢aff review al service plans prior to implementation. A standardized case management monitoring tool will
be implemented to provide a structure for ongoing monitoring. In addition to ensuring the plans are effectively addressing
the needs of the participants, OIDD staff check for compliance with policy.

- At aminimum, the waiver case manager makes contact with the participant and/or representative monthly to
determine services meet the participants’ needs and continue to be effective. If services are not meeting the needs of the
participant, additional assessments will be conducted and the plan revised to address the need. Waiver case managers
may also make referrals for and monitor non-waiver services (such as medical appointments or food pantry) as necessary
to ensure that participants needs are met asawhole.

Quarterly, the case manager makes a face-to-face contact with the participant/representative. Annually, or more often if
necessary, anew service plan is developed by the case manager in consultation with the participant/representative.

- Asissuesarise, waiver case managers work with the participant/representative and service providers to have them
addressed. If theissuerisesto the level that the waiver case manager is unable to resolve, the waiver administrators at
OIDD are contacted for assistance. SCDHHS waiver administrators are further contacted if issues arise surrounding
policy or compliance. Appropriate reports are made in instances of ANE or any other circumstance that policy dictates.
Monitoring and follow-up actions are documented in activity notes in the participant's record. Monitoring and follow-up
actions are reviewed as part of quality assurance activities carried out by SCDHHS and/or OIDD. When necessary,
SCDHHS and/or OIDD require waiver case management providers to execute corrective actions.

- SCDHHS and/or OIDD quality assurance and licensing programs measure compliance with indicators related to
health and welfare, approve required plans of correction, and conduct follow-up reviews to ensure successful
remediation.

- Monitoring ensures that services are furnished in accordance with the service plan, participants have access to
waiver services identified in the service plan, and assesses effectiveness of back-up plans.

b. Monitoring Safeguar d. Providers of HCBS for the individual, or those who have interest in or are employed by a
provider of HCBS; are not permitted to have responsibility for monitoring the implementation of the service plan except,
at the option of the state, when providers are given this responsibility because such individuals are the only willing and
qualified entity in a geographic area, and the state devises conflict of interest protections. Select one:

Entities and/or individualsthat have responsibility to monitor service plan implementation, participant health
and welfare, and adherence to the HCBS settings requirements may not provide other direct waiver servicesto
the participant.

® Entitiesand/or individualsthat have responsibility to monitor service plan implementation, participant health
and welfare, and adherence to the HCBS settings requirements may provide other direct waiver servicesto the
participant because they arethe only the only willing and qualified entity in a geographic area who can
monitor service plan implementation. (Explain how the HCBSwaiver service provider isthe only willing and
qualified entity in a geographic area who can monitor service plan implementation).
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The following monitoring safeguards are employed in addition to those described in D-2a:

- OIDD monitors allegations of abuse, neglect and exploitation (ANE) and other critical incidents (Cl). As part of its
activities, OIDD tracks the reporting process, requires corrective actions, ensures remediation has taken place, and
provides technical assistance regarding prevention.

- Participants must be given free choice of provider for any service. OIDD's QIO conducts reviews of service plansto
ensure compliance, approves all required plans of correction, and conducts a follow-up review to ensure successful
remediation.

- OIDD maintains an electronic documentation system in which the assessments and service plans are completed. The
system ensures the user compl etes the assessment consistent with policy. Once completed, adecision is required whether
or not to formally address each need as identified by the assessment. The phrase "to formally address' meansthe need is
included in the service plan and the services/interventions are in response to the need and are authorized. The decisionis
made by the participant and those chosen by the participant to assist in the planning.

- OIDD ¢taff review al service plans prior to implementation. In addition to ensuring the plans are effectively
addressing the needs of the participants, OIDD staff check for compliance with policy.

- OIDD's QIO performs reviews on aregular basis. For each finding noted in a QIO report, the provider isrequired to
submit a plan of correction to the QIO. The QIO then conducts a follow-up review approximately six months later to
ensure successful implementation of the plan of correction. The plan of correction addresses remediation at the individual
level, and when warranted, includes a systems review and aggregated remediation. To ensure prompt follow up on
identified problems, OIDD begins monitoring remediation activities shortly after receiving a provider's QIO report.

OIDD also monitors QIO reports to identify system-wide issues that require training, technical assistance, and/or policy
changes. Systemic issues are communicated to the provider network in an effort to collect input, provide guidance, and
reduce overall citations. These issues are addressed through quarterly counterpart meetings attended by OIDD personnel.
Policy revisions are implemented in collaboration with providers and after receipt of public input. Current and proposed
OIDD Directives and Standards are available to the public for review at any time on the OIDD website. Information
derived from monitoring is compiled and reported to the State.

(Complete only if the second option is selected) The state has established the following safeguards to mitigate the potential
for conflict of interest in monitoring of service plan implementation, participant health and welfare, and adherence to the
HCBS settings requirements. By checking each box, the state attests to having a process in place to ensure:

Full disclosureto participants and assurance that participants are supported in exercising their right to free
choice of providersand are provided infor mation about the full range of waiver services, not just the services
furnished by the entity that isresponsible for the person-centered service plan development;

An opportunity for the participant to dispute the state's assertion that thereisnot another entity or individual
that isnot that individual's provider to develop the person-centered service plan through a clear and accessible
alternative dispute resolution process,

Direct oversight of the process or periodic evaluation by a state agency;

Restriction of the entity that develops the person-centered service plan from providing services without the
direct approval of the state; and

Requirement for the agency that developsthe person-centered service plan to administratively separate the
plan development function from the direct service provider functions.

Appendix D: Participant-Centered Planning and Service Delivery
Quality 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. Methodsfor Discovery: Service Plan Assurance/Sub-assurances
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The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants’ assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Perfor mance M easur es

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

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

Support plansfor ID/RD waiver participantsinclude services, supportsand goals that
are consistent with assessed needsin accor dance with waiver policy. Numerator =
The number of ID/RD participant support plansthat include services, supports and
goals consistent with assessed needs. Denominator = Thetotal number of ID/RD
participant support plans.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Waiver Plan Review Process Report

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [ 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
IjSub—State Entity IjQuarterIy [ Representative
Sample
Confidence
Interval =
L other I Annually U stratified
Specify: Describe
Group:
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[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
|jStateMedicaid Agency |:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity I:|Quarterly
O Other
Specify:
AnnuaJIy

[ Continuously and Ongoing

[ Other
Specify:
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b. Sub-assurance: Service plans are updated/revised at least annually, when the individual's circumstances
or needs change significantly, or at the request of theindividual.

Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-

assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the state to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.
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. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration, and frequency specified in the service plan.

Perfor mance M easur es

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

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

Support plansfor ID/RD waiver participantsare revised when warranted by a
changein participant needs. Numerator = the number of ID/RD participants whose
support plans arerevised when warranted by a changein participants needs.

Denominator = Total number of ID/RD participant support plansrequiring a change
dueto participant need

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
OIDD QIO Reviews

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [1100% Review
Agency
Operating Agency I:lMontth L essthan 100%
Review
|]Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
95%,+-5
& 50/50
Other IjAnnuaIIy IjStratified
Specify: Describe
Group:
OIDD QIO
[ Continuously and [ Other
Ongoing Specify:
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[ 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):
|jStateMedicaid Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
I:|Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance M easure:

Support plansfor ID/RD waiver participants are developed at least annually.
Numerator =the number of ID/RD participants whose support plans wer e developed
at least annually; Denominator= Total number of | D/RD support plans.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Waiver Plan Review Process Report

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [¥1100% Review
Agency
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Operating Agency I:|Monthly [ L essthan 100%
Review
|]Sub-State Entity |]Quarterly [ Representative
Sample
Confidence
Interval =
L other Y] Annually U stratified
Specify: Describe
Group:
[ Continuously and O Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggr egation and analysis (check each

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

that applies):
IjStateMedicaid Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity |:lQuarterIy
[ Other
Specify:
Annually

O Continuously and Ongoing

O Other
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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):

Specify:

d. Sub-assurance: Participants are afforded choice between/among waiver services and providers.
Performance M easur es

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

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

Performance M easure:

ID/RD Waiver participantsreceive authorized servicesand supportsin the type,
amount, scope, frequency, and duration as specified in the support plan, in

accor dance with waiver policy. Numerator = Number of I D/RD waiver support plans
within type, amount, scope, frequency, and duration as specified on the plan.
Denominator = Thetotal number of | D/RD waiver support plans.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Waiver Case Management Monitoring Tool

Responsible Party for data

Frequency of data

Sampling Approach

collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [¥1100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe
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Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
|jSta’[eMedicaid Agency |:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
O Other
Specify:

IjAnnuaJIy

[ Continuously and Ongoing

[ Other
Specify:
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e. Sub-assurance: The state monitors service plan development in accordance with its policies and

procedures.

Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-

assurance), complete the following. Where possible, include numerator/denominator.
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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 M easure:

ID/RD waiver participants are offered choice among qualified providers. N = The
number of ID/RD support planswherein choice of qualified providerswas offered. D
=Thetotal number of ID/RD waiver support plans.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Waiver Case Management Monitoring T ool

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

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

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[ state Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity Quarterly
[ Other
Specify:
|:lAnnuaIIy
[ Continuously and Ongoing
[ Other
Specify:
Performance Measure;
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ID/RD waiver participants are offered choice among waiver services. N=The number

of ID/RD support planswherein choice of waiver serviceswas offered. D= The total

number of ID/RD waiver support plans.

Data Sour ce (Select one):
Other
If 'Other’ is selected, specify:

Waiver Case Management Monitoring T ool

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

Frequency of data

collection/gener ation(check

each that applies):

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly O L essthan 100%
Review
IjSub—State Entity Quarterly [ Representative
Sample
Confidence
Interval =
[ Other I:lAnnualIy [ Stratified
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Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

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

[ Continuously and Ongoing

[ Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
state to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methodsfor Remediation/Fixing I ndividual 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 and the state's method for analyzing
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information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.

When the Quality Improvement Organization (QIO) finds an indicator out of compliance, they will record the citation in the
provider's Quality Assurance report. Upon receipt of the report, the provider will have 30 days to submit a Plan of
Correction (POC) to address individual and systemic remediation efforts. The QIO will then approve the POC or return it to
the provider with arequest for additional information. Approximately six months after the POC is approved, the QIO will
conduct afollow-up review with the provider to ensure implementation of the POC and to determine if the remediation was
successful. OIDD has also established benchmarks for technical assistance to be coordinated by OIDD staff. The technical
assistance is an ongoing process that may incorporate on-site instruction or training through counterpart meetings. Lower
scoring providers may also be reviewed by the QIO on a more frequent basis. OIDD tracks al QIO reporting information,
including Appeals, the Plans of Correction, follow-up, and remediation. All documentation is maintained on the QIO Portal
and is available for SCDHHS review. Thisinformation is analyzed to determine provider specific and system-wide training
and technical assistance issues. The frequency of data aggregation and analysisis annually. Documentation of al technical
assistance isavailable. OIDD QIO reviews, provider plans of correction and QIO follow-up review results are available to
SCDHHS.

In addition, OIDD will ensure support plans are developed for participants annually and monitored through the review of a
report available in Therap, the agency's electronic record. The CM monitoring tool will also provide quarterly oversight to
ensure plans are developed in accordance with policy and procedures and choice among providers and services. When non-
complianceis discovered, the provider will be required to develop a plan of correction, with additional training and technical
assistance provided by the OIDD, as needed.

ii. Remediation Data Aggregation

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

Frequency of data aggregation and analysis

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

|jStateMedicaid Agency |:|Weekly
Operating Agency [ Monthly
|jSub-State Entity Quarterly
O Other
Specify:
Annually

O Continuously and Ongoing

[ Other
Specify:

c. Timelines
When the state does not have al elements of the quality improvement strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational .

® No

Yes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.
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Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

® Yes. Thiswaiver provides participant direction opportunities. Complete the remainder of the Appendix.
No. Thiswaiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMSurges states to afford all waiver participants the opportunity to direct their services. Participant direction of services

includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget
or both.

Appendix E: Participant Direction of Services
E-1: Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.

This Waiver offers Adult Attendant Care and Respite as participant-directed service with employer authority. The
participant or the participant's representative can choose to direct Adult Attendant Care or Respite. The person directing
the service will be assessed to determine their ability to consent and/or ability to direct services.

Detailed information will be provided to the participant and/or representative about participant-directed Adult Attendant
Care and Respite including the benefits and responsibilities. If the participant or representative wants to pursue any of
these services, additional information about the risks and liabilities will be shared including the hiring, management, and

firing of workers and the role of the Financial Manager. Service delivery will be monitored as well as the participant's
health and safety.

Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunities that are available in the waiver.
Select one:

® 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 protections are
available for participants who have authority over a budget.

Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:
Participant direction opportunities are available to participantswho live in their own privateresidence or the
home of a family member.

[ Participant direction opportunities are availableto individualswho reside in other living arrangements where
services (regardless of funding sour ce) are furnished to fewer than four persons unrelated to the proprietor.

[ The participant direction opportunities are available to personsin the following other living arrangements
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Specify these living arrangements:

Appendix E: Participant Direction of Services
E-1. Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):

Waiver isdesigned to support only individuals who want to direct their services.

Thewaiver isdesigned to afford every participant (or the participant'srepresentative) the opportunity to
elect to direct waiver services. Alternate service delivery methods are available for participants who
decide not to direct their services.

Thewaiver isdesigned to offer participants (or their representatives) the opportunity to direct some or
all of their services, subject to the following criteria specified by the state. Alternate service delivery
methods are available for participantswho decide not to direct their servicesor do not meet thecriteria.

Foecify the criteria

Participants or their representatives interested in self-directed Adult Attendant Care or Respite are pre-screened. The
pre-screening assesses three main areas of ability (communication, cognition patterns and mood/behavior patterns)
that are critical to self-direction and ensuring the health and welfare of the participant.

If participant-directed or representative-directed services are not appropriate, the participant is referred to agency-
based Respite and/or Personal Care services.

Appendix E: Participant Direction of Services
E-1. Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g., the
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or
the participant's representative) to inform decision-making concerning the election of participant direction; (b) the entity or
entities responsible for furnishing this information; and, (¢) how and when this information is provided on atimely basis.

At the time of the initial assessment, the WCM will introduce and provide information about the participant or
representative directed Adult Attendant Care and Respite. The WCM will provide thisinformation initially or at the
request of the participant/representative. If the participant/representative is interested, the WCM will provide more details
about the benefits and responsibilities of the participant-directed Adult Attendant Care and Respite and determine
continued interest. The WCM will provide extensive information about the benefits as well as the risks, responsibilities
and liabilities of participant/representative direction.

Appendix E: Participant Direction of Services
E-1. Overview (5of 13)

f. Participant Direction by a Representative. Specify the state's policy concerning the direction of waiver servicesby a
representative (select one):

The state does not provide for the direction of waiver services by arepresentative.
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® Thestate providesfor the direction of waiver services by representatives.

Specify the representatives who may direct waiver services. (check each that applies):

[ Waiver servicesmay 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 representative functions in the best interest of the
participant:

When a service is determined to be needed that has the option for participant direction, a screening must be
completed to determine who can direct the service. This screening must be completed prior to service
authorization. The screening is designed to determine the waiver participant's likely ability to consent regarding
services and to help determine the participant's likely ability to direct his’her own services. To "consent”
generally means that the waiver participant can:

* Appreciate the nature and implication of his’her condition; and

* Appreciate the nature and implication of services; and

» Make reasoned decisions regarding those servicesin an unambiguous manner. Waiver participants must be
able to consent in order to direct their own services and/or when desired, must be able to consent to alow
another (arepresentative) to direct his/her services. The Waiver participant freely choices this representative.
The extent of the decision-making authority exercised by the non-legal representative isthat of an employer of
record.

A participant may choose to have Adult Attendant Care and Respite waiver services directed by a
representative and may choose anyone (subject to OIDD or Medicaid Policy) willing to understand and assume
the risks, rights, and responsibilities of directing the participant's care. The chosen representative must
demonstrate a strong personal commitment to the participant and knowledge of the participant's preferences and
must agree to a predetermined frequency of contact with the participant. A representative may not be paid to be
arepresentative and may not be paid to provide waiver services to the participant.

The representative must be willing to compl ete the necessary paperwork and serve as the Employer of Record.

The representative must be at least 21 years of age.

Appendix E: Participant Direction of Services

E-1. Overview (6 of 13)

g. Participant-Directed Services. Specify the participant direction opportunity (or opportunities) available for each waiver

service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service

Employer Authority

Budget Authority

Adult Attendant Care Services

[

Respite Care

[

Appendix E: Participant Direction of Services

E-1. Overview (7 of 13)

h. Financial M anagement Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant. Select one:

® Yes. Financial Management Services are furnished through a third party entity. (Complete item E-1-i).

Specify whether governmental and/or private entities furnish these services. Check each that applies:
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0 Governmental entities

Private entities

No. Financial Management Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete Item E-1-i.

Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as a waiver
service or as an administrative activity. Select one:

FM S are covered asthewaiver service specified in Appendix C-1/C-3

Thewaiver service entitled:

® FMSareprovided asan administrative activity.
Provide the following information

i. Types of Entities: Specify the types of entities that furnish FM S and the method of procuring these services:

OIDD currently uses a FM Sto provide these services to participantsin the ID/RD Waiver. The FMSisaprivate
entity. This service was added to the State's current contract which was secured in response to a Request for Bid
(RFB).

ii. Payment for FM S. Specify how FM S entities are compensated for the administrative activities that they perform:

A monthly fee per participant is charged for FMS.

iii. Scope of FM S. Specify the scope of the supports that FM S entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

Assist participant in verifying support worker citizenship status
Collect and process timesheets of support workers

Process payroll, withholding, filing and payment of applicable federal, state and local employment-
related taxes and insurance

Other

Specify:

The FM S assists the participants in verifying support worker citizenship status.

Supports furnished when the participant exercises budget authority:

[ Maintain a separate account for each participant's participant-dir ected budget
|:lTrack and report participant funds, disbur sements and the balance of participant funds
O Process and pay invoices for goods and services approved in the service plan

O Provide participant with periodic reports of expenditures and the status of the participant-directed
budget
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[ Other services and supports

Soecify:

Additional functiong/activities:

[ Execute and hold Medicaid provider agreements as authorized under a written agreement with the
Medicaid agency

Receive and disbur se fundsfor the payment of participant-directed services under an agreement
with the M edicaid agency or operating agency

Provide other entities specified by the state with periodic reports of expenditures and the status of
the participant-directed budget

O Other

Soecify:

iv. Oversight of FM S Entities. Specify the methods that are employed to: (a) monitor and assess the performance of
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or
entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

An annual independent audit is required to verify that expenditures are accounted for and disbursed according to
generally accepted accounting practices.

Appendix E: Participant Direction of Services
E-1. Overview (9 of 13)

j. Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the

payment authority (or authorities) under which these supports are furnished and, where required, provide the additional
information requested (check each that applies):

Case Management Activity. Information and assistance in support of participant direction are furnished as an
element of Medicaid case management services.

