The Alabama Department of Mental
Health’s

Division of Developmental Disabilities (DDD)

Provider Operational Guideline Manual

Serve - Empower - Support

Promoting the health and well-being of Alabamians with mental illness,
developmental disabilities and substance use disorders.

DDD implements the Mission and Vision of the Alabama Department of Mental
Health by assuring that people with Developmental Disabilities are provided
quality supports and services to lead meaningful lives through their choice of

employment, home and relationships.

Effective December 29, 2020
The Alabama Department of Mental Health
Division of Developmental Disabilities




Operational Guidelines Manual

Table of Contents

ELIGIBILITY, ENROLLMENT AND DISENROLLMENT weuvesustesussesssssssesussssussssuesersesassnsassarasssssesssssnssssanserssessssssssssssssssssssstessssessssessessssnsassessesssssessesss 8

1.1, INTAKE/INFORMATION AND REFERRAL. ... .veuveririsesensesesesesessssesssessssessssessssesessesesssassesanssssasessnsesssesssemsses e s et e s ee e e s et et e et e et et oo 8
L2 WVAITING LIST 1ttt ettt sttt st et eeas e bt e b e e8 e st e bs e et oo s s s et e s e st sesemsaeaeese et et e en e e e e e et e e e e e ee et s et e e e eee e e eees oo
1.2.a. Criteria for Determining Eligibility and Placement on the Waiting List
1.2.b. Wait List Eligibility Applications from ADMH INDAEENT FACITILIES.........ccccueeeeereeeeeeeeeeeeeeseesressssseessesosnns
120 WAtIng List — BNy 0 S VIS o iaiss s by Sivis o e B e e Er e e S e e nm remamame
1.2.0. WL LISt SEIECEION PIOCESS ....v.vvivievireerieeeeeeereeesestessstssssesssesssessstensessetessssntesssessesensasesseseeseeeesessme st e se e et e et eeeeeeeeeso
1.2.e. Interregional Medicaid Waiver Transfers.........
1.3. INVENTORY FOR CLIENT AND AGENCY PLANNING (ICAP) FOR COMMUNITY SERVICES
1.4 CRITICALTY ASSESSMENT: «. cussuwscsnssvivsmssnsisndssssanissvasuscsssssvssdsansshisias
1.5. REQUEST FOR PSYCHOLOGICAL TESTING
B IV E R S R RN B s S D 0 S o T e T i v b4 s o e A B S A £ A A R4 A A A B R S PO 64 e

1.6.5. WaIVEr t0 WAIVET TIANSTOIS ..cvuvivirivietiietictitietieevieseteaeveseesesesssssessssesassas st st essessesessesaseesessessesesessesessese e s eeressesssessns
1.6.6.. TErMINGLION Of WOIVET cixsuvsuissromussunssuervasvsivivivassbonsisias s i daons s s s e s s S e
1.6, Waiver Admission: & DISCAOFGE .o e i s o T o0 o H o355 F ot venmememere s omens

1.6.e. Request for Proposal Seeking Services for Individuals

AT IBPPERESS s onmnnas s someem om0 T T 5 Y S N R K G R L e DT s 24

2:3.6. Waer/WOTt List ElGTDTHEY AP OIS ivivcrivons i samsinissisrssivavs s i iisms i s s s s S s s s i, 24
2.1.b. Appeals Process for Adverse ACtionsS- SErviCes DECISIONS .............cuveieereeeeeeeeeeseeeseeeeseesees s oo e s sre e et et 25

2.2. DISSATISFACTION OF SERVICES ..eviveveeeeeieerorinernessonanes

2.3. INFORMAL CONFERENCE- SERVICES

2.8, DTHER 11euteuutiie sttt ib et ea st e e et e e e bt e st e s s e et e s a2 ts e st e en e e e e Raeebe e 8 een s e et et e s eneeee e neeeme e e s et e At e en s et e ens e Ae e s en e et et e et e e et e et e s et
28,1, FOTCIEIC COSES v vsiinunssssnssmsrmepssmesss s snssmintonaassvs d s oRsss P VP VoS W o A e e s v

INDIVIDUAL SUPPORT PLANNING AND IMPLEMENTATION ...uviiiineinirasnssnssssnessnsssssnsssssssrssssassssssssssssssessssessassssessessn

B D AN O G R B i 5 o A T B 0o 8o v e sp s S s e A R e R AN S B AR R A S R SR o 25
SUPPORT COORDINATION (CASE MANAGEMENT) cu1uvitetisteisssassessssesnscsmsessssssssstessssessssssasssssasassasssssrasessssesssssssessssesssssssesessesessnssssssssssssssssssssens 26

4.1. FUNDING FOR SUPPORT COORDINATION AGENCIES 26
4.2. REQUEST FOR ACTION/SERVICES
4.3, REDETERMINATION ..vvvvvvnrerrninnnens

PROVIDER REQUIREMENTS AND OTHER INFORMATION «.cccieurerensssrsiernsessessansssssssansassonssssssssssssssesssssssssssonsesssrssnssessssssssssnesssssessnsssssssessesns e 82
5.3, NEW PROVIDER ENROLEMENT usussincusnirvismssssmmsssin i s i s rasies i tssosabs s i rvs it i st vaasssos
5.2. TEMPORARY OPERATING AUTHORITY (TOA) PROCESS
5.2.a. Certification Status and Adding New Settings, Services, and/or INAIVIAUGIS...........ccoeeveereeeseereee e oo 49
5.3. NEW PROVIDER ENROLLMENT WITH ALABAMA IVIEDICAID AGENCY ...euvvevviiereeeesseresseeseessessssssssessssssssssssssssssssssessssssssessesssesssesesseeseeeseesssss % 3
5.4, VALIDATION OF PROVIDER HCBS SELF-ASSESSIMENT. ....cuveitvtiureiuriiuseereesaresssesssssnsssnssessssnssnsssssenssssssssesasssssessssssssssssssessesssessessssessess oo oo 52
3.5, MONITORING OF WAIVER SERVICES covsssusuascsnwsimvossnssssasssamass s ons st sosss s st s 0o s et b et s s Doy v s s e e e e 54
5.6 MONITORING OF SPECIAL STARFING iy ossimisstinsi i st ias sastu s i i i p oo i e T S e e E o e e v e et mmo s s amn e e na s ot s e e 56

5.7. REGIONAL PROVIDER MEETINGS




5.8. PROVIDER NAME CHANGE PROCESS ...eictrettisiesiitiesetissinittsisieessissiistss issisutssts sasianiesiessnsssesassssesestoninsessosssnsnesionuntesserenessaansoosssrsnssorosnens 59

5.9, NEW SYSTEMS SOFTWARE RELEASES .1tieuvttisseesseisueisssnntionenesiissiistseimessisieesnniesissesinesssstessossenssisimseestesesssasoishaeesiesessossssoieaneosiersossesssnnes 60
QUALITY MANAGEMENT ...oovieissinnnieismssinnnnsnissensensnne erevenens e EeeabeibeeeeerenaeeiasseEeiEesEE e NS aeee TS eeehE AT SRS AT SRR OSSR R e SRR SRR R SRS SRR s RN S SR Rb e 0s

6. 1. CERTIFICATION REVIEW PROCESS . v1v0svvevtrsseresessersensesiensesersessessesssessssessaessensastsssssenensansessoresssessssss ssossentostasesstseestasessessesasessssessonsansessssons 61

6.2. PROVIDER TRAINING AND TECHNICAL ASSISTANCE ....vetretetesesiiuestestesisstsiessesstssissessessiseshessessssstsseisesbessssessesse satssssssssessestesssorisessssnessesessess 65

6.3. DEVELOPMENTAL DISABILITIES CERTIFICATION POLICY AND PROCEDURE REQUIREMENTS ..ververissenrinreimniuesesiesssstssessisessessesiessssressesenssnessssnes 67

6.3.a. Non-Waiver Home and Community Based Services (HUBS) ....coucimvrieniaiiesieinisiniesiisescssesisssssssssesesscsssssssans 67

6.3.b. Promotion and Protection Of INAIVIAUGT RIGATS...covuevvivriniosesriiesteieniressisie s stssessesis s sesssssessesisssssessisssssserassssnesen 68

B.3.C. DIGNITY ANA RESPECT uevereesesseserieariensessstrisstseosesssiesesiestssessesssesiestsestestsssstnessnssesssssshenessssssessssestostossonssbosesiestressenssssuisness 72

6.3.0 NGTUIQ! SUDPOIE INETWOIKS voovirieieesrsviriirivarinniiossississensississessessesistssessessessssssssessssassssestsssasessessostsssssssnesosssasssssestansessssens 74

6.3.e. Protection from Abuse, Neglect, Mistreatment, and EXPIOITQLION c.ccuvcvvueevieieciinniiiceinicsiiicecnicessssesie s 75

B.3.f. BEST POSSIDIE HEUI N o.vevisvevisiisirreteireetcctsiee st ces et aas s she st bbb b s sh s b bbb e bbb R s b st b s s bbb s bt 78

6.3, 0. SUFC ENVIFONIMEALS 1vvvuerusseiesiasressisiiatsasssis st ssissestssaste et et ess s a s e st et s bb et s es s ke 1 ae A e s b e ab SR e ARt sab e a s ab et b b oAb sassab b nee st rabstenrs 81

6.3.1. StAff RESOUICES QNO SUPPOIES wvereeeseierienriresieariorsirsesisssentostssisssosessisesessessesssasssatsssssesssnsitsiestostesssssssstssesasstesssseossssssans 82

6.3.1, POSITIVE SCIVICES TNT SUDPOILS cuveverreeerersseriorioreisssonsessessssosssossssssiesstessssssssussssessss iasessisssesssassestsseesotssssesssissssssssssssins 86

6.3.J. CONLINUITY QAN PEISONGI SECUITEY.cvurvrvreerirvseesissieserissssenseeesenissismassstesssistssssseestsassssastestssesestenessssassessssissssesss sesrannsissnns 90

6.3k, QUULITY IMPIOVEIMENT SYSTEIM cuvivveverierrrissiesioreessaasesiesesiesasstsestessestsstsatsts e st tasesrs st ssesbs st sbt s e st ea bt s bbb e retsrbabebestsatsbnssis 92

6.3.1. Personal Care, Companion, Respite and Crisis Intervention SErvices, Qnd........ccivvceevevsniinninsnesienniisiscsresienens 93

Supported Employment at an Integrated WOIKSITE ....c.iieereciiiionisiininniniiisississisesesissssesessnsses s ssssssrsssisns 93

6.4. INCIDENT PREVENTION AND MANAGEMENT SYSTEM {IPIVIS) v eevtireinreieeireeriesiesseesreesessesseseessesssesssensesassssessessssssessssstesssestasseeniesnsessssessees 95
BEHAVIORAL SERVICES t1ttetunmeesscrneninensiiinninesimesnssnsessssinssesssnnsminesioncsossasssasannssasnsnsisees esrereirsrsressatstesesrsseaererrareserssananes s ennsnee e rnaanenes

7.1. BEHAVIORAL SERVICES PROCEDURAL GUIDELINES cvvvvevsvevessrsresseassressonsessesueessisesstsesssasessessssessssssesssesesstsssesonse setssessanssnesssssssssessessassassassssesse 97

7.2. REQUEST FOR ACTION FOR SPECIAL LEVEL OF STAFFING RESTRICTIONS 1.vveuvseressernertertsressessisessessessesasesseseeessessesssessssensessessssusssssneseesessassssseses 98

7.3. COMPREHENSIVE SUPPORT SYSTEMS {CSS) TEAMS..veetveveeueerrsrentissessasersonsassersaressessossonsensorsesessassnsisssesseassstsseasessesstensensonsnssenssstosesasnnones 100
WAIVER SERVICE GUIDANCE tv1etttrisestnsnctntanssssrenssssiarmsssisrssnsmsesierssssssssssssstesssssssssssassssssssssasssessessssiossssssitesssssssiesssssstassssstassiassssnesnssssssessssssss

T 12 113 U ORI 102

8.1.a. For DMH and DHR Funded Schoo! AGQed CRIlAIEN...........covvvveciivciiiiviniiiiieiciiiiiiessinniissssssrecssnsscessresssrsssnsssnes 102

8.1.D. ADSEINTEE ROTES ..eecievvieirieeesiicisectesiesiesneieereansasteesssessessaessaaraesesatesaesasesbesshessssebbesassashor e s be bbb et e s s eb e s bbebbsebbensarnssbesntes 102

8.1.C. IRBI COMPIELION ANA WOIKFIOW.....ocuvicereiierecrecsincteesensrsinestesr s s siests s sets it esae bt s s sta s b et esbassobssbssabn s b snsanesmeeanis 103

8.2. PROVIDER RECOUPMENT GUIDELINES 1.veiueruvesnrerssssesiomessssmessessesssereesssssmessssesssmenesssstsessnesionsssssansssessssetionsssssstes tesntsessniessssatisionsesiorenees 103

8.3, PUBLIC HEALTH EMERGENCY eevreversieeressireeenousieisomsstoniassesossisisesssionsssssstsssssssssioneesastes sinsesssbasesessssestonsetsiostesssssstonssssssionnersissssonessisnsness 104

8.3.a. Covid-19 Infectious Disease Emergency Plans for Direct SUPPOIt PrOVIAELS .........ccouvircvnvinnivviviniinisniicisicssinonnes 104

8.3.b. Covid-19 Appendix K - Temporary Presumed Eligibility During a State of EMergency..........cevcevevccrviesncrncnn, 106

8.4, HOUSING SPECIALIST ACCESS REQUEST vueversersensessieessssesersessensoreessersessersestensersessesessonssseessssessssssestsstastase saesesasassessaasessensessessosssensossenss 108

8.5. MEMORANDUM OF AGREEMENTS (MOA) FOR NON-CONTRACTED HCBS WAIVER SERVICES ..oviuveivviioninsnirniesisiisiessssiesisesssnesesesrs s 109
WAIVER SERVICE DESCRIPTIONS ttetittancrrasnisieemesrenmmnsestermsnsesrersnnsssrsrnsnosssssisssssssnesssnmissessssiisesssusesssisssssssststsssssssssasssssmnassiasssnssissssnnessssstenes

0.1, WAIVER SERVICES tuvecvervuersereessserensessnsssnsessessssssosssssssssensossesssnsensensssesassssentsstssiosessessesss sasesesstintotsasesstsssstsneisssasessssesassssenessisssssesne 110

9.1.0. 1D QN LAH WGIVEE SEIVICE Gl ..vovveiveeresiveiirniiriirnieersrescessseissiosiesesissias st st ssntssssass sanssressssnsessunssnsassessserssssssssses 110

0.2 SUPPORTED EMPLOYMENT 11tttiireterssisieeiisetessssttsmmnsntosmersersinetsmsssionetessansestossstesissesshesssssssessssnesestetsssnsesiorssessstesssesssesisinssssosesissssisnes 111

9.2.0. DiSCOVEIY ASSESSMENL/PIOSIIE.....veiuvereireriuritinirteneirisese sttt bbb e s a st bbb ettt ehs 111

9.2.b. Pre-Vocational Services- PGthway t0 EMPIOYIMENT ......cocvevvvrvicisiiiiiniiicinisiissiisississiesitostesrsssatssassntessessssnssnssnesans 112

9.2.C. VOCALIONAI REAGDIITEALION ovvcvvivvsviiieereeesecviciesseesiesicssissseesestsearessesnesnssosessnessasnsnesnsssteesss saesssssnes sonssnesnessnessnessaniessonse 113

9.2.d. Individual SUPPOrted EMPIOYMENT SEIVICES .vcvivcvrevvrecresireireneresisiiiinnesissecssiasisssiasicositossssstessessassneonsssnsssiessnssensionse 115
T JR R o] ¢ B T =Y o o T OO OGP OO PPN
LT 1 I o o 0o - o o OO RO OO OO OISO TRRTTIONE

9.3, SUPPORTED EMPLOYMENT SIMALL GROUP ..viiuuuriiiunresiveetsisntessmersivensessioresesonsessenssonmessssstesiosesnnesiobssessstesionsaessorsessatstessossnessonsnssiesstonne 117

0,4, TRANSPORTATION 1.vetverrerersrersersesssesessessessessessessessseseassesensessssesssenssnressasssssesss sesssensesssssssssssessesstsstaseesesstossesessesssssssstetansssessesssssassessan 118

9.,5. BENEFITS PLANNING AND REPORTING 1vvteveuriesasremsssesionesssssiersesiesssemsesssiosmesssnsesssiones ioststonstessiemisstsssssinstststonsnsssiaesesonstteiossnscoransoensenons 119
COMMUNITY WAIVER PROGRAM . .iiuitinicttnnnsisassissssisssesssnsassasrisnsssssrnsenes RO PR

10.1. ELIGIBILITY, ENROLLMENT, AND DISENROLLIMENT cvuveerereestsesssenrsansasssessessesstsensesssesseseeressssstensesssssesstsssatesaesssssesssnssastssesssssessossestsssasesss 120

10.1.0. Community Waiver Enroliment (NeW APPICALION) c...vvvvveveoeeiriiniiiiiiiiiciinieseireiiisicnissis et 120

10.1.b. Community Waiver Enrollment (Waiting List)........cvcovoriiieieniininiiiniininicninnessisiiieseseisnesssnss s sess e ssesssesssenes 122

w61

e 97

.. 120



10.1.c. Criteria for Determining Eligibility and Placement on the Waiting LiSt.........cccevevevinriinieninnisienneenssinnracsnononne 124

10.1.d. Emergency Need for Respite and or Crisis Positive Behavioral Supports (CWP) ...eeeccvcieicvniiniesriennniesnescaninnas 126
10.1.e. Exceeding Expenditure Caps or INAVIAUA] SEIVICE LIMITS...iiuvivisersinisieniisecressiisismvsssensesesemsnineessnsnsesensssenssssses 127
10.2. SKILLED NURSING — ASSESSMENT 8 AUTHORIZATION (CWP)1.uviurirverinienrerireisieresnmisressnsnisiesesseessesissesssessosensessssassnessssnosessassessensosessenses 129
SELF-DIRECTED SERVICES ..cuvvseseeensensinensunssninannens senneseresanes Cerrscssssannressasererenesntanens U U U e 131
11,1, SELF-DIRECTED SERVICES HANDBOOK ..eureriesionmiiuiietsiniiiieesieiuttssinssiieessssssabesssssinssesiesmansees aesssnessssssanmensioniabaiessssesssonanstsssionessssnnees 131
11,2, REFERRAL TO SELF-DIRECTED SERVICES. uuvtttiveeisnrrtntisnuesssmuiessniesiunessiesessmstsnmiesiissonstessonssesiiaseessnssesssssssionssssstsstonssssssssraesssssessonessosiens 131
11.3. PURCHASE OF GOODS, EAA, SIME, SIMIS, PERS .. eetioiiireruriiorertensinesreressesasnnsessesessesessassessessessseneosessssstssensssessssssonsesassansessessonsorsaseses 132
APPENDIX cuviiiininnncsasiinmnessmnsissssnssensssessssmmenisntmsssseannsssiinnsissssisassran COENNNeNeE NN eN IR e RSO IS RN OE B IeNN0Ie0NRaNeNIEeIENNISINSINRNSNINNtINNNEIIIINEsIOEIRTIEINILES 134
EXHIBIT a2/ vtvvvtvrrevuerearerererssessesesssmssisesssesnsnsshensssseossonsssesesstesensonsesseassssesssasesessessessnstostonsssesstesensensentessensasenstorsastivnessessnnsenseessansossosss 134
Notice of Appeal RIGALS AQVEISE DECISION.....c..cocvrieeiienrerirmrvreivisrinsiiisseasssreserissessieeieerssoesssessasssesssnssensressassnssssssssesssssss 134
EXHIBIT 2.2, cuvveveesurtreesineesieanerssssmeesomsmesseseneassuesessssssssshusss thenesnmnsossssessanessssssssssnetsssessssassssnsnessssssessssessenssesihnessssssssonstesssioressessessonssiniases 134
DiSSOUISTACHON Of SEIVICES cuvvivvveuiireireecrriireesisireeserissesssisesessesnsssmessseneasssssensmesssessessestesssssestessessiesssessstaniesssssssassestosssssns 134
EXHIBIT 45, 1veveiueresersenrersenenssesssereeseosensssseensestostontsessssssessessesssssasaseessosensisseoseatantensesenseseenssasstonsensensesnsssasnisessenssass sssssnasasersneosassonsesessnnns 134
Individual EXperience ASSESSMENE SUIVEY (IEA)......ccvwviviiierinieiiersenissenssiosisesenisiostsiisiesesessosenassssssesssarsonsssssssnssssssessons 134
EXHIBIT DLt 1retreeererrerurnrnrerrerereernrrriretetereettasaessetsesonssstsnsesssastreenseeototssstssnestesssoossnensnesstossssssssssessssiesonsnsnsensnenserorssssssssssssasatssasasssssossarerens 134
ApPlication ANd SELLING REVIEW FOIM ....oiveiiiiiiiisiiiisieiesse sttt se st bttt sae s s s et st saess s bssesenenasasesnsntssenseneennans 134
EXHIBIT B.Ls 1evevveveerertssesessensesessessesasesessesessessesssesssssessnsansssnsssssssasesessssrsensstnsestssssesessesessssessesessensssenseststsentstossetensssessensersesenseresaeresessans 134
FACEOTS QNG INGICATOIS .ccuvvcviviiieierierreisinisresiiiissesitseesveerissensresesesesorestassssssesastanesasessassnessntonssnsiotesessinssaesasesssessesrsanssnsenns 134
EXHIBIT G514 11vvvvuearevnrinrorsesersesneesesseniensessessensansensessessessessssssssentestonsssessessssesssessssnsssesessensornessessssesssostestosesssssessonssosessssssorasssessensoreetossssans 134
Incident Prevention and Management System (IPMS) MONUQL ........cocvocvevriveriinimsiniiesiaissiisesssssesesssessassisseesssssesesssnsorsones 134
EXHIBIT L. L 1erieiiiietteeitesieieeessaereeseneeeseenaessmarsosnssssstbaessomesssabtassabetesonsaennsebesennessetsssesessbnsnssansessiosessorsbessossssiossesesstesesesannerssarnsernsessrnees 134
Self-Directed Services: A HOUNADOOK.........ccovvuiiiiiiiiiiiineieiieesiinsiesisit ittt sttt st s ae st et s s e astssassaas st e sanessnssrassossesnsesnes 134

STATE OF ALABAMA DEPARTMENT OF MENTAL HEALTH
Division of Developmental Disabilities
RSA Union Building
100 North Union Street, Suite 486
P.O. Box 301410
Montgomery, AL 36130-1410



SUMMARY OF CHANGES TABLE
Updated December 31, 2020

The New and Updated Guidelines are listed below:

Operational Operational Guideline Title Action Taken
Guideline #
1.1 Intake Information and Referral Updated
1.2.¢c Waiting List — Entry to Services Updated
1.2.e. Interregional Medicaid Waiver Transfers New
1.6.e. Requests for Proposal Seeking Services for New
Individuals
4.2, Request for Action/Services (RFA Final Policy) Updated
4.3, Redetermination Updated
4.7 Conflict-Free Support Coordination/Case New
Management Services
4.8. Support Coordination Guideline New
4.9, Freedom of Choice of Provider and Free Choice New
Provider Complaint/ Grievance Process
5.2. Temporary Operating Authority (TOA) Process Updated
5.2.a. Certification Status and Adding New Settings, New
Services and/or Individuals
5.4. Validation of Provider HCBS Self-Assessment Updated
6.1. Certification Process Review Process Updated
6.3.a. Non-Waiver HCBS Provider Guidelines New
6.3.b. Promotion and Protection of Individual Rights New
6.3.c. Dignity and Respect New
6.3.d. Natural Support Networks New
6.3.e. Protection from Abuse, Neglect, Mistreatment, and New
Exploitation
6.3.f. Best Possible Health New
6.3.g. Safe Environments New
6.3.h. Staff Resources and Supports New
6.3.i. Positive Services and Supports New
6.3.). Continuity and Personal Security New
6.3.k. Quality Improvement System New
6.3.1. Personal Care, Companion, Respite and Crisis New
Intervention Services, and Supported Employment
at an Integrated Worksite
6.4. Incident Prevention and Management System (IPMS) | New
7.2 Request for Action Special Level of Staffing Updated
Restrictions
8.1.c. IRBI Completion and Workflow New
8.2. Provider Recoupment Guidelines New
8.3.a. Covid-19 Infectious Disease Emergency Plans for New
Direct Support Providers
8.3.h. Covid-19 Appendix K - Temporary Presumed New
Eligibility During a State of Emergency
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Operational Operational Guideline Title Action Taken

Guideline #

8.5. Memorandum of Agreements (MOA) for non- New
contracted HCBS Waiver Services

9.1.a. ID and LAH Waiver Service Grid New

9.2.a. Discovery Assessment/Profile Updated

9.2.b. Pre-Vocational Services — Pathway to Employment Updated

9.2.c. Vocational Rehabilitation Updated

9.5. Benefits Planning and Reporting Updated

10.1.a. Community Waiver Enrollment (New Application) New

10.1.b. Community Waiver Enrollment (Waiting List) New

10.1.c Criteria for Determining Eligibility and Placement on | New
the Waiting List

10.1.d. Emergency Need for Respite and or Crisis Positive New
Behavioral Supports (CWP)

10.1.e. Exceeding Expenditure Caps or Individual Service New
Limits

10.2 Skilled Nursing — Assessment & Authorization (CWP) | New

11.1 Self-Directed Services Handbook New

11.2 Referral to Self-Directed Services New

11.3 Purchase of Goods, EAA, SME, SMS, PERS New




Letter from Associate Commissioner

December 29, 2020

Thank you for your participation in the Alabama Department of Mental Health’s Division of Developmental
Disabilities (ADMH-DDD), serving individuals with intellectual and developmental disabilities. The development
of a service delivery system that is responsive to the needs of people with disabilities is a priority for the ADMH-
DDD. Therefore, this first version of the ADMH-DDD provider manual represents the Division’s commitment to
provide a statewide system, of services and supports, that is efficient and effective.

Alabama Administrative Code regulation 580-5-29.01 sets forth our Division’s authority and responsibility to
establish reasonable rules, policies, orders and regulations that provide details of carrying out its duties and
responsibilities. It is important to note this manual is the ADMH-DDD’s first effort to document policies,
practices and procedures that were indicated a priority by internal staff to improve on certain practices and to
ensure facilitation of the same are in alignment with expectations set forth in this manual across all regions.
Although some of the guidelines may directly relate to direct service providers, the manual does not encompass
all provider requirements.

As the ADMH-DDD embarks on further improving person centered practices and individual choice of those
served, this manual will continue to evolve and be updated to reflect progress towards those efforts.

ADMH-DDD perceives providers and all stakeholders as partners in a common goal to provide quality, person-
centered, and cost-effective services, to individuals with intellectual and developmental disabilities so they may
live fulfilling and rewarding lives. We look forward to future work around guidelines that include stakeholder
engagement and evaluation of the ADMH-DDD service delivery system.

Sincerely,

S — 5433/' F’"‘*\?&

Terry L. Pezent
Associate Commissioner, ADMH-DDD



CHAPTER 1

ELIGIBILITY, ENROLLMENT AND DISENROLLMENT

1.1. Intake/Information and Referral

Responsible Office: Support Coordination/Call Center

Reference: Settlement Agreement in Susan J., et al, v Bob Riley, et al; Case Management Standard Operational
Procedures (SOP), Medicaid Waiver, Administrative Code Chapter 580-5-30

Effective: October1,2020 === P— —
Statement: The Alabama Department of Mental Health Division of Developmental Disabilities (ADMH-DD)
designated a statewide 1-800 Call Center (CC) as the initial point of contact to request Home and Community Based
Services (HCBS) as a part of the settlement in the Susan J. vs. the State of Alabama and ADMH-DD.

Purpose/Intent: The CC is the centralized point of contact to initiate and ensure the request of referrals will be
expedited. The CC handles hundreds of calls each month from people all over the state as well as across the country
seeking information and services. Through a series of questions, the CC staff records each caller’s request and
determines whether the application process should be initiated or if the caller should be directed to another human
service agency. For persons who have an intellectual disability, demographic information is taken and referred to the
designated Intellectual Disabilities (ID) Support Coordination Agency covering the county of residence of the person
in need of service. CC staff discloses and explains the requirements of the waiver programs. The intake information is
maintained by a CC staff person for follow-up to ensure timely contact by the Support Coordination Agency (SCA). To
access ADMH-DD administered waiver services, all request must come to the CC. Regardless of the location of the
caller, the county in which the legal guardian or the person resides will dictate the regional office and support
coordination agency (SCA) to which the referral will be sent.