Foecify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:

WCM providerswill provide detailed information to the participant or responsible party (RP) about participant/RP
direction as an option including the benefits and responsibilities. If the participant/RP wants to pursue this service,
additional information about the risks and responsibilities will be shared by the WCM. Information about the hiring,
management and firing of workers as well asthe role of the Financial Management System is also provided. Once

the participant/RP has chosen to direct their services, WCMs continue to monitor service delivery and the status of
the participant's health and safety.

Waiver Service Coverage.
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Information and assistance in support of participant direction are provided through the following waiver service

coverage(s) specified in Appendix C-1/C-3 (check each that applies):

Participant-Directed Waiver Service

Information and Assistance Provided through this
Waiver Service Coverage

Per sonal Emer gency
Response System (PERS)

O

Waiver Case Management
(WCM)

Specialized Medical
Equipment, Supplies and Assistive Technology
Assessment/Consultation

Environmental
Modifications

Employment Services

Private Vehicle
Modifications

Day Activity

Pest Control Treatment

Adult Day Health Care
Nursing

Support Center Services

Adult Vision

Adult Companion Services

Independent Living Skills

Community Services

Private Vehicle
Assessment/Consultation

Adult Dental Services

Incontinence Supplies

ooy ojgjofofoyoff oo

Adult Attendant Care
Services

N

Career Preparation
Services

Nursing Services

Per sonal Care Services

Pest Control-Bed Bugs

Adult Day Health Care,
Adult Day Health Care Services

ooy

Respite Care

N

Audiology Services

Behavior Support Services

Specialized Medical
Equipment, Supplies and Assistive Technology

RN

Residential Habilitation

0

[ Administrative Activity. Information and assistance in support of participant direction are furnished as an
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administrative activity.

Foecify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; (c)
describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the

methods and frequency of assessing the performance of the entities that furnish these supports; and, (€) the entity or
entities responsible for assessing performance:

Appendix E: Participant Direction of Services
E-1: Overview (10 of 13)

k. Independent Advocacy (select one).

® No. Arrangements have not been made for independent advocacy.

Yes. Independent advocacy is available to participants who direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

Appendix E: Participant Direction of Services
E-1:. Overview (11 of 13)

I. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily
terminates participant direction in order to receive services through an alternate service delivery method, including how
the state assures continuity of services and participant health and welfare during the transition from participant direction:

The WCM provider will accommodate the participant by providing alist of qualified providers from which an agency can
be selected in order to maintain service delivery. The WCM provider and OIDD will work together to ensure the health
and safety of the participant in this transition and will work to avoid any break in service delivery.

Appendix E: Participant Direction of Services
E-1. Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.
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If the participant or his’her representative are no longer able to communicate or if they experience cognitive deficits
which keep them from acting in their best or the participant's best interest, the WCM provider will transition services
from participant direction to agency directed services. Additionally, if it is determined that fraudulent activity has
occurred, involuntary termination will occur related to the specific conditions of the activity. The WCM provider will
use criteriain making this determination. The participant and/or representative will be informed of the opportunity and
means of requesting afair hearing, and choosing an alternate provider, and the Service Plan will be revised to
accommodate changes.

When it is determined that participant/representative direction of servicesis no longer appropriate, alternate, provider-
directed services will be authorized to ensure continuity of care and assure participant health and welfare. This waiver
targets only those individuals who elect to self-direct the service or have an appropriate representative to do so. However,
if walver participants/representatives become unable/unwilling to direct the service and it becomes necessary to
terminate the service, agency-directed respite and personal care are available to ensure continuity of care.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)

n. Goalsfor Participant Direction. In the following table, provide the state's goals for each year that the waiver isin effect
for the unduplicated number of waiver participants who are expected to elect each applicable participant direction
opportunity. Annualy, the state will report to CM S the number of participants who elect to direct their waiver services.

TableE-1-n
Budget Authority Only or Budget Authority in Combination
with Employer Authority

Employer Authority Only

Waiver
Year

o T —
o’ o —
o o —
o = —
- = —

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant Direction (1 of 6)

Number of Participants Number of Participants

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-sel ected/recruited staff and performs necessary payroll and human resources functions. Supports
are available to assist the participant in conducting employer-related functions.

Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-sel ected
staff:

Participant/Common Law Employer. The participant (or the participant's representative) is the common law
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the

08/20/2026



Application for 1915(c) HCBS Waiver: Draft SC.014.07.00 Page 164 of 242

participant's agent in performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision M aking Authority. The participant (or the participant's representative) has decision making

authority over workers who provide waiver services. Select one or more decision making authorities that
participants exercise:

Recruit staff

[ Refer staff to agency for hiring (co-employer)

Select staff from worker registry

Hire staff common law employer

Verify staff qualifications

Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:

For self-directed attendant care, the costs for background checks will be handled by UAP (University
Affiliated Programs/USC). For self-directed respite, the cost for background checks will be the
responsibility of the employer however, the participant can request assistance with funding through the
WCM as a household employer expense.

[ Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications ar e consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checksif it varies from Appendix C-2-a:

Deter mine staff duties consistent with the service specificationsin Appendix C-1/C-3.
[ Deter mine staff wages and benefits subject to state limits

Schedule staff

Orient and instruct staff in duties

Supervise staff

Evaluate staff performance

Verify timeworked by staff and approve time sheets

Dischar ge staff (common law employer)

[ Dischar ge staff from providing services (co-employer)

U other

Specify:

Appendix E: Participant Direction of Services

E-2: Opportunitiesfor Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authority opportunity as indicated in Item E-

1-b:
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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 servicesincluded in the budget

O Determine the amount paid for serviceswithin the state's established limits
[ Substitute service providers

[ Schedule the provision of services

[ Specify additional service provider qualifications consistent with the qualifications specified in
Appendix C-1/C-3

[ Specify how services are provided, consistent with the service specifications contained in Appendix C-
1C-3

[ I dentify service providersand refer for provider enrollment
[ Authorize payment for waiver goods and services

O Review and approve provider invoicesfor servicesrendered
O Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (3 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant.
Information about these method(s) must be made publicly available.

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor 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. Describe how the state informs each participant of the amount of the
participant-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.
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Appendix E: Participant Direction of Services
E-2: Opportunitiesfor 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:

Modificationsto the participant directed budget must be preceded by a changein the service plan.
The participant hasthe authority to modify the servicesincluded in the participant directed
budget without prior approval.

Specify how changes in the participant-directed budget are documented, including updating the service plan.
When prior review of changesis required in certain circumstances, describe the circumstances and specify the
entity that reviews the proposed change:

Appendix E: Participant Direction of Services
E-2: Opportunitiesfor Participant-Direction (6 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

v. Expenditur e Safeguar ds. Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that may be
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuas: (a) who are not
given the choice of home and community-based services as an alternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR 8431.210.

Proceduresfor Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his’her legal representative)
isinformed of the opportunity to request afair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the
description are available to CM S upon request through the operating or Medicaid agency.
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OIDD RECONSIDERATION PROCESS

"SCDHHS decisions" are decisions made regarding programs and services funded by Medicaid. The final authority for Medicaid
decisions rests with the South Carolina Department of Health and Human Services (SCDHHS). However, before aMedicaid
participant can request afair hearing through SCDHHS, decisions made by OIDD (and its network of providers) must first be
submitted to OIDD for reconsideration. The reconsideration by OIDD is required to ensure that established Medicaid policy and
procedures were followed and appropriately applied when the decision was made.

Actions to suspend, reduce or terminate HCB Waiver services may be halted while those actions are being reconsidered. In order
to halt the action, thereby allowing the HCB Waiver service to continue while the decision is being reconsidered, the participant,
legal guardian or representative must specifically request that the action be halted, the services continue, and the decision be
reconsidered. The request must be made in writing and submitted within 10 calendar days of receipt of written notification of the
decision/action. If, upon completion of the OIDD reconsideration and SCDHHS fair hearing, the SCDHHS decision is upheld,
the participant or legal guardian may be required to repay the cost of the HCB Waiver services received during the pendency of
the reconsideration/hearing.

If not requesting that actions to suspend, reduce or terminate HCBS Waiver services be halted, arequest for OIDD
reconsideration of a SCOHHS decision must be made in writing within 30 calendar days of receipt of written notification of the
decision/action. The request must clearly state the basis of the complaint, previous efforts to resolve the complaint, and relief
sought. If the decision was the denial of arequest to exceed awaiver service limit, documentation justifying the need for the
amount in excess of the limit must be submitted.

If needed, assistance with completion of the reconsideration request can be provided. The request must be dated and signed by
the participant, legal guardian or representative assisting the participant. The request for reconsideration must be mailed to or e-
mailed to:

State Director

Office of Intellectual and Developmental Disabilities
400 Otarre Parkway

Cayce, SC 29033

Appeals@DDSN.SC.GOV

The State Director or a designee will issue awritten decision within 10 working days of receipt of the written reconsideration
reguest. The written decision will be mailed to the participant, legal guardian or representative. If the State Director upholds the
decision/action, the reason(s) for upholding shall be specifically identified in the written notification.

SCDHHS MEDICAID FAIR HEARING PROCESS

If the participant, legal guardian or representative fully completes the OIDD reconsideration process and is dissatisfied with the
result, the participant, legal guardian or representative has the right to request an appeal with the State Medicaid Agency, which
is the South Carolina Department of Health and Human Services (SCDHHS).

The fair hearing request may be made electronically using the SCDHHS website indicated below or it may be mailed to
SCDHHS. This must be done no later than 30 calendar days after receipt of the OIDD noatification.

The purpose of a SCDHHS fair hearing is to prove error(s) in fact or law pertaining to a decision made and/or action taken by
OIDD that adversely affects awaiver participant. The appeal must clearly state the specific issue(s) that are disputed and what
action isrequested. A copy of the reconsideration notification received from OIDD must be uploaded using the SCOHHS
website indicated below or included with the mailed appeal.

The, participant, legal guardian or representative is encouraged to file the appeal electronically at www.scdhhs.gov/appeals.
OR
The hearing request may be mailed to:

SC Department of Health and Human Services
Division of Appeals and Hearings
P.O. Box 8206

Columbia, SC 29202-8206
0872072026
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A fair hearing request to SCDHHS is valid if filed electronically or mailed to the above address and postmarked no later than the
30th calendar day following receipt of the OIDD reconsideration notification. Unless avalid appeal request is made to SCDHHS,
the OIDD reconsideration decision will be final and binding.

If avalid hearing request is made, the participant, legal guardian or representative will be advised by the SCDHHS Division of
Appeals and Hearings as to the status of the appeal request, which may include a scheduled hearing.

A beneficiary may request an expedited hearing. SCOHHS will grant or deny these requests as quickly as possible. If the request
to expedite is granted, the hearing will be resolved as quickly as possible instead of the standard 90-day timeframe. If the request
to expedite is denied, the hearing will follow the standard 90-day timeframe.

SCDHHS may grant expedited review if it is determined the standard hearing timeframe could jeopardize the individual's life,
health, or ability to attain, maintain, or regain maximum function. SCDHHS may consider, among other facts:

- The medical urgency of the beneficiary's situation

- Whether a needed procedure has already been scheduled

- Whether a beneficiary is unable to schedule a needed procedure due to lack of coverage
- Whether other insurance will cover most of the costs of the requested treatment.

For more information on the SCDHHS appeal s process, please refer to www.scdhhs.gov/appeals.

Prior to entrance to the Waiver and annually thereafter, participants are provided an Acknowledge of Rights and Responsibilities
form by the Waiver Case Manager (WCM) that includes information about their rights, including the right to afair hearing.

Notice of appeal rightsis provided to the individual at the time of any adverse action, including but not limited to choice of
provider of service, denial, reduction, suspension or termination of service.

In all instances when notice of an adverse action must be made to a participant, notice is provided in writing by the Waiver Case
Manager and instructs the participant to request assistance if needed. Notices are kept in the participant's case management file.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution
process that offers participants the opportunity to appea decisions that adversely affect their services while preserving
their right to a Fair Hearing. Select one:

® No. This Appendix does not apply
Yes. The state operates an additional dispute resolution process

» Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process,
including: (a) the state agency that operates the process; (b) the nature of the process (i.e., procedures and timeframes),
including the types of disputes addressed through the process; and, (¢) how theright to aMedicaid Fair Hearing is
preserved when a participant elects to make use of the process: State laws, regulations, and policies referenced in the
description are available to CM S upon request through the operating or Medicaid agency.

Do not complete thisitem.

Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System
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a. Operation of Grievance/Complaint System. Select one:

No. This Appendix does not apply

® Yes The state operates a grievance/complaint system that affor ds participants the opportunity to register
grievances or complaints concer ning the provision of services under thiswaiver

e Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
system:

OIDD operates the Complaint/Grievance System for all services delivered through the waiver and all waiver participants.

e Description of System. Describe the grievance/complaint 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 CM S upon request through the Medicaid agency or the operating agency (if applicable).

A complaint is an expression of dissatisfaction or allegation of wrongdoing. Complaints may range in severity such that
some can be easily addressed via discussion/follow-up with a service provider while others may require incident
reporting, investigation, and referral to law enforcement and/or protective services. The types of concerns handled
through this process may include but are not limited to concerns about service planning, restrictions of personal rights
and freedoms; program, support and placement decisions; access to files/records; or ability to give informed consent.

OIDD maintains two levels of complaint management. Service providers and OIDD maintain methods to receive
complaints. All efforts are made to resolve concerns at the most immediate (provider) level that can properly address the
concern. Concerns involving health and safety of participants receiving services receive immediate review and necessary
action istaken if health or safety is at risk. Participants are provided with information about the complaint processin a
manner that is understandable to the individual. Supports are provided, if needed, to participants who wish to express a
concern but need assistance in understanding or following the process.

OIDD requires that providers develop policy and procedures to receive, document and manage complaints about a service
that are submitted by or on behalf of a person receiving services. Providers are required to offer/provide assistance to the
people they support to prepare and file acomplaint. The provider shall assure that there is no retaliation or threat of
intimidation relating to the filing or investigation of acomplaint. Providers have that ability to assign staff as appropriate
to investigate, resolve and document complaint activities. In general, most complaints at the provider level are resolved
within 10 business days of receipt. The resolution is communicated to the participant and other parties as applicable.

In the event a compliant cannot be resolved at the provider level, or the person desires to contact OIDD directly, OIDD
maintains a telephone line and email addressto receive complaints. OIDD will respond to an oral or written complaint
from any source, including an anonymous source, regarding the delivery of a service, allegation of ANE or other issue
regarding a participant. Complaints typically are made when the participant who receives services or their representative
feel their concerns have not been satisfied through traditional resolution processes at the provider level. Contact with
someone outside of the situation provides an opportunity for objective and impartial review of the concern. Once a
complaint is received by OIDD it is assigned to the appropriate staff to resolve theissue. General information about the
compliant is documented and the resolution is tracked by OIDD staff. In general, OIDD resolves most complaints within
10 business days of receipt. The resolution is communicated to the participant and other parties as applicable.

Additionally, the WCM/EI provider is responsible for communicating to the participant that their decisionto filea
grievance or make acomplaint is not a pre-requisite for aFair Hearing. The State has indicated in the application (F-3 b)
that filing a grievance or making a complaint is not a pre-requisite or a substitute for a Fair Hearing. These are two
separate processes as af orementioned.

Policy reference: 535-08-DD

Appendix G: Participant Safeguards
Appendix G-1. Responseto Critical Eventsor Incidents
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a. Critical Event or Incident Reporting and M anagement Process. Indicate whether the state operates Critical Event or

Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Select one:

® Yes. Thestate operatesa Critical Event or Incident Reporting and Management Process (complete Items b
through €)

No. This Appendix does not apply (do not complete Items b through €)

If the state does not operate a Critical Event or Incident Reporting and Management Process, describe the process that
the state uses to dlicit information on the health and welfare of individual s served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the state requires to be reported for review and follow-up action by an
appropriate authority, the individuals and/or entities that are required to report such events and incidents and the timelines

for reporting. State laws, regulations, and policies that are referenced are available to CM S upon request through the
Medicaid agency or the operating agency (if applicable).
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Pursuant to Code of Federal Regulations § 441.302(a)(6)(i)(A), a Critical Incident is defined as, at a minimum, verbal,
physical, sexual, psychological, or emotional abuse; neglect; exploitation including financial exploitation; misuse or
unauthorized use of restrictive interventions or seclusion; amedication error resulting in atelephone call to or a
consultation with a poison control center, an emergency department visit, an urgent care visit, a hospitalization, or death;
or an unexplained or unanticipated death, including but not limited to a death caused by abuse or neglect.

In addition to the preceding incident types, SCDHHS has identified categories of critical incidents that providers of
1915(c) Waiver Services are required to report to SCDHHS, law enforcement, or other reporting entity.

SCDHHS and OIDD have implemented Critical Incident processes to ensure that providers are following the
reguirements as outlined in the HCBS Provider Manual and OIDD directives. Providers for Adult Day Health Care,
Nursing Services, Personal Care Services, Pest Control, Personal Emergency Response System, and In-Home Respite
Providers must follow the critical incident policy listed below. Providers are contracted with OIDD must adhere to the
OIDD Incident Management Directive (534-04-DD).

Definitions

Administrative Review

A review conducted by the provider or SCDHHS after the report of a critical incident to ensure that all required policies
and procedures were followed and the critical incident has been reported correctly.

Behavioral Health Crisis Event

An event or situation that causes the person to experience extreme disorganization of thought, hopel essness, sadness,
confusion, panic, or other emational distress. The event includes action(s) by a person that poses a danger to themselves
or others and is unable to be mitigated without the assistance of law enforcement, mental health, or medical services. If
the incident involves a suicide attempt, it should be reported in that category in all cases.

Choking

When food or other items become lodged in the back of the throat and impact the person's ability to breathe. Choking
incidents are reportable when they require interventions such as back blows, abdominal thrusts and/or the Heimlich
maneuver. If the choking incident results from the failure to appropriately supervise or prepare the correct food texture,
an allegation of neglect must be reported.

Corrective Action Plan

Plan written by the provider to outline how they will ensure that any policies and procedures found not to be followed
during an administrative review will not occur again in the future.

Death

Expected Death (Natural Causes): Primarily attributed to aterminal illness or an internal malfunction of the body not
directly influenced by external forces. For example, a person who has been diagnosed with cancer and is receiving
Hospice services or when a Do Not Resuscitate (DNR) order isin place.

Unanticipated Death: An unanticipated death is primarily attributed to an external unanticipated force acting upon the
person. Deaths attributed to events such as car accidents, falls, homicide, choking and suicides would be considered

unanticipated.

Unexplained Death: A death in which the cause of death noted on a person's death certificate is not supported by
documentation found in the person's medical history and other documentation.

Elopement
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Any time a person is missing from their designated |location for a period of more than one (1) hour beyond their
documented need for supervision. Based on aperson's history, safety skills, and familiarity with the area, a person may
be considered in jeopardy before one (1) hour elapses. In addition, when police are contacted about a missing person or
the police independently find and return a person, thisis reportable regardless of the amount of time a person has been
missing.