Scope: Support Coordination Services; ADMH-DDD Central/Regional Offices

Definitions: Alabama Department of Mental Health Division of Developmental Disabilities (ADMH-DD);

Call Center (CC); Home and Community Based Services (HCBS), Support Coordination Agency (SCA)-

formerly referred to as Case Management Agency, Support Coordinator (SC)- formerly referred to as

case manager, Division of Developmental Disabilities Information Management System (DDD IMS)

Procedures:

Those seeking services for person with intellectual disabilities through the Alabama Department of

Mental Health Division of Developmental Disabilities should:

1. Contact the Division of Developmental Disabilities Call Center at 1-800-361-4491.

2. The Call Center staff will complete the initial contact application on referrals for individual’s three
(3) years of age and up who meet the eligibility requirements and will request the Intellectual
Quotient (1Q)(69 and below) of the person in need of services in addition to other pertinent
information.

3. CC staff will accept calls from the individual requesting services, the legal guardian, the primary
caregiver, or other interested parties who have consent to relay information and who will be
responsible with assisting with the referral process.

4. Within two business days, an initial contact form will be sent via a note in DDD IMS to the local
designated support coordination agency or other designated point of entry.

5. CC staff will make referrals to the SCA based solely on verbal report of the caller. CC staff will not
deny application for wait list to any caller.

6. If the caller states they do not have an intellectual disability, the CC will process the application
and refer to other applicable state or community services.

7. When there is more than one support coordination provider in the county, the individual will be
provided choice of provider.

8. The designated support coordination agency for each county/area serves as the point of entry for
waiver applications. The designated support coordination agency collects necessary
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documentation and files the application with the Regional Community Service Office. The Regional
Community Service Office processes all complete waiver applications to either determine an
individual ineligible for the waiver or eligible but placed on a waiting list. Subsequent enrollment in
one of the waivers depends on criticality of need, availability of resources, and space within the
waiver caps on the number who can be served.

The Initial Contact Information Form will be sent to the SCA via the DDD IMS notes. This form will
have the type of referral checked in the box at the top. There are three options; the first is the
Initial Application Referral which reflects a first-time applicant requesting services. The second is
Referral for Update which means there has been a call received from/for someone who already
has been referred to the SCA but a Notice of Incomplete Application was sent to the requester.
Third is the Info/Referral only which is used for persons looking for services outside of ADMH-DD.
The same information sent to SCA is sent to the ADMH-DD Regional Office Wait List Coordinator.
The eligibility determination process continues to be the prerequisite for all categories.

CC staff will send a letter to the person calling, verifying the date of call and that their requests
have been forwarded to the designated SCA in their area to continue the application process.

CC staff will open a DDD IMS enroliment for the person in need of service. It is the responsibility of
the SCA to make a change in DDD IMS reflective of the assigned support coordinator from the CC.
CC staff will send the application for services on referrals made by Department of Human
Resources (DHR) on children or adults in their custody to the DHR, ADMH-DD contact, to the
support coordination agency, to the Regional Community Service Director and the Community
Service Waitlist Coordinator.

Once the application is received by the SCA from the ADMH-DD CC, the intake person should
contact the individual or their representative immediately; but no later than 5 business days.

If by 30 days after the referral has been received from the Call Center and the SCA has not
contacted the person or the documents have not been provided by the caller and/or sent to the
regional office, then the CC will contact the SCA. This ensures the SCA has made attempts to
contact the person requesting services. The SCA must document their efforts to contact the person
or their family in DDD IMS notes. Reasonable efforts to contact the person or family member
would be two documented phone calls and a letter.

If by 60 days after the referral has been received from the CC and contact has not been made or
documents have not been gathered, then an email will be sent by the call center coordinator to
the SCA intake person and the waitlist coordinator requesting a follow-up.

The SCA must document their efforts to contact the person or their family in the DDD IMS notes.
Reasonable efforts to contact the person or family member would be two documented phone calls
and a letter.

Once contact with the individual seeking services has been established, the SCA will submit the
completed information packet for review to the Regional Community Service Office that serves the
applicant’s county and, if approved, the applicant’s name will be placed on the waiting list. ADMH
will make a decision of eligibility within 30 days of the receipt of the completed application.

**%Exceptional Circumstances: If an individual or their family member has difficulty with
communication via the phone, arrangements can be made with the Regional Community Service
Office to set up a face-to- face meeting.

***Exceptional Circumstances: When a military family calls the CC to request services in Alabama,
the family will need to email, fax or mail their relocation documents to staff within 30 thirty days of
their move.



1.2. Waiting List
1.2.a. Criteria for Determining Eligibility and Placement on the Waiting List
Responsible Office: Regional Community Services

Reference: Administrative Code 580-5-30-.14, Eligibility and Level of Care Determinations for Medicaid Waiver
Programs

Statement: Eligibility for Waiver services and placement on the Waiting List will be determined based on verifiable
and valid documentation.

Purpose/Intent: The process for determining eligibility for Waiver services and being placed on the Waiting List
involves specific, crucial steps governed by detailed standards and practices of communication between the Waiting
List Coordinator and the Support Coordination agency.

Scope: Director of Community Programs; Regional Community Services; Support Coordinators

Definitions: DDD IMS (Division of Developmental Disabilities Information Management System); ICAP (Inventory for
Client and Agency Planning)

Procedures:

1. The Waiting List Coordinator reviews eligibility documentation in the application packet provided via web-
based application by the designated Support Coordination agency, which must include:

a. A qualifying psychological evaluation administered/interpreted by a qualified professional on/after the
eighteenth birthday (for an adult) or within three years of the date of application (for a child less than
eighteen years of age).

b. For a person eighteen years of age or older, another qualifying psychological evaluation prior to the
eighteenth birthday.

c. AnICAP Compuscore report completed within ninety days of the date of a complete application packet.

2. Inorder for the applicant to be deemed eligible for Waiver services and, thus, placement on the Waiting
List, the submitted eligibility documents must unequivocally demonstrate the following:

a. The applicant evidences significant problems in at least three adaptive functioning subscales (Self-Care,
Receptive & Expressive Language, Mobility, Self-Direction, and Capacity for Independent Living).

b. The applicant achieved a full-scale 1Q score below 70, with no evaluations documenting a full-scale 1Q
score of 70 or above on an accepted intellectual assessment. The highest score of any evaluation
administered will be the score considered as valid.

c. Onset of the applicant’s intellectual disability occurred before the age of eighteen.

d. The primary cause(s) of impaired functioning or the full-scale 1Q less than 70 is not the result of mental
iliness or external factors such as medication or stress.

3. Inthe event the application packet does not include any of the documentation listed in 1., above, or does
not unequivocally demonstrate that the person meets the eligibility criteria listed in 2., above, the
application packet will be considered incomplete, and the Waiting List Coordinator will communicate via
DDD IMS to the Support Coordination agency details on which document(s) and/or information (if any) are
needed to complete the packet and make a determination on eligibility.

a. Inthe event the needed document(s) and/or information are not submitted within 60 days of the
Waiting List Coordinator’s DDD IMS notification, the application packet will be deemed incomplete, and
the Waiting List Coordinator will send to the applicant a Notice of Incomplete Application (found in the
Enrollments record in the DDD IMS). A copy of this notification will be recorded in the DDD IMS.

b. If the applicant has conflicting documentation or has an 1Q of over 65 or is hospitalized at the time of
application or presents with multiple diagnosis. The CSD will request that the application be reviewed
by the Behavioral and Psychological Evaluators from at least three Regional Offices, who will provide a
written summary of their recommendation of eligibility within 45 days of receipt of request forreview.

4. Inthe event the applicant is deemed ineligible for Waiver services, the Waiting List Coordinator will send to
the applicant a Wait List Denial Notification (found in the Enroliments record in the web-based application),
which includes full details on appeal rights and processes. A copy of this notification will be recorded inthe
DDD IMS.
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5. When all necessary documents are received and contain the required eligibility information, and within
ninety days of the date of a complete application packet, the Waiting List Coordinator reviews the criticality
assessment, completed by the Service Coordination agency to ensure:

a. All fields are completed fully and accurately.

b. Each service group is selected under only one needs Category.

c. Substantiating documentation is provided via DDD IMS, if Category 1 (High Risk) is selected for any
service group.

6. Once eligibility is positively determined, and the criticality assessment is reviewed and completed, the
Waiver Coordinator will designate the person’s Wait List record in the DDD IMS as Approved, thus placing
them on the Waiting List.

7. Upon approval for the Waiting List, the Waiting List Coordinator will send to the applicant an Initial Eligibility
Notification Letter. A copy of this notification will be recorded in the DDD IMS.

1.2.b. Wait List Eligibility Applications from ADMH Inpatient Facilities

Responsible Office: Office of Community Programs, Call Center

Reference: ADMH Administrative Code 580-5-30-.13, Alabama Medicaid Code, Call Center Procedures
Statement: The Alabama Medicaid Agency designates the DMH as the entity authorized to determine individuals’
eligibility for participation in the Medicaid Home and Community-Based Services (HCBS) Waiver for persons with
Intellectual Disabilities (ID Waiver) and for the Alabama Living at Home Waiver (LAH Waiver). Within the DMH, the
oversight and monitoring of day to day operations of the Waiver programs are conducted by the Division of
Developmental Disabilities through its Central Office and its Regional Community Service Offices.

Purpose/Intent: To centralize the process of wait list eligibility for ADMH inpatient applicants utilizing the DD Call
Center and Regional Community Services Offices as main points of contact to improve efficiency and uniformity in
eligibility determinations, statewide.

Scope: These procedures apply to ADMH facility staff, Regional Community Services Offices, and ADMH-DD Call
Center.

Definitions: ADMH Inpatient Facilities- Bryce Hospital, Mary Stark Harper Center, Taylor Hardin Secure Medical
Facility (THSMF) DDD IMS — Division of Developmental Disabilities Information Management System. This system
has previously been known as MRSIS.

Procedures:

1. Patient representative (typically ADMH social worker) initiates call to ADMH-DD Call Center to begin wait
list application process for patient currently hospitalized.

2. Intake application information is gathered and entered into DDD IMS by call center staff.

3. Patient representative is routed to appropriate Community Services Office with regard to the patient’s
region of origin.

4. Application is sent to patient’s region of origin Community Services Director and Wait List Coordinator.

5. Patient representative is instructed to submit supporting documents and all other application materials to
the Community Services office. All communications needed for completion of application will be facilitated
from Regional office to ADMH patient representative.

6. Eligibility determination is rendered by the Regional Community Services Office and standard process of
notification is followed.

7. ADMH facilities will adhere to same process for appeals as community applicants.

1.2.c. Waiting List — Entry to Services

Responsible Office: Regional Community Services

Reference: 1915c Home and Community Based Intellectual Disabilities Waivers; Wait List Selection Process, 0.G
6.5; Administrative Code 580-5-30-.13

Revised: December 28, 2020 . R — _

Statement: Persons on the Waiting List are periodically identified to enter Waiver services.
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Purpose/Intent: Entry to Waiver services requires communication between Regional Community Services and
Support Coordinators and between Support Coordinators, applicants, and potential providers, as well as
verification of eligibility.

Scope: Director of Community Programs; Regional Community Services; Support Coordinators; DDD Central Office

Definitions: RCS (Regional Community Services); MSIQ (Medicaid Database); ICAP (Inventory for Client and Agency

Planning); Request for Proposal (RFP); ID (Intellectual Disabilities); LAH (Living at Home)

Procedures:

1. DDD Central Office notifies RCS of those applicants on the Waiting List identified for entry to Waiver

services.

2. The Waiting List Coordinator:

a. Identifies those applicants specific to their Region approved for Waiver services.

b. Sets the Waiting List status of each approved applicant to “Pending” in the web-based application.

c. Verifies the Medicaid eligibility for the ID or LAH Waiver of each approved applicant via MSIQ.

d. Reviews the Waiver eligibility information submitted at the time of application and, if necessary, requests
updated information (including an ICAP score within 60 days) to verify current eligibility.

e. Notifies the responsible Support Coordination agency(s), via the web-based application, of each applicant
approved for Waiver services, provides the verified Medicaid eligibility information for each, and directs
them to serve the identified person(s).

f. Adds to the Placement Committee agenda each applicant approved for the Waiver and:

i. Reviews documentation in the web-based application and communicates with the Support Coordinator
at least biweekly to track and report progress toward entry to Waiver services.

ii. Collaborates with the Support Coordinator to troubleshoot and resolve any barriers to entry toWaiver
services (e.g., Medicaid ineligibility, inaccurate contact information, non-response to RFP(s)).

ii. Inthe event of non-response to RFP’s, forwards to other applicable Regional Offices (CSD or designee)
the RFP(s) prepared by the Support Coordinator for each applicant identified for entry to Waiver
services, allowing 7 business days for providers to respond.

3. The Support Coordinator circulates the RFP(s) for each applicant identified for entry to Waiver services,
allowing 7 business days for providers to respond.

4. In the event the Support Coordinator exhausts all available contact options and is unable to make
contact with the approved applicant or their caregiver(s) within 10 working days of the first attempt at
contact, the Support Coordinator will send to the most recent residential address on record a certified
letter requesting immediate response. If there is no response to the certified letter within an additional
10 working days, the applicant’s Waiting List Record will be denoted as “Services Not Needed/Wanted”
in each service category (e.g., Residential, Day and Supports). The applicant will remain on the Waiting
List with their record closed to Support Coordination in the web-based application.

5. After initial contact with the approved applicant or their caregiver, the Support Coordinator identifies needed
Waiver services and initiates the process of choosing providers, preparing and transmitting to the Waiting List
Coordinator the RFP, as noted in 2f, above. If the applicant or caregiver does not choose among responding
providers within 90 days of this initial contact, the applicant’s Waiting List Record will be denoted as “Services
Not Needed/Wanted” in each service category (e.g., Residential, Day and Supports). RCS will notify the
applicant of this action by letter.

1.2.d. Wait List Selection Process

Responsible Office: System Management

Reference: ADMH Administrative Code 580-5-30-.14, Waiting List selections for eligible individuals
Statement: A list of names will be selected periodically

Purpose/Intent: To ensure eligible individuals waiting for services are admitted periodically at time frames
determined by the ADMH Central Office

Scope: Waitlist for the ID and LAH Waivers
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Definitions:

Procedures: Upon notification to the MH Specialist responsible for the submissions of applications to Alabama
Medicaid Agency will select the number of individuals for the wait list as instructed by the Director of System
Management by:

1.

10.

Running the report through the following process
a. At the System Home Screen choose the ID Wait List

b. At Filters select work queue that is equal to “Approved”

c. Select Rank as the number instructed by the Director of System Management
d. Select Status equal to “Waiting, no services being provided”

e. Click Search and the report will be extracted

f. Click on “Alabama ID wait list ranking” in blue print at the top of the page

g. Export the data in desired program format

Save and Print the report

Send the wait list to all the Community Services Directors at the Regional Offices who will notify the Wait
List Coordinator

The Wait List Coordinator verifies each individual eligibility is current as well as, the Medicaid status of
each. (Reference Kevin’s Policy Number)

The Wait List Coordinator enters a note in the DD Information System that alerts the Service Coordinator
as to any action, if any, that is needed to begin the initial application process. (Reference Kevin’s Policy#)
The Wait List Coordinator will notify the appropriate Support Coordination Agency to begin the

initial application process for those individuals identified for initial admission to the waiver

The Wait List Coordinator will put the individual’s case in “pending” status to ensure the individual's
name is not duplicated on the next wait list selection

The MH Specialist Il will monitor the initial applications and mark through the names of the individuals
processed indicating the application was processed through the Alabama Medicaid Agency’s Long-Term
Care software

The MH Specialist will contact the Wait List Coordinator periodically to determine the status of those
applications not processed

The MH Specialist will report to the Director of Systems Management the number of individuals selected
for each period and updates on the number of individuals whose applications have not been processed.
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1.2.e. Interregional Medicaid Waiver Transfers
Responsible Office: Regional Community Services

Reference: Request for Interregional Medicaid Waiver Transfer Form
Effective Date: Historical Practice

Statement: Persons receiving Medicaid Waiver services relocate their homes in new areas of the state, requiring
transfer of responsibility to new RCS and Support Coordination offices and of services to new providers.
Purpose/Intent: When persons receiving Medicaid Waiver services relocate to a new physical address lying in a
different Region, effective communication of services, needs, and plans must occur between the RCS staff and
Support Coordination staff in both sending and receiving Regions.

Scope: Support Coordinator Services; ADMH-DDD Central/Regional Offices

Definitions: Alabama Department of Mental Health (ADMH); Division of Developmental Disabilities (DDD); Regional
Community Services (RCS); Person-Centered Plan (PCP); Community Services Director (CSD)

Procedures:

1. Inthe event that a person receiving Medicaid Waiver services notifies the Support Coordinator that they intend to
relocate to another area of Alabama lying in a different Region, as defined by ADMH DDD, the Support
Coordinator will initiate the Request for Interregional Medicaid Waiver Transfer Form.

2. The Request for Interregional Medicaid Waiver Transfer Form will be signed by acting agencies and then
forwarded, via the web-based application, to the next at each corresponding step in the process, outlined as
follows.

3. The sending support coordination agency informs the sending CSD of:
a. The person’s/family’s request for transfer to another Region (via written verification)
b. Region to which the transfer will occur
c. Availability of any matching funds
d. Services the person is currently receiving and will need upon transfer
e. Any other supports needed/requested.
4. The sending CSD notifies the receiving CSD of the request for transfer/services.

5. The receiving CSD determines if the needed/requested services are available in the receiving Region and informs
the sending CSD of the results of that determination.

6. The sending CSD notifies the sending support coordination agency whether to proceed with the transfer or, if the
needed/requested services are unavailable in the receiving Region, to meet with the person/family for additional
planning.

7. |If the transfer proceeds:
a. The sending support coordination agency:

i. Notifies, in writing, all current providers listed on the Plan of Care and documents the date of
notification on the Interregional Medicaid Waiver Transfer Form.

ii. Conducts a discharge meeting.
iii. Provides a Request for Proposal (RFP) to the receiving Placement Coordinator, to be distributed to
Support Coordination Agencies in the receiving Region.
b. The receiving CSD notifies the receiving support coordination agency to:

i. Coordinate with the sending support coordination agency to exchange all necessary
documentation (e.g., releases of information, assessments, Plans of Care, etc.).
ii. Establish timeframes for choice visits and a projected date of transfer.
iii. Sign and return the Interregional Medicaid Waiver Transfer Form, including the date
receiving providers were notified of the transfer.
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The receiving CSD forwards a copy of the Interregional Medicaid Waiver Transfer Form to the sending
CSD for distribution.

Upon receipt of all documentation, including (but not limited to) waiver documentation, support
coordination documents, PCP, etc., the transfer will be initiated.
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1.3. Inventory for Client and Agency Planning (ICAP) for Community Services

Responsible Office: Regional Community Services
Reference: Administrative Code 580-5-30.14 Eligibility and Level of Care Determinations for Medicaid Waiver
Programs

Statement: The ICAP is administered by the Support Coordinator to assess adaptive eligibility for the Waiver.
Purpose/Intent: Adaptive eligibility for Waiver services must be established upon application for the Waiver and
annually at the point of re-determination.

Scope: Director of Community Programs, Regional Community Services; Support Coordinators; DDD Central Office
Definitions: ICAP (Inventory for Client and Agency Planning); RCS (Regional Community Services); CSS
(Comprehensive Support Services)

Procedures:

1. Prior to administering the ICAP, the Support Coordinator will be trained in its administration by the RCS Behavioral
and Psychological Evaluator or, in the absence of that position, a member of the CSS Team.

2. The Support Coordinator administers the ICAP:
a. Upon referral from ADMH of an applicant for the Waiver, the ICAP administration must occur within 90 days

of the application being submitted to the RCS office for eligibility determination.

b. At least every two (2) years at the point of re-determination of eligibility.
c. Anytime information regarding the person served changes significantly.

3.1n completing the ICAP, the administering Support Coordinator is to interview the applicant/person served and/or a
caregiver most familiar with the capabilities of the person served (e.g., someone who has close, daily
involvement), as indicated. The ICAP protocol is not to be given to a provider or provider employee/staff person
to complete on their own.

4, The applicable scores yielded by the ICAP administration are entered into the Eligibility Assessment in the web-
based application.

5. For reference, the completed ICAP protocol is scanned and uploaded to the record of the applicant/person served
in the web-based application.
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1.4. Criticality Assessment

Responsible Office: Regional Community Services
Reference: Administrative Code 580-5-30

Statement: The Criticality Assessment is completed by the Support Coordinator and then electronically submitted,
via DDD IMS, for approval by Regional Community Services.

Purpose/Intent: The Criticality Assessment was created by the Department of Mental Health to evaluate the
urgency of a person’s need for services.

Scope: Director of Community Programs; Regional Community Services; Support Coordination

Definitions: DDD IMS (Division of Developmental Disabilities Information Management System); CSD (Community
Services Director)

Procedures:

1. The Support Coordinator completes/updates the Criticality Assessment using verifiable information
obtained from pertinent documentation and/or interviews with the person applying for Waiver services
and/or their caregiver(s).

a. Specific substantiating documentation must be obtained and uploaded to DDD IMS Notes if
Residential and/or Supports services are selected in Category 1 — High Risk.

2. The Criticality Assessment is to be completed by the Support Coordinator within 90 days prior to the
application for Waiver services.

3. The Criticality Assessment is to be updated by the Support Coordinator within three (3) business days
anytime they are informed the person on the Waiting List has experienced a substantial change in
circumstances and/or needs.

a. When the Criticality Assessment is denoted as Complete by the Support Coordination supervisor,
the Support Coordinator notifies the Waiting List Coordinator of the updated Criticality via DDD
IMS Notes.

4. Upon notification of a New or Updated Criticality Assessment, the Waiting List Coordinator reviews it
within three (3) business days and resolves it by denoting it as Approved or by notifying the Support
Coordinator, via DDD IMS Notes, of needed corrections or documentation.

5. The Waiting List Coordinator checks the Waiting List tab in DDD IMS weekly for New and Updated
Criticality Assessments and resolves each by denoting them as Approved or by notifying the Support
Coordinator, via DDD IMS Notes, of needed corrections or documentation.

6. Anytime the Waiting List Coordinator denotes a Criticality Assessment as Approved, they are to
immediately set the Wait List Work Queue to Approved, thus ranking the person on the Waiting List
according to the new/updated Criticality score.
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1.5. Request for Psychological Testing

Responsible Office: Regional Community Services
Reference: Administrative Code 580-5-30-.14 Eligibility and Level of Care Determinations for Medicaid Waiver
Programs

Statement: The Alabama Medicaid Agency designates the DMH as the entity authorized to determine individuals’
eligibility for participation in the Medicaid Home and Community-based (HCBS) Waiver for persons with Intellectual
Disabilities (ID Waiver) and for the Alabama Living at Home Waiver (LAH Waiver)

Purpose/Intent: Assist persons who are seeking placement on the Alabama Department of Mental Health Division of
Developmental Disabilities Waiver Waiting List with obtaining Psychological Testing to establish eligibility for ID and
LAH Waiver services.

Scope: Director of Community Programs; Regional Community Services; Support Coordinators

Definitions: DDD IMS (Division of Developmental Disabilities Information Management System); RFA (Request for
Action); ICAP (Inventory for Client and Agency Planning); CSD (Community Services Director); IEP (Individualized
Educational Plan); CSS (Comprehensive Support Services); BPE (Behavioral & Psychological Evaluator)

Procedures:

1. The following should be completed, and documentation should be uploaded into DDD IMS by the support
coordination agency prior to requesting intelligence testing from the Regional Office:

a. Collect educational information such as most recent IEP or other school related records.

b. Collect all prior psychological testing results and/or reports.

c. If, upon review of the eligibility information submitted, further psychological testing is required to
accurately determine eligibility for the Waiting List, all community options for psychological testing
must be exhausted.
= Community options may include, as applicable, school psychometrists, licensed private

practitioners, Rehabilitative Services, etc.

d. Administer ICAP. Note that, if no intellectual testing results are available prior to age 18, the ICAP may
still be administered.

e. Collect all relevant and adequate developmental documentation.

2. If no community options for psychological testing are accessible, it is appropriate to request testing from
the Regional Office, and the support coordination agency should:

a. Submit the Regional Request for Action Form (RFA) to the designated Regional Office. At minimum, the
RFA should include:

= Information concerning prior testing results (either submit in DDD IMS or include in supporting
documentation with RFA).
. A brief explanation as to what community resources were attempted, and the barriers to

having the testing completed within the community.
3. When appropriate, the RFA team will approve the RFA and the following steps should be taken:

a. The CSD will assign either the Behavioral & Psychological Evaluator (BPE), or consult with the Director of
Psychological Services to assign a member of a CSS team, to administer the intelligence test.

b. The assigned tester will contact the support coordination agency to schedule a testing date, secure an
area for testing with the support coordination agency, and gain any additional information regarding the
individual who will be tested.

c. The assigned tester will enter test results in DDD IMS and upload psychological report within 10
business days of the test administration. The original psychological report will be filed in the office of
the BPE in Regional Community Services.
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1.6. Waiver Services

1.6.a. Wait List for Services to Children

Responsible Office: Regional Office

Reference: ADMH Administrative Code 580-5-30; Pursuant to the current DMH/DD policy of the DD Call Center,
referrals are accepted on individuals ages 3 and above.

Statement: Referrals of children ages 3 — 21 to DMH/ID/DD are for alternative residential services and / or
specialized educational services. A significant number of these referrals are received from the Department of Human
Resources (DHR) and the Alabama State Department of Education (ALSDE).

Purpose/Intent: To ensure that adequate and appropriate documentation is secured on all referral of individuals
ages 3 — 21, to include any age appropriate psychological assessments, current IEP (including eligibility sheet),
medical records, etc. To ensure that all services rendered to children are age appropriate and provided in the least
restrictive setting.

Definitions: EPSDT — Early and Periodic Screening, Diagnostic and Treatment Services: Medicaid program benefit
providing a comprehensive array of prevention, diagnostic and treatment service for low-income infants, children
and adolescents under age 21 as specified in Section 1905(r) of the Social Security Act.

MNC - Multiple Needs Child — a child coming to the attention of the juvenile court who is at imminent risk of out of
home placement or placement in a more restrictive environment and whose needs require the services of two or
more of the following entities: Department of Youth Services, Department of Human Resources, Department of
Education, Department of Mental Health and the Juvenile Probation Office.

|EP — Individualized Educational Plan, FAPE — Free and Appropriate Public Education, LEA — Local Education Agency
Procedures:

1. Referrals of school age children will include a current IEP, inclusive of the Eligibility Page indicating
the Special Education classification of said child as well as other age appropriate psychological
assessments, medical records, EPSDT results (as applicable) and any other supporting
documentation of the child’s diagnosis.

2 Upon referral of a child from ALSDE or DHR, verification of Medicaid eligibility and Wait List
status will be confirmed. If referred individual is not on the wait list the referral agent will be
directed to contact the ID Call Center to initiate the referral process.

3. Documentation of all appropriate resources must have been explored and exhausted prior to
individual being placed on the Wait List. If determined eligible, the referred individual will be placed
on the wait list. If individual has been deemed a Multiple Needs Child relevant documentation of
the MN status should be indicated.

4. If eligibility has been established and individual is currently on Wait List, referral agent willbe
directed to contact Director of Community Programs to request a waiver slot pending the
urgency/criticality of the request.

5. If out of home placement is being requested per DMH Certification standards, placementshall
occur in a facility with individuals in the same age range exclusively.

6. If specialized educational services are being requested, i.e. Glenwood or the Learning Tree,
documentation of the LEA’s inability to provide FAPE is required per ALSDE regulations.

7. If the LEA has indicated that FAPE can be provided, but an alternative residential setting is being
requested, an RFP will be distributed to applicable DMH providers by the appropriate Regional
Community Services office.
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1.6.b. Waiver to Waiver Transfers

Responsible Office: System Management
Reference: Alabama Medicaid Long Term Care Division Policy

Statement: Required Elements for Waiver to Waiver Transfers

Purpose/Intent: To ensure individual health and safety without interruption in service delivery

Scope: All waiver to waiver transfers from or to another operating agency

Definitions: Targeted Case Management (TCM), Alabama Department of Senior Services (ADSS), Alabama Department
of Rehabilitation Services (ADRS), Department of Public Health (ADPH)

Procedures:

1. The TCM Support Coordinator should be familiar with the services, eligibility and contact information for the
other waiver programs available to individuals served.

2. The TCM Support Coordinator should ensure that eligibility requirements are met to transfer theindividual
from one waiver to the other.

3. When the individual requests a transfer from one waiver to another waiver, the Support Coordinatorshould
confirm a slot is available on the other waiver by contacting the appropriate state agency’s case
manager/support coordinator.

4. The transferring case manager/support coordinator should work with the receiving waiver case
manager/support coordinator to ensure that waiver to waiver transfer will occur smoothly without a service
interruption by working closely with that case manager/support coordinator.

5. The receiving case manager/support coordinator should notify the transferring case manager/support
coordinator when all paperwork has been received and the transfer paperwork is all inorder.

6. The transferring case manager/support coordinator should close the case on the last working day of themonth.

7. The receiving case manager/support coordinator should process the admission to the receiving waiver on the
first day of the following month.

8. Waiver services should be authorized to begin on the first day of the month to ensure the individual’shealth
and safety are not compromised.

1.6.c. Termination of Waiver

Responsible Office: System Management

Reference: Medicaid Administrative Code

Statement: Termination of waiver will follow the guidelines outlined by the Alabama Medicaid Agency and standard
for all waiver programs

Purpose/Intent: To provide consistency in termination of waiver within established timeframes.

Scope: All waiver terminations

Definitions:
Procedures: Waiver terminations must follow the reasons and timeframes below:

Hospitalization-termination one full calendar month of hospitalization.

Nursing Home placement-termination after 48 hours of placement

Moved out of state-termination after 60 days out of state

Death-immediately following notification.

No longer meets eligibility requirements-immediate

No longer request waiver services-immediate

Refusal to adhere to program requirements- 30 days following written notification

Transfers to another waiver program-on the last working day of a month.

Unable to locate waiver participant-30 days after written notification to last known address remains
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without response.
10. Financially ineligible-immediate after notification from the Medicaid District Office.

*Terminations for those participants who are 300% cases must include written notification to the Medicaid District
Office.

1.6.d. Waiver Admission & Discharge
Responsible Office: Regional Community Services
Reference: 1915c Home and Community Based Intellectual Disabilities Waiver
Statement The Walver Coordlnator com pietes admlssmn to, and dlscharge from the Waiver via the web based
application.
Purpose/Intent: Specific documents, data input, and reporting/recording processes are required to formally admit
persons to, or discharge them from, the Waiver.
Scope: Director of Community Programs; Regional Community Services; Support Coordinators; DDD Central Office
Definitions: MSIQ (Medicaid Database); LTC-2 (Notice of HP Enrollment or Termination Action Regarding One of
the Home and Community-Based Waiver Program); POC (Plan of Care)
Procedures:
1.When a person is either admitted to, or discharged from, the Waiver, the Waiver Coordinator:
a. Prints the most recent Plan of Care and, if a discharge, the LTC-2 form (both previously uploaded by the
responsible Support Coordinator) from the web-based application.
b. Selects the most recent Waiver Record in the web-based appllcatlon and:
i. Setsthe CM Action to “Application/Discharge/Re-Admission”.
ii. If an admission, sets the CM Action date to that of the POC.
iii. If adischarge, sets the CM Action date to that of the LTC-2.
iv. If a discharge, sets the Discharge Reason commensurate with the information on the LTC-2.
v. Sets the RO Action to “Approved”.
vi. Sets the RO Action date to the current date.
c. Completes a new RO Waiver Registration in the web-based application.
i. Sets Consumer Assessments Review to “Discharge/Application/Readmission”.
ii. Completes other fields in the RO Waiver Registration as appropriate for admission or discharge.
iii. Prints the RO Waiver Registration Face Sheet.
d. Scans and emails to the Mental Health Specialist Il in DDD Central Office:
i. RO Waiver Registration Face Sheet
ii. MSIQ Screen
iii. If a discharge, the LTC-2 form
2.The Mental Health Specialist Il forwards the RO Waiver Registration and MSIQ Screen to Medicaid forapproval.
a. Upon approval, individual waiver segments are added in the Programs tab in the web-based application, as
applicable.
b. The Regional Administrative Assistant files the RO Waiver Registration, MSIQ Screen, and, if a discharge,
the LTC-2 form and POC.
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1.6.e. Request for Proposal Seeking Services for Individuals

Responsible Office: Regional Community Services

Reference: 1915c Home and Community Based Intellectual Disabilities Waiver
Effective: October 1, 2020

Statement: When a person is approved to receive or change Waiver services/providers, a Request for Proposal

to provide services is circulated to certified providers of the needed service(s).

Purpose/Intent: The Request for Proposal is prepared by the Support Coordinator with the goal of communicating

essential information about the person served, such that potential providers may make an informed decision about

their potential ability to successfully serve that person.

Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices

Definitions: RCS (Regional Community Services); Request for Proposal (RFP); BCBA (Board-Certified Behavior Analyst);

BSP (Behavior Support Plan)

Procedures:

1. The RFP is prepared by the Support Coordinator within five (5) business days when:

a. An applicant for Waiver services initially enters service.
b. A person served on the Waiver adds a new service.
c. A person served on the Waiver elects to change providers.
2. The RFP must identify current support needs to include the following:
a. Social (family, caregiver, mentor, support coordinator involvement)
b. Environmental (home layout, housemate structure, routine accommodations, etc.)
c. Community Supports (mental health resources such as psychiatrist and/or therapist, extracurricular
opportunities, etc.)
3. The RFP must also include the following essential information:
a. Basic demographics (i.e., age, gender, city/county of residence, height/weight)

Current and historical behavioral presentation

BCBA/BSP involvement

Psychiatric diagnoses

Medical diagnoses

Medical history

Current medications

Medication self-administration ability

Communication skills

Mohbility skills

Self-care skills

Adaptive equipment needs
m. Most recent intellectual and adaptive testing data
n. Current Waiver services received

4. Immediately upon completion of the RFP, the Service Coordinator circulates it, via email, to all providers local
to the person and who offer the needed service(s). Interested providers are afforded seven (7) business days to
respond to the circulated RFP.

5. |If the RFP is circulated and receives no responses from providers, it will be circulated a second time, again with
a response time frame of seven (7) business days.

6. If the RFP is circulated a second time and receives no responses from providers, the Service Coordinator submits
the RFP to the RCS Placement Coordinator and, within three (3) business days, the Placement Coordinator reviews
it for completeness and accuracy.

7. The Placement Coordinator will consult with the Community Services Director and the Support Coordinator to identify
prospective providers with program vacancies and compatible services offered. The Placement Coordinator will
directly contact these prospective providers to propose tR& possibility of serving the person in need of services.
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8.

In the event that no local provider responds to the RFP(s), the applicant/person served may elect to have the

RFP circulated in other fiscal Regions, for consideration by providers in those areas. If this is the decision of the
person, the Placement Coordinator in the Region of the person’s residence wiil share the RFP with the Placement
Coordinator(s) in the Region(s) encompassing any other areas the person chooses to seek services, and the RFP

process noted above will then be followed there.
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CHAPTER 2
INDIVIDUAL RIGHTS

2.1 Appeals

2.1.a. Waiver/Wait List Eligibility Appeals

Responsible Office: Office of Community Programs, Support Coordination, currently Office of PBS
Reference: Alabama Administrative Code, Alabama Medicaid Administrative Code

Statement: The Alabama Department of Mental Health (ADMH) is responsible for the assessment, evaluation of
admissions, readmissions, and annual redeterminations for eligible participants receiving home and community-
based services (HCBS) in accordance with the provisions of the Home and Community-Based Waiver for Persons
with Intellectual Disabilities.

Purpose/Intent: The process of appeals is one in which cases are reviewed, where HCBS waiver applicants and
related parties request a formal change to an official decision. Appeals function both as a process for error
correction as well as a process of clarifying and interpreting the criteria and standards by which the original
decision was rendered.

Scope: Applicants for the ADMH HCBS Waiver/Wait List, and ADMH-DD staff that are responsible for eligibility
determinations.

Definitions: Appeal- a formal request that a decision, as in a legal or official one, be changed.

Procedures:

1 If the applicant is determined ineligible, the applicant will receive a memorandum regarding denial of eligibility.
This notification will state that the application has been denied specifying the reason (it will describe the
statutory and/or regulatory requirement that has not been met).

2 The appeal process begins with a written request from the applicant, either to the Division of Developmental
Disabilities or to the Alabama Medicaid Agency, with specific timelines involved for each. If the applicant
appeals first to the Division of Developmental Disabilities within 15 days of receipt of denial letter, he or she
will be entitled to a review by the Associate Commissioner, who will produce a written determination. If the
individual is dissatisfied with that determination, he/she has the right to appeal to the Alabama Medicaid
Agency within 60 days of notice of action. The notification fully explains the process of appeal to bothagencies.

3 An individual who is denied Home and Community-Based Services based on Rule No. 560-X-35-.03, may request
a fair hearing in accordance with 42. C.F.R. 431, Subpart E and Chapter 3 of the Alabama Medicaid
Administrative Code.

a. Recipients will be notified in writing at least ten days prior to termination of service.
b. A written request for a hearing must be filed within sixty days following notice of action with which an
individual is dissatisfied.

4. In either situation the individual must complete Exhibit 2.1.a.
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2.1.b. Appeals Process for Adverse Actions- Services Decisions

Responsible Office: System Management
Reference: 42-CFR 431.210 (Subpart E); 560-X-3 Medicaid Administrative Code; Appendix F ID and LAH
Waivers

Statement: ADMH/DD Division provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E
to individuals: (a) who are denied the service(s) of their choice or the provider(s) of their choice; or, (b) whose
services are denied, suspended, reduced or terminated. ADMH/DD Division provides notice of action as required in
42 CFR §431.210.

Purpose/Intent: Compliance with Federal Regulations regarding individual adverse actions

Scope: Service requests denied, suspended, reduced or terminated

Definitions: RFA (Request for Action), CSD (Community Services Director)

Procedures: The DD Division will adhere to the following steps in appeals requested regarding any adverse action
taken by the regional office.

1. Written advanced notification to the individual or responsible person mustinclude:

a. Date of Notice

b. The specific adverse action being taken

c. Specific information about the reason(s) for the adverse action

d. The effective date of the action

e. The individual’s right to request an informal conference or fair hearing with Alabama Medicaid and
the procedures for doing so
Notice that an informal conference is not an alternative to a fair hearing
If the individual requests the informal conference or fair hearing within ten (10) days of receiving
the notice of adverse action, service involved will continue at the current level according to the
plan of care until the appeal process has been exhausted. Services requested, denied and/or not
currently on the plan of care will not be provided during the appeal process.

h. Point of contact if there are questions regarding the action

2. The written request from the individual receiving notification of any adverse action will be sent tothe
Associate Commissioner of the DD Division.

The Associate Commissioner will choose a panel of three members to review the denied RFA.

3. The three-member panel will consist of a CSD from another regional office and two persons within the DD
Division employed at the Central Office.

4. The panel will review the denied RFA and other information individually making note of any questions that
may arise and complete the Review of Denial Form.

5. A teleconference will be scheduled with the 1) participant/family/guardian/representative, 2) panel, 3) CSD
responsible for approving/denying RFA’s in the participant’s Region, 4) Program Administrator for AMA/LTC
ID/LAH Waiver (if warranted) and 5) participant’s support coordinator.

6. The teleconference will provide the participant/family/guardians time to offer any information to the panel
that may change the outcome of the RFA decision. The panel will also utilize the time to ask any specific
questions to either the participant/family/guardians, the CSD or the support coordinator that may be
needed to provide more clarity and indicate responses on the Review of Denial Form.

7. Following the teleconference, the panel will make recommendations in writing to the Associate
Commissioner of the DD Division to reverse or uphold the original decision made by the CSD through
completion and submission of the Review of Denial Form.

8. The Associate Commissioner will notify the participant/family/guardian of the decision in writing.

Due process appeal procedures will be included with the response from the Associate Commissioner in the event
the participant/family/guardian remains in disagreement with instructions on how to request a fair hearing.

g
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2.2. Dissatisfaction of Services

Responsible Office: Support Coordination
Reference: 42 CFR 441.302(d). ID and LAH HCBS Waivers

Statement: Persons enrolied in one of the Alabama Medicaid Home and Community Based Waiver programs for
people with intellectual disabilities will receive written notification of their rights to a review of their case and/or a
fair hearing if they are dissatisfied with the services he/she is receiving.

Purpose/Intent: The Dissatisfaction of Services form is a disclosure required by Alabama Medicaid to ensure a
person enrolling or already receiving HCBS waiver services and their legally authorized representative are aware that
they have the right to due process should they become dissatisfied with Medicaid funded services.

Scope: Applies to a person who is dissatisfied with his/her services under the Medicaid Home and Community-Based
Waiver (Living at Home Waiver or Waiver for Persons with Intellectual Disabilities); A Legal Representative for a
person who receives services under a Home and Community-Based Waiver; Support Coordinators

Definitions: People — HCBS Waiver participants; Support Coordinators — Formerly referred to as Case Managers;
Regional Community Services Office staff — One of five regional offices located throughout the state; Due Process —
Medicaid review of the case/complaint and/or a Fair Hearing; HCBS — Home and Community-Based Services

Procedures:

1. The Dissatisfaction of Services form (See Exhibit 2.2) must be completed at the time a person is admitted
to Medicaid HCBS Waiver Setvices. It may be completed more frequently, i.e. annually, when a person
changes waivers or services.

2. A person who is dissatisfied with his/her services under the Medicaid Home and Community-Based
Waiver program (Living at Home Waiver or Waiver for Persons with Intellectual Disabilities) may notify the
Alabama Medicaid Agency giving the reason for the dissatisfaction and ask for either a conference or a
review of the case by the Alabama Medicaid Agency. At the conference, the person may present the
information or may be represented by a friend, relative, attorney or other spokesperson of theirchoice.

3. A written request for a hearing must be filed within sixty (60) days following the action with which the
person is dissatisfied. He/she, his/her legally appointed representative or other authorized person must
request the hearing and give a correct mailing address. If the request for a hearing is made by someone
other than the person who wishes to appeal, the representative must make a definite statement that he has
been authorized to do so by the persons for whom the hearing is being requested. Information about
hearings will be forwarded and plans will be made for the hearing and a date and place convenient to the
persons will be arranged. if the person is satisfied before the hearing and wants to withdraw his/her request,
he/she or his/her legally appointed representative or other authorized person should write the Alabama
Medicaid Agency that he/she wishes to do so and give the reason for withdrawing.

4. The Alabama Medicaid Agency need not grant a request for a hearing if the sole issue is a federal or state law
or policy, which requires an automatic change adversely affecting some or all recipients. When benefits are
terminated, they can be continued if a hearing request is received within ten (10) days following the effective
date of termination, unless there are unnecessary delays by the person requesting the hearing for this
representative. If benefits are continued pending the outcome of the hearing and the Hearing Officer
decided that termination was proper, Alabama Medicaid Agency may recover from the terminated recipient
or sponsor, the costs of all benefits paid after the initial termination date.

5. Written request for reviews and fair hearings should be sent to: Alabama Medicaid Agency, Long Term Care
Division, P.O. Box 5624, 501 Dexter Avenue, Montgomery, AL 36103-5624.
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2.3. Informal Conference- Services

Responsible Office: System Management
Reference: 42CFR-431.200; ID Waiver; LAH Waiver; Medicaid Administrative Code

Statement: People receiving Waver Services will be provided appeal rights regarding decisions by the Operating
Agency that adversely affects service provision.

Purpose/Intent: To ensure rights of waiver participants

Scope: Applicable to all waiver services; Regional Community Services Offices, Support Coordination agencies,

families

Definitions: Adverse action means any decision that negatively impacts the waiver participant. This includes
denials, reductions, delays in, or termination of any waiver service.

Procedures:

1. The Regional office denies the participant’s request for service.

2. Responds in writing notifying the waiver participant of the decision and why the decision was made.
Letters should include the effective date of the action and must also provide the participant his right to
appeal the decision and the steps involved.

3. The waiver participant has 60 days to request an appeal. In the case of termination or reduction of
services, the person must request the appeal within 10 days (working or calendar) of notification fromthe
ADMH Regional Office. If received within the 10-day timeframe, service will continue at the current level
until the appeal process has been exhausted.

4. Upon request of an informal conference to the ADMH/DD Associate Commissioner will schedule within 15
working days of receipt of the request.

a.
b.

The Associate Commissioner will choose a panel of three members to review the denied RFA.

The three-member panel will consist of a CSD from another regional office and two persons within
the DD Division employed at the Central Office.

The Associate Commissioner sets a date for the informal conference within 15 working days of the
receipt of the request for informal conference.

The panel will review the denied RFRA and other information individually making note of any
questions that may arise and complete the Review of Denial Form.

A teleconference will be scheduled with the 1) participant/family/guardian/representative, 2) the
panel, 3) the CSD responsible for approving/denying RFRA’s in the participant’s Region, 4) the
Program Administrator for AMA/LTC ID/LAH Waiver (if warranted) and 5) the participant’s case
manager.

The teleconference will provide the participant/family/guardians time to offer any information to
the panel that may change the outcome of the RFA decision. The panel will also utilize the time to
ask any specific questions to either the participant/family/guardians the CSD, or the case manager
that may be needed to provide more clarity and indicate responses on the Review of Denial Form.
Following the teleconference, the panel will make recommendations in writing to the Associate
Commissioner of the DD Division to reverse or uphold the original decision made by the CSD
through completion and submission of the Review of Denial Form.

The Associate Commissioner will notify the participant/family/guardian in writing of the decision in
writing of the decision within 15 working days of the informal conference.

Due process appeal procedures to request a Medicaid Fair Hearing will be included with the
response from the Associate Commissioner in the event the participant/family/guardian remainsin
disagreement.
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2.4. Other

2.4.1. Forensic Cases

Responsible Office: Office of PBS, Forensic Outpatient program
Reference: ADMH Administrative Code, Alabama Psychological Association, ADMH Legal standard

Statement: In the case of Atkins v. Virginia (2002), the United States Supreme Court effectively prohibited the
execution of persons with intellectual disabilities by deciding that doing so violated the Eighth Amendment ban on
cruel and unusual punishment. People with intellectual disabilities frequently know the difference between right
and wrong but, by definition, they have diminished capacities to understand and process information, to
communicate, to abstract from mistakes and learn from experience, to engage in logical reasoning, to control
impulses, and to understand others’ reactions. Their deficiencies do not warrant an exemption from criminal
sanctions but diminish their personal culpability.

Purpose/Intent: The Alabama Department of Mental Health may be so ordered by the circuit court of Alabama to
facilitate the process for and conduct an Atkins Evaluation for an individual. A certified forensic examiner (as
defined and credentialed by ADMH) and/or licensed expert in the field of intellectual and developmental
disabilities must complete this evaluation.

Scope: ADMH legal staff and ADMH-DD administration who may receive and respond to court orders for Atkins
Evaluation.

Definitions: Atkins- In 2002, the United States Supreme Court held in Atkins v. Virginia that the execution of
persons with intellectual disabilities is unconstitutional because it violates the Eighth Amendment's prohibition
against cruel and unusual punishments. The evaluation examines a person’s culpability with regard to their
intellectual ability and disabilities.

Procedures:

1. A court order for an Atkins (forensic) evaluation is received and processed first by ADMH legaldepartment.

2. The Forensic Outpatient program coordinator receives the order from legal and facilitates assignments to a
DMH contract forensic examiner in the community to complete evaluation.

3. Insome cases, the Director of Psychological and Behavioral Services may be assigned the court ordered
evaluation to complete, granted it does not pose ethical conflicts.

4. Coordination of date, time, location of test session will be coordinated through the Forensic Outpatient
program and/or Regional Community Services Director and assigned evaluator.

5. Once evaluation is complete, final report is submitted to the Forensic Outpatient Program coordinator.

6. Evaluator may be asked to appear in court and provide testimony related to the Atkins evaluationreport
submitted.
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CHAPTER 3
INDIVIDUAL SUPPORT PLANNING AND IMPLEMENTATION

3.1. PLAN OF CARE

Responsible Office: Regional Community Services

Reference: Administrative Code 580-5-30-.13; 1915 Home and Community Based Intellectual Disabilities
Waiver

Statement: The Plan of Care outlines specific services requested by the individual and/or family, to be
implemented by their chosen service provider.

Purpose/Intent: The Plan of Care enables authorization of services (i.e. volume, frequency, and start date) and
provides a current record of the services authorized for a person.

Scope: Director of Community Programs, Regional Community Services, Support Coordinators, Providers
Definitions: DDD IMS (Division of Developmental Disabilities Information Management System); RFA (Request for
Action); CSD (Community Services Director); POC (Plan of Care); RCS (Regional Community Services)
Procedures:

1. The Plan of Care (POC) is generated/updated by the Support Coordinator whenever a new service, or a
change in services, is approved by RCS or otherwise enacted via the Request for Action policy.
2. The Support Coordinator generates the POC via the Plan of Care tab in DDD IMS and:
a. Records the Begin date of the POC as the date of the annual Person-Centered Planning Meeting.
b. Inputs each service chosen and approved, as applicable, including the provider of each service, using
the Act Codes to indicate services added or stopped at the time of the present POC.
c. Records the Start Date of individual services as the date of RFA approval by RCS or, if RCS approvalis
not required, the date the Plan of Care is modified.
d. Records the End date of the POC and of individual services as one year from the Begin/Start date.
e. Obtains the necessary signatures indicated on the POC.
3. The Support Coordinator uploads the POC to the Notes tab of DDD IMS and:
a. Tags the Waiver Coordinator as a Note Recipient on the Note to which the POC is attached.
4. The Waiver Coordinator:
a. Reviews the POC to verify that it is completed correctly, noting any needed changes to the Support
Coordinator via DDD IMS Notes.
b. Selects the Note as “Complete” upon verification of POC accuracy, then tags the Fiscal Officerand
Support Coordinator as Note Recipients.
5. The Fiscal Officer authorizes services in DDD IMS as indicated on the POC.
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CHAPTER 4

SUPPORT COORDINATION (CASE MANAGEMENT)

4.1. Funding for Support Coordination Agencies

Responsible Office: Administrative and Fiscal Operations

Reference: N/A

Statement: Setting amounts for funding support coordination in the Department of Mental Health DD Division
Purpose/Intent: To establish a methodology to determine the amount of budget for support coordination to be
provided to contracting agencies during the fiscal year.

Scope: This guideline applies to fiscal managers of the Department of Mental Health DD Division

Definitions: Support Coordination agencies were formerly referred to as Case Management agencies
Procedures: Each year when preparing the operations plan for the upcoming fiscal year regional fiscal managers
will run the Units of Service Summary report or equivalent through the Department’s web-based billing system.
Days specified in the report will be 9/1 of the prior calendar year through 5/31 of the current calendar year. This
report will identify the number of distinct individuals served by each program in that time period. Fiscal managers
will use that number to calculate the number of dollars to contract with the agency by multiplying the number of
distinct individuals identified by the number of currently allocated hours and the current support coordination
dollar rate.

During the fiscal year a full allotment of annual hours will be added to the budget of the contracting agency for
each new person receiving their services. The full allotment of hours will be added regardless of when in the fiscal
year the person begins services.
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4.2. Request for Action/Services

Responsible Office: System Management
Reference: ADMH/DDD Operational Procedures

Revised: October 16, 2020

Statement: Following a team meeting where all appropriate persons attend, ADMH/DDD requires the support
coordinator to submit the REQUEST FOR ACTION (RFA) form to the Regional Office Community Service Director or
Designee for any addition to a Plan of Care for the following services. The Regional Office should make the
determination within no more than seven (7) working days to expedite service delivery.

1) Specialized Medical Equipment (SME)

2) Environmental Accessibility Adaptations (EAA)
3) Specialized Staffing (SS)*
4) Positive Behavior Supports (PBS)

5) Support Services not included in the most recent Person-Centered Plan

6) Changes in staffing levels for participant in Residential Services

7) Increases in the original units authorized for any service

8) Increases over 12 hours per day for personal care
9) Any service not include on the Person-Centered Plan or on the Plan of Care (Day Habilitation, Community

Experience, OT, PT, ST, Employment Support, etc.)

Purpose/Intent: To expedite the RFA process

Scope: ADMH-DDD Central/Regional Offices, Support Coordinator

Definitions: RFA (Request for Action) - Additions to an individual’s plan of care; DDD IMS (Division of Developmental
Disabilities Information Management System)

1)
2)
3)
4)
5)

6)

PROCEDURES FOR SUPPORT COORDINATOR
Hold a team meeting of appropriate persons; obtain signatures on revised plan of care.
Check Medicaid State Plan Services (SPS) and other insurance to ensure an item is not covered
Obtain required supporting documentation as necessary (prescriptions, medical documentation, quote, ICAP, etc.)
Complete the RFA Form
Submit the RFA Form to the Regional Office electronically through ADIDIS
a. Include medical documentation
b. Quote for service
Add service to the plan of care using the following format:

a. Provider Name
b. Service Code

c. Service Name
d. Unit

e. Unit Type

f. Cost

g. Start Date

h. End Date

7) Submit RFA form to the Regional Office through ADIDIS
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1)

2)
3)
4)
5)
6)

7)

PROCEDURES FOR REGIONAL OFFICE

Verify all information is included on the RFA. If not, return to support coordinator with a note in the NEEDED
INFORMATION section of the form. Include the date returned to the support coordinator.

Verify the documentation supports the need for service

Approved; generate letter to the participant with a copy to the Support coordinator

Denied; generate letter to the participant accompanied by appeal rights with a copy to the Support coordinator
Sign and date the form and add dates to Plan of Care

Mail original letter to participant, copy support coordinator (upload in ADIDIS), copy provider (via email), and copy
the Executive Director of the case management agency

Copy to Fiscal Officer in the Regional Office to authorize service through ADIDIS

*The provider must submit to the regional office CSD information that all staff providing Specialized Staffing, either
medical and/or behavior, has met the training requirements as outlined in the waiver document. When changes in
staff occur, the provider must submit to the Regional Office that the new employee has been trained and is qualified
to provide the service as outlined in the waiver documents.

*Services cannot be initiated without an approved RFA.

An RFA is not required for in the following situations. A team meeting is not required in
these instances. The process should be completed in no less than five (5) days to
ensure timely delivery of services:

1)
2)
3)

4)
5)

Unit currently authorized and on the Plan of Care that require a change.

Service documented as an anticipated service in the participant’s Person-Centered Plan.

All address changes in residential providers or provider sites. The provider is required to submit a new IRBI to the
support coordinator who will forward to the Regional Office.

Change in providers.

Conversions to self-directed services.

PROCEDURES FOR SUPPORT COORDINATOR

Ensure documentation is evident in the Person-Centered Plan or is on the Plan of Care
and authorized.

1)

2)
3)
4)

5)
6)

Make changes to the participant’s Plan of Care

a. Include the End Date for the previous units and begin date for the new services

b. Place new service on the participant’s plan of care including start and end date using the same format as above
Submit note into ADIDIS with copy to the Waiver Coordinator marked Alert.

Waiver Coordinator will verify the Plan of Care has been updated; if not, return to support coordinator to correct.
Once approved by Waiver Coordinator, mark the note as Complete copying the support coordinator and the Fiscal
Officer.

The Fiscal Officer authorizes the service.

Support coordinator will notify the provider of the start date of service.
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4.3. Redetermination

Responsible Office: Regional Community Services

Reference: Administrative Code 580-5-30.14 Level of Care Determination for Medicaid Waiver Programs, 1915c¢
Home and Community Based Intellectual Disabilities Waiver

Effective: November 19, 2020

Statement: Redetermination of Waiver eligibility is conducted annually, utilizing new and updated documentation

of eligibility data.
Purpose/Intent: The redetermination process is implemented annually to ensure continued eligibility for Waiver
services and to verify that services identified as needed are being provided appropriately.
Scope: Director of Community Programs, Regional Community Services; Support Coordinators; DDD Central Office
Definitions: DDD IMS (Division of Developmental Disabilities information Management System); ICAP (Inventory for
Client and Agency Planning); LOC (Leve! of Care); MSIQ {(Medicaid Database)
Procedures:
1. The Support Coordinator:
a. Completes supporting documentation uploaded to the DDD IMS Notes tab:
(1) Signed Plan of Care
(2) Dissatisfaction of Services
(3) Freedom of Choice
(4) Person Centered Assessment and Plan
(5) Physical or RN Assessment (only until physical is obtained)
(6) ICAP
(7) Psychological
b. Completion of supporting documentation no later than the 15t day of the month prior to the
expiration of the Waiver determination.