For children under the age of 18 all incidents involving €lopement should be reported immediately upon discovery.
Exploitation (SC Code Section 43-35-10(3))

Causing or requiring a participant to engage in activity or labor that isimproper, unlawful, or against the reasonable and
rational wishes of the participant; Exploitation does not include requiring a vulnerable adult to participate in an activity or
labor which isa part of awritten plan of care or which is prescribed or authorized by alicensed physician attending the

patient

An improper, unlawful, or unauthorized use of the funds, assets, property, power of attorney, guardianship, or
conservatorship of a participant by an individual for the profit or advantage of that individual or another individual; or

Causing a participant to purchase goods or services for the profit or advantage of the seller or another individual through

undue influence, harassment, duress, force, coercion, or swindling by overreaching, cheating, or defrauding the
participant through cunning arts or devices that delude the participant and cause him or her to lose money or other

property.

Fals

Any fall resulting in death, injury requiring hospitalization, or injury that will result in permanent loss of function.
Fire

A situation that requires the active involvement of fire or other safety personnel such as extinguishing afire, clearing
smoke from the premises, checking for carbon monoxide at the site etc. In addition, firesthat are extinguished by staff
arereportable.

Fire with Property Damage: The fire causes property damage that may or may not make the premises uninhabitable.

Fire without Property Damage: The fire does not cause property damage and may or may not result in the premises being
uninhabitable.

Carbon Monoxide Detector: Any situation for which the carbon monoxide detector indicates the presence of carbon
monoxide gas

Initial Reporter

The person who witnesses and/or first becomes aware of the allegations of a critical incident.

Injuries

Any injury that requires treatment beyond first aid. Thisincludesinjuries that receive assessment and/or treatment at an
Emergency Room, Urgent Care Center, Primary Care Physician Office etc. or that require a hospitalization. Serious
injuries that are treated by amedical professional (i.e., doctor, nurse etc. that is used by the organization) on-site are
reportable.

Law Enforcement Activity

Law enforcement action that occurs during the provision of service or for which a person is the subject of alaw
enforcement investigation that may lead to criminal charges against the person. Thisincludeslaw enforcement

responding to a possible crime when a person isin the community or in avehicle.
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Mandatory Reporter

Persons required in accordance S.C. Code Ann. 863-7-3 et. seq. and the Omnibus Adult Protection Act of 1993, S.C.
Code Ann. § 43-35-5 and 43-35-10, et. Seq to include but not limited to healthcare professionals and social or public
assistance workers, to report any abuse, neglect, or exploitation as defined in those state statutes.

Medication Error

A medication error resulting in atelephone call to or a consultation with a poison control center, an emergency
department visit, an urgent care visit, a hospitalization, or death.

Neglect (SC Code Section 43-35-10(6))

Thefailure or omission of adirect care staff member or direct care volunteer to provide the care, goods, or services
necessary to maintain the health or safety of a participant including, but not limited to, food, clothing, medicine, shelter,
supervision, and medical services. Failure to provide adequate supervision resulting in harm to participants, including
altercations or acts of assault between participants, may constitute neglect. Neglect may be repeated conduct or asingle
incident that has produced or could result in physical or psychological harm or substantial risk of death. Noncompliance
with regulatory standards alone does not constitute neglect. Neglect includes the inability of avulnerable adult, in the
absence of a caretaker, to provide for his or her own health or safety which produces or could reasonably be expected to
produce serious physical or psychological harm or substantial risk of death.

Peer to Peer Incidents

Acts of aggression and/or assault between service recipients are to be reported as a Critical Incident whenever injuries
requiring medical attention occur.

Physical Abuse (SC Code Section 43-35-10(8))

The act of intentionally inflicting or allowing to be inflicted physical injury on a participant by an act or failure to act.
Physical Abuse includes, but is not limited to, slapping, hitting, kicking, biting, choking, pinching, burning, actual or
attempted sexual battery, use of medication outside the standards of reasonable medical practice for the purpose of
controlling behavior, and unreasonable confinement. Physical abuse also includes the use of arestrictive or physically
intrusive procedure to control behavior for the purpose of punishment except that a therapeutic procedure prescribed by a
licensed physician or other Authorized Healthcare Provider or that is part of awritten plan of care by a physician or other
Authorized Healthcare Provider is not considered physical abuse. Physical abuse does not include altercations or acts of
assault between participants.

Psychological Abuse (SC Code Section 43-35-10(10))

Deliberately subjecting a vulnerable adult to threats or harassment or other forms of intimidating behavior causing fear,
humiliation, degradation, agitation, confusion, or other forms of serious emotional distress.

Seclusion, Unauthorized Restrictive Intervention or Restraint

Seclusion: The involuntary confinement of a person. Verbal instruction or any explicit or implicit intimidation that
indicates to a person that they may not leave is also considered seclusion, regardless of whether the person has the ability
to physically remove himself or herself from the situation.

Unauthorized Restrictive Procedure: Any restrictive procedure (other than a restraint) that does not follow guidelines
related to restrictive procedures or is prohibited by policy. Restrictive procedures limit a person’'s movement, activity or
function, interfere with the person's ability to acquire positive reinforcement, result in the loss of objects or activities that
aperson values or require a person to engage in a behavior in which, given the freedom of choice, the person would not

engage.
Chemical Restraint: The use of a medication for the specific and exclusive purpose of controlling acute or episodic
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aggressive behavior.

Mechanical Restraint: A device that involuntarily restricts the freedom of movement or voluntary functioning of alimb
or part of aperson's body as ameans to control their physical movements and normal accessto their body.

Physical Restraint: A physical hands-on method, excluding health protections, that restricts, immobilizes, or reduces a
person's ability to move his or her arms, legs, head, or other body partsfreely. A physical restraint may only be used in
the case of an emergency to prevent a person from immediate physical harm to herself/himself or others.

Rights Violation

An unauthorized act which improperly restricts or denies the human or civil rights of a person including those rights
which are specifically mandated under applicable law, regulation, policy, or plan. Thisincludes acts that are intentional
or unintentional regardless of the obvious occurrence of harm.

Serious IlIness

A physical illness, disease, or period of sickness that requires an emergency room visit, urgent care, or hospitalization.
This does not include visits to these locations that are used in lieu of the ability to secure an appointment with a primary
care physician or other medical professional.

Sexua Abuse

Any nonconsensual attempted or completed sexual acts. The acts may be physical or non-physical. Any act or attempted
act that is sexual in nature between a paid service provider staff and a Medicaid beneficiary is considered acrime,
regardless of consent on the part of the beneficiary.

Suicide Attempt

Theintentional and voluntary attempt to take one's own life. A suicide attempt is limited to the actual occurrence of an
act and does not include suicidal threats or ideation. If medical treatment was sought after a suicide attempt, it should be
reported under suicide attempt as a primary category in all cases, and not as seriousinjury, or illness.

Verbal Abuse

Using words to threaten, coerce, intimidate, degrade, demean, harass or humiliate an individual. Any use of oral, written
or gestured language that willfully includes disparaging and derogatory termsto Medicaid beneficiaries or their families,
or within their hearing distance, regardless of their age, ability to comprehend, or disability.

Vulnerable Adult

A person eighteen years of age or older who has a physical or mental condition which substantially impairs the person
from adequately providing for his or her own care or protection.

¢. 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.

Waiver participants and/or their family members and legal representatives are provided written information about what
constitutes abuse, neglect, and exploitation, how to report, and to whom to report. They are informed of their rights,
annually and thisinformation is explained by their waiver case managers.

The participants/their family/legal guardian are provided information about ANE during the service planning process and
during case management monitoring.
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d. Responsibility for Review of and Responseto Critical Eventsor I ncidents. Specify the entity (or entities) that receives
reports of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and
the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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When an event occurs, or is alleged to have occurred, that is considered an incident per policy, theinitia notification to
OIDD is made by the reporting entity (OIDD qualified direct service or case management provider) by submitting the
first section of the incident report within 24 hours (or the next business day) of discovery or recognition. Once the initial
report is submitted, OIDD will review to ensure that the incident description is complete and prompt action was taken to
protect the participant's health, safety, and rights. If the report isincomplete or the actionsincluded are insufficient,
OIDD will contact the reporting entity and ensure the report is corrected and the actions taken are sufficient to protect the
health, safety and rights of the person(s) involved.

Reporting entities are required to complete an internal review (investigation) of the incident. The internal review is
submitted to OIDD as part of the final report submission (within 10 business days of discovery/recognition of the
incident). OIDD policies require the provider, upon completion of the internal review, to notify the participant and/or
responsible party of the outcome of the review. The Case Management provider is also informed in order to ensure that
any health and safety concerns are addressed.

When an event occurs that could be classified as possible abuse, neglect or exploitation, providers are required to manage
incidents via protective service requirements (Omnibus Adult Protection Act (S.C. Code Ann. 843-35-5, et seq. (1976, as
amended). In addition to the protections afforded the participant from protective services, case management providers
document incidents, offer supports and services to mitigate risk and prevent future occurrences of the same or similar
nature. If a case management provider is unable to mitigate an incident with the assistance of protective services,
SCDHHS and OIDD will collaborate to offer additional support and guidance to the participant, their family, providers,
and other stakeholders. Additional support includes but is not limited to, service changes, environmental/living situation
changes, referrals to outside agencies, support with legal proceedings and support to access community resources.

In addition, depending on the nature of the incident, areport/referral for investigation must be made outside of OIDD.
Upon vetting of the report an investigation may be conducted by child or adult protective services, the State Long Term
Care Ombudsman Program, the Attorney General's Office, and local/state law enforcement (SLED). The appropriate
State Investigative Agency is determined through State Law by the age of the victim, suspected perpetrator, and the
location of the alleged incident. These reports can be made by phone or written form. All verbal reports shall
subsequently be submitted in writing. These incidents are defined as physical abuse, or psychological abuse, threatened
or sexual abuse, neglect, and exploitation. Mandatory reporters have a duty to report if they have information, facts or
evidence that would lead a reasonable person to believe that a child or vulnerable adult has been or is at risk for ANE.

Mandated reporters are defined as professional staff, employees, and volunteers or contract provider agencies having a
legal responsibility under state law to report suspected ANE to state investigative agencies. Mandated reporters must
make the report within 24 hours or the next business day after discovery of the ANE.

The reporting entity is required to submit the final report of the incident to OIDD within ten business days of the initial
report submission. In cases where all the activities related to the incident have not yet finished by this deadline, the
reporting entity submits an addendum to the report. Where appropriate, the final section of the incident will include the
investigation determination (from protective services, Ombudsman program, SLED) as well as the corrective actions that
were carried out or planned in order to mitigate and prevent the reoccurrence of the incident. When the reporting entity
submits the final incident report, OIDD reviews the report and ensures that the incident was managed effectively and
according to policy and that the investigation determination is included (as applicable), corrective actions are appropriate,
planned, and prevents reoccurrence, and other pertinent information isincluded as necessary. OIDD returns reports to the
appropriate reporting entity for correction when the above standards are not met. Reports are considered "closed" upon
review and acceptance by OIDD. Addenda are required as the State Investigative Agencies render afinal disposition
related to any allegation of ANE.

OIDD evaluatesthe initial and final incident reports to ensure that:

e The provider took prompt action to protect the participant's health, safety and rights. This may include, but is not
limited to

contacting emergency services such as 911, arranging medical care, separating the perpetrator and victim, arranging
counseling or

referring to a victim assistance program.

«  When applicable, the provider met the mandatory reporting requirements by contacting the appropriate protective
services agency for

children or vulnerable adults
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e Law enforcement (SLED) was notified as appropriate.

« The provider notified the family or guardian of the incident within 24 hours (unless otherwise indicated in the
individual support

plan).

» Thealleged perpetrator was suspended per policy.

» Theincident was correctly categorized;

» Safeguards to prevent reoccurrence are in place;

« Corrective actions have occurred, or are planned to occur, in response to the incident to prevent reoccurrence.
» Changes were made in the participant's plan of support necessitated by or in response to the incident;

» The participant or participant's family received notification of the findings by the reporting entity, unless otherwise
indicated

in theindividual plan;

OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of an incident. In situations
where this occurs, OIDD will compile findings from the activity and issue corrective action plans as appropriate based on
the discovery data.

Case Managers identify unreported incidents as they conduct monitoring of services and supports. OIDD identifies
unreported incidents as part of routine monitoring activities conducted by OIDD or the OIDD QIO. When an unreported
incident isidentified, the reviewer communicates this finding to the provider who is required to ensure that an incident
report isfiled. OIDD will review such reports and ensure appropriate action is taken to mitigate the incident and ensure
action is taken to prevent reoccurrence.

OIDD also partners with the following entities with regards to the review and investigation of incidents. The type of
partnership and activities conducted are dependent on the specific nature of the incident and investigation findings.

SCDSS Child Protective Services and local and state law enforcement are responsible for overseeing the reporting of and
response to allegations of ANE. In addition to investigations by the State Long Term Care Ombudsman, SCDSS, the
State Attorney General's Office, and law enforcement, other agencies have jurisdiction to make inquiry into incidents of
ANE and may conduct their own investigation. These agencies include;

« SLED/Child Fatalities Review Office- The Child Fatalities Review Office of SLED will investigate all deaths
involving abuse,

physical and sexual trauma as well as suspicious and questionable deaths of children. The State Child Fatalities Review
Office will

also review the involvement that various agencies may have had with the child prior to death.

« Disahility Rights South Carolina (DSRC) has statutory authority to investigate abuse and neglect of people with
disabilities.

e Vulnerable Adult Fatalities (VAF) Review- The VAF Review Office of SLED will investigate all deaths per the
applicable statute

involving abuse, physical and sexual trauma, as well as, suspicious and questionable deaths of vulnerable adults. The
State

Vulnerable Adult Investigations Unit (VAIU) will also review the involvement that various agencies may have had
with the person

prior to death.

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.
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OIDD isresponsible for the oversight of and response to incidents. OIDD evaluates all reports on an ongoing basis.
OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of an incident. In situations
where this occurs, OIDD will compile findings from the activity and take action as appropriate.

OIDD provides technical assistance when aneed isidentified OIDD may require the completion of aplan of correction
(POC) and/or adirected plan of correction (DPOC) document when performance improvements are needed due to
sentinel events, patterns of non-compliances or other issues that require significant remediation. Data from the IMSis
used to support implementing quality improvement, risk management and incident management processes for al levels of
the support and service system. Through areview of the data, OIDD identifies factors that put participants at risk and
facilitates the development of interventions and improvement activities to mitigate future risk or reoccurrence.

Key data elements of the IMS include:

0 Evidence of recognition of incidents.
0 Evidence of prompt and appropriate action in response to incidents.

o Timely reporting of incidents.

0 Investigation and review of incidents.

o Corrective action in response to incidents.

OIDD quality management and quality improvement staff meet on aregular basis to discuss findings from incident
management activities and discuss if sanctions are needed to facilitate improvement activities. Providersthat are
significantly out of compliance with issues related to incident management, without evidence of improvement, are subject
to sanctions such as suspension of permission to enroll new participants, recoupment of waiver funds, administrative
sanctions and contract termination.

OIDD and SCDHHS staff meet quarterly to review results of risk management meetings, incident reporting, performance
measure results, and quality improvement strategy results.

OIDD isresponsible for the oversight of and response to incidents and the incident management system. OIDD evaluates
all reports on an ongoing basis.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

The state does not permit or prohibitsthe use of restraints

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

® Theuseof restraintsis permitted during the cour se of the delivery of waiver services. Complete Items G-2-a-i
and G-2-aii.

i. Safeguards Concer ning the Use of Restraints. Specify the safeguards that the state has established
concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policiesthat are referenced are available to CM S upon reguest through
the Medicaid agency or the operating agency (if applicable).
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Individuals with disabilities are entitled to exercise their civil, political, social, economic and cultural rights
on an equal basiswith others. Each individual who receives services from OIDD is encouraged and assisted
to exercise his/her rights as a citizen and as a service recipient.

OIDD uses person-centered planning activities (behavior support strategies/plans, appropriate psychotropic
medication use), staff training in crisis prevention curriculums, monitoring for the use of prohibited
practices, and Human Rights Committees, to promote and protect the rights of all individuals served.
Consistent with OIDD's values and principles, it is expected that all interventions to protect rights and
support people with challenging behavior:

* Ensurethe hedlth, safety, and well-being of each person;

« Ensurethat each personistreated with dignity and respect;

« Encourage participation, choice, control and responsibility;

» Encourage relationships with family and friends, and connections in the community;

e Result in personal growth and accomplishment;

* Be person-centered and community inclusive;

* Beresponsive, effective and accountable;

» Bepractical, positive and appropriate;

* Bestrengths-based and results-oriented;

« Offer opportunities to be productive and maximize potential; and

» Feature best and promising practices.

Restraints may be employed only for the purpose of protecting the person or others from harm and only
when it is determined to be the least restrictive alternative possible to meet the person's needs. Restraints may
only be used in an emergency or with the approval of a Human Rights Committee (HRC). The following
types of restraints may be used:

Physical Restraint-A type of restrictive procedure that is a manual method that restricts, immobilizes, or
reduces a person's ability to move arms, legs, head or other body parts freely.

Mechanical Restraint- a mechanical device that involuntarily restricts the freedom of movement or voluntary
functioning of alimb or portion of a person's body as a meansto control their physical movements and
normal accessto their body.

The use of the following are prohibited by OIDD palicy:
« A restrictive procedure used as retribution, for the convenience of staff persons or as a substitute for
staffing or
appropriate services;
e Theuse of medication for disciplinary purposes, for the convenience of staff, as a substitute for training
or engagement,
or in quantities that interfere with someone's quality of life;
e Seclusion;
e Enclosed cribs;
« Interventionsthat result in a nutritionally inadequate diet or the denial of aregularly scheduled meal;
» Encouraging/using someone supported to discipline a peer;
e Pronerestraints;
* Time out rooms;
« Aversive conditioning;
e Useof handcuffs;
« Technique that inhibits breathing, the respiratory or digestive system;
e Use of atechnique that involves a chokehold, pressure on the neck or other means of restraint involving
the head/neck;
¢ Any technique that inflicts pain;
e Use of pressure point techniques;
« Any technique that causes hyperextension of joints and pressure on the chest or joints;
e Useof atechniquein which the person is not supported and allows for free fall to the floor;
* Asneeded (PRN) orders for psychotropic medications (chemical restraints) or mechanical restraint.
Except when prescribed by a physician while treating the person in a hospital setting
or prescribed as part of the palliative care provided by Hospice;
e Theplanned use of restrictive procedures prior to the exhaustion of less intrusive measures;
e Theuse of aphysical restraint for more than 60 cumulative minutes within a 2-hour period;
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e Theuse of amechanical restraint without proper monitoring, supervision, and release;

e Theuse of arestrictive procedure when not necessary to protect the person or others from harm;
» Coercion/use of intimidation or use of force to gain compliance; and

» Accessto or the use of personal funds or property used as areward or punishment.

In order to promote and protect rights and support people with challenging behavior all providers must
demonstrate that staff have been appropriately trained in a crisis prevention curriculum. Appropriate training
of acurriculum includes competency-based assessment of staff skills and re-certification on the schedule
required by the curriculum for trainers and staff.