2. The Waiver Coordinator:
a. Downloads the Redeterminations Due Report for the month at hand from DDD IMS, via the
Reports tab (select Type: MR Clinical).
b. Reviews supporting documentation uploaded to the DDD IMS Notes tab by the Support
Coordinator:
(1) Signed Plan of Care
(2) Dissatisfaction of Services
(3) Freedom of Choice
(4) Person Centered Assessment and Plan
(5) Physical or RN Assessment (only until physical is obtained)
(6) ICAP
(7) Psychological
c. Prints the Level of Care (LOC) form from the Demographics tab.
i. Ensures eligibility is evidenced by at least 3 areas of life activity checked on the LOC.
d. Prints the person’s MSIQ screen and checks the Fund Eligibility to verify active status for
Medicaid.
e. Reviews the Waiver documents in the Clients tab of DDD IMS [referenced tabs are in bold below]:
i. Opens the Diagnosis tab to ensure information there is consistent with the IQ level on the
Level of Care (LOC)
ii. Reviews the Eligibility Assessment under the Assessments tab (Psychological/ICAP/ABS)
(1) Ensures it was completed within 60 days of the redetermination date.
(2) Ensures the referenced 1Q score is less than 70.
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(3) Ensures the referenced ICAP was completed within 2 years and review at least annually.
(4) Ensures the referenced ICAP score is less than 85.
iii. Reviews the Summary of Habilitation record in Assessments to ensure the LOC limitations
match identified deficits.
iv. Reviews the Plan of Care to ensure the redetermination/initialed field is marked as “Yes” and
to ensure Waiver services provided match those represented in Authorizations.
If missing or incorrect information is noted during the redetermination process, or if new information
suggests eligibility is in question, the Waiver Coordinator documents such in the Notes tab and tags the
responsible Support Coordinator and their supervisor for follow-up.
If all is correct and eligibility remains evident, the Waiver Coordinator:
a. Duplicates the previous year’s RO Waiver Registration in the Assessments tab, updating for the
current date and denoting as “Complete”.
Enters the Waiver record in the Programs tab and sets the RO Action to “Approved”.
Signs and dates the LOC.
d. Scans and emails to the Mental Health Specialist Il in DDD Central Office:
i. RO Waiver Registration
ii. MSIQ Screen
e. Scans and uploads LOC documents to the Notes tab in individual records in DDD IMS, tagging the
responsible Support Coordinator.
. The Mental Health Specialist |l forwards the RO Waiver Registration and MSIQ Screen to Medicaid for
approval.
a. Upon approval, individual waiver segments are added in the Programs tab in DDD IMS.
. The Regional Administrative Assistant:
a. Printsthe LTC-2.
b. Files the RO Waiver Registration, MSIQ Screen, LOC, and LTC-2.
If the ICAP score is in need of change from previous administration, the waiver coordinator will notify the
Fiscal Manager.

oo
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4.4. Summary Program of Habilitation

Responsible Office: Regional Community Services

Reference: Administrative Code 580-5-30.14 Level of Care Determination for Medicaid Waiver Programs,
DDD IMS User Guide

This is being included in the Person-Centered Plan.

Statement: The Summary Program of Habilitation is a dlgttal fcrm acce55|b|e in the Assessments tab of
DDD IMS.

Purpose/Intent: The Summary Program of Habilitation utilizes information collected via standard
assessments to identify the assets, deficits, and maladaptive behaviors of the person, so as to establish an
initial habilitation plan.

Scope: Director of Community Programs; Regional Community Services; Support Coordinators
Definitions: DDD IMS (Division of Developmental Disabilities Information Management System); ICAP
(Inventory for Client and Agency Planning); LOC (Level of Care form)

Procedures:

1. The Support Coordinator completes the Summary Program of Habilitation at the time of intake to
Waiver services and annually as redetermination information is prepared (at least 30 days prior to
the person’s redetermination date).

a. The following fields are auto-populated directly from information on the LOC:

i AAMR Defined Measured Intellectual Level

ii. Adaptive Behavior Level

Assets must reflect skills the person can perform independently.

Deficits must reflect the areas identified as limitations on the LOC, with added specificity.

d. Maladaptive behaviors must reflect documented behaviors that are harmful to the person
and/or others or otherwise interfere with daily functioning.

e. The Initial Habilitation Plan must include goals for training to improve each of the
identified skill deficits.

2. The Waiver Coordinator reviews the Summary Program of Habilitation during the
redetermination process to ensure that the information therein is consistent with that
reported on the LOC.

0T
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4.5. Monitoring - Individual Experience Assessment Survey
Responsible Office: Support Coordination
Reference: 2014 HCBS Rule

Statement; The Home and Community Based Settings (HCBS) Rule that went into effect March 17, 2014, set forth
by The Centers for Medicare and Medicaid Services (CMS,) requires that states review and evaluate the quality of
HCBS supports and services experienced by persons receiving these services. Upon initiation of waiver supports
and services AND at least annually thereafter, the Support Coordinator shall assess each person’s experience in
receiving Medicaid HCBS waiver services.

Purpose/Intent: The purpose of this guideline is to specify the State’s procedures and timelines for assessing and
measuring each person’s level of awareness of and access to exercising their rights, privacy requirements and life
experiences in their day-to-day activities while living in their communities. The survey results will be used to
assess changes that may be needed to improve the experience people have when receiving Home and Community
Based Services. This survey will also help ensure Alabama is compliant with the HCBS Settings Rule.

Scope: Support Coordinators, people determined to require a level of care for the ID, LAH and future waivers
administered by the DMH DDD, Regional Community Services (RCS) Monitors and Support Coordination Liaisons
Definitions: People — HCBS Waiver participants; Support Coordinators — Formerly referred to as Case Managers,
employed by 310 Boards; ID waiver — Intellectual Disabilities waiver; LAH waiver — Living-at-Home waiver

Procedures:

1. Support Coordinators shall assess people moving into NEW settings within 5 days before or after day 60 of
enrollment in waiver services and/or move into the new setting. This assessment (See Exhibit 4.5) should be
coordinated with the Regional Office’s validation Report of 100% compliance with the 2014 HCBS Settings Rule

by the assigned Monitor in the same time-frame.

2. For persons currently receiving Medicaid Waiver services, the initial IEA will be completed at the time oftheir
first annual PCP assessment/meeting scheduled after the May 1, 2019 implementation date, and annually
thereafter.

3. Participants in the IEA shall include the person and his or her family members and/or representative, as
appropriate. The person'’s input should be obtained first, with input from others involved used when the person is
not able to respond to one or more of the questions independently. Service provider staff may participate as
requested by the individual and his or her family and/or representative.

4. Results are submitted to the provider and the Regional Office Monitor within at least TEN (10) business days of
the date the survey was completed. [Original to the Regional Office Monitor, copies to the provider agency(s),
Support Coordination Liaisons and Support Coordinator].

5. Follow up on any area NOT in Compliance shall be completed within TEN business days of date of survey.
Follow up may consist of revision of the PCP by the Support Coordinator or remediation by the provider with
completion verified by the Regional Office Monitor and Support Coordination Liaisons.

6. The person’s Support Coordinator, as applicable, shall address any issues regarding compliance with the HCBS
Settings Rule or other concerns identified during the IEA. Each NO response should be investigated to determine if
it is appropriately supported by the PCP or if it is truly Not in Compliance. Specific remediation should occur for
any response that is determined to be Not in Compliance.

7. Initial surveys (original) should be forwarded to the Regional Office Monitors and Support Coordination
Liaisons. Thereafter, only surveys reflecting non-compliance should be forwarded to Regional Office Monitors and
Support Coordination Liaisons. Provider agency(s) shall receive copies of initial and annual assessments.

NOTE: If Personal Care Supports/Services are provided to a person in a setting that is NOT provider owned or
operated (i.e. their own apartment/home, family home or they reside with someone considered a natural
support), a response of NO in Section E does not automatically indicate Not in Compliance.
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4.6. Recoupment Policy

Responsible Office: System Management
Reference: RFA Procedures 0.G 4.2

Statement: Support Coordinator agency found out of compliance with the RFA procedures may be subject
to recoupment of funds for repeated violations to the RFA process.

Purpose/Intent: To protect the program integrity and demonstrate financial accountability.

Scope: Regional Offices, Support Coordination/Case Management Agencies, Providers, Central Office
Definitions: RFA: Request for Action

Procedures: Steps to protect integrity of Support Coordination service delivery relating to unit utilization.

1.

Provide training to the following Regional Staff about the recoupment process to include the following:
Technical Assistance professionals, Community Service Directors, Waiver Coordinators, Support Coordinator
Liaisons and Fiscal Officer.

Provide training to Support Coordinators on the recoupment process.

The Support Coordination Liaison/Monitor will conduct an initial review 60 day after training isprovided to
community Support Coordinators.

Based on results of the initial review, they will provide additional training where needed along with Technical
Assistance.

Provide a follow-up review 60 day from the date of the second training and Technical Assistance.

If concerns are reflected in the second review (after second training and/or additional Technical Assistance),
the Regional Office Support Coordinator Monitor will make recommendations to the Central Office Technical
Assistance Team {Director of Systems Management, Fiscal Officer and the Associate Commissioner or their
designee) to recoup funds as appropriate.

The Central Office Fiscal Manager will recoup funds as determined necessary. The Department’sinternal
auditor may be called upon to evaluate findings and make recommendations as needed.

Ongoing monitoring will be provided through the Support Coordination/Case Management Monitoring tool.
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4.7. Conflict Free Support Coordination/Case Management Services
Responsible Office: Developmental Disabilities Division

Reference: CMS Regulations 42 CFR 441.301 ( ¢ ) (1) (vi), Affordable Care Act
Effective: November 1, 2020

Statement: The Alabama Department of Mental Health Division of Developmental Disabilities (DDD) shall
ensure that providers of Home and Community Based Services (HCBS) or those who have an interest in
providing these services and/ or those who are employed by a provider of HCBS do not also provide
support coordination services or develop person centered plans for the person receiving HCBS.
Exception: Exception to this policy is granted when the DDD determines that the only willing and
qualified entity to provide support coordination services and/or develop person centered service plans in
a geographic area (county) also provides HCBS; known as a sole provider for the purposes of this policy.
Standards:

1. When the DDD determines there is a sole provider of both support coordination and HCBS in a
geographical area (county), the DDD shall seek to identify and procure a qualified support
coordination provider to establish conflict free support coordination in the conflicted area.

2. If no qualified support coordination provider is identified for the service area, the DDD may seek to
employ service coordinators and directly provide services for the conflicted area.

3. Ifitis established there are no qualified providers or the DDD is unable to employ service
coordinators for the conflicted area, the DDD shall verify the sole provider status and establish
robust monitoring and oversight procedures, including conflict of interest protections.

4. Conflict of Interest Protections shall ensure:

A. Clinical or other non-financial eligibility determination is separate from direct services.

B. Support coordinators and professionals who evaluate a person’s needs for services are
not related to the individual, their paid caregivers, or anyone financially responsible for
the individual.

C. Support coordinators are not financially responsible for the person receiving services and
are not empowered to make health-related decisions on behalf of the person served.

D. There are clear and accessible procedures for persons receiving services to assert
grievances and/or appeals concerning eligibility determinations, choice and service
quality, provisions and outcomes. Outcomes related to these procedures are adequately
tracked monitored and implemented.

E. Quality Management and Improvement strategies and measures are utilized to track and
address the person’s experiences and satisfaction related to support coordination.
These strategies shall include meaningful engagement of stakeholders including, persons
served and their family members, advocates, providers, DDD staff and coordinators.

F. Under no circumstance should an agency providing support coordination house a support
coordinator within another provider agency with the sole purpose of providing

coordination services to individuals receiving services in that facility.

G. Under no circumstances shall there be undue influence over goals, compromised
individual choice of services, misaligned financial incentives or provider self-referral.

Scope: Support Coordinator Services; ADMH-DDD Central/Regional Offices
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Procedures:
1. SOLE PROVIDER CONTRACTS

A.

A.

B.

C.

D.

CHOICE

DDD shall amend the contract of any provider entity that has been determined to be a
sole provider. The amendment shall include a statement agreeing that there will be
division of support coordination services and HCBS and shall be signed by the provider.

The respective DDD Regional Office shall be notified of the amendment and shall increase
monitoring.

Violation of the amendment shall result in automatic placement on provisional
certification status and notification to the DDD Central Office.

Failure to take corrective action shall result in breach of contract and initiation of the
decertification process.

The DDD Central Office and Regional Office shall jointly develop a disclosure form to be
signed by each person to be served by the sole provider denoting their choice in service
providers.

The person’s choice form shall include a list of all provider agencies that the person can
choose to deliver services.

The choice form shall be completed at the time of the person’s initial eligibility
determination, annually thereafter at the time of redetermination, at readmission and at

any time during the person’s eligibility period that a change in services occurs.

The person’s choice form shall be filed in the person’s case file.

3. MONITORING

A.

The DDD Office of Support Coordination shall monitor an entity determined to be a sole
provider at least quarterly, preferably unannounced, or at any time for cause.

in addition, the Office of Support Coordination, Regional Community Services, and Office
of Certification shall review the provider entity to ensure that the supervision of support
coordinators and supervision of those providing services are separated administratively.

All monitoring findings and reviews shall be documented by the Office of Support
Coordination, Regional Community Services, and Office of Certification.

Violations shall result in automatic placement on provisional certification status and
notification to the DDD Central Office. Provisional status may be removed once

requirements for conflict-free services are met.

Faiture to take corrective action shall result in breach of contract and initiation of the
decertification process.
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4,

GRIEVANCE RESOLUTION

A. Contact information and process to resolve problems with a support coordinator and/or

support coordination shall be provided at least annually, in writing, to the person served.
The person shall sign a copy of the resolution process form which shall be placed in the
person’s case file. A copy of the form shall also be provided to the person for his/her
personal files and future reference.

Contact information for ADMH-DDD offices to be used by participants in seeking
resolution to problems with support coordination shall be placed in the provider location,
easily visible to persons served. Such information shall also be posted on the ADMH-DDD
website.

if the person served has a problem with his/her support coordinator or service
coordination, the person shall contact the DDD Central Office, DDD Regional Office
Director or the ADMH Advocacy Office for resolution. An investigation shall be
conducted, and problem resolved by the respective office.
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4.8. Support Coordination Guideline

Responsible Office: Support Coordination Services

Reference: Alabama Administrative Code 580-5-30, Support Coordination Quality Review and Certification
Standards, Conflict Free Support Coordination/Case Management Services, AC 580-1-2 Administrative standards
for 310 Boards, Support Coordination Scope of Service, Chapter 580-3-26, OG 7.3 Comprehensive Support
Systems CSS Teams.

Effective: October 1, 2020

Statement:
Purpose/Intent: The purpose of this policy is to provide direction and information on Support Coordination
operational requirements and procedures. Support Coordination operations will conform to all applicable
Federal and State Medicaid Waiver and Home and Community Based Services Setting rules.
Scope: DDD HCBS Waiver Service Providers; ADMH-DDD Central Regional Offices; Support Coordinator Services
Definitions:
Procedures:
1. Support Coordination Agency Operational Requirements: The following operational requirements are
established for all Support Coordination Agencies.
a. Support Coordination Agencies will comply with the operational requirements found in the Scope of
Service.
b. Support Coordination Agencies will comply with the Administrative Standard for 310 Boards found in AC
580-1-2.
2. Effective Person-Centered Planning Practices: The following practice are established for all Support
Coordination Agencies
a. Use of most integrated setting:

i. Service selection, as part of identifying strategies to achieve the individual’s desired life and
defined outcomes during the individual’s person-centered planning process, will focus on
community-based service options prior to exploration of residential placement or facility-based
services.

ii. Service delivery includes paid and unpaid services and supports by waiver and/or other service
providers (e.g., Medicaid State Plan providers, ADRS providers, special/general education
provider, and generic community service providers), friends, family, and other natural support
networks.

b. Assessment resources and procedures:

i. Support Coordinators will utilize assessment and planning resources and procedures approved
by DMH-DDD.

(1) Resources, procedures, and other training information are listed on the ADMH website:
https://mh.alabama.gov/training/

ii. Support Coordination Agencies will conduct assessments using person-centered and strength-
based approaches involving: the individual in all assessment activities; exploration (with the
individual) of preferences and what works well for the person, identification of the individual’s
own strengths and other positive attributes, and encouragement of self-determination and self-
direction.

iii. Assessments will be completed with the individual and, as applicable, their legally authorized
representative, within 30 days of enrollment in the Waiver program and thereafter as
appropriate to the individual, but at least annually.

(1) Any identified initial health and safety concerns will be addressed within 14-days of waiver
program enrollment.

iv. Assessment documentation will include the individual’s desired outcomes, in their own words,
and capture the exploration of hopes and dreams from the assessment conversation.

v. Assessment documentation will include the agreed strategies to achieve the individual’s desired

37




vi.

vii.

viii.
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outcomes and meet the individual’s assessed needs related to these outcomes that will appear

on the person-centered plan noting how the strategies will be implemented (including in what

settings the individual selected) by the individual, natural support network, community
supports, and paid services and supports.

Assessment documentation will include exploration and determination of back-up and

contingency plans for situations where identified supports associated with the defined

strategies are not available, and these back-up and contingency plans will appear on the person-
centered plan.

The Support Coordinator will use assessment information to create a draft person-centered

plan.

(1) Support Coordinators will recognize all individuals possess unique abilities and attributes
that contribute to the achievement of their goals and independence.

(2) Person-centered plans will document the strategies agreed by the individual from the
assessment process noting how the strategies will be supported by the individual, natural
support network, community supports, and paid services and supports, along with the
frequency of support, units of support, and cost per unit of support.

(3) Assessment and Person-Centered Planning will focus on the combination of the individual’s
strengths, needs, and community of supports in determining strategies to compliment and
assist in the attainment of goals for each individual to live his/her best life, as defined by the
individual after exposure to all options and support for informed choice.

(4) Planning needs to address all person identified, desired outcomes incorporating strengths
and capacities to build on and barriers to be overcome

(5) Planning will address Support Coordinator or other clinical professional identified risks
associated with not utilizing/building on strengths, risks identified with not overcoming
barriers to desired life and outcomes, and other risks that may be identified by the Support
Coordinator or other clinical professionals.

(6) If a person does not agree or recognize one or more risks identified by the Support
Coordinators or other clinical professionals, Support Coordinators will follow the Risk
Management direction found in section 2.h of this policy.

A Team Meeting will occur, including the individual, and legal representative if applicable, to

review, discuss and finalize all aspects of the Person-Centered Plan.

(1) Members of the Team, invited to the Team Meeting, will receive a copy of the draft person-
centered plan before the Team Meeting.

(2) Person-centered plans will be finalized with the individual and, as applicable their legally
authorized representative within 60 days of enroliment in the Waiver program and
thereafter updates as appropriate to the individual, but at least annually.

Person-centered plans will be signed and dated by the individual, their legally authorized

representative, and the Service Coordinator.

Signed completed person-centered plans will be uploaded to ADIDIS.

k-up and contingency planning:

Assessment and planning documentation will include back-up and contingency exploration for

situations where supports of identified strategies are not available.

Support Coordinators will report lack of supports for a service to the appropriate Regional

Office.

ili. Support Coordinators will work with the appropriate Regional Office to build capacity for this

service.

Support Coordinators will research existing providers and explore the possibility of providing the
service to support the individual.

Protection of individual rights and preventing abuse of individuals:

Support Coordinators will implement operational practices that promote and protect the rights
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vii.

viii.

of individuals as defined by all applicable Federal and State of Alabama regulations, laws, acts,
and other legal authority.

Support Coordinators will implement operational practices to ensure individuals receive only the
level of support needed for the individual to make their own decisions, including assisting the
individual to advocate for themselves.

Support Coordinators will provide individuals and their legally authorized representatives an oral
and written summary of their rights and responsibilities and how to exercise those rights and
responsibilities.

Support Coordinators will maintain practices for due process, including review and
documentation, in the event of a proposed restriction of an individual’s rights.

Support Coordinators will provide education on voter registration and the voting process to
individuals age eighteen or older that express interest and assists with registering and voting, as
needed.

Support Coordinators obtain written informed consent from the individual or their legally
authorized representative prior to

(1) any intrusive medical or behavioral intervention,

(2) participation in research, and

(3) sharing information about the individual

Materials presented to individuals or their legally authorized representative is provided in
language the individual can understand.

Support Coordinators provide individualized supports/services that are free from discrimination
by race, gender, age, language, ethnicity, disability, religion, sexual orientation, or financial
circumstances.

Fraud, waste, and abuse:

Support Coordinators will comply with ali provisions of Chapter 560-X-4.04 and Chapter 560-
X.4.05.

Behavioral Support Plans:

iv.

If appropriate, individuals have a Behavior Support Plan that reduces, replaces, or eliminates
specific behaviors and are implement according to DMH-DDD’s Behavioral Services Procedural
Guidelines. :

(1) Behavior Support Plans are created by the provider in partnership with the Support
Coordinator and documented within the Person-Centered Assessment and Plan.

Behavior Support Plans are approved by the individual’s Support Team.

(1) Behavior Support Plans with level 2 or 3 procedures are reviewed and approved by the
Behavior Review Committee, the Human Rights Committee, and the individual or
individual’s legally authorized representative.

Behavior Support Plans are reviewed at least quarterly, or more frequently as required by the

individual’s needs, for effectiveness and appropriateness.

Highly intrusive behavior interventions or punishment for the convenience of staff or in lieu of a

Behavior Support Plan are not permitted.

Crisis planning and intervention:

Support Coordinators will follow the CSS Team operation guideline found in 0G 7.3.

Risk Mianagement:

Every person has the right to make informed decisions of their choosing necessary for individual

growth and development. Service Coordinators will support dignity of choice and risk, allowing

for self-determination related to reasonable risks of personal choices.

Support Coordinators are responsible for:

(1) Identifying and evaluating potential positive and negative risks associated to choices made
by the individual.

(2) Identifying the person’s tolerance for accepting and taking that associated risk related to the
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person’s goals and preferences.
(3) Development and communication of risk strategies for choices the person determines are
worth accepting and taking.
(4) Identifying methods and processes to monitor the effectiveness, updates, and continued us
of risk mitigation strategies.
(5) Documenting the risks identified and risk mitigation strategies for each individual as part of
the person-centered assessment and plan.
i. Conflict of interest:
i. Support Coordinators will avoid conflicts of interest that interfere with the timely and effective
assessment, planning, and support of individuals enrolled in waiver programs.
ii. Ata minimum, Support Coordinators and provider agencies will adhere to the Conflict Free
Support Coordination/Case Management Services policy.

3. Collaboration: Support Coordinators will collaborate with service and agency providers to identify,
assessment, implement person-centered plans and community resources to enhance service options,
and document such within the Person-Centered Assessment and Plan.

a. Support Coordinators will maintain knowledge of applicable waiver service options, community
resources, and person’s natural supports.

b. Support Coordinators will identify gaps in contracted service capacity for improvement and
development.

¢. Support Coordinators will partner with paid and unpaid service providers to identify opportunities
for innovative practices to implement person-centered planning.

d. Support Coordinators will monitor the implementation of person-centered plan strategies and
partner with providers to improve effectiveness and address any training gaps.

4.9. Free Choice of Provider and Free Choice Provider Complaint/Grievance Process

Responsible Office: Support Coordination

Reference: ID/LAD HCBS Waivers

Effective: Historical Practice I —
Statement: The Alabama Department of Mental Health - Developmental Disabilities Division (DMH- DD)
requires the use of a Free Choice of Provider (FCOP) as well as the FCOP Complaint/Grievance process.
Purpose/Intent: The Free Choice of Provider process ensures that individual supported has the right to choose
their provider or each of their services without coercion. In addition, the FCOP Complaint/Grievance process
allows the individual the opportunity to report concerns or issues with the selected provider. ADMH-DDD
requires the use of a Free Choice of Provider (FCOP) form as well as the FCOP Complaint/Grievance form.
The FCOP format is required but may be edited to include the provider names who provide
services/supports for the person. The Complaint/Grievance form may not be edited.

Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions: FCOP (Free Choice of Provider), SC (Support Coordination)

Procedures:

Free Choice of Provider

Free Choice of Provider is a requirement that must be ensured throughout the delivery of HCBS Waiver
Services. Individuals receiving services must have the opportunity to choose their direct support provider
and where there are multiple support coordination providers, individuals must receive choice among
them.

The Support Coordinator must:

e Ensure the FCOP must be completed at the time of new admission, annually and every
time the person supported changes provider.

e Ensure the choice is as informed as possible by the offer to the person supported to arrange a
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visit with any provider at any time the person desires

e Must be impartial as to choose made by the person supported and may never steer or
otherwise influence the person's decision

¢ Ensure the document is completed and signed. SC may sign as a witness.
e Offer a copy of the signed document to anyone who signs the document.

e Scan the signed form into the notes of ADIDIS as a part of the redetermination packet and
at the point that there is a provider change.

e Maintain the original in a secure location as this completed form is subject to review by
Alabama Medicaid and Alabama Department of Mental Health auditors

Free Choice of Provider Complaint/Grievance Process
The Support Coordinator must:

o Review with the person supported and the legally authorized representative the FCOP
complaint/grievance process. In the absence of a legally authorized representative and
when the person permits, it should be reviewed with the responsible family member.

e Point out that although they can call any of the phone numbers listed, their call will likely be
rerouted to the Region for their county of residence.

e Provide the person a copy of the form so they will have the phone numbers readily
available

® Provide the approved, non-personalized by county form (located on the ADMH website)
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CHAPTER 5

PROVIDER REQUIREMENTS AND OTHER INFORMATION

5.1. New Provider Enrollment

Responsible Office: Office of Quality and Planning/Certification

Reference: ADMH Administrative Code 580-3-23-.09 Certification of Community Programs; ADMH Policy 540-003,
550-001; 580-3-25 Administrative Review for the Certification of Community Programs; 580-5-30 Intellectual
Disabilities Services

Statement: After completion of the New Provider orientation, the prospective provider will have all the necessary
information required to complete and submit an application seeking approval to become a provider of services and
supports.

Purpose/Intent: To provide a step by step process to Prospective Providers of becoming a certified provider of DD
services and supports.

Scope: Office of Quality and Planning, Prospective Community Providers, Office of Certification Administration,
Regional Community Service Offices and Fiscal Office.

Definitions:
Procedures:

Phase ONE - Overview
1. Prospective provider completes online training

Phase TWO — Orientation (capacity 50)
1. Prospective provider attends live event session

a. Morning session covers general information
b. Afternoon session covers DD specific information
= Application package received after sign-in and contents reviewed
= PowerPoints presented
e HCBS Settings Rule requirements (PowerPoint)
e Regional Office Locations
e Services available to provide
e Application Process
e Provider requirements overview
e Managed funds
e Organization’s Name
= Questions answered
Prospective provider MUST complete entire orientation to continue process
Prospective provider completes application and submits it to ADMH Office of Certification Administration
(OCA)
Prospective provider must submit application package within 1 year of attending orientation
OCA submits background check to BSI
BSI forwards completed background check to OCA
OCA forwards application package w/background check to the Office of Certification
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a. If BSI reports prospective provider meets requirements, application moves to next step
b. If BSI reports prospective provider does not meet requirements, application package is denied, and a

notification is sent to applicant

8. Application package is reviewed by the Office of Certification. All supporting documentation from the

following checklist must be submitted with the application.

ALABAMA DEPARTMENT OF MENTAL HEALTH

DIVISION OF DEVELOPMENTAL DISABILITIES SERVICES
CERTIFICATION APPLICATION AND SUPPORTING DOCUMENTATION

SERVICES TO BE PROVIDED TO TARGETED POPULATION

Use the letters and numbers below to complete the chart below. For example, if you propose to have Residential
Services for men and women, put C in the Gender Served column, 1, 2, or 3 in the Age Group column, and the total

number of people in the Number to be Served column.

Gender Served Age Group
A = Male 1 = Children (4-12)
B = Female 2 = Adolescents (13-20)
C =Both 3= Adults (21+)
Services Gender Served | Age Group Number to be
Served Served

to be Provided

Supported Employment Services

Hourly Services-Personal Care or Respite

Day Habilitation

Other (specify)

BACKGROUND INFORMATION

1. Have you, your corporation or any other businesses owned/operated by you, or the business entity that is the
subject of this application ever been the subject of any investigation for fraud or false claims related to
Medicaid or any other state or federal program, or have you, your corporation, or any other businesses
owned/operated by you, or the business entity you now represent ever been found in either an administrative
or judicial proceeding to be guilty of fraud or false claims in conjunction with Medicaid or any other state or

federal program?

Yes

If yes, please provide a complete explanation (attach separate page if necessary) of the allegations, proceedings if

any, and disposition if any.

No
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2. Have you, your corporation or any other businesses owned/operated by you, or the business entity that is the
subject of the application, or any business entity in which you have an ownership or control interest* ever had
an application for certification denied by the Alabama Department of Mental Health (ADMH) or by any other
state or federal licensing/certification authority , or having been certified or licensed by any such authority,
have you, your corporation of any other business owned/operated by you, or the business entity that is the
subject of this application, ever had a license/certification revoked or been decertified by the Alabama
DMH/MR or by any other state or federal licensing/ certification authority.

Yes No

if yes, please provide a complete explanation (attach separate page if necessary) of the circumstances surrounding
the denial, revocation or decertification and the final disposition of the same.

* An individual is considered to have an ownership or control interest in a provider entity if he has direct or indirect ownership of
5 percent or more, or is a managing employee (e.g., a general manager, business manager, administrator, or director) who exercises
operational or managerial control over the entity, or who directly or indirectly conducts the day-to-day operations of the entity as
defined in under 42 CFR section 1001.1001(a) (1).

DOCUMENTS TO BE INCLUDED WITH APPLICATION

1. Copy of diploma as proof of degree (Executive Director/Owner/Operator)
2. 5 years’ experience with service provision to ID population in detail (Executive Director/Owner/Operator)
3. Articles of Incorporation/Articles of Organization
4, Board Bylaws/ LLC Operating Agreement
5. Board/Executive Committee minutes for the past year
6. Documentation indicating at least a 90-day cash reserve for operations
7. Fiscal Policy {Organizational Fiscal Practices. Covers at least accounting guidelines, risk control,
financial planning, financial reporting, revenue and expenditures, and asset management.)
8. Operational Budget
9. Organizational Chart
10. Curriculum vitae (resume) of executive director
11. Description of primary geographic area to be served
12, Copy of the program policies and procedures
13. Quality Improvement Plan
14, Copy of individual rights policies and procedures
15. Emergency Crisis Response Plan
16. Written Description of each program for which certification is requested
17. Vitae (resume) of Clinical Director, Program Coordinators, Directors,
Supervisors, Qualified Intellectual Disabilities Professional (QIDP)
18. Copy of staff training required prior to staff working with individual receiving services
19. Copy of staffing pattern for services to be provided
20. Prospective Provider Certificate of Attendance

Untruthful/fraudulent information may be cause for denial of an application. No future applications will be

considered.

If you are a currently certified entity submitting an application for a new sub-contractor, you must submit all items

listed above.
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If you are currently certified as a sub-contractor and wish to be an independently certified entity you must submit all
items listed above.

9.

If application package does not meet criteria, package is either returned to applicant for additional
information or denied and returned to applicant. Reasons for not approving applications:

a. Unfavorable background check for Executive Director (ED) (can reapply with new ED)
b. Falsification of information (cannot apply again)

¢. Lack of educational background for Executive Director (can reapply with new ED)

d. Lack of required experience (5 yrs.) for Executive Director (can reapply with new ED)
e. Application reviewed 3 times

f. Pattern of substantiated incidents of abuse, neglect, mistreatment, and exploitation
g. Setting does not meet HCBS Settings Rule

h. Presence on the Exclusion List

i.

Agency has demonstrated an inability to take on added responsibility of additional setting or service
(can reapply after next favorable full review)
»  Provisional Certification
= Extended TOA (s)
j.  Previously Decertified
k. Inappropriate name for organization (can reapply with favorable name)

10. If application package meets criteria, application is approved and sent to OCA for issuance of a Temporary

Operating Authority to provide services

11. OCA notifies applicant of approval and TOA issuance and requests $1,500 application fee. Once application

fee is received by OCA, OCA notifies Office of Certification and Regional Office of new providerstatus

Phase THREE — Selection of “Setting”

1.
2.
3.

Provider submits application for ‘proposed’ setting location to OCA

OCA forwards the application to the Office of Quality and Planning (OQP) for review and recommendation.
OQP returns the application with the Application and Setting Review Form (Exhibit 5.1.), with
recommendation and any supporting documentation for all new settings, to the OCA,

The OQP completes part 1A and 1B. If question 1A or 1B of the form is “Yes”, the application is not
approved and will not be processed further. If questions 1A and 1B are “No”, the OCA forwards application
and form to the Regional Community Services (RCS) Office for review and recommendation.
RCS completes Part B and returns the application with form and any supporting documentation to the OCA who
forwards to the OQP for final review. The OQP reviews application and supporting documentation.
a. Approved for Certification: If for a new setting, the application is approved for a 6-month TOA following
the Life Safety inspection and is returned to the OCA.
b. Approved for Certification: If for a new service, the application is approved for a 6-month TOA and is
returned to the OCA. Life safety is not required.
¢. Not Approved for Certification: If for a new setting or new service, the application is not approved and a
letter detailing the denial is returned to the OCA.
Life Safety completes a review.
1.Setting passes: Life Safety review, documentation/application returned to OCA.
2.Setting does not pass: Provider given opportunity to correct deficiencies, if possible, or can opt to
acquire another property. If provider chooses to acquire new property, process starts over.
Documentation/application returned to OCA.
OCA notifies Alabama Medicaid Agency (AMA), Office of Certification, and Associate Commissioner of
the TOA.
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8. Office of Certification assigns a setting number and notifies Office of Systems Management (OSM), and
Regional Office.

9. Regional Office notifies appropriate 310 Authority for Targeted Support Coordination (TSC) so the provider
can be placed, as an option, on the Free Choice of Provider List.
10. Regional Office Fiscal Staff initiates contract process and establishes a $1.00 place holder contract.
If no services are provided in the setting at the end of the 6-month certification date, the TOA must be renewed.

Phase FOUR — New Provider Orientation
1. Overview of ID Services

a. Scope of Waiver

HCBS
Operational Guidelines Manual
Funding and Maintaining Eligibility
Waiting List/Placement
Supported Employment
Housing
Community Integration
2.  Fiscal Management

a.  Contract Process

b. Billing and Claims

C. {RBI
3. Community Services

a.  Provider Self-Assessments

Se o oo0o

b. Validation/Monitoring/POA Process
¢.  Special Team Meeting

d. IPMS

e. Nursing

d. Regional Technical Assistance

4. Comprehensive Support Services
a. Behavioral Support Planning
b. Crisis Management

5. Certification

a.  Administrative Code

b. Certification Overview

c. HIPPA

d. Person-Centered Planning
6. Quality Enhancement

a. Person-Centered Thinking

b. Fatal Five

c.  Basic Assurances (Factor 10 Training)

d. 4-Day POM Training
7.  Support Coordination

a. Case Management/Support Coordinator Training
Role of Support Coordinator
Choice Process
Overview of Functional Assessments
Person Centered Planning Facilitation
Plan of Care

0 oo T
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Advocacy & Rights Protection
a.  Rights Training/Assessment
Nurse Delegation Program
a. Alabama Board of Nursing Data Collection
b.  MAS Nursing
c. Level 2 & 3 Medication Error Forms
d.  NDP Certification Score Sheet

Phase FIVE — Initiation of service to Medicaid Beneficiary

SERL S

Medicaid beneficiary notifies TCM of choice of new provider

Packet is completed to include Provider Agreement and Provider Disclosure and sent to OSM
OSM forwards packet to AMA

AMA performs fraud review and if none, issues a Provider Number

SM enrolls provider in DDD IMS

Provider bills to date of Medicaid beneficiary’s beginning service date

Phase SIX — HCBS Settings Rule Compliance (MUST MEET 100% COMPLIANCE)

1.

Provider should have met all HCBS Settings Rule criteria except for the Individual Experience Assessment
prior to Medicaid beneficiary’s service date
After transition occurs, the Individual Support Coordinator’s first three monthly contacts occurs face-to-face.
One visit will occur within 55-65 days to complete the Individual Experience Assessment (IEA).
The IEA must be completed by Support Coordination Services (SCS) between 55-65 days and make needed
adjustments to the Medicaid beneficiary’s Person-Centered Plan (PCP) as appropriate. SCS should provide a
copy of the IEA to the provider’s Regional Office (RO) Monitor for HCBS Settings Compliance review. The RO
monitor completes validation within 60 days of the provider completing the (HCBS) self-assessment. The
provider then has 30 days to make corrections that meet expectations for 100% compliance
At 90 days, if provider does not meet 100% compliance with the HCBS Settings Rule, the TOA is withdrawn,
and Emergency facilitation of CHOICE meetings begin
At 90 days, if provider meets 100% compliance with the HCBS Settings Rule, the TOA remains in good
standing
Certification completes a review of the TOA setting before the end date of the 6-month certification

b. For new provider, full review is conducted once an individual has been admitted before the end of

the TOA

For established provider, a review of the TOA setting is conducted once an individual has been admitted
before the end of the TOA certification date. If all qualifications are met, the setting is aligned with the
agency’s certification date.
HCBS Settings Rule compliance monitoring continues with 6-month monitoring visits
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5.2. Temporary Operating Authority (TOA) Process

Responsible Office: Office of Quality and Planning/Certification
Reference: ADMH Administrative Code 580-3-23-.08 (1) & (7); ADMH Policy 550-001

Revised: September 17, 2020

Statement: Once a provider’s application is approved for a new setting or new service, the program is issued a
letter of Temporary Operating Authority by the DMH/DD Commissioner allowing it to operate for a period up to 6
months.

Purpose/Intent: To provide providers with the TOA process.

Scope: Support Coordinator Services; ADMH-DDD Central/Regional Offices

Procedures:

1

The provider submits an application for a new setting or service (Exhibit 5.1.) to the Office of Certification
Administration (OCA).

The OCA logs application pack and criminal background check notification from BSI.

The OCA forwards the application to the Office of Quality and Planning (OQP) for review and
recommendation.

0OQP returns the application with the Application and Setting Review Form, with recommendation and any
supporting documentation for all new settings, to the OCA.

The OQP completes part 1A and 1B. If question 1A or 1B of the form is “Yes”, the application is not
approved and will not be processed further. If questions 1A and 1B are “No”, the OCA forwards application
and form to the Regional Community Services (RCS) Office for review and recommendation.

RCS completes Part B and returns the application with form and any supporting documentation to the
OCA who forwards to the OQP for final review. The OQP reviews application and supporting
documentation.

a. Approved for Certification: If for a new setting, the application is approved for a 6-month TOA
following the Life Safety inspection and is returned to the OCA.

b. Approved for Certification: If for a new service, the application is approved for a 6-month TOA and
is returned to the OCA. Life safety is not required.

c. Not Approved for Certification: If for a new setting or new service, the application is not approved
and a letter detailing the denial is returned to the OCA.

For a new setting, the OCA forwards requirement to Life Safety inspection for scheduling.

1. Life Safety completes a review.

a. Setting passes: Life Safety review, documentation/application returned to OCA.

b. Setting does not pass: Provider given opportunity to correct deficiencies, if possible, or can opt
to acquire another property. If provider chooses to acquire new property, process starts over.
Documentation/application returned to OCA.

2. The OCA prepares a letter of TOA for new setting and new service for the Commissioner’s signature.

The OCA sends TOA to provider, OQP, and Medicaid.

4, The OQP notifies RCS and the Central Office Application Support Specialist of the TOA and provides a
new setting/new service number.

5. Prior to expiration of the TOA, if there are no people receiving services in the setting, the provider
must resubmit another application to the OCA.

w

48



5.2.a. Certification Status and Adding New Settings, Services, and/or Individuals
Responsible Office: Office of Quality and Planning/Certification

Reference: Chapter 580-1-4 covers Administrative Standards for Providers (non-310)
Revised: October 22, 2020 B _— R — . R
Statement: This process is a guide for community providers wanting to add new settings, new services, and/or
individuals.

Purpose/Intent: To provide community providers with the process for adding new settings, new services, and/or
individuals and the requirements relating to certification status.

Scope: DDD HCBS Waiver Providers; Support Coordinator Services; ADMH-DD Central/Regional Offices
Definitions:

e Contractor: any entity having a direct contract with the Alabama Department of Mental Health
(ADMH)Division of Developmental Disabilities (DDD) to provide Home and Community Based Services
(HCBS) waiver services. The Contractor is responsible for Quality performance of ALL of its subcontractors,
regardless of the type of agreement with the subcontractor. The Contractor must establish a continuous
quality improvement (CQl) system, which complies with the standards set forth by the ADMH that includes
ALL of its sub-contractors

e Subcontractor: any entity that enters into an agreement or contract with an Agency that directly contracts
with ADMH-DDD to provide HCBS waiver services

e Standalone subcontractor: a sub-contractor who contracts with a contractor for waiver claims billing only.
A Standalone subcontractor must be designated as such and must be certified to provide HCBS waiver

services
e QCA — Office of Certification and Administration
Procedures:

When the provider’s provisional status is removed, ADMH-DDD will only approve a ‘replacement’ setting if it
meets all normal requirements (approval by OCA, Office of Quality and Planning and Life Safety) for a

setting’s approval. ‘New’ settings will not be approved until the provider completes two successful
certifications (see below). Please note, Regional Offices do not make the final determination on whether a
setting is approved. Final determination on whether a setting is approved is made by the Office of Certification
in Montgomery. They should, however, confirm the provider is in the appropriate certification status in order
to add new settings, new services, and/or receive individuals to serve prior to visiting a proposed setting
and/or referring someone to a setting for services.

NOTE: When a provider is in provisional status, said provider cannot be referred individuals to serve nor accept
new individuals, add a new setting nor new service. Once provisional status is removed, they may add
new services, new settings, and receive referrals to serve and accept new individuals into a setting.

ADMH-DDD will not approve additional settings, following a provisional certification, until the provider
successfully completes two regular (Full programmatic) certification reviews. The certification process, once a
provider receives provisional status, is as follows:

1. Regional Offices MUST verify the provider is in good standing and can accept referrals for individuals to
be served.

2. Regional Offices MUST verify the provider is in good standing before visiting any proposed new setting.

3. Provider receives provisional status for deficiencies noted during their regular/full programmatic

certification review.

4.  Within 60 days of the review, a certification follow-up is provided to determine if the provisional status
should be removed. NOTE: ONLY deficiencies cited during the previous regular/full certification review that
warranted the provisional status will be reviewed during 60-day follow-up.

5. If the deficiencies are determined corrected during the 60-day follow up, the provisional is removed and a
regular/full certification review is scheduled one year from the regular certification date.

6. If the deficiencies are determined not to be corrected during the 60-day follow up, the provisional is
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extended another 60 days and another follow up is scheduled.

7.  If the second follow-up determines deficiencies remain, depending on the severity the deficiencies, the
provisional can be extended or the provider may be recommended for decertification.

8. NOTE: Additional extensions may be granted depending on the nature of the deficiencies and the
provider’s progress towards successfully addressing the deficiencies. DMH Staff must ensure technical
assistance is provided to assist the provider to resolve deficiencies. Mandated technical assistance is
warranted any time deficiencies are related to Health, Safety and Abuse, Neglect, Mistreatment, and
Exploitation.

9. If the follow-up determines all deficiencies are corrected, the provisional status is removed, and the
provider must achieve successful certification in TWO REGULAR (full program) certification reviews
according to the Office of Certification and Administration’s (OCA) two-year certification cycle.

10. A one- or two-year certification following a provisional status is based on the provider’s certification score
AND the OCA’s certification cycle.

EXAMPLE OF CERTIFICATION WITH PROVISIONAL:
Contractor (with or without subcontractors (excluding standalone subcontractor) receiving TWO successful
regular reviews following a Provisional certification:

o Provider received provisional April 2018 after a regular certification review.

o The provider came off provisional in June 2018 and received a one-year certification. The provider will
need TWO regular/full reviews before they, or their sub-contractors (excluding standalone sub-contractors)
can add new settings.

] April 2019 — the provider successfully achieved a review that did not place them in provisional status. This
successful review will be considered the FIRST of TWO regular, successful certifications following a
provisional status.

. April 2020 - the provider successfully achieved a review that did not place them in provisional status. This
certification review is the SECOND regular full review with no deficiencies noted that would place themin a
provisional status. After this SECOND successful regular review, the contractor will receive a 1- or 2-year
certification based on their certification score and OCA’s certification schedule the provider is now approved
to request new settings.

Contract and/or Standalone Subcontractor receiving one successful review following a provisional, then
another provisional, followed by two successful regular reviews:
. Oct 2017 a provisional status was given due to deficiencies; Deficiencies were corrected by 60 day follow
up and provisional was removed in Feb 2019. A 1-year certification was granted
Oct 2018 a regular/full certification is provided, and no deficiencies are noted that warrant a provisional
status, this review will count as the FIRST certification granted after provisional status and they will receive a
1- or 2-year certification based on their certification score and OCA's certification schedule.
. Oct 2019 a provisional status was given due to deficiencies; Deficiencies were corrected by 60 day follow
up and provisional was removed in Feb 2019. A 1-year certification was granted
o Oct 2020 - the provider successfully achieved a review that did not place them in provisional status. This
successful review will be considered the FIRST of TWO regular, successful certifications following a
provisional status and the contractor/standalone provider will receive a 1- or 2-year certification based on
their certification score and OCA’s certification schedule
] Oct 2021 ~ the provider successfully achieved a review that did not place them in provisional status. This
certification review is the SECOND regular full review with no deficiencies noted that would place them in a
provisional status. After this SECOND successful regular review, the contractor/standalone provider will
receive a 1- or 2-year certification based on their certification score and OCA'’s certification schedule, the
provider is now approved to request new settings.
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5.3. New Provider Enrollment with Alabama Medicaid Agency
Responsible Office: System Management
Reference: Administrative Code 580-5-30-.13; Alabama Medicaid Provider Manual, OG# 4.1

Statement: New Providers will be enrolled with the Alabama Medicaid Agency’s Fiscal Management Payment

System (FMPS)

Purpose/Intent: To ensure new providers are enrolled as required to submit claims data and receive payment for
service provision

Scope: For all new providers

Definitions: DDD IMS (Division of Development Disabilities Information Management System)

Procedures: Once a new provider has been certified or receives a temporary operating authority (TOA),
notification is sent to the appropriate regional office.

1 The Regional office provides enrollment forms that include:

a. The Provider Agreement

b. Disclosure Form
Providers complete the required forms and return the originals to the Regional Office for review
before forwarding to the DD Central Office Application Support Specialist.
The Application Support Specialist reviews the forms further and collects any required missing
information.
Contract site is monitored for indications of a fully executed contract
Upon contract completion, the Enrollment Packet is finalized and sent to AMA Fiscal Management
Payment Interchange System for enrollment. Enrollment Packets include the following forms:

a. ADMH Provider Agreement(s)

b. Disclosure Form(s)

c. FMPS Enrollment form for appropriate waiver(s)
Interchange is monitored for completion of enrollment and assignment of the Medicaid provider
number.
When a Medicaid Provider number is assigned, the provider is added to the DDD IMS sites (TEST and
LIVE).
The Regional Office Fiscal Officer notified the process of enrollment is completed.
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5.4. Validation of Provider HCBS Self-Assessment

Responsible Office: Regional Community Services

Reference: ADMH DDD Residential Setting Self-Assessment; ADMH DDD Non-Residential Setting Self-Assessment;
ADMH DDD Benchmark Guide for Adult Residential Programs; ADMH DDD Benchmark Guide for Adult Non-
Residential Programs

Rewsed _February 11, 2020

Statement: The Regional Commumty Ser\nces staff WI|| vaiidate prowder responses to the Re5|dent|a| and Non-
Residential HCBS Self-Assessments.
Purpose/Intent: The validation process will ensure setting adherence to the HCBS Settings Rule and will involve
communication between the Regional Monitor, the provider, and the Community Services Director, with findings
shared with the Director of Planning and Quality Enhancement.
Definitions: HCBS (Home and Community Based Services); DDD IMS (Division of Developmental Disabilities
Information Management System); CSD (Community Services Director); QE (Quality Enhancement)
Procedures:
1. Regional Monitors will review the HCBS Self-Assessment Tool for the assigned setting in DDD IMS.
a. Ifthe HCBS Self-Assessment is incomplete or is not submitted by a Provider:
i. On May 15, 2019, the Provider will be notified in writing of the need to immediately
complete and submit the Self-Assessment.
ii. If no HCBS Self-Assessment is submitted by May 31, 2019, a second letter will be generated
for the Provider, outlining the contractual consequences of failure to comply with the Self-
Assessment mandate.
ii. If no HCBS Self-Assessment is submitted by August 31, 2019, the assigned Regional
Monitor will, by September 30, 2019, conduct a routine monitoring visit, for the purpose of
ensuring basic health, safety and security, as per the previously established monitoring
process.
2. Regional Monitors will schedule a visit to the assigned setting with a 7-day advance notice to the Provider.
3. Regional Monitors will make all necessary arrangements with the Provider to:
a. Review the required documentation that supports the Self-Assessment.
b. Meet with and interview (at the site) those receiving services there, as well as an employee of the
Provider agency knowledgeable of the information required to complete the Validation Tool.
i. For Non-Residential settings, a minimum of 10% of Person-Centered Plans (PCP’s)and
associated documentation must be reviewed.
ii. For Residential settings, 100% of Person-Centered Plans (PCP’s) and associated
documentation must be reviewed.

4. Regional Monitors will complete the visit, enter the validation review into DDD IMS, including findings
requiring Provider action into the Setting Transition-to-Compliance Plan, and provide a copy of the report
to the Provider within 10 days.

5. The Provider will have 15 business days to complete the Setting Transition-to-Compliance Plan, providing
methods and timeframes for resolving all validation findings for the setting demonstrating non-compliance
or partial compliance with the HCBS Settings Rule.

a. During a validation visit by the Regional Monitor, any incidental findings that directly impact rights,
restrictions, health, safety and/or security of persons served must be resolved by the Providerin
advance of submission of the Setting Transition-to-Compliance Plan and submitted separately to
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10.

11.

the Monitor by email, to include date and method of resolution, along with accompanying
substantiating documentation.

b. Upon receipt, the Regional Monitor reviews the Setting Transition-to-Compliance Plan to ensure
that it adequately addresses all validation findings and then submits it to the CSD/designee.

i. If the Setting Transition-to-Compliance Plan does not address all validation findings or does
so inadequately, the Regional Monitor provides that feedback to the Provider via email
within 15 business days, copying the Community Services Director (CSD)/designee.

ii. The Provider then has 10 business days from the date this feedback is delivered to correct
the plan and re-submit.

iii. The Regional Monitor will contact the Provider about the revised plan within 15 business
days.

c. Ifthe Provider comprehensively resolves some validation findings prior to submission of the
Transition-to-Compliance Plan, these findings are still to be included in the Setting Transition-to-
Compliance Plan with date and method of resolution, along with accompanying substantiating
documentation.

d. If the Setting Transition-to-Compliance Plan is not submitted, the Regional Monitor will inform the
Community Services Director/designee on the 16" day, and the CSD/designee will contact the
Provider immediately to request submission.

e. In the event the Setting Transition-to-Compliance Plan is not submitted, OR documentation
requested to substantiate specific compliance is needed for DDD approval and there has been no
response from the provider, a certified letter informing the provider of the unresolved items and
the need for additional substantiating information will be mailed quarterly until 6/30/22.

f.  Once the Setting Transition-to-Compliance Plan is received and deemed complete by the Regional
Monitor, they will notify the CSD/designee that it is available for review.

The CSD/designee will review/approve the Provider Transition-to-Compliance Plan within 7 business days
of receipt of the completed plan.

a. If the Setting Transition-to-Compliance Plan is not submitted within specified timeframes or is not
accepted upon resubmission, the Regional Office will require the Provider to participate in
assigned Technical Assistance pertinent to the identified area(s) of concern.

b. The Provider will be given 30 days to complete the Technical Assistance and re-submit the Setting
Transition-to-Compliance Plan.

The Regional Office will meet with all Regional Monitors (to include QE, Certification, or any regional office
staff) at least monthly, to discuss the Setting Transition-to-Compliance Plans, so as to identify Providers
demonstrating difficulty transitioning to HCBS compliance, note cross-Provider trends in compliance,
identify areas of needed technical assistance, etc.

The Regional Office will collect data on each setting’s compliance with each part of the rule asevidenced
by the Setting Transition-to-Compliance Plans and progress made on resolving each of the findings
identified and provide monthly reports of such to the Director of Planning and Quality Enhancement for
those settings completed during that particular month.

The CSD/designee will coordinate Technical Assistance with the Provider, to be completed by
corresponding DMH staff, as assigned.

After completion of the validation review, the Regional Monitor will follow the same process within six
months to review the assigned setting again and review specific progress achieved or not achieved with
regard to the approved Setting Transition-to-Compliance Plan.

Thereafter, and unti! September 30, 2021, the Regional Monitor will twice annually utilize an HCBS
Validation Check List during routine monitoring to ensure that the Provider remains in compliance with the
HCBS Settings Rule.
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5.5. Monitoring of Waiver Services

Responsible Office: Regional Community Services

Reference: ADMH Administrative Code 580-3-23-.13 through 580-3-23-.15

Statement: Regional Community Services (RCS) staff in each Fiscal Region observe and assess provision of Waiver
services (Residential, Day and Supports) twice annually.

Purpose/Intent: Waiver services (Residential, Day and Supports) are monitored twice annually to ensure they are
administered according to CMS and ADMH standards.

Scope: Regional Community Services; Director of Community Program

Definitions: CMS (Centers for Medicare and Medicaid Standards); RCS (Regional Community Services); CSD
(Community Services Director); POA (Plan of Action); DDD (Division of Developmental Disabilities)

Procedures:

1. The Regional Monitor monitors every certified DMH/DD setting twice annually, once each during periods
April 1 —September 30 and October 1 — March 31.

2. The Regional Monitor arrives to the setting unannounced, if possible. In the event two unannounced visits
are attempted at disparate times, but no one is available at the setting, the Regional Monitor may contact
the Provider directly to arrange a time when Waiver-served persons and Provider staff members will be
present.

3. The Regional Monitor uses the corresponding Monitoring Tool (e.g., Residential, Day, or Supports) to
complete the monitoring assighment, comprehensively addressing each item included and verifying with
direct observation of substantiating documentation, interviews, and/or visual inspection, asappropriate.

4. In the event the monitoring visit yields findings that indicate immediate risks to health, safety or security,
the Regional Monitor will immediately notify the Community Services Director (CSD) for determination of
a safe and appropriate time frame for addressing the emergent finding(s) (e.g., 24 hours, immediately,
etc.). It may be that the persons served at the setting should be temporarily relocated while the emergent
findings are rectified. The Regional Monitor will then notify the Provider director/supervisor of the time
frame for addressing the emergent findings and whether the persons served at the setting must be
relocated until they are addressed.

5. The Regional Monitor completes the monitoring report and transmits to the Provider via email withinten
(10) business days, delineating those findings requiring follow-up. The CSD/designee is to be copied on
this email.

6. If the Provider receives a monitoring report that requires follow-up response(s), the Provider must
address those findings and respond directly to the Regional Monitor within ten (10) business days with
evidence of resolution for each.

a. Note that any emergent findings that were resolved during or before that 10-day period mustbe
reflected in the Provider’s response as resolved.

b. If there are findings that require more than 10 business days to resolve, the Provider is required to
submit to RCS within the allotted 10 business days a Plan of Action (POA) for those findings, to include
method and specific time frame of resolution.

7. If there are no findings requiring follow-up, or when all findings are fully and satisfactorily addressed, the
Regional Monitor provides the closed monitoring report and, as applicable, substantiating
documentation/evidence to the CSD/designee for review and notation of completion.

8. If the Provider does not satisfactorily address all findings within the allotted 10 business days, or if the
POA submitted for any outstanding items is inadequate, inappropriate, or not satisfactorily resolved
within the Provider’s specified time frame(s), the Regional Monitor transmits a single prompt to the
Provider on the eleventh business day after they were notified of the findings, with detailed
explanation(s) and requesting final resolution. The CSD/designee is to be copied on this email.
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a. If the Provider does not respond to this prompt within five (5) business days, the Regional Monitor

will notify the CSD and designee (if applicable) on the sixth business day.

b. The CSD will meet with the designee (if applicable) and the Regional Monitor to review the
unresolved findings and to identify appropriate topics of Technical Assistance for the Provider.

c. The Regional Office will require the Provider to participate in the assigned Technical Assistance and
then resolve the outstanding findings/provide substantiating evidence within 30 days.

d. If the Provider does not satisfactorily resolve all findings following provision of Technical Assistance,
the provider’s initial Monitoring Report and POA (if applicable) will be reviewed by the CSD for
recommendation of a “For Cause Review” by DMH certification.