Providers may only utilize a OIDD approved curricula for teaching and certifying staff to prevent and
respond to disruptive behavior and crisis situations. A crisis prevention management curriculum is only
approved once it has been determined that it aligns with OIDD philosophies and it has a strong focus of
training in the area of interpersonal skills (e.g., active listening, problem solving, negotiation, and conflict
management). In addition, OIDD does not approve training curricula that include techniques involving the
use of force (such as chokeholds of any kind or other techniques that inhibit breathing etc.) for self-defense
or control that entities such as law enforcement would utilize. Providers may not train staff on any aspect of
an approved crisis prevention management curriculum that includes a OIDD prohibited practice.

Only the techniques included in the approved system/curriculum shall be used. Techniquesincluded in the
chosen system/curriculum shall only be employed by staff members who have been fully trained and deemed
competent in the application of the techniques.

Any system on the list may be selected for use. Providers may elect to use more than one of the currently
approved curricula based on the needs of the people supported or the organization. At the present time, the
below list includes approved curricula:

MANDT

CPI - Crisis Prevention Institute

PCM - Professional Crisis Management
Therapeutic Options Training Curriculum
PCS - Life Experience Model

TCI - Therapeutic Crisis Intervention System
Sefety-Care

Ukeru Systems

O NGk~ wWDPRE

Any individual program that involves restrictive procedures may only be implemented when less restrictive
procedures are proven ineffective. Restrictions may only be implemented with the informed consent of the
individual/representative and with the approval of the Human Rights Committee (HRC). Restrictions must be
monitored by staff, and the behavior supports provider, and the HRC.

The unauthorized or inappropriate use of restraints would be considered abuse by the State; therefore, the
same methods used to detect abuse (e.g., staff supervision, identification of situations that may increase risk,
etc.) are employed to detect inappropriate use of restraints/seclusion.

Providers are required to report (1) the use of an emergency restraint or (2) when the use of arestraint has
resulted in an injury as a Critical Incident. Additional data collection about the use of a planned restraint is
documented in the electronic health record per the person's behavior support plan as applicable.

OIDD isresponsible for the oversight of restraints.

OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of arestraint.
In situations where this occurs, OIDD will compile findings from the activity and take action as appropriate.

OIDD provides technical assistance when aneed isidentified OIDD may reguire the completion of aplan of
correction (POC) and/or adirected plan of correction (DPOC) document when performance improvements

are needed due to sentinel events, patterns of non-compliances or other issues that require significant
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remediation

Case Managers may identify unreported, improper and unauthorized restraints as they conduct monitoring of
services and supports. OIDD identifies unreported, improper and unauthorized restraints as part of routine
monitoring activities conducted by OIDD or the OIDD QIO. When unreported, improper and unauthorized
restraints are identified, the reviewer identifying this communicates this finding to the provider who is
required to ensure that an incident report is filed. OIDD will review such reports and ensure appropriate
action is taken to mitigate the incident and ensure action is taken to prevent reoccurrence.

OIDD currently has two directives that outline the requirements for the management of restraints. The
following directives apply:

* 600-05-DD Behavior Support, Psychotropic Medications and Prohibited Practices

* 567-04-DD OIDD Approved Crisis Prevention Curricula List and Curriculum Approval Process

. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseeing the use of

restraints and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

OIDD isresponsible for oversight of the use of restraints. OIDD reviews restraint incident reports on an
ongoing basisto ensure that reported restraints align with OIDD requirements. OIDD also uses information
from routine monitoring activities and reviews conducted by the QIO to inform oversight activities. When
issues are discovered, OIDD ensures that improper and unauthorized restraints are reported as abuse as

appropriate.

OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of a restraint
incident/event. In situations where this occurs, OIDD will compile findings from the activity and take action
as appropriate.

Monitoring ensures the following:

» Services are furnished in accordance with the service plan.

» Participant access to waiver services identified in service plan.
« Effectiveness of back-up plans.

OIDD provides technical assistance when aneed isidentified OIDD may reguire the completion of aplan of
correction (POC) and/or adirected plan of correction (DPOC) document when performance improvements
are needed due to sentinel events, patterns of non-compliances or other issues that require significant
remediation. Data from restraint incident reportsis used to support implementing quality improvement, risk
management and incident management processes for all levels of the support and service system. Through a
review of the data, OIDD identifies factors that put participants at risk and facilitates the development of
interventions and improvement activities to mitigate future risk or reoccurrence.

OIDD quality management and quality improvement staff meet on aregular basis to discuss findings from
reviews of restraint reports and discuss if sanctions are needed to facilitate improvement activities. Providers
that are significantly out of compliance with issues related to the use of restraints, without evidence of
improvement, are subject to sanctions such as suspension of permission to enroll new participants,
recoupment of waiver funds, administrative sanctions and contract termination.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (2 of

3)

b. Use of Restrictive I nterventions. (Select one):

The state does not permit or prohibitsthe use of restrictive interventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
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how this oversight is conducted and its frequency:

® Theuseof restrictive interventionsis permitted during the cour se of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive I nterventions. Specify the safeguards that the state hasin
effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CM S upon request through the Medicaid agency or the operating agency.
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Individuals with disabilities are entitled to exercise their civil, political, social, economic and cultural rights
on an equal basiswith others. Each individual who receives services from OIDD is encouraged and assisted
to exercise his/her rights as a citizen and as a service recipient.

OIDD uses person-centered planning activities (behavior support strategies/plans, appropriate psychotropic
medication use), staff training in crisis prevention curriculums, monitoring for the use of prohibited
practices, and Human Rights Committees, to promote and protect the rights of all individuals served.

Consistent with OIDD's values and principles, it is expected that all interventions to protect rights and
support people with challenging behavior:

» Ensurethe health, safety, and well-being of each person;

» Ensurethat each personistreated with dignity and respect;

« Encourage participation, choice, control and responsibility;

« Encourage relationships with family and friends, and connections in the community;
¢ Result in personal growth and accomplishment;

* Be person-centered and community inclusive;

* Beresponsive, effective and accountable;

» Bepractical, positive and appropriate;

* Bestrengths-based and results-oriented;

« Offer opportunities to be productive and maximize potential; and

» Feature best and promising practices.

Restrictive Intervention: Any intervention that limits a person's ability to acquire positive reinforcement,
resultsin loss of objects or activities a person values, or requires a person to engage in behavior the person
would not engage in given freedom of choice.

It isimportant to note that what may or may not be arestrictive intervention is situational and is based on
assessed needs, person-centered planning, and approval from aHRC. Therefore, OIDD has not issued alist
of permissible restrictive interventions due to the individualized nature of these considerations consi stent
with the HCBS Settings Regulation, rights modification.

Case Managers identify improper restrictive interventions as they conduct monitoring of services and
supports. OIDD identifies improper restrictive interventions as part of routine monitoring activities
conducted by OIDD or the OIDD QIO. OIDD will review such reports and ensure appropriate action is
taken to mitigate the incident and ensure action is taken to prevent reoccurrence.

OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of arestrictive
intervention incident/event. In situations where this occurs, OIDD will compile findings from the activity
and take action as appropriate.

OIDD provides technical assistance when aneed isidentified OIDD may reguire the completion of aplan of
correction (POC) and/or adirected plan of correction (DPOC) document when performance improvements
are needed due to sentinel events, patterns of non-compliances or other issues that require significant
remediation.

OIDD has two directives that outline the requirements for the management of restrictive interventions. The
following directives apply:

« 600-05-DD Behavior Support, Psychotropic Medications and Prohibited Practices

« 567-04-DD OIDD Approved Crisis Prevention Curricula List and Curriculum Approval Process

. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring and

overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:
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OIDD isresponsible for oversight of the use of restraints for all waiver participants. OIDD uses information
from routine monitoring activities and reviews conducted by the QIO to inform oversight activities.

OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of a discovered
unauthorized/inappropriate restrictive intervention. In situations where this occurs, OIDD will compile
findings from the activity and take action as appropriate.

OIDD provides technical assistance when aneed isidentified OIDD will require the completion of a plan of
correction (POC) and/or adirected plan of correction (DPOC) document when performance improvements
are needed due to sentinel events, patterns of non-compliances or other issues that require significant
remediation. Data from oversight activities is used to support implementing quality improvement, risk
management and incident management processes for all levels of the support and service system. Through a
review of the data, OIDD identifies factors that put participants at risk and facilitates the development of
interventions and improvement activities to mitigate future risk or reoccurrence.

OIDD quality management and quality improvement staff meet on aregular basis to discuss findings from
reviews of restrictive interventions and discuss if sanctions are needed to facilitate improvement activities.
Providers that are significantly out of compliance with issues related to the use of restrictive procedures,
without evidence of improvement, are subject to sanctions such as suspension of permission to enroll new
participants, recoupment of waiver funds, administrative sanctions and waiver contract termination.

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concer ning Restraints and Restrictive I nterventions (3 of
3)

¢. Use of Seclusion. (Sdlect one): (This section will be blank for waivers submitted before Appendix G-2-c was added to
WMSin March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraints.)

® The state does not permit or prohibitsthe use of seclusion

Specify the state agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this
oversight is conducted and its frequency:

Seclusion: The involuntary confinement of an individual in an areafrom which the individual is prevented from
leaving. Verbal instruction or any explicit or implicit intimidation that indicates to an individual that they may not
leave aroom is also considered seclusion, regardless of whether theindividual has the ability to physicaly remove
himself or herself from the situation. Examplesinclude, but are not limited to the following prohibited acts:

e Placing an individual in alocked room. A locked room includes aroom with any type of engaged locking device
such as akey lock, spring lock, bolt lock, foot pressure lock, device or object, or physically holding the door shut

¢ Placing an individual in aroom from which they are unable to exit independently due to the general accessibility
of the room (i.e. wheelchair ramps, transitions etc.), features of the door hardware (i.e. handles that do not meet the
accessibility needs of the individual), or any other obstacle that prevents an individual from exiting.

OIDD isresponsible for oversight of the use of seclusion. OIDD uses information from routine monitoring activities
and reviews conducted by the QIO to inform oversight activities.

OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of a seclusion incident.
In situations where this occurs, OIDD will compile findings from the activity and take action as appropriate. A
directed plan of correction (DPOC) document isissued when performance improvements are needed due to sentinel
events, patterns of non-compliances or other issues that require significant remediation.

The use of seclusion is permitted during the cour se of the delivery of waiver services. Complete Items G-2-c-i
and G-2-c-ii.

i. Safeguards Concer ning the Use of Seclusion. Specify the safeguards that the state has established
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concerning the use of each type of seclusion. State laws, regulations, and policies that are referenced are
available to CM S upon reguest 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
seclusion and ensuring that state safeguards concerning their use are followed and how such 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 participants 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. Applicability. Select one:

No. This Appendix isnot applicable (do not complete the remaining items)
® Yes. This Appendix applies (complete the remaining items)

* 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.
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First-line responsibility for monitoring participant medication regimens resides with the medical professionals
who prescribe and the pharmacists who dispense medications. The second line medication monitoring occurs
through two methods outlined below.

First, Waiver Case Managers (WCM) monitor the participant's services to ensure that a person's health care needs
are addressed. For participants taking any type of medication, the WCMs review the person's overall health care
needs (including medications) during each face-to-face monitoring visit in the participant's home (every 6 months)
using the service plan monitoring tool. Monitoring to detect potentially harmful practices related to medication
occurs for al waiver participants that take medication. Monitoring is designed to detect potentially harmful
practices and ensure follow up to address such practices. If concerns or issues related to medication administration
are discovered at aface-to-face monitoring visit, the WCM communicates this information directly with the
appropriate entity, caregiver etc. that can assist with remediation of the issues discovered.

Second, OIDD conducts oversight of medication administration as part of routine monitoring activities conducted
by OIDD or the OIDD QIO. These activities are conducted for providers of Residential Habilitation and Day
services (Day Activity, Career Preparation, Support Center, and Employment Services - Group) where medication
administration may occur.

Reviews of medications for participants, particularly those with complex medication regimens or behavior
modifying medications as part of their treatment program, can occur through a number of methods. The type of
reviews are based upon the person's needs and may include discussions with plan team members; training sessions
specific to the person's needs, monitoring of the frequency and appropriateness of psychotropic drug reviews by
prescribing physicians and oversight activities conducted by OIDD or the OIDD QIO.

OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of a person's
medication regimen or amedication error(s). In situations where this occurs, OIDD will compile findings from
the activity and take action as appropriate.

OIDD provides technical assistance when aneed isidentified OIDD may require the completion of aplan of
correction (POC) and/or adirected plan of correction (DPOC) document when performance improvements are
needed due to sentinel events, patterns of non-compliances or other issues that require significant remediation.

ii. Methods of State Oversight and Follow-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.

OIDD oversees medication technician certification programs by requiring providers to submit curriculafor initial
approval and be reapproved every three years. The submitted curriculum must meet OIDD standards established
in policy and designed to teach proper medication administration to unlicensed staff. The minimum standards
include sixteen hours of classroom instruction and practicum experience taught by a Registered Nurse (RN) , an
LPN (Licensed Practical Nurse) Supervised by an RN, or a Registered Pharmacist. Supervised medication passes
for the staff are also required has established a procedural directive, Medication Error Reporting, to standardize
the definition and reporting system for medication errors/eventsin order to improve the health and safety of
OIDD waiver participants. OIDD recognizes that medication errors represent one of the largest categories of
treatment-caused risks to waiver participants. Medication errors are required to be reported within the electronic
service record and analyzed per the directive. The provider's system of tracking, trending and analyzing their
medication error dataiis reviewed by the OIDD QIO as part of routine oversight and monitoring activities.

Appendix G: Participant Safeguards

Appendix G-3: Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

Not applicable. (do not complete the remaining items)
® Waiver providersareresponsiblefor the administration of medicationsto waiver participants who
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cannot self-administer and/or have responsibility to over see participant self-administration of
medications. (complete the remaining items)

»  State Policy. Summarize the state policies that apply to the administration of medications 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 CM S upon request through the Medicaid agency or the
operating agency (if applicable).

OIDD was granted the statutory authority for selected unlicensed persons to administer medicationsto OIDD
service recipients in community settings. OIDD policy requires that staff receive training on medication
assi stance/administration prior to service.

OIDD sets forth the minimum requirements for medication administration or assistance, which includes: checking
physician's orders, knowing common medications prescribed for the individuals supported and identifying their
interactions/side effects, administering medi cations/treatments accurately and in accordance with agency policy,
and recording medication administration on the appropriate forms. Staff must demonstrate
knowledge/understanding of these minimum competencies on an annual basis.

The OIDD Standards or Directives referenced include:

-Employee Orientation, Pre-Service and Annual Training (567-01-DD)
-Residential Certification Standards

-Day Facilities Licensing Standards

-Medication Error/Event Reporting (100-29-DD)

-Medication Technician Certification (603-13-DD)

* Medication Error Reporting. Select one of the following:
Providersthat are responsible for medication administration arerequired to both record and report

medication errorsto 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 errorsthat providers are required to record:

(c) Specify the types of medication errors that providers must report to the state:

® Providersresponsible for medication administration arerequired to record medication errors but make

information about medication errorsavailable only when requested by the state.

Specify the types of medication errors that providers are required to record:
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Significant Medication Errors are reported to OIDD as a Critical Incident. All Medication Error/Event
reports are subject to periodic review by OIDD or its QIO.

OIDD has adopted the NCC MERP definition of Medication Errors; A medication error is any preventable
event that may cause or lead to inappropriate medication use or patient harm while the medicationisin the
control of the health care professional, patient or consumer. OIDD has followed the general guidelines of the
NCC MERP Taxonomy of Medication Errorsin developing a Medication Error/Event Report Form. OIDD
Service Providers are required to develop their own data collection system to track, monitor and analyze
medication errors/events. At the provider level reactive and proactive analysis of trends should be coupled
with appropriate corrective actions. These actions may include, but are not limited to, additional training
(including medication technician certification), changes in procedure, securing additional technical assistance
from a consulting pharmacist, and improving levels of supervision. OIDD may request all data related to
medication error/event reporting at any time or during any of the Service Provider's QIO reviews.

Types of Medication Errors/Events

According to the above definition, there are some kinds of medication errors that are outside the control of
OIDD and its network of service providers (e.g., naming; compounding; packaging etc.). If provider agency
staff discovers errors of this type, the pharmacist should be notified immediately in order for corrective
action to occur. The types of medication errors/events that are within the direct control of OIDD and its
network of service providers, and therefore of most interest, can be divided into three categories: 1) bonafide
or true medication errors; 2) transcription and documentation errors; and 3) red flag events.

1) MEDICATION ERRORS

- Wrong person given amedication

- Wrong medication given

- Wrong dosage given

- Wrong route of administration

- Wrong time

- Medication not given by staff (i.e., omission)
- Medication given without a prescriber's order

2) TRANSCRIPTION & DOCUMENTATION ERRORS
- Transcription error (i.e., from prescriber's order to label, or from label to MAR)
- Medication not documented (i.e., not signed off)

3) RED FLAG EVENTS

- Person refuses medication (this event should prompt the organization to make every effort to determine
why the person refused the medication. Specific action taken should be documented. Each organization must
develop areporting system for these events).

Reporting Procedure

Thefirst person finding the medication error is responsible to report the error or event to
supervisory/administrative staff, such as the employee's supervisor, program director, nurse in charge or
Executive Director/Facility Administrator. A medication error resulting in serious adverse reactions must be
considered a critical incident and reported according to policy. The person finding the error or identifying
the event compl etes the Medication Error/Event Report form and submitsit to the supervisor/administrator.
The Provider Administration will assure this datais available to the quality assurance and risk management
staff/team for analysis, trend identification, and follow-up activity as needed. In addition, the Medication
Error/ Event records are reviewed during the providers annual licensing review. The QIO also reviews
Medication Error/Event data and the providers analysis and risk management activities during their
scheduled reviews.

Each provider must adopt a method for documenting follow-up activities such as utilizing memoranda or the
meeting minutes of risk management/quality assurance. Thisinformation must be included as part of the
data collection system related to medication error/event reporting.

e State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the
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performance of waiver providersin the administration of medications to waiver participants and how monitoring is
performed and its frequency.

OIDD monitors performance of providersin the administration of medication to waiver participants both directly
and indirectly. As described in section G-3bi, OIDD utilizes multiple processes to assess medications and
participant health and safety.

OIDD may conduct on-site inspections, reviews or investigations based on the circumstances of a medication
error(s). In situations where this occurs, OIDD will compile findings from the activity and take action as
appropriate.

OIDD provides technical assistance when aneed isidentified OIDD may require the completion of aplan of
correction (POC) and/or adirected plan of correction (DPOC) document when performance improvements are
needed due to sentinel events, patterns of non-compliances or other issues that require significant remediation.

Appendix G: Participant Safeguards
Quality Improvement: 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. Methodsfor Discovery: Health and Welfare

The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare.

i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeksto
prevent instances of abuse, neglect, exploitation and unexplained death.

Perfor mance M easur es

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

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

Performance Measure;

ID/RD waiver participantsreceive information about how to report Abuse, Neglect
and Exploitation (ANE) annually. Numerator = Total number of ID/RD participants
receiving annual information Denominator = total number of ID/RD participants.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Waiver Case Management Monitoring T ool

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

[ state Medicaid L weekly [] 1000 Review
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Agency
Operating Agency I:|Monthly [ L essthan 100%
Review
|]Sub-State Entity |]Quarterly [ Representative
Sample
Confidence
Interval =
L other Y] Annually U stratified
Specify: Describe
Group:
[ Continuously and O 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):
IjStateMedicaid Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity |:lQuarterIy
[ Other
Specify:

Annually

O Continuously and Ongoing
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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
Specify:
Performance Measure:

Number and per cent of substantiated instances of abuse, neglect, exploitation (ANE)
and unexplained death (UD) for which corrective actions ar e executed or planned
appropriately. N= Number of substantiated instances of abuse, neglect, exploitation
(ANE) and unexplained death (UD) for which corrective actions ar e executed or
planned appropriately. D= Number of substantiated instances of ANE and UD.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

OIDD Incident Management System (IMS)

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

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

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
[ operating Agency L Monthly [ 1 essthan 100%
Review
IjSub—State Entity Quarterly O Representative
Sample
Confidence
Interval =
I:|Other IjAnnuaIIy IjStratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:
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[ 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):
|:|StateMedicajd Agency I:|Weekly
Operating Agency [ Monthly
[] Sub-State Entity Quarterly
[ Other
Specify:
I:|Annually

[ Continuously and Ongoing

[ Other
Specify:

Performance Measure;

Number and percent of critical incidents (including abuse, neglect, or exploitation
(ANE) and unexplained deaths (UD) that areinitially reported within the required
timeframe. Numerator = Number of critical incidents (including ANE and UD) that
areinitially reported within the required timeframe. Denominator = Total number of
critical incidents (including ANE and UD)

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

OIDD Incident Management System (IMS)

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [¥1100% Review
Agency
Operating Agency |:lMontth [ L essthan 100%
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Review

[ Sub-State Entity

Quarterly

[ Representative
Sample
Confidence
Interval =

[ Other
Specify:

I:lAnnualIy

U stratified
Describe
Group:

[ Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
[ state Medicaid Agency U weekly
Operating Agency O Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
|:lAnnuaIIy

O Continuously and Ongoing

O 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):

b. Sub-assurance: The state demonstrates that an incident management system isin place that effectively
resolves those incidents and prevents further similar incidents to the extent possible.

Perfor mance M easur es

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

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

Performance Measure;

Number and percent of critical incidents (including ANE and UD) finalized, including
strategiesto mitigate/prevent futureincidents, within therequired timeframe. N =
Number of critical incidents (including ANE+UD) finalized, including strategiesto
mitigate/prevent futureincidents, within the required timeframe. D = Total number
of critical incidents (including ANE and UD).

Data Sour ce (Select one):

Other

If 'Other" is selected, specify:

OIDD Incident Management System (IMS)

Responsible Party for data | Frequency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [¥1100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe
Group:
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[ Continuously and [ Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

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

that applies):
|jSta’[eMedicaid Agency |:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity IjQuarterIy
O Other
Specify:
AnnuaJIy

[ Continuously and Ongoing

[ Other
Specify:
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¢. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions
(including restraints and seclusion) are followed.

Performance M easur es

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-

assurance), complete the following. Where possible, include numerator/denominator.

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

Perfor mance M easur e;

Number and per cent of waiver participantswhere proper restrictiveintervention
policies wer e followed. Numerator = number of participantswith where proper

procedures wer e followed. Denominator = number of waiver participants.

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

OIDD Incident Management System (IMS)

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

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

Sampling Approach
(check each that
applies):

[ state Medicaid L weekly 100% Review
Agency
Operating Agency [ Monthly [ L essthan 100%
Review
|]Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe
Group:
[ Continuously and [ Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
[ state Medicaid Agency L weekly
Operating Agency O Monthly
O Sub-State Entity Quarterly
[ Other
Specify:
|:lAnnuaIIy

[ Continuously and Ongoing

[ Other
Specify:

d. Sub-assurance: The state establishes overall health care standards and monitors those standards based
on the responsibility of the service provider as stated in the approved waiver.

Performance M easur es

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

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

Performance Measure;

Number and percent of waiver participants whose identified health care needsare
being addressed. Numerator = number of ID/RD support planswherein identified
health care needs are being addressed. Denominator = Number of support plans.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Waiver Case Management Monitoring T ool

Responsible Party for data | Freguency of data Sampling Approach
collection/gener ation(check | collection/gener ation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid L weekly [] 1000 Review
Agency
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Operating Agency I:|Monthly [ L essthan 100%
Review
|]Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
L other LI Annually U stratified
Specify: Describe
Group:
[ Continuously and O Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggr egation and analysis (check each

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

that applies):
IjStateMedicaid Agency I:|Weekly
Operating Agency [ Monthly
[ Sub-State Entity Quarterly
[ Other
Specify:
I:|Annually

O Continuously and Ongoing

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

Specify:

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

state to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methodsfor Remediation/Fixing I ndividual 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 and the state's method for analyzing
information from individual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.

Allegations of ANE and UD are reviewed in real time by afull-time Incident Management coordinator. Through the Web-
based Incident Management System, staff monitor the reporting process, including timeliness of reporting, safety plans,
individual and systemic remediation, and any additional risk management strategies employed by the provider agency. Data
is tracked for trends across various data points. Where non-compliance is discovered, the provider receivesindividualized
technical assistance. When trends are observed across multiple reports from the same provider, a plan of correction will be
required. In addition, the OIDD Case Management Monitoring Tool datais reviewed annually to ensure participants receive
information about how to report ANE. OIDD monitors compliance and will work with the providers to develop a Plan of
Correction, as needed, for any non-compliance.

ii. Remediation Data Aggregation

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

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

|jStateMedicajd Agency IjWeekIy
Operating Agency I:lMontth
DSub-State Entity |]Quarterly
U other

Specify:

Annually

[ Continuously and Ongoing

[ Other
Specify:

c. Timelines
When the state does not have al elements of the quality improvement strategy in place, provide timelines to design
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methods for discovery and remediation related to the assurance of health and welfare that are currently non-operational.
® No
Yes

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

Appendix H: Quality Improvement Strategy (1 of 3)

Under Section 1915(c) of the Social Security Act and 42 CFR § 441.302, the approval of an HCBS waiver requiresthat 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. Renewal of an existing waiver is contingent upon review by CMS and a
finding by CM S 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 featuresin order to meet these assurances.

= 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, systemsin placeto
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. CM S 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 (QIS) that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be available
to CM S upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and I) , astate
spells out:

= The evidence based discovery activities that will be conducted for each of the six major waiver assurances; and
= Theremediation 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 OlSand revise it as necessary and appropriate.

If the state's QIS is not fully developed at the time the waiver application is submitted, the state may provide awork plan to fully
develop its QIS, 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 QIS 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 QIS. In
instances when the QIS spans more than one waiver, the state must be able to stratify information that is related to each approved
waiver program. Unless the state has requested and received approval from CMS for the consolidation of multiple waivers for the
purpose of reporting, then the state must stratify information that is related to each approved waiver program, i.e., employ a
representative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 3)
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H-1: Systems I mprovement

a. System Improvements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.e., design changes)
prompted as aresult of an analysis of discovery and remediation information.

OIDD and SCDHHS have established a risk and quality management workgroup that meets on a quarterly basis.
This group reviews and analyzes aggregate discovery and remediation datain each of the six waiver assurance
areas. Thisgroup aso reviews and analyzes data outside of formal performance measuresthat includes, but is
not limited to, LOC Determination reviews, critical incident reports, ANE reports, results of QIO provider
reviews, licensing/certification reviews and any received participant complaints. Improvement activities are
selected by this group and align with OIDD's overarching mission, vision and val ues.

Improvement activities focus on the health and safety of individuals and the achievement of individual outcomes
through person-centered planning. OIDD assigns staff to implement quality improvements based on the scope of
the design change and the expertise required. OIDD involves additional stakeholders as appropriate to
improvement activities, including people and their families, providers, case management entities, etc., and other
State agencies in consideration of the design change involved and specific input needed.

OIDD and DHHS use QIO organizations to facilitate compliance, monitoring and oversight activities. These
organi zations supply data for analysis for waiver performance measures and other systemic quality improvement
priorities set by OIDD and DHHS.

Information used for trending and prioritizing opportunities for system improvements is also obtained through in
person interview and observations of participant's process. The questions on the tool are designed to monitor
satisfaction and outcomes of participants receiving services through indicators organized into areas of satisfaction,
dignity and respect, choice and control, inclusion, and physical setting.

ii. System Improvement Activities

Responsible Party(check each that applies): Frequency of Monitoring and Analysis(check each

that applies):
[ state M edicaid Agency DWeekIy
Operating Agency DMOch'V
] sub-state Entity I Quarterly
[ Quality Improvement Committee I:|Annually
Other Hother
Specify: Specify:

O DD QO Contractor; SCDHHS Q O
Contr act or

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & ng system
design changes. If applicable, include the state's targeted standards for systems improvement.
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OIDD uses a Plan-Do-Check-Act (PDCA) Model of continuous quality improvement. The stepsin this model
involve planning and implementing system design changes followed by monitoring of data results to check the
effectiveness of the selected strategies. Using the analysis of performance data collected to identify next steps, the
cycleis repeated. Depending on the area of focus, specific units within OIDD are assigned responsibility for
designing, initiating, monitoring and analyzing the effectiveness of system design changes and providing periodic,
routine reports on progress to the risk and quality management group. Stakeholders are engaged in this process
where appropriate.

ii. Describe the process to periodically evaluate, as appropriate, the quality improvement strategy.

On an annual basis, OIDD and SCDHHS assess program and operational performance as well as OIDD's overall
Quality Improvement Strategy (QIS). Results of this review may demonstrate a need to revise the QIS, including
changing priorities, using different approaches to ensure progress, modifying roles and responsibilities of key
entities, and modifying data sources in order to retrieve the information needed for measurement.

Appendix H: Quality Improvement Strategy (3 of 3)
H-2: Use of a Patient Experience of Care/Quality of Life Survey

a. Specify whether the state has deployed a patient experience of care or quality of life survey for its HCBS population
in the last 12 months (Select one):

® No
Y es (Complete item H.2b)

b. Specify the type of survey tool the state uses:

HCBS CAHPS Survey :

NCI Survey :

NCI AD Survey :

Other (Please provide a description of the survey tool used):

Appendix | : Financial Accountability
[-1: Financial Integrity and Accountability

Financial I ntegrity. 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. Sate laws, regulations, and policies referenced in the description are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).
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OIDD has established a post-payment review process to ensure the integrity of provider billings for Medicaid payment of
waiver services.

OIDD performs a post payment desk review of a representative, random sample of claims annually to determine if they are
supported by adequate provider documentation to substantiate that authorized services from the person's service plan were
delivered. The population of claims used for the post payment desk review will be chosen to ensure that service providers
receive areview at least every three years. Providers will submit documentation to OIDD substantiate claims. Thiswill be
done via email to a dedicated mailbox. If OIDD finds inadequate provider documentation to support a claim, depending on
the nature of the issue, additional records will be selected for review and OIDD may initiate an expanded review or audit.

Through the post payment claim desk review, the OIDD ensures waiver services billed were actually rendered by pulling a
random, representative sample of claims using a 95% confidence level and 5% margin of error and reviews claims for
accuracy and to assure:

* The person was eligible for services at the time of the claim
* The service was authorized in the persons service plan
« There is sufficient documentation to support the service was delivered per the waiver service definition.
* Qupporting documentation will vary depending on the nature of the service delivered. Documentation includes but
is not
limited to:

Provider service notes, medication administration records, behavior support data, medical appointment
records, community

integration notes, meeting notes etc.
« The units of service align with the authorized units in the service plan.

Results of post-payment reviews will be communicated with the provider. Fraudulent and/or inaccurate billings discovered
during the desk review process will trigger an expanded review by OIDD'sinternal audit team or referral to Program
Integrity depending on the nature and extent of the findings. Inappropriate billings are required to be refunded by the
provider and further remediation up to termination of service contracts may occur.

OIDD's Internal Audit Division conducts periodic reviews of the billing systems and contracted providers to insure billings
are appropriate. These audits are conducted using a selected sample. Findings are shared with DHHS. OIDD Internal
Audit Division will also conduct special request audits, investigate fraud cases, provide training and technical assistance,
and review the audited financial statements of the local OIDD Boards. All findings will be shared with DHHSwithin 30
days of completion. OIDD Internal Audit Division will conduct a review of the contracted fiscal agent, and likewise, all
findings related to waiver participants will be shared with DHHSwithin 30 days of completion. DHHSwill review OIDD
Internal Audit Division annual reports, special request audits, and fraudulent case investigations and request remedial
action(s) as determined necessary. An independent audit of the financial statements of waiver providersis only required for
OIDD Boards and OIDD qualified providers of residential habilitation or providers with revenue exceeding $250,000.

The Division of Program Integrity at DHHS responds to complaints and allegations of inappropriate or excessive billings
by Medicaid providers, and also collects and analyzes provider data in order to identify billing exceptions and deviations.
In this capacity, Program Integrity audits any payments to service providers. Issues that involve fraudulent billing by
providers are turned over to the Medicaid Fraud Control Unit in the South Carolina Attorney General's Office. In addition,
the DHHS Division of Audits reviews DHHS contracts with external entitiesin order to ensure that contract terms are met
and only allowable costs are charged.

DHHSs PI reviews documentation of OIDD providers that service note level which support activities billed and issues
recoupments of all discrepancies. OIDD does not conduct program integrity reviews.

Program Integrity (Pl) makes scheduled visits with OIDD Boards, other qualified providers or OIDD, based on complaints,
referrals and findings to ensure records and meeting space is available. Pl also makes unannounced visits for other
reasons. Those visit schedules are not shared and their findings are independent. Pl conducts both desk and field reviews,
on-site inspections, and/or investigations of providers to determine whether the provider is complying with all applicable
laws, rules, regulations, and agreements. During such reviews, Pl staff will request medical records and related documents
aswell as conduct interviews and performinvestigations. Pl staff will thoroughly review the records to determine whether
the documentation accurately represents paid claims and rendered services, and whether the provider isin compliance with
its obligations to the state Medicaid program. The documentation must sufficiently disclose the extent of services delivered,
medical necessity, appropriateness of treatment, quality of care, and the documentation adheresto all applicable policy
requirements.
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Appendix |: Financial Accountability
Quality I mprovement: 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.

a. Methods for Discovery: Financial Accountability Assurance:

The state must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountability of the waiver program.
i. Sub-Assurances:

a. Sub-assurance: The state provides evidence that claims are coded and paid for in accordance with the
reimbursement methodol ogy specified in the approved waiver and only for services rendered.

Performance Measures

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

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

Performance Measure:
Number and percent of claims that are supported by documentation that services were
delivered as authorized in the persons service plan. N = number of claims reviewed that

are supported by documentation that services were delivered as authorized in the persons
service plan. D = number of claims.

Data Source (Select one):

Other

If 'Other' is selected, specify:

OIDD Post Payment Claims Reviews

Responsible Party for data | Frequency of data Sampling Approach
collection/generation(check| collection/generation(check | (check each that
each that applies): each that applies): applies):
[ state Medicaid Agency | [ weekly [ 100% Review
Operating Agency O Monthly Lessthan 100%
Review
[ Sub-State Entity Quarterly Representative
Sample
Confidence
Interval =
95%,+-5
& 50/50
U other LI Annually [ stratified
Soecify: Describe
Group:
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Continuously and [ Other
Ongoing Foecify:
[ Other
Soecify:

Data Aggregation and Analysis:

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

Number and percent of claimsthat are coded and paid for in accordance with the
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reimbursement methodol ogy specified in the approved waiver. Numerator= Number and
percent of claims that were paid at the correct rate as specified in the Waiver application.
Denominator = Total number of paid claims.

Data Source (Select one):
Other

If 'Other' is selected, specify:
SCDHHS Finance department
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Responsible Party for data
collection/generation(check

Frequency of data

collection/generation(check

Sampling Approach
(check each that

each that applies): each that applies): applies):
State Medicaid Agency [ Weekly 100% Review
[ Operating Agency [ Monthly [ Lessthan 100%
Review
[ Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
L other Y] Annually [ stratified
Soecify: Describe
Group:
[ Continuously and [ Other
Ongoing Spoecify:
[ Other
Soecify:

Data Aggregation and Analysis:

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

State Medicaid Agency [ Weekly

[ Operating Agency [ Monthly

[ Sub-State Entity O Quarterly

O Other

Secify:
Annually
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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):

[ Continuously and Ongoing

[ Other
Soecify:
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b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the state will use to assess compliance with the statutory assurance (or sub-

assurance), complete the following. Where possible, include numerator/denominator.

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

Performance Measure:

Number of |DRD waiver service rates that remain consistent with approved

methodology. N = The number of IDRD ratesthat remain consistent with approved

methodology. D = The number of IDRD waiver service rates changes.

Data Source (Select one):
Other
If 'Other' is selected, specify:
SCDHHS Rate Report
Responsible Party for data | Frequency of data Sampling Approach
collection/generation(check| collection/generation(check | (check each that
each that applies): each that applies): applies):
State Medicaid Agency [ Weekly 100% Review
[ Operating Agency [ Monthly [ Lessthan 100%
Review
[ Sub-State Entity O Quarterly [ Representative
Sample
Confidence
Interval =
IjOther Annually |jStratified
Fecify: Describe
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Group:
[ Continuously and [ Other
Ongoing Foecify:

0 Other
Soecify:

Data Aggregation and Analysis:

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

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

State Medicaid Agency [ Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity O Quarterly
O Other
Secify:
Annually

[ Continuously and Ongoing

O Other
Soecify:
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ii. If applicable, in the textbox bel ow 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.

b. Methods for Remediation/Fixing I ndividual 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 and the state's method for analyzing
information fromindividual problems, identifying systemic deficiencies, and implementing remediation actions. In
addition, provide information on the methods used by the state to document these items.
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SCDHHSfinancial policy requires OIDD to void/replace incorrect claims using the web-based system. OIDD reviews and
amends its financial policies and procedures upon review and approval by SCOHHS. OIDD's Internal Audit Division
conducts periodic reviews of the billing systems and contracted providersto insure hillings are appropriate. These audits
are conducted using a selected sample. Findings are shared with SCOHHS in a timely manner.

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

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

Responsible Party(check each that applies):

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

[ Continuously and Ongoing

Other
Soecify:

As warranted

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 Financial Accountability that are currently non-
operational.
® No

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

Appendix |: Financial Accountability
|-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. Sate laws, regulations, and policies referenced in the description are
available upon request to CMSthrough the Medicaid agency or the operating agency (if applicable).
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The SCDHHS, Department of Reimbursement Methodology and Palicy, in collaboration with the SCOHHS Bureau of
Policy isresponsible for the devel opment of waiver service payment rates.

The SCDHHS allows the public to offer comments on waiver rates changes and rate setting methodology either through
Medicaid Advisory Committee meetings, monthly Indian Health Services conference calls, public hearings, or through
meetings with association representatives.

The SCDHHS receives contractually required annual cost report submissions from[ MAL.1][NW1.2] OIDD for the ID/RD
waiver services provided by the Disabilities and Special Needs Boards (38) and private providers across the state.