9. If a “For Cause Review” is warranted by DDD Certification, the provider will be placed on Provisional
status. At this time, the provider will be required to follow the procedures specified in ADMH
Administrative Code 580-3-23-.13 through 580-3-23-.15.

10. For accountability purposes, the CSD/designee maintains a database of expected and actual Provider
response/POA receipt dates.
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5.6. Monitoring of Special Staffing

Responsible Office: Regional Community Services
Reference:

Statement: Special staffing is a restriction that will be monitored for proper implementation.
Purpose/Intent: Regional Community Services staff will maintain current records of special staffing for each Fiscal
Region and ensure that staffing at Residential and Day sites is implemented as required for each individual restricted
with special staffing.

Scope: Regional Community Services; Fiscal Manager

Definitions: RFA (Request for Action); Community Services Specialist (CSS); GER (General Event Report); Community
Services Director (CSD); Regional Community Services (RCS); Comprehensive Support Services Team (CSST); Behavior
Support Plan (BSP); Individualized Residential Budgeting Instrument (IRBI)

Procedures:

1. The Behavioral and Psychological Evaluator maintains a comprehensive list of each Waiver-served person
restricted with Special staffing, whether for behavioral or medical reasons. This list includes the name of the
Residential or Day provider responsible for the special staffing, as well as the physical address of the setting,
the required staffing ratio (e.g., 1:1, 2:1, etc.), and the dates of approval and expiration of the special staffing
restriction.

2. The Behavioral and Psychological Evaluator updates the special staffing list weekly, as special staffing for
various persons is approved, terminated, or changed via the RFA process, and distributes the list via emailto
all RCS staff members for their reference.

3. RCS staff members assigned to monitor Residential and Day settings use the special staffing list to verify that
the staffing provided on-site is consistent with what is required according to the updated special staffinglist.

4. Inthe event staffing is not provided as documented according to the special staffing list, the Regional
Monitor:

a. Contacts the director of the provider agency (or an assigned supervisor) to ensure that the
required staffing is provided as soon as possible.
b. Directs the provider to complete a GER for this occasion of Neglect and submits via the
Therap system.
c. Notifies the Community Services Director (CSD) and the corresponding Incident Manager.
d. The Incident Manager:
i. Makes notification of the Neglect allegation to the person served and their guardian/family,
as well as to the assigned support coordinator and Advocacy.
ii. Requests a plan of correction from the provider, to be delivered within ten (10) business
days.
e. The CSD:
i. Implements enhanced monitoring at the site, to a minimum of one visit per week by multiple
RCS staff members for at least six (6) weeks. This enhanced monitoring is to include direct
follow-up on the provider’s plan of correction, required in 4.d.ii., above.

5. Asecond occasion of Neglect for inadequate staffing during the 6-week enhanced monitoring period will
result in:

a. Arecommendation of Provisional status for the provider to the Commissioner of Mental Health.
Immediate implementation of the choice process (with emergency temporary alternative
placement, if necessary) to identify a new provider for the person. RCS staff must be present at
the choice meeting.

6. If the special staffing restriction is not managed according to established and required standards (e.g.,
inadequate training of alternative behaviors; inadequate/inappropriate fading plan, etc.), the Behavioral and
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Psychological Evaluator will immediately notify the provider of those specific aspects that remain out of
compliance and provide notice of a 30-day time frame to finalize and implement corrections.
a. In the event that the necessary corrections remain incomplete and/or unimplemented after 30 days,
the Behavioral and Psychological Evaluator will:
i.  Complete and submit a temporary IRBI for the person to Fiscal Management that reduces

the daily Residential reimbursement rate to a typical, base (e.g., non-1:1, non-2:1) staffing
rate;

ii. Referthe provider to the CSST for technical assistance; and,
ili.  Require a plan of correction from the provider (within ten (10) business days) toaddress
their timely and compliant handling of restrictions.

b. If the provider’s handling of the Special staffing restriction(s) remains out of compliance after 30 days
of implementing their plan of correction and receiving technical assistance, or if they refuse technical
assistance or provide no plan of correction, as required in 6.a., above:

i.  Theincident Manager will complete a GER for Neglect and make notifications to the person

served and their guardian/family, as well as to the assigned support coordinator and
Advocacy;

ii.  CSST will assume direct management of the BSP and associated Special staffing restriction;
iii.  The Placement Coordinator will direct the assigned support coordinator to immediately
implement the choice process (with emergency temporary alternative placement, if

necessary) to identify a new provider for the person. RCS staff must be present at the
choice meeting.

iv.  The Behavioral and Psychological Evaluator will review any other Special staffing restrictions
managed by the same provider for compliance and for the potential need for choice.
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5.7. Regional Provider Meetings

Responsible Office: Regional Community Services
Reference: Administrative Code 580-5-30-.02

Statement: Regional Provider Meetings are conducted at least quarterly in each fiscal region and are organized by
the applicable Regional Community Services office.

Purpose/Intent: Regional Provider Meetings are conducted to ensure ongoing communication with certified
service providers and support coordinators about Waiver services, standards and accountability, and to offer
opportunities for feedback and guidance, as well as progressive training on applicable standards, policies and
processes.

Scope: Director of Community Programs; Regional Community Services; Support Coordinators; Service Providers
Definitions: N/A

Procedures:

1. Regional Provider Meetings are held at least quarterly in each of the five fiscal regions.

2. Prior to each meeting, an email is sent to all Providers and Support Coordination agencies requesting
suggestions for topics, along with a save-the-date notification.

3. An email is sent to all Providers and Support Coordination agencies with the upcoming agenda, including
any current mandatory topics, and final meeting arrangements.

4. The meeting is held on the identified date, with a sign-in sheet required.

5. Handouts are available to all providers, as applicable.

6. Copies of sign-in sheets and handouts are sent via email to Central Office Certification andQuality
Enhancement.

7. Original records of the meeting are maintained at the Regional Office.
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5.8. Provider Name Change Process

Responsible Office: Office of Quality & Planning
Reference: ADMH Administrative Code 580-5-30

Statement: By following this process, providers will have all the necessary information required to when making a
name change for their organization.

Purpose/Intent: To provide a process for agencies wanting to change their name.

Scope: Office of Quality and Planning, Office of Certification Administration, Fiscal Office, Office of Systems
Management, Contracts Office.

Definitions: Division of Developmental Disabilities Information Management System (DDD IMS); Alabama
Department of Mental Health Division of Developmental Disabilities (ADMH-DDD)

Procedures:

1.Provider contacts the Office of Quality and Planning in writing to discuss the appropriateness of the proposed
name change prior to contacting IRS. This is to ensure the proposed name is in keeping DD Administrative
Code regulations.

2.The Office of Quality and Planning contacts the Provider in writing of the preliminary approval of thename
change.

3.Provider contacts and provides necessary information to the IRS requesting a name change.

4.Provider submits IRS paperwork and National Provider Identification (NPI) application to the Office of the
Secretary of State.

5. Provider submits approved paperwork above to the Office of Certification Administration (OCA) with a one-
page application to request a name change.

6. The OCA forwards application and supporting paperwork to DD Certification and cc’s the Contracts Office, Fiscal
Office, and the Office of Systems Management. From this point forward through the process, all
correspondence should be copied to all persons/offices involved until completion.

7.DD Certification reviews and approves and forwards to OCA.

8.0CA forwards to the Fiscal Office and Contracts Office.

9.The Fiscal Office Completes C1 Contract form and forwards to the Contract Office.

10. The Contracts Office completes new contract and forwards to Finance Office.

11. The Finance Office reviews and approves and forwards back to Contracts Office.

12. The Contracts Office notifies the provider of the approved name change via new contract, provider completes
the contract and returns to the contracts office which obtains the commissioner’s signature to execute the
contract.

13. The Contracts Office forwards the information to Office of Systems Management.

14. The Office of Systems Management advises provider to submit claims for the first checkwrite of the next
month (the largest) and then hold all claims until notified. During this time the request to change the name is
forwarded to Medicaid.

15. Medicaid updates new name in Payment System.

16. Medicaid notifies the Office of Systems Management of updated name change.

17. The Office of Systems Management updates name change in DDD IMS and notifies all ADMH-DDD staff.

18. The office Systems Management notifies provider of name change in DD IMS and advises provider to contact
STAARS and resume claims submissions.

19. Provider contacts STAARS.
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5.9. New Systems Software Releases

Responsible Office: System Management
Reference: DDD Information Management System Manual

Ty

Statement: All system users will be informed of updates to the system

Purpose/Intent: To ensure all users have the most updated information for consistency
Definitions: DDD IMS (Division of Developmental Disabilities Information Management System)

Procedures:

1. The functional analyst is notified and is provided the Release Notes by the vendor.

2. Once received, the functional analyst reviews each line item of new feature/software update provided in the
Release Notes. According to specifications, each update is tested to assure changes were successful and did
not affect other components of the system.

3. Inthe Release Notes, each line item’s “Affected Area”, “Topic”, and “Summary” of events is reviewed and
tested. End users are also asked to participate in the testing as it pertains to their duties.

4. Tests are conducted in the “Alabama Acceptance” site.
https://fwtest.harmonyis.net/AlabamaAcceptance/Pages/Login.aspx?ReturnUrl=%2fAlabamaAcceptance%2f

5. This test site should be updated by the vendor with the new release of the software version along withthe
current data

6. Once all testing is completed and approved by the functional analyst and management, the vendor is notified
to push the updates from the test site, Alabama Acceptance Test Site, to the DDD IMS Live Site

7. The DD Division Functional Analyst issue an e-mail for all system users as notification of the changesand/or

updates in the system
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CHAPTER 6

QUALITY MANAGEMENT

6.1. Certification Review Process

Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30

Revised: October 22, 2020

Statement: This process is to guide certification staff in assessing community providers’ success in providing quality
services and supports.

Purpose/Intent: To provide the process for certification of community providers of services to people with
developmental/intellectual disabilities.

Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions: Factor- The main topic in the administrative and support requirements for community providers of
services. Indicator-Used to set expectations for each factor. Probe-Used to evaluate how well the organization
meets each indicator.

Procedures:

It is strongly recommended providers complete a self-assessment using the “Assessment Tool for Certification,”
prior to the review. This will enable providers to evaluate their own positions in regard to the standards and
provide an opportunity to gather materials pertinent to the review.

Important Notice: In an effort to provide due diligence in ensuring ADMH Division of Developmental Disabilities
(DDD) is in full compliance of regulatory requirements related to the Home and Community-Based Services
(HCBS) Settings Rule, as evidenced by its ongoing provider self-assessments, validation, and transition to
compliance requirements process, DDD is suspending approval of any new requests for deemed status at this
time. In consideration of the CMS requirement to continue to ensure HCBS Settings compliance, the Division
will assess the merits of removing the suspension of deemed status at a later date, but not before March 2022,
the date all states must be in full compliance with the HCBS Settings Rule.

1. One month prior to the review, the agency will be requested to submit a roster of all individuals receiving
services through the organization, with demographic and other information pertinent to the review.
The Certification Staff will select a sample of people supported to use during the review.
e If the population of the organization is 30 or less, the sample will be 2 people.
e If the population of the organization is 31-60, the sample will be 3 people.
e If the population is more than 60 people, the sample will be 5% up to a maximum of 15 people.
3. The Certification Staff reserves the right to increase the interview sample to better represent the
population being supported by the organization.
4. Approximately one week prior to the review, the Certification Staff will notify the provider of people
identified for the sample.
5. Provider staff will contact those individuals and arrange for interviews, reviews of records pertaining to
those people, and follow-up conversations with staff who know them well.
6. The Certification/Quality Enhancement Staff will conduct a Personal Outcome Measures interview with
each person in the sample.
7.  The Certification Staff will conduct record reviews of each person in the sample. The staff will review
assessments, medication administration records, person-centered planning documents, and other records
to validate the organization’s systems and practices.

L
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10.
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20.
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23.
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30.

31,

32.

33.

34,

Settings reviewed by Certification Staff will represent all types of settings in which services are provided
by the organization and complement the persons to be interviewed. Certification Staff reserve the right to
visit any setting in which services are provided receiving services.

Each organization will be assessed in the areas of:

Factor One: Rights Protection and Promotion

Factor Two: Dignity and Respect

Factor Three: Natural Support Networks

Factor Four: Protection from Abuse, Neglect, Mistreatment and Exploitation

Factor Five: Best Possible Health

Factor Six: Safe Environments

Factor Seven: Staff Resources and Supports

Factor Eight: Positive Services and Supports

Factor Nine: Continuity and Personal Security

Factor Ten: Quality Improvement System

Factor Eleven: Other Requirements Supporting Protection, Health and Safety

Factor Twelve: Personal Care, Companion, Respite and Crisis intervention Services, and Supported
Employment Services at an Integrated Worksite (non-congregate services)

Factor Thirteen: Support Coordination Standards

(Factors 12 and 13 only if those services are provided)

The criteria for Factors Four- Protection from Abuse, Neglect, Mistreatment and Exploitation, Five- Best
Possible Health, and Six- Safe Environments is set at 100%. The system and practice for all Indicators in
each Factor must be present to meet the 100% mark. Additional requirements in these areas are captured
in Factor Eleven, which is scored differently.

For Factors One, Two, Three, Seven, Eight, Nine, Ten, Eleven, Twelve, and Thirteen, each Factor is
composed of several Indicators. Each of the Indicators in Factors One through Three and Seven through

Thirteen are assessed and a rating made on one of the following criteria:

Action Required (AR)-Incomplete planning and action.

Progress Noted (PN}-Planning and action has occurred with evidence of partial results.

Effective Results (ER) -Actions are demonstrating the desired results.

Probes, correlating with the requirements in Chapter 580-5-30, Intellectual Disabilities Services, are included
in this Assessment Tool as a means of discovering information about the Indicators and making rating
decisions. They are not scored separately but are used to gather information to support the decision about
whether the Indicator is being met satisfactorily.

The reviewer will decide about each indicator based on the information gathered through conversation,
spending time with people, and review of documents. The reviewer will evaluate compliance with
requirements within the indicator and then make a final determination about the indicator based on a
preponderance of the information gathered. The reviewer will note Supporting Information for all Indicators
rated “Action Required” (AR) and for those individual standards within Indicators rated “Progress Noted” (PN).

Each organization will be subject to the requirements in Factors and Indicators (Exhibit 6.1) based on the
types of services provided (see chart following this discussion). The total number of the Indicators applicable
for that organization is multiplied by 80% to determine the required number of met indicators for a One Year
Certification and 90% for a Two-Year Certification. Rounding is applied to the nearest whole number, with .5
being rounded up. Individual Indicators determined by the reviewer to be not applicable will be deleted from
the total Indicators required for that organization and this will be factored into the scoring.

The organization’s indicator rankings are added together to obtain the total number of indicators meeting
the “Progress Noted” (PN) and/or “Effective Results” (ER) status.

If the organization does not meet the 100% criteria for Factors Four, Five and Six, AND/OR does not meet the
minimum of 80% on other applicable Indicators, the organization will be determined not in substantial
compliance with standards and will not be certified. The organization may be placed on Provisional
Certification Status for up to sixty (60) days, and a Plan of Action to address Indicators rated “Action Required”
and “Progress Noted” must be submitted to the Office of Certification Administration within thirty (30) days
from receipt of the letter from that Office. Timeframes to come into full compliance with the indicators must
be included in the Plan of Action. Failure to submit the Plan of Action within the time period specified may
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39.

40.
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44,

result in the immediate decertification of the organization’s programs, Prior to the expiration of Provisional
Certification status, the programs will undergo a follow-up site certification review to determine future
certification status. If the organization fails to come into full compliance during the follow-up site review, the
Provisional Certification will be extended, and a new Plan of Action may be required. Continued failure to
come into full compliance may result in a recommendation for Decertification to the Commissioner.

If the organization does not meet the 100% criteria for Factors Four, Five AND/OR Six, the organization will
be required to participate in mandatory training from the Regional Community Services Office relating to the
area(s) cited. Failure to participate may result in immediate decertification of the organization’s programs.

If the organization meets the 100% criteria for Factors Four, Five and Six, AND receives either PN orERon a
minimum of 80% of the other applicable indicators, the organization is certified for one year and a Plan of
Action to address Indicators rated “Action Required” and “Progress Noted” must be submitted to the Office of
Certification Administration within thirty (30) days from receipt of the letter from that office.

If the organization meets the 100% criteria for Factors Four, Five and Six, AND receives either PN or ER on a
minimum of 90% of the other applicable Indicators, the organization is certified for two years.

Certification Staff will review policies and procedures of the organization that provides information about
systems and practices. Targeted interviews will focus on the specific reason the person was selected.

e Someone who has been involved in a recent allegation of mistreatment
Someone who has filed a grievance/complaint
Someone who has agreed to a restrictive intervention/rights limitation
Someone who has had a reportable incident in the last three months
Someone who has had an emergency room trip or hospitalization
Someone who has significant health care supports
Someone who has a modified diet (preferably texture)
Someone who is new to service
¢ Someone who has consented to research
Others will be reviewed to gain information about specific organizational practices. The Certification Staff
may select people from this list as part of the representative sample or as additional people to have
conversations about specific issues. However, this list is not exhaustive and/or mandatory. The selection of
people for targeted interviews is tailored to meet the characteristics and needs of each organization.

The Certification Staff will have additional conversations with direct support staff, professional staff and
others to gather information about the organization’s systems and practice and may also review additional
documentation about the topic of interest.

In the course of spending time with people, targeted interviews or review with people selected to be in the
sample, the Certification Staff may ask questions of other people supported.

The Certification Staff may have a conversation with at least one family member/advocate/ legally
authorized representative. The selected person may be someone who is present during the review, related to
someone in the sample, or someone who the Certification Staff has identified as someone who will be able to
provide information helpful in reviewing the organization’s systems and practices or it might be someone
recommended by the organization.

The Certification Staff will review records for a sample of personnel, which will include staff providing
services to people in the sample. The number varies depending on the amount of information needed to
validate the organization’s practices. Generally, the sample size will be 10% but no less than 6 people and no
more than 30 people.

Direct Support Staff
e One person who has been employed 3 to 6 months.
e One person who has been employed more than one year.
e Professional Staff Examples (as applicable)
o Nurse
o QDDP
o Support Coordinator

The Certification Staff will have conversations with organization leaders about the systems and practices.
Some questions will be focused on specific systems like the Human Rights Committee, Safety or Quality -
Assurances/Quality Improvement System monitoring. Other conversations will be more general about policies
or practices of the organization.

At the closing meeting, the Certification Staff will provide general feedback about their findings.
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6.2. Provider Training and Technical Assistance

Responsible Office: Quality and Planning
Reference: ADMH Administrative Code 580-5-30-.11; Assessment Tool Basic Assurances

Statement: Quality Enhancement specialists provide training and technical assistance to community provider
organizations in various system areas as required by the Division of Developmental Disabilities.
Purpose/Intent: This procedure sets out to identify areas in which service providers may need assistance with
agency-specific processes, training and the development of policies and procedures to improve the quality of
individual and organizational supports.

Scope: These procedures apply to all DDD employees, subcontractors, providers, vendors, consultants, volunteers,
and governmental agencies that provide services and supports to people with intellectual and developmental
disabilities.

Definitions: Basic Assurances: The internal monitoring system measures the most important elements and key
functions of the organization. Data sources, methods for data collection and the type of data analysis to be
performed are clearly identified for each function measured.

Qualified Developmental Disabilities Professionals (QDDP) is a DD professional with at least one year of experience
working directly with persons with ID, holds a bachelor’s degree in a human service field, and has completed a
series of required training as referenced in the ADMH Administrative Code.

Procedures: Regional QE staff provide training and technical assistance in the following areas:

1. AQuality Improvement System

a. Alabama, in partnership with CQL, re-designed and implemented new Administrative and Support
Requirements for Community Providers of Services for People with Developmental Disabilities,
effective October 1, 2012.

b. 580-5-30 requires that the organization has a system of internal monitoring that measures
compliance with basic assurances and is designed to enhance quality.

= The organization monitors Quality Improvement.

=  Acomprehensive plan describes the methods and procedures for monitoring Basic
Assurances .

=  C. Quality Improvement monitoring data is used for continuous learning andimprovement.

2. QDDP Training
a. The Council on Quality and Leadership has developed these 9 training modules for humanservice
providers in Alabama, in partnership with the Alabama Department of Mental Health/Division
Developmental Disabilities. The curriculum can be accessed at https://c-q-l.org/ALtraining

= QDDP Overview ® Health, Safety, and Medical = Overview of Assessments
= Know Your Rights = Nurse Delegation * Person-Centered Planning

= Administrative Code ® Incident Prevention and Management System = Behavioral Support Planning
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3. Incident Prevention and Management System
a. Falls

Medication Errors

Abuse

Neglect

Exploitation

Intimacy and Personal Relationships

oo o0 o

4. Fatal Five

Aspiration

Bowel Obstruction
GERD

Seizures
Infection/Sepsis

ooy

For additional training offerings, please see the Procedural Guidelines for Personal Outcome Measures and Person-
Centered Thinking.

As an ongoing quality improvement initiative, the regional QE staff will identify trends through the review of
quarterly incident reports that are submitted in Therap. Additional trends will be noted through routine monitoring
conducted by regional community services staff. Finally, QE staff will have an opportunity to identify trends by
conducting in-person Personal Outcome Measure (POM) interviews with people receiving services and the
organizations that support those people and by attending certification exit meetings.

Based on training and TA needs, QE staff may announce services to community providers individually or
collectively. Provider may also contact QE staff upon request to receive training and technical assistance. To
request technical assistance or training, please contact the Quality Enhancement Specialist in your region:

Patricia Bailey, Region | Quality Enhancement Jean Long, Region Il Quality Enhancement
Region | Community Services Region lll Community Services

Phone: (256)552-3712 Phone: (251)478-2770

Fax:  (256)355-0551 Fax:  (251)450-3798

Cell:  (256) 566-5729 Cell:  (251)751-0139

Email: patricia.bailey@regionl.mh.alabama.gov Email: jean.long@region3.mh.alabama.gov
Felicia Prentice, Region Il Quality Levin Paul, Region IV Quality Enhancement
Enhancement Region Il Community Services Region IV Community Services

Phone: (205)554-4309 Phone: (334)676-5584

Fax:  (205)554-4340 Fax:  (334)676-5591

Cell:  (205)792-9427 Cell:  (334)312-5637

Email; felicia.prentice@region2.mh.alabama.gov Email:  levin.paul@region4.mh.alabama.gov

Fredericka Holyfield, Region V Quality Enhancement
Region V Community Services

Phone: (205)916-7764

Fax:  (205)916-7810

Cell:  (205)215-1384

Email: fredericka.holyfield@region5.mh.alabama.gov
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6.3. Developmental Disabilities Certification Policy and Procedure Requirements

6.3.a. Non-Waiver Home and Community Based Services (HCBS)
Responsible Office: Quality Management
Reference: Alabama Administrative Code 580-1-4, 580-2-9,580-2-20, 580-3-25, 580-3-26, 580-5-30
Effective: October 1, 2020
Statement: The organization will comply with requirements of DMH Standards and Community Standards for
Services for Persons with Intellectual Disabilities except for state and federal guidelines relating to Home and
Community Bases Waiver Services.
Purpose/Intent: The purpose of this Operational Policy is to provide certification policy and procedure
requirements for agencies delivering services and supports to individuals that do not meet HCBS requirements.
Scope: DDD Non-Waiver HCBS Providers
Definitions:

e Non-Waiver HCBS Provider- A provider that does not provide HCBS Medicaid Waiver Services.

e Non-Waiver HCBS Setting- A setting that does not provide HCBS Waiver Services and does not receive

HCBS Waiver funding.

e 2014 HCBS Settings Rule — Federal Regulations set forth for HCBS Waiver Services/Settings.

Procedures:

All Intellectual Disabilities services that are not required by the HCBS Waiver will be provided in accordance with the
DMH Standards and Community Standards for Services for Persons with Intellectual Disabilities. The certification review
process will be conducted in accordance with Operational Policy 6.1. Appropriate certifications will be maintained in
accordance with applicable standards.

Community service providers will maintain records on all individuals receiving services and/or supports in accordance
with DMH Standards, applicable state and_federal programs and laws such as Health Insurance Portability and
Accountability Act of 1996 (HIPAA) regulations.

Contracted non-waiver HCBS providers must have written policies and procedures that are effectively implemented in
such a way as to assure the health, safety, and individual security of individuals receiving services and supports.

The organization’s written policies and procedures will be approved, reviewed, and updated by the governing board, as
appropriate but at least annually and available to all employees and individuals receiving services and supports. All
employees will be trained on the policies and procedures including what constitutes effective and appropriate
implementation of each policy and procedure.

Policies and procedures, as well as evidence of implementation, will address, at a minimum, the following areas:
(i) Protection from abuse, neglect, mistreatment and exploitation.
(i) Best possible health.
(iii) Safe environments.
(iv) Staff resources and supports
(v) Positive services and supports.
(vi) Continuity and personal security.

1. Policies and procedures to address the overall requirements of the governing body, business, and
administrative supports of the individuals served.

2. Policies and procedures to address fiscal practices in managing individuals’ funds and other personal
resources.

3. Policies and procedures to address business practices, which includes maintaining a record of information
promoting continuity of services and security of individual information, in support of individuals served.
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(vii) Quality improvement system.

All policies and procedures will meet the requirements as outlined in the Department of Developmental Disabilities’
Operational Policy.

6.3.b. Promotion and Protection of Individual Rights
Responsible Office: Quality Management

Reference: Administrative Code 580-5-30, 580-3-26, Home and Community Based Services Settings (HCBS) Rule
Effective: October 1, 2020

quality supports in the area of individual rights.

Purpose/Intent: To provide a process that ensures the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services

Definitions: Home and Community Based Services (HCBS) Settings Rule - The Centers for Medicare and Medicaid
Services (CMS) issued the HCBS Settings Rule to require that every state ensure services delivered to people with
disabilities living in the community meet minimum standards for integration, access, to community life, choice,
autonomy, and other important protections.

Procedures:

A. The organization implements policies and procedures that clearly define its commitment to and
addresses the promotion and protection of individual rights of individuals.

1. The policy lists rights afforded all citizens as indicated by the (US) Constitution, laws of the country, and
the State of Alabama.

2. The policies and procedures describe the organization’s due process.

3. The policies and procedures for due process include individual rights review and documentation in the
event of a proposed restriction of an individual’s rights.

4. The organization refrains from having standing policies and procedures that restrict an individual’s rights
without due process.

B. The organization informs people of their rights.

1. The organization documents verification that it provides to individuals and their legally authorized
representatives an oral and written summary of their rights/responsibilities and how to exercise them
upon admission and annually thereafter.

2. The information (in line 1 above) is provided in a format that is in language and style that is easily
understood by the individual.

C. The organization supports people to exercise their rights and responsibilities.

1. The organization assesses each individual’s ability to understand and exercise his or her rights on an
ongoing basis but at least annually

2. The rights assessment addresses individual’s civil and legal rights and individual freedoms. The
assessment includes but is not limited to the ability to do the following-

a. Exercise freedom of movement with physical environments, including units with lockable entrance
doors, with individuals served and only appropriate staff having keys and will be documented in the
person-centered plan, If more than one bedroom, each bedroom should be considered a unit and the
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10.

11.

"t

“tenant”’ should have a key to their lockable door. This rule applies to Home and Community-Based
Services (HCBS) and settings

b. Have a lease, residency agreement or other form of written agreement in place that provides
protections, and addresses eviction processes and appeals comparable to those provided under the
state’s landlord tenant law.

¢. Manage money
d. Send and receive mail including a private place to read and open mail.
e. Privacy to make and receive phone calls and use other means of communication.

f. Have visitors of their choosing at any time. Any restriction of visitors or visitations of the individual’s
choice must be based on individualized, assessed that is documented in the person-centered plan
along with what efforts that will be taken to try to reduce or move the restricted access as soon as
may be feasible. This rule applies to Home and Community-Based Services (HCBS) and settings.

g. Access individual possessions.

h. Vote and otherwise participate in the political process.

i. Make choices about religious affiliation and participation.
j. Interact socially with members of either gender.

k. Privacy including a choice of private bedroom or choice of a roommate with furnishings positioned to
maximize privacy.

I.  Freedom and support to control schedules and activities. This rule applies to Home and Community-
Based Services (HCBS) and settings.

The rights assessment addresses the need for and scope of advocacy, guardianship and alternatives for
each person.

Rights assessment results, including supports needed to protect and promote the individual’s rights, are
documented in the individual’s record.

The organization provides assistance to the person in areas identified as important by the individual and
that individual’s support team.

The organization provides education regarding voter registration and the voting process to anyone age
18 or over that expresses an interest.

The organization assists individuals with voting as needed. (Note: this is not applicable for individuals
deemed incompetent due to Alabama voting laws.)

The organization provides individualized supports/services that are free from discrimination (race,
gender, age, language, ethnicity, disability, religion, sexual orientation, or financial circumstances.)

The organization obtains written, informed consent (from the individual) prior to any intrusive medical or
behavioral intervention, and prior to participation in research.

The consent contains information regarding procedures to be followed, expected benefits of
participation, and the potential discomforts and/or risks.

The consent information is presented in a non-threatening environment and explained in a language that
the individual can understand, and the individual is also informed that they may withhold or withdraw
consent at any time.
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12. The organization shares information about individuals only with their written, informed consent or that

of their legally authorized representative.

D. Decision-making supports are provided to people as needed.

1. The organization refrains from presuming incompetence or denying individuals’ rights to manage

financial or personal affairs or exercise other rights solely by reason of his/her having received support
services, unless legally determined otherwise.

Unless a legal determination of incompetence to participate in one or all of the following activities has
been made, every individual is free to access courts, attorneys and administrative procedures, execute
instruments, dispose of property, marry and divorce or participate in activities requiring legal
representation, make choices regarding services and supports and who provides then without fear of
reprisal, interference, or coercion. The individual is informed of all setting options including non-disability
specific settings and an option for a private room in their setting. This information is documented in the
person-centered plan.

Individuals receive only the level of support needed to make their own decisions. Supports include
assisting individuals to advocate for themselves.

Each individual has a written plan to obtain advocacy, guardianship and alternatives to guardianship if
those supports are needed. Support Coordination and Provider Organizations shall not serve in a
guardianship capacity to those individuals that they directly or indirectly support.

E. Staff are trained to recognize and honor people’s rights.

1.

4,

Staff are trained to recognize and demonstrate respect for individuals’ rights including how individuals
choose to exercise their rights.

Staff that complete rights assessments are trained to:

a. Understand and support individuals’ preferences in regards to rights,

b. To identify goals related to exercising their rights and to support attainment of those goals
Staff are trained in due process procedures.

Staff are trained in any procedures for placing a limitation or restriction on an individual’s rights.

F. The organization upholds due process requirements.

1.

The organization’s due process is defined as providing individuals supported, and their legally authorized
representatives, with a fair process requiring at least an opportunity to present objections to the
proposed action being contemplated.

Due process, including review by a Human Rights Committee, is implemented when it is proposed that a
individual’s rights be restricted for any reason.

A Human Rights Committee (HRC) reviews any restriction of an individual’s rights including an
assessment indicating the need for the restriction periodically, but at least annually, during the period in
which the restriction is imposed, and documents such.

All restrictions are included in the individual’s person-centered plan. When any restrictions are being
proposed for an individual, the individual is supported to attend and provide input at the HRC meeting in
which the proposed restriction is being reviewed.

Individuals are provided adequate training in due process procedures including:
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6.

a. Any procedures for placing a limitation or restriction on an individual’s rights’
b. Training that supports the removal of a rights restriction.

The continued need for the restriction is reviewed at least quarterly by the QDDP or more often at the
request of the individual. All restrictions are included in the person-centered plan.

G. The organization has access to a working and effective Human Rights Committee.

=

The organization utilizes a working and effective HRC that complies with the provisions of 580-3-26.

The HRC reviews policies, procedures and practices that have the potential for rights restrictions without
individualized assessment.

The HRC reviews the frequencies and reasons surrounding the use of restraint for medical and/or
behavior purposes.

The HRC meets at least quarterly.

The HRC is composed of a majority of individuals that are not employed by the program, and consisting
of representatives from each of the following groups:

Current and/or former service users,

o @

Family members of service users,
Representatives of community support and advocacy organizations,
Local official,

Citizens at large,

- 0 o O

Performance Improvement/Quality Enhancement staff (ex-officio)

The HRC does the following;

a. Makes recommendations to promote individuals’ rights,

b. Proactively promotes and protects individuals’ rights,

c. Reviews reports of substantiated allegations of abuse, neglect, mistreatment and exploitation,
d. Reviews other data that reveals practices with respect to human, civil and legal rights,

e. Reviews research projects involving human participation to ensure the protection of the individuals
who are involved,

Assists on the review of rights related policies and procedures,

Promotes rights related education and training programs,

> @ o

Reviews rights restrictions,

i. Assists in monitoring activities; advise the program administrator on consumer rights-related
grievances, Reviews rights related issues in behavioral plans.

H. Services are provided in a safe and humane environment.

1.

Adequate furniture, supplies and equipment are available as needed to support needs and outcomes of
individuals served.

Furniture, supplies and equipment are in good repair and operating effectively.

Supplies, equipment or devices (such as adaptive, therapeutic, corrective, prosthetic, orthotic and
mobility devices) that are for individual use are in good repair for the person who requires their use.
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4, Food is available that is nutritious and is available in quantity and variety to meet individual’s dietary
needs and preferences and will be available at any time without restriction. Any restrictions to access to
food must be based on individualized assessed need that is documented in the person-centered plan
along with what efforts will be taken to try to reduce or remove the restricted access as soon as may be
feasible. This rule applies to Home and Community-Based Services (HCBS) and settings.

5. The organization maintains current certification and licenses for operations and complies with all posting
and notification requirements of the local, state and federal offices.

6.3.c. Dignity and Respect
Responsible Office: Quality Management

Reference: Administrative Code 580-5-30
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’s compliance with
providing quality supports in the area of dignity and respect.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions:

Procedures:

A. Individuals Are Treated as Individuals First

1. The organization’s policies and procedures reflect and reinforce;
a. Courteous practices towards individuals,
b. The avoidance of labels to describe individuals based on physical characteristics or disabilities,
c. The practice of addressing individuals by their preferred names,
d. Privacy in an individual’s bedroom with furnishings selected and arranged by the individual, and
e. Ensuring the setting is physically accessible to the individual.

2. The organization provides training to staff and volunteers on policies regarding dignity and respect

3. The organization’s identifying information (name, letterhead, etc.) promotes a positive image of individuals,
services, and supports.

B. The Organization Respects Individuals’ Concerns and Responds Accordingly

1. The organization provides individuals supported and their legally authorized representatives with the information
regarding filing complaints and grievances.

2. The complaint/grievance procedures include the name and telephone numbers of the local contact.

3. The designated local contact has the knowledge to inform individuals, families, and legally authorized
representatives of the means of filing complaints and grievances and of accessing advocates, ombudsmen or rights
protection within or outside the organization.

4. The grievance procedure information is available in frequently used areas, particularly where individuals receive
services.

5. Notices include the toll-free numbers for the DMH Advocacy Office, the Alabama Disabilities Advocacy Program
(ADAP), a federal protection and advocacy system, and the local Department of Human Resources office.
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7.
8.
9.

The organization provides access to individuals and advocates, including a DMH internal advocate and the
grievance process, without reprisal.

Responses to grievances and complaints are provided in a timely manner per the agency’s procedures.
Responses are made in a manner and format that is relevant and understandable.

The organization implements a system to periodically, but at least annually, review all grievances and complaints.

C. Individuals Have Privacy

1.

2.
3.

The organization provides space for individuals to:

a. speak or interact with others in private

b. toopen and read mail or other materials

The organization affords every individual the right to privacy.

Support staff demonstrate respect for individuals’ privacy when:

a. providing supports for bathing, dressing and personal hygiene in a private manner, and

b. when entering personal spaces.

D. Supports and Services Enhance Dignity and Respect.

1,
2.

Practices enhance dignity and respect while recognizing individual choices and preferences.

Individuals receive needed supports to:

a. ensure healthy hygiene and personal cleanliness

b. choose clothing that is clean, fashionable, and fits

c. decorate their personal spaces based on choice while maintaining environments that are safe and sanitary.

Transportation and other supports are provided so individuals can access community services in a manner similar
to others.

The organization has policies related to privacy that address consent and the use of video surveillance and other
electronic recording devices such as cell phones, cameras, video recorders, etc.

E. Individuals Have Meaningful Work and Activity Choices.

1. Personal assessments:

identify preferred work and activities,

b. identify practices to help individuals to make choices based on preferences and assist individuals to achieve
goals.

2. Choices of activities and work encourage and promote age-appropriateness and a positive self-image. Options
consider the individual’s cultural background and preferences.

3. The organization provides individual assessments that identify preferred work activities, including assessing
interest in competitive integrated employment, identifying practices to help individuals make choices based on
preferences, and assisting individuals to achieve goals.

4. There are options for individuals that are age and culturally appropriate, normative, and promote a positive
self-image and are identified preferences documented in the Person-Centered Plan (PCP) with appropriate
goals and objectives.

5. The organization facilitates opportunities for competitive integrated employment and supports when
employment is the choice of the individual and prescribed in the individual’s PCP.
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6.3.d. Natural Support Networks
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’'s compliance with
providing quality supports in the area of natural support networks.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions: Natural Supports- Family, friends, and or community resources such as local organizations, clubs,
places of worship, schools or other places where new and existing relationships can be built and facilitated outside

of the organization that is important to the individual.
Procedures:

A. Policies and Procedures Facilitate Continuity of Natural Support Systems

1. The organization will have policies and procedures that define natural supports and acknowledge the
importance of natural supports in promoting identity, personal security, and continuity for individuals served
by the organization.

2. Natural Supports will be defined as family, friends, and community resources such as local organizations,
clubs, places of worship, schools or other places where new and existing relationships can be built and
facilitated outside of the organization.

3. Organizational policies and practices will reflect how to facilitate continuity in existing relationships and
supports and or building new relationships using community resources.

4. Organizational policies and practices will reflect how organization will assist individuals in making and

maintaining their natural supports.

5. Organizational policies and practices will reflect how organizations will assist individuals to contact their
natural supports.

6. Organization’s facilitation of natural supports will include promoting visits to the homes of families and

friends to individual’s setting. (NA for Day and Non-Congregate Services)

7. Organization’s facilitation of natural supports will include promoting visits of families and friends to

individual’s setting. (NA for Day and Non- Congregate Services)

8. Organization’s staff will consider individual’s health, safety, and well-being while planning visits with family

and friends. (NA for Day and Non-Congregate Services)

9. Training will be provided to staff and volunteers to develop and/or improve skills to support the individual’s

communication and contact with natural supports, especially families and friends.
B. The Organization Recognizes Emerging Support Networks

1. The organization will have a mechanism to identify and support existing and potential or emerging natural
supports for each individual.

2. The organization will address ways to connect individuals to natural supports including addressing and
overcoming barriers.

3.The organization will have strategies to build the capacity for natural supports based on individual’s choices

and preferences.

4.The organization will pursue the use of family members or close personal friends to assist individuals with decision-

making.

C. Communication Occurs Among Individuals, Their Support Staff and Their Families
1. The organization will have internal communication systems for individuals, their support staff and families that:
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a. provides choices about extent and frequency of contact with their natural support networks.
b. ensures inquiries from those in individuals’ natural support systems are responded to in a natural and timely
manner.
c. has a mechanism for legally authorized representatives, and others identified by individuals to receive
information and be notified promptly and compassionately of incidents involving the individual.
2. The organization will maintain written contact information including records of names, addresses, and phone
numbers of family and friends who are important to individuals.
3. The organization will include a variety of methods for helping individuals stay connected to natural supports.
D. The Organization Facilitates Each Individual’s Desire for Natural Supports
1. The organization will document individuals’ satisfaction with the amount of contact with their natural support
system.
2. The organization will document individuals’ involvement with their natural support systems.
3. The organization will clearly identify expectations related to visits or other interactions with natural supports
based on the desires of the individual being supported.
4. The organization will provide private space for visits and interactions with members of the individual’s natural
support network.

6.3.e. Protection from Abuse, Neglect, Mistreatment, and Exploitation
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30, Community Incident Prevention and Management System (IPMS)
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’s compliance with
providing quality supports in the area of protection from abuse, neglect, mistreatment, and exploitation.
Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions:

Procedures:

A. The Organization Implements Policies and Procedures That Define, Prohibit, and Prevent Abuse, Neglect,
Mistreatment, and Exploitation.

1. The organization will implement a Community Incident Prevention and Management System (IPMS)
as required by the Department of Mental Health (DMH), Division of Developmental Disabilities (DDD)

to protect individuals served from harm and improve the organization’s responsiveness to incidents
for purposes of prevention of harm and risk management.

2. The organization will notify the DDD of all reportable incidents and take action in accordance with the
Community IPMS.

3. The organization will develop policies and procedures that are consistent and comply with requirements
of the Community IPMS. The policies and procedures will identify, define, prohibit, and prevent abuse,
neglect, mistreatment, including the unauthorized use of restraints, and exploitation.

4. Definitions of abuse, neglect, mistreatment, including the unauthorized use of restraints, and exploitation
will be comprehensive, specific, and consistent with Community IPMS definitions.

B. The Organization Promotes Freedom from Abuse, Neglect, Mistreatment, and Exploitation.
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The organization will provide individuals with understandable information about their right to be free
from abuse, neglect, mistreatment, including the unauthorized use of restraints, and exploitation.

The organization will have a complaint process that is understandable and easy to use.

Individuals will be supported to report allegations of abuse, neglect, mistreatment, including the
unauthorized use of restraints, and exploitation.

Allegations reported by employees or others, including individuals supported by the organization, are
managed consistently and in the same manner.

The organization will ensure individuals who cause injury or harm to themselves or others receive
supports to replace those behaviors consistent with the Alabama Department of Mental Health, Division
of Developmental Disabilities Behavioral Services Procedural Guidelines (DDD-PBS-01-05).

When there are allegations of abuse, neglect, mistreatment, including the unauthorized use of
restraints, and exploitation or other reportable incidents, the organization will take immediate action
and ensure individuals are protected.

The organization will assist individuals who have been subjected to abuse, neglect, mistreatment,
including the unauthorized use of restraints, or exploitation to access supports to address the effects
of the abuse even if:

a.The abuse occurred before they entered into the organization’s system of services or
b.The perpetrator is another individual who receives supports.

Incidents resulting in injury where both the perpetrator and the victim receive services will be
investigated or clinically reviewed to determine:

a.if the occurrence of such an incident may have been the result of neglect and/or

b. if additional supports are needed for the individuals involved.

C. The Organization Follows Reporting Requirements for Allegations or Suspected Incidents of Physical,
Verbal, Sexual or Psychological Abuse, Mistreatment, Neglect, or Exploitation Regardless of Age.

1.

The organization will follow minimum protocols as specified in DMH/DD Community IPMS guidelines
for reporting, investigation, and follow-up processes.

The organization will have procedures for reporting incidents and injuries in accordance with all
applicable laws and DMH/DD requirements, including the Community IPMS.

The organization will notify an individual’s responsible relative/guardian immediately in the event of
a medical emergency or death.

D. The Organization Ensures Objective, Prompt and Thorough Investigations of Each Allegation of Abuse,
Neglect, Mistreatment, and Exploitation, and of Each Injury, Particularly Injuries of Unknown Origin.

The organization will provide documentation that it conducts investigations in accordance with
timelines established by the Community IPMS guidelines.

The organization will follow the recommendations for incident and investigation reports in the
Community IPMS.

E. The Organization Ensures Thorough, Appropriate and Prompt Responses to Substantiated Cases of
Abuse, Neglect, Mistreatment, and exploitation and Associated Issues Identified in The Investigation.
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1.

2.

3.

The organization will document the internal investigation/review and follow up action of all
allegations of abuse, neglect, mistreatment, including the unauthorized use of restraints, or
exploitation.

The organization will ensure investigation outcomes and recommended actions are implemented in
accordance with the Community IPMS Guidelines.

The organization will ensure an initial and comprehensive mortality review is completed and
available.

G. Support Staff Knows How to Prevent, Detect, and Report Allegations of Abuse, Neglect, Mistreatment,
and Exploitation.

1.

The organization will ensure all staff receive orientation on what constitutes abuse, neglect,
mistreatment, and exploitation. This includes prevention, detection and reporting requirements as
specified in internal agency procedures, Community IPMS Guidelines, and any other applicable federal or
state requirements.

The organization will ensure staff with specific responsibilities related to reporting, investigating, or
documenting requirements contained in the Community IPMS receive appropriate training in their
areas of responsibility and in specific procedures as well.

The organization’s policy and practice will demonstrate continuous efforts to ensure freedom from abuse,
exploitation, neglect or mistreatment are demonstrated. Efforts will include ongoing training in
prevention, detection, and reporting and occur frequently enough, but at least annually, to support both
individual and organizational outcomes.

The organization will provide training on specific supports, services, policies and procedures, or other
corrective action deemed appropriate, immediately when support staff competency is identified as a
(potential) causal factor for substantiated incidents of abuse, exploitation, neglect or mistreatment,
including the unauthorized use of restraints, and exploitation.

The organization will evaluate potential underreporting and screening of allegations of abuse, neglect,
mistreatment, including the unauthorized use of restraints, and exploitation and provides additional
training as needed.

The organization will develop and implement policies and procedures consistent with Section VIII of the
Community IPMS and their internal quality improvement system process that reports incident data and
identifies trends, patterns or isolated incidents that may be indicative of abuse, neglect, mistreatment or
exploitation
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6.3.f. Best Possible Health
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30, Alabama Board of Nursing Administrative Code 610-X-7, MAS Nurse Manual
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’s compliance with
providing quality supports in the area of Best Possible Health.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions:

Procedures:

A. Individuals Have Supports to Manage Their Own Healthcare
The organization’s policies and procedures must ensure:
1. Individuals are given the opportunity to choose health care providers as desired.

2. Individuals are supported to make their own health care appointments and choices regarding their medical
care as needed.

3. Individuals are provided understandable information about their current and past health conditions, their
medications and their treatments, including the purpose, intended outcomes, side effects or other risks and
alternatives.

4. Individuals have access to all their health care records.

5. An Individual’s preferences and ability to self-administer medications and treatments are assessed at least
annually in compliance with the Nurse Delegation Program.

6. Supports are available to assist individuals with medications and treatments if necessary.

7. Individuals are supported to become knowledgeable about how to access emergency medical care and to
access it as needed.

B. Individuals Access Quality Healthcare

1. Within three hundred sixty-five (365) days prior to initial admission to a community-based program or service,
each individual has a physical examination conducted by a licensed physician or certified nurse practitioner.

2. Individual’s medical status and needs are reviewed annually within ninety (90) days prior to or at the same
time as the annual Person-Centered Plan meeting. This is evidenced by a report from a physical examination by
a licensed physician or certified registered nurse practitioner conducted within the last year.

3. Individuals are assisted in obtaining preventive and routine health services including physical examinations,
immunizations, and screenings consistent with their age and risk factors as recommended by their personal
physician. Preventive health care strategies/interventions contained in the Person-Centered Plan, based on the
individual’s current health status and age, are implemented and will be carried out according to the Centers
for Disease Control recommendations regarding preventive/screening practices. Emphasis will be placed on
age-specific screening tests.

4. Each individual newly admitted to a program has a TB skin test with documented results, unless there is
written evidence that such testing was previously done or there is a medical contraindication for the
procedure. An annual TB skin test is conducted as medically indicated. If the skin test yields a questionable
result, the organization follows up with a physician for necessary screenings and/or treatments.

5. Individuals who require supports for mobility are provided with assistance and supports to prevent skin
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breakdown. Individuals have therapeutic and adaptive equipment that fits them and is in good repair.

C. Health Needs Are Addressed in A Timely Manner

1.

An individual who develops a medical problem, either an emergency or acute health care change, is assessed
in a timely manner. Treatment/care and monitoring of the individual’s condition is provided in accordance
with good standards of nursing or medical care to resolve the problem effectively.

The organization has systems in place that ensure ongoing communication between individual’s health care
support staff and outside health care staff promotes continuity of care.

Each individual’s Person-Centered Plan indicates his/her health needs and outlines specific actions and time
frames to address these needs. Actions taken are documented. Health needs include, but are not limited to,
physical, neurological, dental, nutrition, vision, hearing, speech/language, PT/OT,0 and psychiatric services.

When available, individual’s records document hospital summaries that include the discharge diagnosis,
current health status, necessary follow-up instructions and any restrictions or limitations of recent
hospitatizations. Organizations shall document efforts to obtain hospital summaries.

Individual’s records document acute health changes to provide a clear picture of the course of the illness or
injury, the treatment provided, and the individual’s current status from the time of identification through
resolution.

As part of the Person-Centered Plan, health care plans and supports are modified in a timely manner based
upon acute health care changes.

D. Staff Immediately Recognize and Respond to Medical Emergencies

1.

Direct support staff (non-licensed medical personnel) receives training to recognize and respond to individuals
experiencing medical emergencies.

Provide medical equipment ordered by a physician to respond in a potential emergency for pre-existing
(known) conditions, ensuring it is well maintained, clean and functional.

Provide medication ordered by a physician to respond in a potential emergency in the appropriate dose,
guantity, and form.

Ensure first aid kits are available and appropriately stocked for the provision of initial care for an illness or
injury.

E. People Receive Medications and Treatments Safely and Effectively

Organizations implement policies and procedures approved by their Boards of Directors requiring full
compliance with the Alabama Board of Nursing’s Regulation 610-X-7-.06, Alabama Department of Mental
Health Residential Community Programs.

The unit dose or individual prescription system is used for all prescription drugs.

All medications are labeled and stored in accordance with criteria herein.
(a) Medications are stored under lock and key.
(b} All narcotic medications, Schedule 2, 3, 4, and 5 are stored under double lock and key.
(c) Medications are stored separately from non-medical items.

(d) Medications are stored under proper conditions of temperature, light, humidity, sanitation, and
ventilation.

(e) Internal and external medications are clearly labeled as such and stored separately from each other.

{(f) The organization is able to document ongoing accountability for all prescription medication through an
inventory process.
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4, Medications, both prescription and non-prescription, are administered and recorded according to valid orders
and in compliance with the Alabama Board of Nursing’s Regulation 610-X-7-.06, Alabama Department of
Mental Health Residential Community Programs, and the Nurse Delegation Program.

5. Prescription medications are used only by the individual for whom they are prescribed. Over the counter (OTC)
medications are issued to or retrieved by an individual from his/her own supply in accordance with the Nurse
Delegation Program.

6. Each prescription medication which is identifiable up to the point of administration. Identifiable means that it
is clearly labeled with the name of the individual, name of the medication, and the specific dosage.
Prescription medication labels state the expiration date. Names of medications on labels match the
Medication Administration Record.

7. All medication errors and reactions to medications are recorded and reported in accordance with written
policy, the Community Incident Prevention and Management System (IPMS) Guidelines, and the Nurse
Delegation Program.

8. Documentation of corrective action taken regarding medication errors, is maintained by the agency for five
years.

9. Discontinued and outdated medications are promptly disposed of in a safe manner. Disposal can be
implemented only by a nurse, pharmacist, or physician and must be witnessed and documented in accordance
with policy.

10. Each individual who receives medication receives medical supervision by the prescribing physician, to include
regular evaluation of the individual's response to the medication.

11. Individuals receiving psychotropic medication are seen and evaluated by a licensed physician, preferably a
psychiatrist, at intervals not to exceed a six {6) month period. Reviews of the use of psychotropic medications
for each individual are conducted by a licensed physician to ensure the drug is effective, is being given at the
lowest possible dosage and is consistent with appropriate standards of care.

(a) Factors/criteria to be taken into account for consideration of psychotropic medication reduction(s), are
identified, assessed, and documented. Potential reduction of the psychotropic medication is discussed
with the physician and documented and may only be ordered by a physician.

{b) Blood level examinations for individuals receiving anti-convulsant and psychotropic drugs are repeated
as often as clinically indicated for potential toxic side effects and to ensure levels are within
therapeutic range. Results of most recent blood level examinations are maintained in any organization
in which medications are administered. In the event a copy of blood work cannot be obtained, a letter
from the physician stating the individual is in his usual state of health is adequate.

12. Individuals may administer their own medication when all the following have been established and
documented in accordance with regulations of the Nurse Delegation Program:

{(a) The individual has been provided with information regarding the purpose, dosage, time, and possible
side effects of the medication and has verbalized/effectively communicated understanding.

(b} The individual has been instructed regarding what to do and who to call if a dose is missed, if extra
medication is taken, or if adverse reaction is experienced and has verbalized/effectively communicated
this understanding.

(c) The individual has been educated in the maintenance of his/her own medication history and in the
recording of information needed by the physician to determine medication and dosage effectiveness.
The individual has verbalized/effectively communicated understanding and can perform a competent
return demonstration of self-administration of medication.

13. Medication utilized by an individual for self-administration is not locked away from him/her. However, it is
secured out of reach of other individuals who have not been determined to be capable of self-administering
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his/her own medication.

14. Self-medication desire and safety is discussed during the individual’s annual Person-Centered Plan meeting
and any concerns noted in this area are addressed and documented.

15. The organization supports self-administration of medication through periodic monitoring of administration and
documentation of continued proficiency by the individual.

16. For residential and day services, there is a Medication Assistance Supervising (MAS) trained registered nurse or
licensed practical nurse as a full-time or part-time employee or consultant to the provider responsible for
supervision of delegation of medication assistance to the unlicensed personnel.

17. In residential services, access to an on-call MAS nurse must be available twenty-four (24) hours a day, seven (7)
days a week.

6.3.g. Safe Environments
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30, Administrative Code 580-3-22
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’s compliance with
providing quality supports in the area of safe environments.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions:

Procedures:

All environments must be designed and maintained to be accessible, safe, and sanitary for individuals.

A. The Organization Provides Individualized Safety Supports.

Safety supports within an environment are available to the extent they are needed, based on a required
functional assessment.

Assessment includes, but is not limited to, safety in the kitchen, ability to adjust hot water, ability to evacuate
in the event of fire or severe weather, call for help, use cleaning supplies, and other safety concerns specific
to the individual or the particular living environment.

Assessment results are documented.

B. The Physical Environment Promotes Individual’s Health, Safety, and Independence.

1.

Kitchen areas, electrical appliances, and outlets are free of any unnecessary hazards.

The organization assures the building temperature is comfortable for individuals served, according to weather
conditions (a normal comfort range in most instances is defined as not going below a temperature of 70-F or
exceeding a temperature of 80-F).

Environments are clean, pest free, and adequately maintained to ensure basic safety.

C. The Organization has Individualized Emergency Plans.
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1. Organizations have emergency plans to deal with a variety of situations and accommodate the specific needs of
each individual.

2. Appropriate visual signs and alarms are in place for individuals who need them.

3. Quarterly severe weather drills and monthly fire drills are conducted, documented, and available.

4. Emergency contact numbers are readily available and accessible to staff and individuals receiving supports.

D. Routine Inspections Ensure Environments are Sanitary and Hazard Free.

1. The organization monitors housekeeping, conducts regular safety inspections, and completes routine maintenance
and repairs to ensure safe conditions throughout any physical structures. A system is in place to immediately
report and correct environmental or safety hazards.

2. The organization maintains records of repairs and maintenance work and of internal inspections to ensure safety
and sanitation. Indoor air pollution, inadequate heating and sanitation, structural problems, electrical and fire
hazards and older homes with lead-based paint hazards must be addressed in the agency’s monthly
environmental rounds safety program.

3. Each organization adheres to the applicable certification and licensure standards, statutes, and regulations
regarding the physical environment as required by the Alabama DMH Administrative Code Chapter 580-3-22
Minimum Standards for Physical Facilities.

4. The organization maintains the appearance of the setting, inside and out, consistent with that of other settings
in the neighborhood. This rule applies to Home and Community Based Services (HCBS) and settings.

6.3.h. Staff Resources and Supports
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’'s compliance with
providing quality supports in the area of staff resources and supports.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions:

Procedures:

A. The Organization Implements a System for Staff Recruitment and Retention.

1. The organization will recruit and hire staff in accordance with all applicable laws and organizational
requirements.

2. Allemployees/agents will have references and background checks prior to employment. A national background
check is required. Volunteers who work unsupervised with individuals receiving supports will be subject to the
aforementioned background check.