Utilization statistics (units of service) for the specific waiver services are accumulated by OIDD for the total population
of users of the services and reported in the cost report. Upon receipt of the annual report, staff of the Department of
Reimbursement Methodology and Policy review the report for accuracy, reasonableness, and compliance with
Medicaid/Medicare allowable cost definitions.

Samples of cost and service data from individual Boards are reviewed for compliance and then traced into the applicable
supporting worksheets within the consolidated cost report.

Upon the completion and determination of allowable costs, the average cost per unit for each waiver serviceis
calculated by dividing the total allowable cost per service by the total units of service for that service (i.e. for the total
population of service recipients).

The SCDHHS uses Medicare cost principles as reflected in the CMS Provider Reimbursement Manual (HIM-15) as our
guidance for establishing allowable cost definitions for non-institutional cost reports required by SCDHHS,

The SCDHHSwill ensure compliance with the CMS approved OIDD central office cost allocation methodol ogy between
waiver and state plan services to ensure that no central office costs are included in the Medicaid waiver service rates as
well as ensure that no direct and indirect costs relating to room and board are included in the Medicaid waiver service
rates.

Sandard desk review procedures as previously described will be applied to the cost report to assure adherence with SC
Medicaid reimbursement policies relating to accuracy, reasonableness, and compliance with Medicare allowable cost
definitions.

After review and subsequent determination of average SFY 2019 per unit (per service) costs, a trend factor will be
applied to approximate allowable Medicaid costs at the point of implementation using the midpoint-to-midpoint trend
methodology and the use of the Medicare Economic Index.

Further adjustments may be required to per unit ratesin the event that material changes have been made in regards to
service descriptions since June 30, 2019, aswell as building in an adjustment to account for the direct care worker
salary increase add-ons which were provided for SFY 2020 through SFY 2026 that would not be reflected in the base
year cost reporting period.

The trended rates will be further tested and evaluated against " constructed market rates' developed by an outside
consultant or neighboring border states Medicaid waiver rates to ensure compliance with economic and efficient
requirements. The SCDHHS has devel oped individual service rates that will be consistently used in all of the OIDD-
operated waivers during this process.

The above process will be applied against waiver services provided under thiswaiver during WY 2027

Any new waiver service rates that will be implemented on or after January 1, 2027 will be devel oped by an outside
consultant via a rate modeling approach based upon the service description of each new service. This approach was used
for development of the Independent Living Skills servicerate.

The residential habilitation rates were developed utilizing an independent rate model with components for clinical staff
and supervisory salary and wages, employee related expenses, transportation and fleet vehicle expenses, administration,

program support and overhead.
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The service delivery model is consistent acrossthetiersin that all tiersinclude care, supervision, and skills training.
The settings in which the serviceis provided and the type and level of supervision are proportionate to the specific needs
and preferences of the person.

Please see the Main B. Optional section for information on the outlier protocol.

The rate narrative above applies to the following ID/RD services directly administered by the OIDD:
Respite/Institutional /ICF/11D Respite/ln-Home-Hourly/Day Activity/Career Preparation/Community
Services/Employment Serviced/Individual Employment Services Group Support Center Services Private Vehicle
Maodifications Adult Companion Services Residential Habilitation Services/Daily Residential Habilitation Services/Adult
Attendant Care Services/Specialized Medical Equipment /Supplies/Assistive Technology Environmental
Madifications/Behavior Support/Caregiver Coaching waiver case management rates (travel/without travel) were
constructed based on the governmental provider's salary and fringe data, estimates of associated direct operational costs
and application of an indirect rate for support costs.

Productivity standards, again supplied by the governmental provider, applied against annual hours per FTE were used to
develop the hourly (and billable 15 minute) rate.

The SMA reviews rates on an ongoing basis.

The frequency of rebasing ratesis not on any specific schedule. It is subject to several factors, including provider
requests for new rates, new data regarding the adequacy of rates, availability of funding, and, most importantly, whether
the existing rate is sufficient to support an adequate network of providers.

Working collaboratively alongside the waiver provider associations and committees, SVA staff (Program and
Reimbursement) continually monitor and gauge the effectiveness of reimbursement rates and methodol ogies.

Historically, annual cost report filings, comparable Medicaid service rates, and surveys of other states waiver rateswere
used to validate and substantial the periodic provider group requests for updates to waiver rates.

Due to changing trendsin SMA rate development strategies and design as well as CMS guidance in recent years, the
SMA has shifted from rate justifications based on cost report data to the construction (rate build-up) of rate models for
certain services based on market salary data, associated direct operational costs and application of an indirect rate for
support costs.

When trend rates are applied to provider rates during the rate setting process, the trend factor used is normally the CMS
Medicare Economic Index.

Personal Care, Adult Day Health Care and Adult Day Health Nursing services provided by a Community Long Term
Care (CLTC) provider (i.e. private agency) are paid the rate as established for South Carolina's Community Choices
waiver.

Incontinence supplies are reimbursed from a fee schedul e developed based on market analysis and last updated on Jan.
1,2022.

PERS Installation (and Monthly fee) rates are based upon prevailing market ratesin South Carolina for persons
receiving this service by private payment.

The rates for pest control services are based on rates established for South Carolina's Community Choices waiver.
The state rate was established by taking the average of theinitial and follow up rates for private pay treatments.

The rate cap for pest control/bed bug servicesis also based on the Community Choices waiver service rate cap for the
similar service.

The rates for Adult Dental, Adult Vision, Audiology, and Nursing are taken directly from the Sate Plan service rates for
the 21 and under population.

Participants are notified of rate changes by their case managers as appropriate.

08/20/2026



Application for 1915(c) HCBS Waiver: Draft SC.014.07.00 Page 212 of 242

Participants registering to be included on the SCDHHS provider distribution list receive alerts and bulletins via email.

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:

Providers maintain the option of billing directly to SCDHHS or they may voluntarily reassign their right to direct
paymentsto OIDD. Providers billing SCOHHSdirectly may bill either by use of a CMS 1500 claimformor by the
SCDHHS electronic billing system/web-tool.

Appendix | : Financial Accountability
[-2: Rates, Billing and Claims (2 of 3)

c. Certifying Public Expenditures (select one):

® No. state or local government agencies do not certify expenditures for waiver services.
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 at least one:

O Certified Public Expenditures (CPE) of State Public Agencies.

Soecify: (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 CPEsin Item |-4-a.)

[ Certified Public Expenditures (CPE) of Local Government Agencies.

Soecify: (a) the local government agencies that incur certified public expenditures for waiver services; (b) how it
isassured that the CPE is based on 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 CPEsin Item |-4-b.)

Appendix | : Financial Accountability
|-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal financial
participation, including 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, (c) the services were provided:
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Claims for waiver services are submitted to MMISthrough either the use of a CMS 1500 claim form or through the
SCDHHS electronic billing system. Providers of most waiver services are given a service authorization which reflects the
service identified on the service plan. This authorization formis produced by the WCM/EI provider and contains the
frequency, date and type of service authorized along with a unique authorization number. Once the claimis submitted to
MMIS, payment is made to the provider only if the participant was Medicaid eligible on the date of service and thereisa
special indicator in MMISthat indicates the participant is enrolled in the waiver program.

Thisrecipient special program (RSP) indicator and Medicaid eligibility is required for payment of all waiver claims.
Other waiver services are authorized simply by the presentation of the waiver participant's Medicaid card. When the
Medicaid number is entered into the proper electronic system, it will identify the waiver benefit available to the
individual. Thisis all linked to the RSP in MMISidentifying an individual as a waiver participant.

The South Carolina Department of Health and Human Services ensures the integrity of the Medicaid Program and seeks
to identify and reduce waste, fraud, and abuse in the use of Medicaid funds through the activities carried out by the
Division of Program Integrity and the Division of Audits. The purposes of program oversight are to safeguard against
unnecessary, inappropriate, and/or fraudulent use of Medicaid services, identify excessive or inaccurate payments to
providers, and ensure compliance with then applicable Medicaid laws, regulations, and policies.

POST PAYMENT REVIEW

The Division of Program Integrity conducts post-payment reviews of all health care provider types. These reviews sample
claims and determine if services have been billed as authorized. Whenever a recoupment is identified, the Division of
Program Integrity notifies the Financial Department of the SMA who reimburses CMS utilizing the "CMS 64 Summary
Sheet."

Program Integrity uses several methods to identify areas for review:

« Atoll-free Fraud and Abuse Hatline and the Fraud and Abuse email account for complaints of provider and beneficiary
fraud and abuse.

« The automated Surveillance and Utilization Review System (SURS) which creates provider profiles and exception
reports that identify excessive or aberrant billing practices.

* Referrals from other sources

SECTION 1 GENERAL INFORMATION AND ADMINISTRATION

The Division conducts payment reviews, analysis of provider payments, and review of provider Records to determine the
following:

» Medical reasonableness and necessity of the service provided

« Indications of fraud or abuse in billing the Medicaid program

» Compliance with Medicaid program coverage and payment policies

» Compliance with state and federal Medicaid laws and regulations

» Compliance with accepted medical coding conventions, procedures, and standards

 Whether the amount, scope, and duration of the services hilled to Medicaid are fully documented in the provider's
records

The Division of Program Integrity ("Program Integrity") conducts both announced and unannounced desk and field
reviews, on-site inspections, and/or investigations of providers to determine whether the provider is complying with all
applicable laws, rules, regulations, and agreements. During such reviews, Program Integrity staff will request medical
records and related documents as well as conduct interviews and performinvestigations. Program Integrity staff will
thoroughly review the records to determine whether the documentation accurately represents paid claims and rendered
services, and whether the provider isin compliance with its obligations to the state Medicaid program. The
documentation must sufficiently disclose the extent of services delivered, medical necessity, appropriateness of treatment,
quality of care, and the documentation adheres to all applicable policy requirements.

SANCTIONS

Sanctions including but not limited to suspension, termination, or exclusion from the Medicaid program may result upon
the failure of the provider to:

* Allow immediate access to records

* Repay in full the identified overpayment
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» Make arrangements for the repayment of identified over payments
« Abide by repayment terms
» Make payments which are sufficient to remedy the established overpayment

Failure to provide requested records may result in one or more of the following actions by SCDHHS
* Immediate suspension of future payments

* Denial of future claims

 Recoupment of previously paid claims

In order to ensure that claims presented by a provider for payment meet the requirements of federal and state laws and
regulations, a provider may be required to undergo prepayment claims review. Grounds for being placed on prepayment
claimsreview shall include, but shall not be limited to identification of aberrant billing practices as a result of reviews,
investigations, or data analysis performed by Program Integrity/SUR, or other grounds as determined by Program
Integrity/SUR. A provider is removed from prepayment review only when determined appropriate by Program
Integrity/SUR. Once removed from prepayment review, a follow-up assessment of the provider's subsequent practice
patterns may be performed to monitor and ensure continued appropriate use of resources. Noncompliant providers are
subject to administrative sanctions.

RECOVERY AUDIT CONTRACTOR

The South Carolina Department of Health and Human Services, Division of Program Integrity, contractswith a
Recovery Audit Contractor to assist in identifying and collecting improper payments paid to providers as a result of
billing errorsasreferenced in 42 CFR 476.71.

The OIDD Internal Audit Division periodically conducts audits of OIDD's hilling systemto ensure billing is appropriate
for the service provided.

e. 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 aminimum period of 3 years as required in 45 CFR § 92.42.

Appendix |: Financial Accountability
|-3: Payment (1 of 7)

a. Method of payments-- MMI S (select one):

® Paymentsfor all waiver services are made through an approved Medicaid Management I nformation System
(MMIS).

Payments for some, but not all, waiver services are made through an approved MMIS.

Soecify: (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; (c) 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.

Soecify: (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; () 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:
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Payments for waiver services are made by a managed care entity or entities. The managed care entity 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;

Appendix | : Financial Accountability
|-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 one):

The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities.

[ The Medicaid agency pays providers through the same fiscal agent used for therest of the Medicaid program.

The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal agent.

Foecify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions

that the limited fiscal agent performsin paying waiver claims, and the methods by which the Medicaid agency
over sees the operations of the limited fiscal agent:

A financial management services entity contracted with OIDD is used to make payments for in-home services and
respite delivered by individuals rather than agencies. These individuals document service delivery and provide data
to the financial management service. Thisinformation istransferred to OIDD, which in turn bills MMISfor services

rendered. The FMS cuts checks biweekly and transfers funds to workers by direct deposit. Financial audits are
performed periodically.

For more information about billing Medicaid directly, providers/others may go to the DHHS website at
https: //medicaidel ear ning.remote-lear ner.net/mod/page/view.php?id=1084

[ Providers are paid by a managed care entity or entitiesfor servicesthat are included in the state's contract with the
entity.

Soecify how providers are paid for the services (if any) not included in the state's contract with managed care
entities.

Appendix | : Financial Accountability
|-3: Payment (3 of 7)

c. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that payments 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;
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® 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: (a) 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; (c) 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 CMSwith detailed information about the total amount of supplemental or
enhanced payments to each provider type in the waiver.

Appendix |: Financial Accountability
|-3: Payment (4 of 7)

d. Paymentsto state or Local Government Providers. Specify whether state or local government providers receive payment
for the provision of waiver services.

No. State or local government providers do not receive payment for waiver services. Do not complete Item I-3-e.
® Yes. State or local government providers receive payment for waiver services. Complete Item |-3-e.

Foecify 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:

Currently OIDD will receive payment for the listing of services identified in Appendix I, 1-2a. However effective for
services provided on or after January 1, 2022,01DD Boards will have the ability to receive payment directly for the
listing of servicesidentified in Appendix I, I-2a.

Appendix | : Financial Accountability
|-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Soecify 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:

The amount paid to state or local government providersisthe same as the amount paid to private providers
of the same service.

The amount paid to state or local government providers differs from the amount paid to private providers of
the same service. No public provider receives paymentsthat in the aggregate exceed its reasonabl e costs of
providing waiver services.

® 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 returnsthe federal share of the excessto CMS on the quarterly expenditure report.

Describe the recoupment process.
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No supplemental payments are provided to OIDD subsequent to the claims payments. At fiscal year-end, a cost
report isrequired that reflects the total costsincurred by OIDD and / or its local Boards for the discrete services
provided under this waiver. SCOHHS reviews the cost report to substantiate CPE and to verify the actual Medicaid
expenditures of the individual services. Upon completion of the review, actual Medicaid expenditures of the waiver,
in the aggregate, are compared to total Medicaid claims payment for the waiver (i.e. in the aggregate). If OIDD has
been overpaid based on the aggregate comparison. SCDHHSwill recoup the federal portion of the over payment
from OIDD and return it to CMSvia the quarterly expenditure report. It should be noted that the comparison noted
above is specific to each waiver operated by OIDD. That is the aggregation of expenditures and claims paymentsis
made per waiver and does not consolidate all waivers together. Thisis the methodology that is currently employed
for rates as of Jun 9, 2021. However, beginning with our proposed rate changes effective July 1, 2022, non-state
owned governmental and private Boards that directly enroll/ contract with SCOHHS may receive payment rates
which result in Medicaid reimbursement in excess of allowable Medicaid reimbursable cost. Snce the source of the
state matching funds will come from IGTs from OIDD to SCDHHS, there will be no recoupment of revenue in excess
of cost in the event that Medicaid payments exceed allowable Medicaid reimbursable costs for these Boards.

Appendix | : Financial Accountability
|-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:

® Providersreceive and retain 100 percent of the amount claimed to CM S for waiver services.
Providers are paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Soecify whether the monthly capitated payment to managed care entities is reduced or returned in part to the state.

Appendix |: Financial Accountability
|-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(€).

Foecify the governmental agency (or agencies) to which reassignment may be made.

OIbD

ii. Organized Health Care Delivery System. Select one:

® No. The state does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions of 42 CFR § 447.10.
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Yes. The waiver provides for the use of Organized Health Care Déelivery System arrangements under
the provisions of 42 CFR § 447.10.

Soecify 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; (€) how it is
assured that OHCDS contracts with providers meet applicable requirements; and, (f) how financial
accountability is assured when an OHCDS arrangement is used:

iii. Contracts with MCOs, PIHPs or PAHPs.

® The state does not contract with MCOs, 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)
(PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of section 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 health plans are on file at the
state Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of section 1915(a)(1);
(b) the geographic areas served by these plans; (c) the waiver and other services furnished by these plans;
and, (d) how payments are made to the health plans.

Thiswaiver isa part of a concurrent section 1915(b)/section 1915(c) waiver. Participants are required to
obtain waiver and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid
ambulatory health plan (PAHP). The section 1915(b) waiver specifies the types of health plansthat are
used and how payments to these plans are made.

Thiswaiver isa part of a concurrent section 1115/section 1915(c) waiver. Participants are required to
obtain waiver and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid
ambulatory health plan (PAHP). The section 1115 waiver specifies the types of health plans that are used
and how payments to these plans are made.

If the state uses more than one of the above contract authorities for the delivery of waiver services, please
select this option.

In the text box below, indicate the contract authorities. In addition, if the state contracts with MCOs, PIHPs,
or PAHPs under the provisions of section 1915(a)(1) of the Act to furnish waiver services. Participants may
voluntarily elect to receive waiver and other services through such MCOs or prepaid health plans. Contracts
with these health plans are on file at the state Medicaid agency. Describe: (a) the MCOs and/or health plans
that furnish services under the provisions of section 1915(a)(1); (b) the geographic areas served by these
plans; (c) the waiver and other services furnished by these plans; and, (d) how payments are made to the
health plans.
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Appendix |: Financial Accountability
[-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 source or sources of the
non-federal share of computable waiver costs. Select at least one:

[ Appropriation of State Tax Revenuesto the State Medicaid Agency
Appropriation of State Tax Revenuesto 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, asindicated in Item |-2-
(o

OIDD receives state appropriations to provide services under thiswaiver. A portion of these funds will be
transferred to the SCDHHSvia an IGT for payments that will be made directly to private providers enrolled with the
SCDHHS. Additionally, beginning with our proposed rate changes effective July 1, 2022, non-state- owned
governmental and private Boards that directly enroll/ contract with SCDHHS state matching funds will come from
IGTsfrom OIDD to SCDHHS.

For services provided by OIDD, these funds will be directly expended by OIDD as CPE.
[ Other State Level Source(s) of Funds.
Foecify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) 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, asindicated in Item|-2-c:

Appendix | : Financial Accountability
I-4: Non-Federal Matching Funds (2 of 3)

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. Select 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.

Soecify: (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 mechanismthat 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, indicate if funds are directly expended by local government
agencies as CPEs, as specified in [tem |-2-c:
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[ Other Local Government Level Source(s) of Funds.

Soecify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanismthat is used to transfer the funds to the state Medicaid agency or fiscal agent, such asan
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are directly
expended by local government agencies as CPEs, as specified in I[tem |-2-c:

Appendix | : Financial Accountability
[-4: Non-Federal Matching Funds (3 of 3)

c¢. Information Concerning Certain Sources of Funds. Indicate whether any of the fundslisted in Items 1-4-a or 1-4-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

The following source(s) are used
Check each that applies:

0 Health care-related taxes or fees
0 Provider-related donations
[ Federal funds

For each source of funds indicated above, describe the source of the funds in detail:

Appendix | : Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

No services under thiswaiver are furnished in residential settings other than the private residence of the
individual.
® Asspecified in Appendix C, the state furnishes waiver servicesin residential settings other than the personal home
of theindividual.
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the
methodol ogy that the state uses to exclude Medicaid payment for room and board in residential settings:

Residential habilitation is provided in thiswaiver and costs associated with room and board are excluded from Medicaid
reimbursement. Guidance is provided to residential providersto identify costs that are considered room and board and
which are to be excluded from reimbursable cost. Continual monitoring and training is provided to assure that room and
board costs are excluded. Through annual audits, financial testing of residential cost is performed by independent CPA
firms to assure that these costs are excluded.

Appendix | : Financial Accountability
[-6: Payment for Rent and Food Expenses of an Unrelated Live-1n Caregiver
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Reimbursement for the Rent and Food Expenses of an Unrelated Live-1n Personal Caregiver. Select one:

® No. The state does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver who
resides in the same household as the participant.

Yes. Per 42 CFR 8 441.310(a)(2)(ii), 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 residesin the same household asthe
waiver participant. 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 rent and food for a live-in caregiver will not be claimed when
the participant livesin the caregiver'shome 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 reimbur se these costs:

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

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.

Foecify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete Items |-7-a-ii
through I-7-a-iv):

[ Nominal deductible
[ coinsurance

[ Co-Payment

[ Other charge

Soecify:

Appendix | : Financial Accountability
[-7: Participant Co-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.
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Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Chargesfor Waiver Services.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix |: Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.

Answers provided in Appendix | -7-a indicate that you do not need to complete this section.

Appendix | : Financial Accountability
[-7: Participant Co-Payments for Waiver Services and Other 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 premium, enrollment fee, or similar cost-sharing 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 mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1. Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Complete the fieldsin Cols. 3, 5 and 6 in the following table for each waiver year. Thefieldsin Cols.
4,7 and 8 are auto-cal culated based on entriesin Cols 3, 5, and 6. Thefieldsin Col. 2 are auto-cal culated using the Factor
D data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D
tablesin J-2-d have been completed.

Level(s) of Care: ICF/IID

Col. 1} Col.2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8

Year |Factor D] Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4)
1 |[71954.37 9794.21) 81748.58 140830.4 13108.56}f 153938.96 72190.38
2 [74633.6 10137.01} 84770.64 143647.0 13567.36} 157214.37 72443.73
3 [77399.1 10491.80§ 87890.93 146519.9 14042.22 160562.17 72671.24
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Col. 1§ Col.2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8

Year |Factor D] Factor D' Total: D+D' Factor G Factor G' Total: G+G'|Difference (Col 7 less Column4)
4 [80267.51 10859.02f 91126.53 149450.3 14533.70§ 163984.05 72857.52
5 [83255.1 11239.08§ 94494.24 152439.3 15042.37) 167481.72 72987.48

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (1 of 9)

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 isin operation. When the waiver serves individuals under more than one level of
care, specify the number of unduplicated participants for each level of care:

Table: J-2-a: Unduplicated Participants

Distribution of Unduplicated Participants by
. Total Unduplicated Number of Participants Level of Care (if applicable)
Waiver Year
(from Item B-3-a) Level of Care:
ICF/IID
Year 1 8710
Year 2 8560
Year 3 8560
Year 4 8560
Year 5 8560

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participantsin
item J-2-a.

The estimate for the average length of stay is based on the most recent approved #0237 waiver 372 report (2019), which
is 342.6 days per person.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (3 of 9)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-d. The basis and
methodology for these estimates is as follows:
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The expenditures for each component of the cost neutrality formula were developed based on SFY 2020 per capita
expenditures trended to the appropriate waiver year. 3% unit cost trend was applied to claims consistent with the
waiver service trend used in the CY 2021 Prime Capitation Rates. For IDRD waiver services that did not have
experience in SFY2020, experience from the Community Choices waiver, the most recent IDRD 372 report, and
approved HCBSwaiver from other states to estimate the Number of Users and Average Units Per User.

Effective July 1, 2023 the reimbursement for Personal Care | and Personal Care Il will be at the same rate and
therefore do not need to be tracked separately as they have prior to July 1, 2023. A similar approach is being
made for LPN and RN Nursing Services. Therefore, only one service line was included for WY 2-5. We have
continued to split the services for the January 1 to June 30, 2023 time period and composite into a single line for
the remainder of WY 2.

Fee schedule change for Respite and changes in maximum allowable charge on modifications.

Working collaboratively alongside the waiver provider associations and committees, SMA staff (Program and
Reimbursement) continually monitor and gauge the effectiveness of reimbursement rates and methodol ogies.
Historically, annual cost report filings, comparable Medicaid service rates, and surveys of other states' waiver
rates were used to validate and substantiate the periodic provider group requests for updates to waiver rates.

Due to changing trends in SMA rate development strategies and design as well as CMS guidance in recent years,
the SVIA has shifted from rate justifications based on cost report data to the construction (rate build-up) of rate
models based on market salary data, associated direct operational costs and application of an indirect rate for
support costs. When trend rates are applied to provider rates during the rate setting process, the trend factor used
is normally the CMS Medicare Economic Index.

For Personal Care, the SMA performs market analysisto determine what the private rateis for these services.
This does not mean that the SMA will match the private pay market rate but it is reference to determine the
reasonableness of any services.

Personal care rates were updated in January 2022 to begin alignment with the expected consolidation of services
in July 2023. Therate for Personal Carell ($25/hr) isthe rate utilized for the consolidated personal care
service.

Nursing service rates were updated in January 2022 also to begin alignment with expected consolidation of
servicesin July 2023. Therate for Nursing Servicesis $42/hr., which is equivalent of the currently approved RN
nursing rate. The rate for Enhanced Nursing (state plan private duty nursing) is $45 and reflects the $3.00 add-
on as specified in the Medicaid state plan rate methodol ogy section 4.19B.

For Caregiver Coaching, the Number of Users and Average Units Per User was based on SFY 2020 data for
IDRD Waiver members and discussions with SCDHHS trended to the appropriate waiver year. For IDRD waiver
services that did not have experience in SFY 2020, we used experience from the Community Choices waiver, the
most recent IDRD 372 report, and approved HCBS waivers from other states to estimate the Number of Users
and Average Units Per User. The average cost per unit was based on the IDRD Fee Schedule. Sarting in waiver
year 2, the average cost per unit was trended at 3.0% per year.

ii. Factor D' Derivation. The estimates of Factor D' for each waiver year areincluded in Item J-1. The basis of these

estimates is as follows:
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The expenditures for each component of the cost neutrality formula were developed based on SFY 2020 per capita
expenditures trended to the appropriate waiver year. 3% unit cost trend was applied to claims consistent with the
waiver service trend used in the CY 2021 Prime Capitation Rates. The SMA istransitioning transportation asa
component of ADHC services. Input from ADHC providers currently providing transportation, in conjunction
with the NEMT broker, was utilized to establish a base (minimum) blended rate for transportation. This

incor porates an expected range distribution of mileage for participants and the expected percentage of
participants in ambulatory and wheel chair-use categories. This methodology was utilized for cost projectionsin
Appendix J.

Updatesto projections for personal care, LPN nursing, and RN nursing services were based on increases made in
South Carolina's Community Choices waiver and Sate Plan services rates for personal care and nursing
respectively, in accordance with rate methodology as described in section I-2-a.

Factor G Derivation. The estimates of Factor G for each waiver year areincluded in Item J-1. The basis of these
estimatesis as follows:

The expenditures for each component of the cost neutrality formula were developed based on SFY 2020 per capita
expenditures trended to the appropriate waiver year. 2% unit cost trend was applied to ICF/IID claims consi stent
with the inpatient service trend used in the CY 2021 Prime Capitation Rates.

iv. 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:

The expenditures for each component of the cost neutrality formula were developed based on SFY 2020 per capita
expenditures trended to the appropriate waiver year. 2% unit cost trend was applied to ICF/I1D claims consistent
with the inpatient service trend used in the CY 2021 Prime Capitation Rates.

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (4 of 9)

Component management for waiver services. If the service(s) below includes two or more discrete services that are reimbursed

separately, or
components.

isa bundled service, each component of the service must be listed. Select “ manage components” to add these

Waiver Services

Adult Day Health Care, Adult Day Health Care Services

Personal Care Services

Residential Habilitation

Respite Care

Waiver Case Management (WCM)

Adult Dental Services

Adult Vision

Audiology Services

I ncontinence Supplies

Nursing Services

Adult Attendant Care Services

Adult Companion Services

Adult Day Health Care Nursing

Behavior Support Services

Career Preparation Services

Community Services

Day Activi

ty

Employment Services
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Waiver Services

Environmental Modifications

I ndependent Living Skills

Personal Emergency Response System (PERS)

Pest Control Treatment

Pest Control-Bed Bugs

Private Vehicle Assessment/Consultation

Private Vehicle Maodifications

Specialized Medical Equipment, Supplies and Assistive Technology Assessment/Consultation

Specialized Medical Equipment, Supplies and Assistive Technology

Support Center Services

Appendix J: Cost Neutrality Demonstration
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J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.Compl ete 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. 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 fieldsin the J-1 Composite Overview table.

Waiver Year: Year 1

Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné;;o;mt Total Cost
Adult Day Health Care,
Adult Day Health Care 11588302.40
Services Total:

Adult Day Health Care,

Adul.t Day Health Care |Per day I I 971| | 14914 I 8000' 11588302.40

Services
Perso.nal Care Services 86220318.60
Total:

Personal Care Services |15 = I I 2676' | 4956.9(1 I 6. 50| 86220318.60
Residential Habilitation 371685513.03
Total:

Residential Habilitation I15 Mins I I 235| I 98127' | 2149' 4955560.69

Daily Residential

Habilitation [pay Il 3583l 341.21ff 299.97]| 30672995234
Respite Care Total: 55966658.62

Nursing Facility Respite |Day I I 33I | 9_25| I 120.00| 36630.00

ICF/IID Respite |Day I I 31| | 1457q I 28015' 1266048.28

Respite - In-home (2

Participants) [5 mins ] 4 | 730.35| | A 44| 12971.02

GRAND TOTAL: 626722529.78
Total Estimated Unduplicated Participants: 8710
Factor D (Divide total by number of participants): 71954.37

Average Length of Stay on the Waiver:

345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%o;mt Total Cost
Respite - In-home (3
Participants) f25 mins | 4| | 730. 35| I 3_52| 10283.33
Respite - In-home I15 Mins I 318# | 274234 | 625' 54640726.00
Waiver Case Management
(WCM) Total: 16517169.75
Transitional WCM with
Trave [per ciaim | 274)|| Lol 33047l o7
Transitional WCM
without Travel [Per ciaim | 1 | Lod|| 208.69 208.65
Waiver Case
Management - Without I15 Mins I 87lq | 6654' I 1890' 10953748.26
Travel
Waiver Case
Management - With I15 Mins I 859# | 20621 | 3075' 5470198.06
Travel
Adult Dental Services 1711097.78
Total:
Adult Dental Services I\/isit I 471(1 | 5_94' I 61.16' 1711097.78
Adult Vision Total: 115789.30
Adult Vision I‘/i o I 9 41| | 4_92| | 25_01| 115789.30
Audiology Services Total: 13245.12
Audiology Services IViSit I 292| | 21(1 I 2160' 13245.12
Incontinence Supplies
Total: 5423875.80
Incontinence Supplies IP yr— I 2963| | 1694.9 4| I 1 08| 5423875.80
Nursing Services Total: 6707818.56
Nursing Services IPer Hour I 11q | 11842q I 4800' 6707818.56
Adult Attendant Care
Services Total: 3516879.27
Adult Attendant Care
Services [t5 wins | 153 | 5647.70)| 207| eero
Adult Companion Services 1559309.12
Total:
Adult Companion
Services f25 mins | 107| | 2980.16| | 4.89| 1559309.12
Adult Day Health Care
Nursing Total: 89991.00
Adult Day Health Care
Nursing Per day | 44| | 136.35' I ]_5_00' 89991.00
Behavior Support Services 13031627
Total:
GRAND TOTAL: 626722529.78
Total Estimated Unduplicated Participants: 8710
Factor D (Divide total by number of participants): 71954.37
Average Length of Stay on the Waiver: | 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%o;mt Total Cost
Caregiver Coaching |30 Mins 17' | 52.06| | 32.07| 28382.59
Behavior Support
Services o mins 65| | 50. 36| | 31 14| 101933.68
Career Preparation
Services Total: 14150042.40
Career Preparation
Services [Fzaay= 25 1119l 305.84||| 41.63|| 115904240
Community Services Total: 5853375.74
Community Services [r2day=231rs 585| | 240_35| | 41.63' 5853375.74
Day Activity Total: 30017665.36
Day Activity I:U2 day = 2-3 hrs 2087' | 3455q I 4163' 30017665.36
Employment Services 12780738.22
Total:
Individual I15 Mins 824 | 8491' I 2790' 1949677.95
Group I]J2 day = 2-3 hours SOq | 321.6(1 I 41.63' 10831060.27
Environmental
Modifications Total: 619200.00
Environmental
Modiifications [Citetime 24 17| 15000.0(]| o000
Independent Living Skills 15336.31
Total:
Independent Living
ills [t5 wins q | 267.93|| 05| tsweal
Personal Emergency
Response System (PERS) 32991.00
Total:
Installation [Per trs@itation ull ool 3000 00
Monthly Monitoring IM onth 11 4| | 9. 55| I 30.00| 32661.00
Pest Control Treatment 385354.20
Total:
Pest Control Treatment |Vi o 1317| | 4. 4q I 66.50| 385354.20
Pest Control-Bed Bugs
Total: 53000.00
Pest Control-Bed Bugs IVi St 53| | l.Oq I lOO0.00l 53000.00
Private Vehicle
Assessment/Consultation 4200.00
Total:
Private Vehicle
Assessment/Consultation |Per Claim 4200.00
GRAND TOTAL: 626722529.78
Total Estimated Unduplicated Participants: 8710
Factor D (Divide total by number of participants): 71954.37
Average Length of Stay on the Waiver: | 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%ogmt Total Cost
Ll ool 600.00]

Private Vehicle
Modifications Total: 14276.66

Private Vehicle

Modifications [per claim || Lol 713839| 142866
Specialized Medical
Equipment, Supplies and
Assistive Technology 1800.00
Assessment/Consultation
Total:

Foecialized Medical

Equipment, Supplies and

Assistive Technology | [Per Item 6| | 1_0(1 I 300_0(1 1800.00

Assessment/Consultation
Specialized Medical
Equipment, Supplies and 961843.99
Assistive Technology Total:

Foecialized Equipment IPeI’ Clam 131| | 1151' I 2869q 432681.16

Specialized Supplies IPer Clam 404| | 60_78I | 21_55| 529162.84
Support Center Services 577421.29
Total: '

Support Center Services |1/2 day = 23S 57' | 287-3(1 I 35.26' 577421.29

GRAND TOTAL: 626722529.78
Total Estimated Unduplicated Participants: 8710
Factor D (Divide total by number of participants): 71954.37
Average Length of Stay on the Waiver: 345

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.Compl ete 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. 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 fieldsin the J-1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/ Component

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Adult Day Health Care,
Adult Day Health Care
Services Total:

11787856.78

Adult Day Health Care,
Adult Day Health Care
Services

|Per day

149.23|

82.80|

11787856.78

Personal Care Services

89040299.01

Average Length of Stay on the Waiver:

GRAND TOTAL: 638863906.71
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 74633.63

345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%o;mt Total Cost
Total:
Personal Care Services Il5 mins I 263(1 | 49569(1 I 683' 89040299.01
Residential Habilitation 378059753.44.
Total: '
Residential Habilitation |15Mins I 231| | 98107' | 2224' 5040188.26
Daily Residential
Habilitation [pay | 3521l 3a1.24(f 310.4¢|s73019565.18
Respite Care Total: 56939186.73
Nursing Facility Respite |Day I 33I | 9_25| I 124_20| 37912.05
ICF/IID Respite |Day I 3(:1 | 148 04| I 289 96| 1287770.35
Respite - In-home (2
Participants) [5 mins | 4 | 77.77|| 26| 120097
Respite - In-home (3
Participants) [t5 wins | 4 | 717.77|| |
Respite - In-home I15 Mins I 3133I | 27424(1 I 647| 55589846.62
Waiver Case Management
(WCM) Total: 16800615.66
Transitional WCM with
Travel |Per Claim | 269| | 1_0q | 351_35| 94513.15
Transitional WCM
without Travel [per ciaim | 1 | Lol 2159 21595
Waiver Case
Management - Without |15 Minute I 856(1 | 66.54| | 19. 56| 11141031.74
Travel
Waiver Case
Management - With |15 e | 845 20.69(| 31.83|| So64e5482
Travel
Adult Dental Services 1740513.26
Total: ’
Adult Dental Services IViSit I 462q | 5 94| I 63 30| 1740513.26
Adult Vision Total: 117825.39
Adult Vision I\/iSit I 92q | 4 92| I 25 89| 117825.39
Audiology Services Total: 13470.34
Audiology Services |Vi ot I 287| | 2. 10| I 22.35| 13470.34
Incontinence Supplies
Total: 5527879.88
Incontinence Supplies |Per o I 2912| I 169 4_92| | 1. 12| 5527879.88
GRAND TOTAL: 638863906.71
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 74633.63
Average Length of Stay on the Waiver: 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%o;mt Total Cost
Nursing Services Total: 6823019.40
Nursing Services | [peHour 114|f| 1183.9¢/|| 49.6g|| c82301940
Adult Attendant Care
Services Total: 361735185
Adult Attendant Care
Services [t5 wins 15 | 5647.70)|| 227)| rssiss
Adult Companion Services 1585732.25
Total:
Adult Companion
Services [5 mins 106 | 2956.47(| 50q|| 10573225
Adult Day Health Care
Nursing Total: 91564.88
Adult Day Health Care
Nursing Per day 44| | 134.0q I ]_5_53' 91564.88
Behavior Support Services 134374.33
Total:
Caregiver Coaching |30 Mins 16| | 54_37| | 33. 19' 28872.64
Behavior Support
Services f20 mins 65| | 50. 36| I 32_23| 105501.68
Career Preparation
Services Total: 14402846.72
Career Preparation
Services [1/2 day = 2-3rs 1093I | 305.81| I 43.09| 14402846.72
Community Services Total: 5954348.56
Community Services [72ay = 23 rs 575' | 240. 32| I 43. Ogl 5954348.56
Day Activity Total: 30535341.12
Day Activity {12 day = 2-3 hours 2051| | 345.51' I 43.09| 30535341.12
Employment Services 1300129735
Total:
Individual I15 Mins Soq | 848q I 2888' 1983363.17
Group I:IJ2 day = 2-3 hours 795| | 321.63' I 43.09' 11017934.18
Environmental
Modifications Total: 610650.00
Environmental
Modifications [Cretime 23| L77(| 15000.00)| ~ 610650.00
Independent Living Skills 15593.22
Total:
Independent Living
ills [t5 wins q | 263.31|| ogr]| w22
Personal Emergency
33587.41
Response System (PERS)
GRAND TOTAL: 638863906.71
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 74633.63
Average Length of Stay on the Waiver: 345
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Waiver Service/ Component

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Total:

Installation

IPer Installation

Lol

31.05)

341.55

Monthly Monitoring

|Month

112]

9.54|

31.05|

33245.86

Pest Control Treatment
Total:

391890.49

Pest Control Treatment

fvisit

1294

44|

68.83

391890.49

Pest Control-Bed Bugs
Total:

52000.00

Pest Control-Bed Bugs

Jvisit

ool

1000.00]

52000.00

Private Vehicle
Assessment/Consultation
Total:

4347.00

Private Vehicle
Assessment/Consultation

[Per Claim

ool

621.oo|

4347.00

Private Vehicle
Modifications Total:

14776.34

Private Vehicle
Modifications

IPer Claim

L.oof||

7388.17|

14776.34

Specialized Medical
Equipment, Supplies and
Assistive Technology
Assessment/Consultation
Total:

1863.00

Specialized Medical
Equipment, Supplies and
Assistive Technology
Assessment/Consultation

IPer item

L.oof||

31050

1863.00

Specialized Medical
Equipment, Supplies and
Assistive Technology Total:

978637.66

Foecialized Equipment

IPer Claim

129

11.49(f

297.00

440216.37

Soecialized Supplies

IPer Claim

397]

60.79(|

22.31|

538421.29

Support Center Services
Total:

587284.66

Support Center Services

|l/2 day = 2-3 hours

287.4o| |

36.49|

587284.66

GRAND TOTAL: 638863906.71

Average Length of Stay on the Waiver:

Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 74633.63

345

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. 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. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fieldsin this table must be
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completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 3

Page 233 of 242

Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Corré%o;ent Total Cost
Adult Day Health Care,
Adult Day Health Care 12200716.49
Services Total:

Adult Day Health Care,

Adult Day Health Care IPel’ Day 954| | 14924 I 8570' 12200716.49

Services
Personal Care Services 93472758.99
Total: '

Personal Care Services I15 mins 263q | 49569q I 7. 17| 93472758.99
Residential Habilitation 391296893.29
Total: .

Residential Habilitation |15 Mins 231| | 081 07| I 23 02| 5216957.45

Daily Residential

Habilitation [pay 3521| | 341.24| | 321_33| 386079935.83
Respite Care Total: 58876607.57

Nursing Facility Respite |Day 33' | 9 25' I 128 55| 39239.89

ICF/11D Respite |Day 3q | 14804' I 30010' 1332804.12

Respite - In-home (2

Participants) [t5 wins 4 | 717.77|| 47| e

Respite - In-home (3

Participants) [t5 mins 4| | 717.77| | 3_77| 10823.97

Respite - In-home I15 Mins 3133| | 27424(1 I 669' 57480073.25
Waiver Case Management

17391005.63

(WCM) Total:

Transitional WCM with

Travel [per ciaim 269 | L.oof|| 3636l omeeres

Transitional WCM

without Travel [Per Claim j_l | 1_0(1 I 223_51| 22351

Waiver Case

Management - Without I15 Mins 856q | 6654' I 2025' 11534043.60

Travel

Waiver Case

Management - With I15 Mins 845q | Zosq I 3294' 5758916.67

Travel
Adult Dental Services 1801554.96
Total: '
Adult Vision Total: 121966.80

Adult Vision 121966.80

GRAND TOTAL: 662536522.46
Total Estimated Unduplicated Participants: 8560
Factor D (Dividetotal by number of participants): 77399.13
Average Length of Stay on the Waiver: | 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%o;mt Total Cost
[vist 92| 2.9 26.80
Audiology Services Total: 13940.45
Audiology Services IViSit 287' | 2 1(1 I 23 13| 13940.45
Incontinence Supplies
Total: 5725304.17
Incontinence Supplies |Per Ttem 2912I | 1694.92I | 1.16| 5725304.17
Nursing Services Total: 7061989.89
Nursing Services |Per Hour 116' | 11839q I 5142' 7061989.89
Adult Attendant Care
Services Total: 3803725.95
Adult Attendant Care
Services [t5 wins 15 | 5647.70)| 2ad| 3e0e7255
Adult Companion Services 1642141.70
Total:
Adult Companion
Services [15 mins 106| | 2956.47| | 5_24| 1642141.70
Adult Day Health Care
Nursing Total: 94r48.72
Adult Day Health Care
Nursing [er i 4ff 134.00(| 1607 %82
Behavior Support Services 139082.38
Total:
Caregiver Coaching |30 Mins 16| | 54. 37| I 34. 35| 29881.75
Behavior Support
Services o wiins 65 | 50.34|| a33g| lox0e
Career Preparation
Services Total: 14907564.72
Career Preparation
Services [1/2 day = 2-3 hours 1093| | 305.81| I 44, 60| 14907564.72
Community Services Total: 6163006.40
Community Services [72 day = 2:3hours 575' | 240. 32| I 44, 60| 6163006.40
Day Activity Total: 31605389.05
Day Activity I:U2 day = 2-3 hours 2051' | 3455]_' | 4. 60| 31605389.05
Employment Services 13456760.85
Total:
Individual Il5 Mins SOq | 848q I 2989' 2052725.94
Group [1/2 day = 2-3 hours 795| | 321.63| I 44, 60| 11404034.91
GRAND TOTAL: 662536522.46
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 77399.13
Average Length of Stay on the Waiver: 345
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Waiver Service/ Component

Unit

# Users

Avg. Units Per User

Component

Avg. Cost/ Unit Cost

Total Cost

Environmental
Modifications Total:

610650.00

Environmental
Modifications

[Lifetime

1.77]

15000_00| 610650.00

Independent Living Skills
Total:

16146.17

Independent Living
Sills

15 Mins

263.31|

10. 22| 16146.17

Personal Emergency
Response System (PERS)
Total:

34766.48

Installation

IPer installation

1.00}

14| 8

Monthly Monitoring

|Month

9.56

3214 41294

Pest Control Treatment
Total:

405612.06

Pest Control Treatment

fvisit

71 24| 405612.06

Pest Control-Bed Bugs
Total:

52000.00

Pest Control-Bed Bugs

Jvisit

1.00}

100000' 52000.00

Private Vehicle
Assessment/Consultation
Total:

4499.18

Private Vehicle
Assessment/Consultation

[Per claim

1.00}

642.7 4| 4499.18

Private Vehicle
Modifications Total:

15000.00

Private Vehicle
Modifications

IPer claim

1.00}

7500.00) 150000

Specialized Medical
Equipment, Supplies and
Assistive Technology
Assessment/Consultation
Total:

1928.22

Specialized Medical
Equipment, Supplies and
Assistive Technology
Assessment/Consultation

IPer item

1.00}

32137 1982

Specialized Medical
Equipment, Supplies and
Assistive Technology Total:

1012876.87

Foecialized Equipment

IPer Claim

129

11.49

307. 40| 455631.35

Foecialized Supplies

IPer Claim

397]

60.79

2309' 557245.52

Support Center Services
Total:

607885.49

Support Center Services

|]JZ day = 2-3 hours

607885.49

GRAND TOTAL: 662536522.46

Total Estimated Unduplicated Participants: 8560
Factor D (Dividetotal by number of participants): 77399.13

Average Length of Stay on the Waiver:

345
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Waiver Service/ Component

Unit

# Users

Avg. Units Per User

Component

Avg. Cost/ Unit Cost

Total Cost

5q

287.40)

37.77

GRAND TOTAL: 662536522.46

Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 77399.13

Average Length of Stay on the Waiver: 345

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver.Compl ete 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. 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 fieldsin the J-1 Composite Overview table.

Waiver Year: Year 4

Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Con(])r())o;mt Total Cost
Adult Day Health Care,
Adult Day Health Care 12627812.75
Services Total:
Adult Day Health Care,
Adult Day Health Care 12627812.75
e [per day os4|| 149.23| 8.7
?i;"_”a] Care Services 98035585.44
Personal Care Services Il5 = 2630' | 4956_9q I 7_52| 98035585.44
Residential Habilitation 40499740424
Total: ’
Residential Habilitation |15 Mins 231| | 98107' I 2384 5400525.46
Daily Residential
Habilitation P 3521l 3a1.24(f 332.5]| 30959687878
Respite Care Total: 60987556.23
Nursing Facility Respite ID ay 33| | 9_25| I 133_05| 40613.51
ICF/1ID Respite |Day 3(1 | 14804' I 31061' 1379481.13
Respite - In-home (2
Participants) [5 mins 4 | 717.77|| 29| s
Respite - In-home (3
Participants) [t5 wins 4 | 717.77|| sof| iuera
Respite - In-home I15 Mins 313:# | 27424(1 I 69:4 59542138.66

GRAND TOTAL: 687089858.17

Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 80267.51

Average Length of Stay on the Waiver: 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%ogmt Total Cost
Waiver Case Management
(WCM) Total: 17994200.57
Transitional WCM with
Travel [Per ciaim | 269| | 1_0(1 | 376.38| 101246.22
Transitional WCM
without Travel [per ciaim | 1 | L.oof|| 231.39 231.33
Waiver Case
Management - Without |15 Mins I 856(1 | 66.54| | 20_95| 11932751.28
Travel
Waiver Case
Management - With Il5 Mins I 845q | 206q I 3409' 5959971.74
Travel
Adult Dental Services 1864521.39
Total:
Adult Dental Services IViSit I 462q | 594' I 6781' 1864521.39
Adult Vision Total: 126199.23
Adult Vision IViSit I gzq | 492' I 2773' 126199.23
Audiology Services Total: 14428.64
Audiology Services |Vi St I 287| | 2. 1(1 I 23.94| 14428.64
Incontinence Supplies
Total: 5922728.45
Incontinence Supplies |Per o I 2912| | 1694.92| I 1_20| 5922728.45
Nursing Services Total: 7309200.74
Nursing Services |[oe oy | 114|f| 1183.9q/|| 53.27]| 730920074
Adult Attendant Care
Services Total: 399010005
Adult Attendant Care
Services fz5 mins | 15q | 5647.70| I 4_71| 3990100.05
Adult Companion Services 169855114
Total:
Adult Companion
Services [i5 mins | 104 | 2956.47(| 547 1eoessie
Adult Day Health Care
Nursing Total: 98050.48
Adult Day Health Care
Nursing [P Doy | 4| 134.00| 16.63| 9805048
Behavior Support Services 143964.86
Total:
Caregiver Coaching |30 Mins I 16| | 54_37| I 35.56| 30934.36
Behavior Support
Services [0 wins | 69 | 50.34| aa5q| o050
GRAND TOTAL: 687089858.17
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 80267.51
Average Length of Stay on the Waiver: | 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%o;mt Total Cost
Career Preparation
Services Total: 15428995.23
Career Preparation
Services [/2 day = 2-3 hours 1093| | 305.81| | 46.16| 1542899523
Community Services Total: 6378573.44
Community Services |77 Gay = 2-3 hours 79| 240.3|| 46.1¢|| csesT344
Day Activity Total: 32710869.02
Day Activity [72 ey = 2-3hours 2051l 345 51]f 46.1¢|| 3271086902
Employment Services 13927069.43
Total:
Individual |15 Mins 805* | 848q I 3093' 2124148.99
Group [72 ey = 23 hours 7od|f| 321.64(| 46.1¢|| 1180202044
Environmental
Modifications Total: 610650.00
Environmental
Modiifications [Citetime 2| 177 150000q]|  6ioes000
Independent Living Skills 16714.92
Total:
Independent Living
ills [t5 wins q | 263.31|| 105 671452
Personal Emergency
Response System (PERS) 35978.01
Total:
Installation [per insiatation ulll Lol 3326 56
Monthly Monitoring |Month 112' | 9.56| I 33.26' 35612.15
Pest Control Treatment 419789.13
Total:
Pest Control Treatment IVi St 129 4| | 4 4q I 73 73| 419789.13
Pest Control-Bed Bugs
Total: 52000.00
Pest Control-Bed Bugs I\/iSit 52| | 10(1 I 100000' 52000.00
Private Vehicle
Assessment/Consultation 4656.61
Total:
Private Vehicle
Assessment/Consultation |Per claim 7| | 1_0q I 665.23| 4656.61
Private Vehicle
Modifications Total: 15000.00
Private Vehicle
Modifications [Per claim 2| | 1_0q | 7500.00| 15000.00
GRAND TOTAL: 687089858.17
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 80267.51
Average Length of Stay on the Waiver: 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%ogmt Total Cost
Specialized Medical
Equipment, Supplies and
Assistive Technology 1995.72
Assessment/Consultation
Total:

Foecialized Medical

Equipment, Supplies and

Assistive Technology IPer item I I 6| | 1_0(1 I 332.62| 1995.72

Assessment/Consultation
Specialized Medical
Equipment, Supplies and 1048132.35
Assistive Technology Total:

Foecialized Equipment IPeI’ dam I I 12q | 114q I 3181q 471579.93

Soecialized Supplies IPeI' daim I I 397| | 607q I 238q 576552.42
Support Center Services 629130.10
Total:

Support Center Services IJJ2 day = 2-3 hours I I 56| | 287. 4(1 I 39021 629130.10

GRAND TOTAL: 687089858.17
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 80267.51
Average Length of Stay on the Waiver: 345

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. 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. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fieldsin this table must be
completed in order to populate the Factor D fieldsin the J-1 Composite Overview table.

Waiver Year: Year 5

Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Cor?:r;o;ent Total Cost
Adult Day Health Care,
Adult Day Health Care 13069145.56
Services Total:

Adult Day Health Care,

Adul't Day Health Care |Per day I I 954| | 1492:4 I 918(1 13069145.56

Services
Personal Care Services 102989511.30
Total:

Personal Care Services |15 p— I | 263(1 | 4956.9(1 | 7.9(1 102989511.30
Residential Habilitation 419171035.10
Total:

Residential Habilitation 5588626.01

GRAND TOTAL: 712664164.33
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 83255.16
Average Length of Stay on the Waiver: 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%ogmt Total Cost
[25 ins 231 98107 24.6
Daily Residential
Habilitation [pay 3521l 3a1.24(f 344 27)| 1356240000
Respite Care Total: 63100235.64
Nursing Facility Respite |Day 33I | 9 25' I 137 70| 42032.92
ICF/IID Respite |Day 3(:1 | 14804' I 32148' 1427756.98
Respite - In-home (2
Participants) [5 vins |l 77.77|| sag ez
Respite - In-home (3
Participants) [t5 wins 4 | 717.77|| a0d| s01s
Respite - In-home I15 Mins 3133I | 27424(1 I 717' 61604204.06
Waiver Case Management
(WCM) Total: 18629038.98
Transitional WCM with
Travel |Per Claim 269| | 1_0q | 389.55| 104788.95
Transitional WCM
without Travel [per ciaim 1 | Lol 23043 239.43
Waiver Case
Management - Without |15 Mins 856(:1 | 6654' I 2169' 12354242.26
Travel
Waiver Case
Management - With I15 Mins 845q | 206q I 3529' 6169768.34
Travel
Adult Dental Services 1929687.53
Total: '
Adult Dental Services IViSit 462q | 5 94| I 70 18| 1929687.53
Adult Vision Total: 130613.70
Adult Vision I\/iSit 92q | 492' I 2870' 130613.70
Audiology Services Total: 14934.91
Audiology Services |Vi ot 287| | 2. lq I 24. 78| 14934.91
Incontinence Supplies
Total: 6120152.73
Incontinence Supplies |Per o 2912| I 169 4_92| | 1.2 4| 6120152.73
Nursing Services Total: 7564651.95
Nursing Services |5 oy 114|f| 1183.96/|| 55.08|| 75646519
Adult Attendant Care
Services Total: 4193417.25
GRAND TOTAL: 712664164.33
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 83255.16
Average Length of Stay on the Waiver: | 345
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Waiver Service/ Component Unit #Users Avg. Units Per User Avg. Cost/ Unit Coné%ogmt Total Cost
Adult Attendant Care
Services f25 mins 15(1 | 5647.7(1 I 4 95| 4193417.25
Adult Companion Services 1758094.45
Total:
Adult Companion
Services [i5 mins 109 | 2956.47(| 561 175800445
Adult Day Health Care
Nursing Total: 101470.16
Adult Day Health Care
Nursi ng |Per day 44| | 1340(1 I 1721' 101470.16
Behavior Support Services 14897164
Total:
Caregiver Coaching |30 Mins 16| | 54_37| I 36.80| 32013.06
Behavior Support
Services [eo wiins 69 | 50.34|| 3579| tessese
Career Preparation
Services Total: 1596713826
Career Preparation
Services [7zaay = 23 hours 1003]| 305.81(| 47.7| 1soemazezo
Community Services Total: 6601049.68
Community Services |77 Gay = 2-3 hours 79| 240.3|| 47.77|| 600104968
Day Activity Total: 33851781.05
Day Activity [72 ey = 2-3hours 2051l 345 51]f 47.77| 335178105
Employment Services 1441359659
Total:
Individual |15 Mins 805* | 848q I 3202' 2199005.84
Group [72day = 23 hours 7od|f| 321.64(| 47.77| 1221459075
Environmental
Modifications Total: 610650.00
Environmental
Modiifications [Citetime 2| 177 150000q]|  ioes000
Independent Living Skills 17299.47
Total:
Independent Living
ills [t5 wins q | 263.31|| 09| 1204
Personal Emergency
Response System (PERS) 37243.62
Total:
Installation IPer installation 11| | l.Oq I 3443' S
Monthly Monitoring IM onth 112' | 9.56| I 34. 43| 36864.89
GRAND TOTAL: 712664164.33
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 83255.16
Average Length of Stay on the Waiver: 345
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Waiver Service/ Component

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

Pest Control Treatment
Total:

434478.62

Pest Control Treatment

Jvisit

4.40)

76.31|

434478.62

Pest Control-Bed Bugs
Total:

52000.00

Pest Control-Bed Bugs

visit

1.00}

1000.00]

52000.00

Private Vehicle
Assessment/Consultation
Total:

4819.57

Private Vehicle
Assessment/Consultation

IPer claim

1.00}

688.51|

4819.57

Private Vehicle
Modifications Total:

15000.00

Private Vehicle
Modifications

|Per claim

1.00)

7500.00)

15000.00

Specialized Medical
Equipment, Supplies and
Assistive Technology
Assessment/Consultation
Total:

2065.56

Specialized Medical
Equipment, Supplies and
Assistive Technology
Assessment/Consultation

|Per item

1.00)

344.26

2065.56

Specialized Medical
Equipment, Supplies and
Assistive Technology Total:

1084901.60

Specialized Equipment

|Per claim

11.49|

329.29|

488076.93

Foecialized Supplies

IPer claim

60.79

2479

596824.67

Support Center Services
Total:

651179.42

Support Center Services

|]JZ day = 2-3 hours

287.4o|

40.46]

651179.42

Average Length of Stay on the Waiver:

GRAND TOTAL: 712664164.33
Total Estimated Unduplicated Participants: 8560
Factor D (Divide total by number of participants): 83255.16

345
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