3. Background checks must consist of the following personal identifiers; name, social security number, date of
birth, and driver’s license or state issued non-driver’s identification. The following criminal activities will
permanently disqualify a potential employee from employment;

a. Convictions for any crime of violence
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9.

b. Convictions for any felony

c. The following criminal convictions will prevent a potential employee from employment for the time
specified; :

e Reckless endangerment in the past five (5) years

e Stalking in the second degree in the past five (5) years

¢ Criminal trespassing in the first degree in the past five (5) years
e Violating a protective order in the past three (3) years

o Unlawful contact in the first degree in the past {3) years

e Unlawful contact in the second degree in the past year

e Criminal mischief in the first degree in the past seven (7) years

The organization will complete pre-employment drug screening for each employee whose job duties involve the
care, safety, and well-being of individuals, and on reasonable suspicion, for cause, of any employee of the
organization.

The organization will require all new staff that have direct contact with individuals supported to have a TB skin
test with documented results, unless there is written evidence that such testing has been done within the last

year unless there is a medical contraindication. The TB testing must be administered, read and documented by
healthcare professionals who are not employees of the Direct Service Provider.

Annual TB testing of employees is not a requirement; however, the organization will annually provide
documented ADMH approved TB education training for each employee who has direct contact with the
individuals served. This annual education can be completed by healthcare professionals who are employees of
the Direct Service Provider.

The organization will assess, at least annually, and adjust hiring practices based on analysis of position turnover,
availability of qualified candidates, vacancy rates, staffing ratios, availability of financial resources, supports
needed by individuals and other relevant data.

The organization will work with state and local resources such as schools and job placement services to ensure
an adequate supply of qualified candidates.

The organization will conduct employee satisfaction surveys, including exit surveys when employees leave.

10. Satisfaction surveys will be reviewed for suggestions to improve recruitment and retention.

B. The Organization Implements Policies and Procedures That Promote Continuity and Consistency of Staff.

1.
2.

The organization will have an adequate number of personnel and staff to carry out the stated purpose/mission

Individuals supported will have adequate staff to provide needed services and supports so expectations,
needs, and desired outcomes can be achieved.

The organization will maintain records demonstrating staff accountability.
The organization will maintain records demonstrating staff assighments and/or staff schedules.

The organization’s hiring practices, and staffing plan will be shaped by supports needed by, and individualized
for, those receiving services.

C. Staff are Qualified for Their Roles.

1. Employees who directly provide supports to individuals will be at least 18 years of age and have
the educational background and licensing credentials as required by the funding source, state law,

and federal law.

a. Residential care direct support employees will have a minimum of a high school diploma or GED/High
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School Equivalency Certificate.
b. Personal care direct support employees must be able to read and write and follow instructions.
¢. Respite care direct support employees must have at least completed tenth grade and must

be able to read and write and follow instructions.
d. Day habilitation direct support employees must be able to read and write and follow instructions
e. Adult companion services direct support employees must have the ability to read and

write and follow instructions.

2. Executive Directors/Owners/Operators will possess a bachelor’s degree from an accredited institution in Public
Health, Special Education, Social Work, Business Administration, Public Administration, Psychology, or other Human
Services field working with individuals with various disabilities or have a current Registered Nurse’s license. The
executive director will have considerable experience (5 or more years) working with individuals with intellectual
and/or developmental disabilities in community settings. The director must possess, or be eligible for, license or
certification in their particular field if applicable.

3. Support Coordinators at minimum, have a Bachelor of Arts or a Bachelor of Science degree, preferably in a human
services related field or social work program with specialized training and a four year college degree and will
complete a Support Coordinator training program approved by the ADMH/DDD and the Alabama Medicaid
Agency.

4. Alt Qualified Developmental Disabilities Professionals (QDDP) will have the minimum educational background
required, Doctor of Medicine or osteopathy, registered nurse, or a bachelor’s degree, in a human service field or a
bachelor’s degree with 12 hours course credit in a human services field.

5. AllQDDPs will have at least one year of experience working directly with individuals with intellectual or other
developmental disabilities and will complete QDDP training offered by the state.

6. Students completing a degree in psychology, counseling, social work or psychiatric nursing, will provide direct
services only under the following conditions: the student is in a clinical practicum that is part of an officially
sanctioned academic curriculum; receives a minimum of one hour/week direct clinical supervision from a
licensed/certified mental health professional with at least 2 years post master’s experience in a direct service
functional area; and the student’s clinical notes are co-signed by the supervisor.

The organization will ensure employees maintain current certifications and licenses as required.

D. The Organization Implements an Ongoing Staff Development Program.

1. The organization will assure orientation/training for each employee.
2. The organization will maintain records documenting all employees training on site.
3. Prior to assuming their assigned positions, all employees will complete training in each of the following areas:
¢ - Rights of individuals served
e Complaint/grievance procedure
¢ Policies and procedures regarding abuse, neglect, mistreatment and exploitation
e Overview of intellectual/developmental disabilities
e Infection control/universal precautions
e Severe weather preparedness
e Fire Safety
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4. Prior to working alone, and within at least 90 days of employment, all employees who provide

direct supports to individuals will receive training in:
e CPR (must receive certification)
e First aid (must receive certification)
o Medical emergencies
e Management of aggressive behavior
¢ Medication training including medication side effects
e Signs and symptoms of illness
e Incident identification/reporting in accordance with the IPMS

5. Prior to working alone, and within 90 days of employment, all staff who provide direct supports
will receive training needed to implement individuals’ plans.

6. Within 90 days of employment, all staff who provide direct supports to individuals will receive
training in each of the following:

e Agency policy and procedures

e Philosophy of self-determination

e Person-centered supports

o General behavioral principles with emphasis on skill acquisition and behavior reduction techniques

7. The organization will annually provide refresher training for all employees in each of the
following areas:

¢ Rights of individuals served
e Complaint/grievance procedure
e Policy and procedures on abuse, neglect, mistreatment and exploitation
¢ Infection control/universal precautions
8. All direct support staff will be provided annual training in management of aggressive behavior.
9. Medication Assistant Certified (MAC) trained employees will be evaluated in compliance with the
Nurse Delegation Program.
10. The staff training program will be developed based on input from individuals supported and
their families/legally authorized representatives
11. Staff training will reflect current best practices
12. Training for staff will include one or more of the following:
e Mentoring
e On the job support
e Personal growth and development planning or

¢ Competency based measurement
13. All employees who provide direct supports will maintain current certifications in CPR and First Aid
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6.3.i. Positive Services and Supports
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30

Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’s compliance with
providing quality supports in the area of positive services and supports.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services

Definitions: Behavioral Services Procedural Guidelines (BSPG)- Provides information and guidance for developing
and implementing behavioral services for individuals.

Psychological and Behavioral Services (PBS) Describes several behavior support procedures and ranks them in
terms of their restrictiveness. The PBS is found within the BSPG. Both are referenced in this Operational
Guideline.

Procedures:

A. Individuals Are Informed About the Services and Supports the Agency Provides.

1. The agency will discuss with the individual receiving supports and the legally authorized representative
the organization’s services and any related charges, including any limitations placed on the duration
or services.

2. The agency will provide a written statement of services and related charges to every individual
receiving supports and the legally authorized representative.

3. Individuals responsible for payment of charges for services must be informed of any changes in
services or limitations placed on duration of services prior to their occurrence during the
service relationship.

4, The information must be provided to the individual in language and terms appropriate to the
individual ability to understand.

B. Individuals Are Provided Assistance in Making Choices and Planning for Services and Supports.

1. Each individual will have a support team that includes:

a. a Qualified Developmental Disabilities Professional (QDDP)

b. the legally authorized representative or advocate as needed,

c. family members (as desired by the individual and/or legally authorized representative),

d. representatives of all service providers (particularly staff responsible for program implementation),
e. Support Coordinator, and

f. others as indicated by the individual’s life situation, needs, desires, and age (in the case of children),
or as requested by the Individual or determined to be of important support.
2. When individuals enter the program, the QDDP will share pertinent information regarding the individual’s
support needs, including medical care, safety concerns, etc. with Support Team members within 24 hours.

3. There must be documentation included in the individual’s record of information shared and those attending
the initial support team meeting.

4, Within 30 days of entry into the program, the team will meet to develop a Person-Centered Plan.
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5. The team will meet at least annually, every 365 days, to review and update the individual’s plan.

6. The team will meet at the convenience of the individual and other members of the team to develop the
Person-Centered Plan.

7. Each individual and his/her family members, or others with permission of the individual, must be invited to
actively participate in Person Centered Plan meetings, including transition or discharge planning.

8. The individual and/or legally authorized representative must be prepared for the Person-Centered Plan
meeting by sharing information to be discussed prior to the scheduled meeting, except in the event an
emergency meeting is necessary. Information must be presented to the individual in a method, language,
and/or terms appropriate for them to understand.

C. The Organization Assesses the Individual’s Personal Goals and Priority Services and Supports.
1. Each individual will have a current functional assessment. If the individual is new to the organization’s
services, the assessment must be completed no later than 30 days after entry into services.
2. The functional assessment must be updated annually in conjunction with the Person-Centered Plan.

3. The assessment will address all the following areas at a minimum:

a. individual's preferences,

b. family/home situation,

¢. health needs,

d. activities of dally living,

e. vocational needs,

f. communication skills,

g. leisure activities,

h. physical supports, i.e. adaptive equipment, and

i. social supports
D. Individuals’ Plans Lead to Person-Centered and Person--Directed Services and Supports.

1. Individuals will have Person Centered Plans based on their strengths, interests, and needs.

2. Person Centered Plans will focus not only on skills and supports available to the individual but on those
are preferred by the Individual or needed to realize Individual goals as documented in the functional assessment.

3. Person Centered Plans will include learning, participation and support opportunities that are
meaningful, functional, and enhance the Individual’s dignity.

4. Information for Person Centered Plans must be obtained directly from the individual to the greatest
extent possible or from others who know the Individual best.

5. Information for Person Centered Plans will include observations of the Individual.

6. Person Centered Plans will incorporate information from team members who know the individual well.

7. Person Centered Plans must be modified by individuals with their support teams as needed, as soon as
possible when there are significant changes in the Individual’s physical or mental condition, and/or when a
major life change is being contemplated by the individual or for the individual.

8. The organization will have a clearly defined process for convening special Individual -centered planning
meetings. Meetings must be called at any time mutually agreed upon by the Individual and/or advocate

or legally authorized representative and his/her team.
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9, Person Centered Plans will include prioritized goals designed to achieve desired individualized outcomes.
Desired individual outcomes must be defined in such a way that they address the Individual’s preferences,
are attainable within a specific timeframe and enhance the Individual’s life.

10. Goals will include participating in community life, gaining and maintaining satisfying relationships,
having opportunities to fulfill respected social roles, expressing preferences and making choices, and
continuing the development of Individual competencies.

E. The Organization Provides Continuous and Consistent Services and Supports for Each Individual.

1. All identified formal supports will include implementation strategies defining who is responsible, when,
where and how the opportunity is carried out, including the frequency, and methods of data collection to
assess achievement.

2. Staff will possess the knowledge, skills and abilities to implement Individuals’ Person-Centered Plans as
written.

3. Staff will receive training in how to provide or access the supports needed to implement goals in each
individual’s plan.

4. The organization will provide documented evidence that individuals are offered at least one
community integration activity per week.

5. The organization will have a system for ensuring that changes are effectively communicated to everyone
within the organization who is important to the Individual or who provides supports to the individual and
ensures appropriate training if any special skills are needed.

F. The Organization Monitors the Effectiveness of Each Individual’s Person Centered Plan.

1. The organization will have a system to monitor implementation of Person Centered Plans that include
direct observation of services and supports as well as reliable recorded evidence or information that
reflects progress toward objectives and achieving desired outcomes.

2. The implementation of Person Centered Plans must be reviewed and documented at least every 90 days
for effectiveness.

3. The review will include progress/achievement for each learning, participation, or service opportunity.

4. Person Centered Plans must be modified by individuals with their support team if the individual is not
benefiting from identified opportunities or as requested by the individual.

G. The Organization Provides Positive Behavioral Supports to Individuals.

1. Person Centered Plans will include objectives and strategies to address behaviors that interfere with
the achievement of individual goals or exercise of individual rights.

2. Strategies to address behaviors will use the least intrusive interventions necessary and the most
positively supporting interventions available.

3. When appropriate, individuals will have Behavior Support Plans that reduce, replace, or eliminate
specific behaviors.

4. Behavioral Services Procedural Guidelines must be followed when implementing Behavior Support Plans.

5. Behavior supports must be developed by a qualified professional based on information gathered in a
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functional assessment.

6. Functional assessments will identify physical and environmental issues that need to be addressed to

7.

reduce, replace, or eliminate behaviors.

Support plans will describe specific behavioral supports that may and may not be used.

8. Behavior Support Plans will include a plan to reach a functionally equivalent behavior that will take the place

of a target/inappropriate behavior. BSPG-PBS-02

9. Direct support staff will receive training in behavioral techniques and plans prior to implementation of

supports to individuals.

10. The organization will review data related to the effectiveness of behavior supports. The data is reviewed at

least quarterly, or more often as required by individual needs.

11. Quarterly reports will summarize the behavioral/psychiatric symptom data. BSPG— PBS-04
12. Data will indicate whether the intervention{(s) is effective. BSPG—PBS-04

13. Monitoring will include information explaining why behaviors/symptoms have worsened. BSPG—PBS-04
14. If no progress is made in three months, the Behavior Support Plan must be modified. BSPG—PBS-04
15. The report will include graph(s) of targeted reduction behaviors. BSPG-PBS-04

H. individuals Are Free from Unnecessary, Intrusive Interventions.

1.

Prior to imposing a rights restriction, an assessment must be completed indicating the need for the
restriction. The Individual will meet with the support team to discuss the reason for the proposed

restriction, except in extreme emergencies to prevent the individual from harming self or others.

. Criteria for removing the restriction must be developed and shared with the individual, and legally

authorized representative, prior to imposing the restriction.

. The individual, or the legally authorized representative, will give informed consent for any Behavior Support

Plan that includes Level 2 or greater procedures.

. Behavior Support Plan that include Level 2 or 3 interventions must be reviewed and approved by the

Behavior Program Review Committee, the Human Rights Committee, and the individual, or the individual’s

legally authorized representative.

. All reviews and approvals must be updated annually. BSPG PBS-03

. Emergency or unplanned behavior interventions that are highly intrusive, level 3, will not be used more

than three times in a six-month period without a team meeting to determine needed changes in the

individual’s Behavior Support Plan.

. If Individuals require behavioral or medical supports to prevent harm to themselves or others, supports

must be provided in accordance with DDD-PBS 01-05.

Restraint devices and other restraint procedures will only be applied by staff with demonstrated competency
for the device/ procedure.

The organization will ensure individuals are not subjected to highly intrusive behavior interventions or

punishment for the convenience of staff, or in lieu of a Behavior Support Plan.

10. The organization will prohibit the use of corporal punishment, seclusion, noxious or aversive stimuli,
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forced exercise, or denial of food or liquids that are part of an individual’s nutritionally adequate diet.
11. Requests for the use of Level 4 intervention procedures, except for Emergency Mechanical Restraint,
must be sent to the Director of Psychological and Behavioral Services for the Division of
Developmental Disabilities after reviews have been completed by the Behavior Program Review
Committee, Human Rights Committee, and the legally authorized representative. All restraints approved
through the BSP process must be documented in the Person-Centered Plan. The QDDP will review at
the frequency directed by the Director of Psychological and Behavioral Services.
12. The agency will document and comply with the limit for use of Emergency Mechanical Restraint as required
by the IPMS.

I. The Organization Treats Individuals with Psychotropic Medications for Mental Health Needs Consistent with
Standards of Care.

1. The use of psychotropic medications for behavior support and use of medication to reduce or
change behaviors associated with psychiatric symptoms will comply with provisions of DDD PBS
Level 3, including incorporation into a Behavior Support and/or Psychotropic Medication Plan.
2. PRN orders for psychotropic medications must be administered in accordance with Nurse Delegation
Program and in compliance with emergency procedures and due process.
3. The individual’s Support Team will meet to assess and address behavioral and psychiatric needs when
PRN medications are used as an emergency procedure three times within a six-month period.
4. If an individual has a Psychotropic Medication Plan because they receive psychotropic medication(s) and

have not exhibited a targeted behavior in six months, the Psychotropic Medication Plan must be reviewed
and approved by the Behavior Program Review Committee at least annually. BSPG—PBS-03

6.3.j. Continuity and Personal Security
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’s compliance with
providing quality supports in the area of continuity and personal security.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices

Definitions:
Procedures:

A. The Governing Body Provides Leadership.

1. Each organization will have a Governing Body which maintains and has the following
documents/information available for review onsite:

a. written board approved operational policies

b. articles of incorporation (or a charter) with bylaws
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10.

11.

12.

c. acurrent organizational chart that is updated regularly, but at least annually, and identifies the
titles of employees

d. a written mission statement approved by the Board of Directors
Responsibilities of the board must be defined in writing.
Records/minutes of Board meetings will be maintained and available for review.

The Executive Director will be responsible for the overall operation of the agency. This responsibility will
be included in the job description for the Executive Director

The organization will have a written mission statement consistent with its legal constituting documents
describing its purpose, services/supports it provides, who receives services, and how expectations of
those who receive services and supports are met.

The mission and values statement will clearly reflect the organization’s commitment to protect
individuals’ rights.

The mission and values statement will reflect the organization’s provision and availability of services
through positive approaches that are dignified, respectful, and demonstrate achievement of outcomes
unique to each individual.

The board will review the mission and values statements on a regular basis, but at least annually.

A system will be in place for receiving input from current and prospective service users in development
of the organization’s mission statement, values, and its ongoing organization and operations, as well
as the opportunity to provide feedback to participants for required or desired changes

The system for providing input or feedback will be developed and maintained in a form that is easily
used and understood by individuals receiving services and supports.

The organization will conduct flexible operations that meet individual needs in terms of accessibility
and availability for those receiving services and supports.

The organization will maintain current certifications and licenses for operations and comply with all
posting and notification requirements of local, state, and federal offices.

B. The Organization Supports Individuals to Manage and Access Their Personal Money.

1.

2,

The organization will refrain from engaging in accounting/ fiscal practices that restrict individuals from
having access to their personal money.

The organization will, when assisting individuals with money management, provide the individual,

legally authorized representative, and others identified by the individual with documented financial
statements of all expenditures and excess funds at least quarterly.

C. The Cumulative Record of Personal information Promotes Continuity of Services.

1.

2.

The organization will maintain a cumulative record of information and documentation of services and
supports needed by and provided to individuals.

The organization will have:

a. asystem for protecting the confidentiality of records, including financial and health information,
in accordance with HIPAA regulations and other applicable state and federal laws.

b. asystem to ensure only those directly involved in an individual’s care, or involved in authorized
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administrative review or service monitoring have access to records
c. asystem for ensuring records are safe from loss, destruction, or use by unauthorized persons.

3. The organization will ensure that birth certificates, Social Security cards, eligibility paperwork, and other
legal documents are maintained permanently, and all other records are maintained for five years

4. The organization will ensure the individual’s current record includes at least 12 consecutive months of
information.

5. The organization will ensure personal information includes only information needed to provide services
and supports to individuals.

6. The organization will ensure personal information contained in the record is accurate and legible.

7. The organization will ensure information is organized so it is accessible and able to be updated on a
regular basis.

8. The organization will ensure individuals and their legally authorized representative have access to all

individual information in their record and is able contribute to the information if they choose to do so.

6.3.k. Quality Improvement System
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’s compliance with
providing quality supports in the area of a quality improvement system.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central Regional Offices
Definitions:

Procedures:

A. The Organization Monitors Quality Improvement.

1. The organization will have a written internal monitoring plan approved by their board of directors annually and
will be available for review by designated DDD staff.

2. The internal monitoring system will measure the most important elements and key functions of the
organization.

3. The organization will monitor, at a minimum, the following areas:
(a) Promaotion and protection of individual rights.
(b) Dignity and respect practices.
(c) Promotion of natural supports.

(d) Protection from abuse, neglect, mistreatment, and exploitation, including implementation of an incident
prevention and management system.

(e) Best possible health, including implementation of the Nurse Delegation Program.
(f) Safe environments.

(g) Staff resources and supports.
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(h) Positive services and supports, including implementation of the Behavioral Services Procedural Guidelines.
(i) Continuity and personal security.
B. A Comprehensive Plan Describes the Methods and Procedures for Monitoring Quality Improvement.

1. The organization will clearly identify data sources, methods for data collection and the type of data analysis to
be performed for each function measured.

2. The organization will identify individuals responsible for collecting and analyzing data from the internal
monitoring system.

3. The organization will identify responsibilities and roles of each individual involved on the internal monitoring
team and include individuals supported.

C. Quality Improvement Monitoring Data is Used for Continuous Learning and Development.
1. The internal monitoring system will emphasize quality enhancement and continuous improvement.

2. Data collected, and information learned from the internal monitoring system will be used to inform and
educate staff and individuals receiving services, improve systems, and ensure quality improvement is met.

6.3.l1. Personal Care, Companion, Respite and Crisis Intervention Services, and

Supported Employment at an Integrated Worksite
Responsible Office: Quality and Planning/Certification

Reference: Administrative Code 580-5-30
Effective: October 1, 2020

Statement: This process is to guide certification staff in assessing the community provider’s compliance with
providing quality supports in the area of personal care, companion, respite and crisis intervention services, and
supported employment at an integrated worksite.

Purpose/Intent: To provide a process to ensure the provider practices sound management providing quality
services to individuals.

Scope: DDD Non-Waiver HCBS Providers; Support Coordinator Services; ADMH-DDD Central Regional Offices
Definitions:

Procedures:

A. Staff Providing Services Know How to Support the Individual.

1. Inaddition to administrative requirements in Chapter 580-5-30-.10, the organization will provide training to staff
on the services to be provided and how the individual wants to be supported. This training will include:

a. Review of the Person-Centered Plan.

b. Information about specific conditions and required supports of the individual to be served, including
his/her physical, psychological or behavioral challenges, his/her capabilities, and his/her support needs
and preferences related to that support.

c. Reporting and record keeping requirements.

2. The organization will provide procedures for arranging backup workers when needed.
B. The Organization Develops and Implements a Person-Centered Plan.

1. A Person-Centered Plan will be developed and approved for the individual receiving services, and there is
documentation establishing that the plan is followed and is modified as needed.
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The Person-Centered Plan will be adequately detailed so the worker can provide the services required by the
individual.

The Person-Centered Plan will be approved by the Division of Developmental Disabilities, if services exceed
eight (8) hours per day of services and documents the following:
If providing respite services, the organization will provide evidence that a temporary support plan was

developed prior to the service and is documented and implemented for the individual while served by the
organization.

The Person-Centered Plan will be developed with input from the individual, their legally authorized
representative, family, and/or advocate.

If the individual’s needs require more than eight (8) hours of personal care or companion service per day, the
individual and his/her team will meet to discuss a viable alternative service which will meet his/her needs.

If the individual and his/her team decides personal care, companion, respite, and/or crisis intervention services

are no longer adequate, a viable alternative service will be located prior to discharge.

C. Services Are Monitored

1.
2.

Documentation of the provision of identified services/supports will be available.

A QDDP will be assigned to supervise the provision of personal care, companion, respite and crisis intervention
services to the individual, evaluate the continued appropriateness of such services, and makes changes when the
individual’s needs or desires are not being met.

The QDDP will conduct a site visit at least every ninety (90) days, and more often if needed.

The QDDP will assess the effectiveness of the service, individual/family satisfaction with the service, and
institutes any changes that are needed. ' |
Documentation will be made establishing that the QDDP has taken corrective or improvement action in a

timely manner, as need indicates.
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6.4. Incident Prevention and Management System (IPMS)

Responsible Office: Quality and Planning/Certification
Reference: Alabama Administrative Code 580-5-30
Effective: December1,2020
Statement: Incident management serves to promote an environment free from harm. The Division is committed
to the following beliefs:
= People are entitled to appropriate services in a caring environment that promotes dignity, respect, and is
free from harm.
= Providers must eliminate, wherever possible, the occurrence of preventable incidents and respond
appropriately to all types of incidents.
= The fewer the number of incidents, particularly serious incidents, the more caring the environment will
be for people to live, work, and learn there.

In 2016, ADMH adopted THERAP Services, a web-based service organization that provides a solution for
documentation, communication, and incident reporting needs for agencies providing support to people with
DD. DDD providers use this tool to submit reportable incidents to RCS offices, and other appropriate entities. In
THERAP, reportable incidents are referred to as General Event Reports (GER), and completed investigations are
referred to as GER Resolutions.

Revisions to the IPMS Manual were made in response to the joint report issued by the U.S. Department of
Health and Human Services, Office of Inspector General (01G), the Administration for Community Living (ACL),
and the Office for Civil Rights (OCR) which required increased oversight to improve health and safety of people
receiving waiver services. (See Exhibit 6.4 for full manual)

Purpose/Intent: To protect the program integrity and demonstrate financial accountability. The purpose of the
community Incident Prevention and Management System (IPMS) is to describe and implement through
standard actions by the Division of Developmental Disability Services, its Regional Community Services (RCS)
offices, and contractors, a mechanism to protect persons served from harm, and improve the oversight and
response capabilities of the systems that serve them. Protection from harm requires an incident management
component that includes prevention, identification, classification, proper reporting and investigation, and
implementation of effective actions to remedy situations that lead to harm.

Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional
Offices

Definitions: An incident is any unplanned occurrence that has the potential to affect the health, safety, and
welfare of persons served by the DDD.

Pursuant to the IPMS, the following are considered reportable incidents: medical emergencies including
moderate injuries, severe injuries, choking, seizures, falls, and unscheduled hospital admissions, medication
errors, AWOL/Missing person, death, behavioral issues, natural disasters, fire, allegations of abuse, neglect,
mistreatment, or exploitation, physical assault, sexual assault, manual restraint, mechanical restraint, chemical
restraint, and other occurrences which require the notification of Police, or DHR.

Critical incidents are events that create significant risk of substantial harm to the physical or mental health of
waiver participants. Critical incidents requiring a major level of review generally include deaths, physical and
sexual abuse or sexual assault, neglect, exploitation, suicide attempts, unscheduled hospital admissions, severe
or moderate injuries, Level 3 medication errors and AWOL/Missing persons reports. Critical incidents requiring
a minor level of review generally include verbal abuse, mistreatment and property damage.

Procedures:

All agencies are required to notify ADMH of all reportable incidents and take action in accordance with the
Incident Prevention and Management System policy, which includes state law and funding source
requirements. Incident reporting, investigations and follow-up processes must be followed as specified in the
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IPMS guidelines. Consideration must be given to specified timelines for reporting and resolution of incidents
and investigations. Full cooperation is expected, including requests from the Bureau of Special Investigations
(BSI) and ADMH Advocacy. Failure to submit information or respond to requests may prompt an agency
investigation led by ADMH.

All requests by ADMH for information and corrective actions will be made in writing, either through THERAP,
email, or certified mail, with a designated response date. Requests by ADMH to obtain information or evidence
that corrective action has been implemented will be made to the Executive Director up to three times.
Agencies that fail to cooperate with any request for information or corrective action will be subject to an
immediate Provisional certification for a specified period. The Provisional certification status will remain in
effect until either the requested corrective action is taken, information is provided, or specified certification
date has expired. Failure to comply with documentation and/or corrective action requirements may also result
in a For Cause certification review. Furthermore, failure to cooperate may result in decertification, termination
of ADMH contract, or other enforcement actions due to noncompliance.
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CHAPTER 7

BEHAVIORAL SERVICES

7.1. Behavioral Services Procedural Guidelines

Responsible Office: Psychological and Behavioral Services

Reference: ADMH Administrative Code 580-5-30-.02 (2), Behavioral Service Procedural Guidelines: DDD-PBS,

HCBS Waivers

Statement: The Behavioral Service Procedural Guidelines were established to provide behavioral services for persons
with intellectual disabilities in the state of Alabama. The guidelines were developed by the Behavior Analysis Task Force
a group of professionals representing both community providers and the Developmental Disabilities Division of the
Department of Mental Health. The guidelines were developed using the principles of Applied Behavior Analysis as the
foundation. Behavioral services based upon these principles have resulted in successful skill acquisition and/or behavior
reduction for persons with intellectual disabilities. Because of the evidence-based support for the use of a behavior
analytic approach to the provision of behavioral services, the state of Alabama Department of Mental Health
determined that services based on these principles would provide the best quality for the consumers served.
Purpose/Intent: The purpose of the guidelines is to provide information and guidance for the development and
implementation of behavioral services for persons with intellectual disabilities who are receiving services through one
of the community agencies contracting with the state Department of Mental Health. The guidelines are intended to
supplement the Community Standards used for certification of service agencies.

Scope: These procedures apply to all providers and recipients of behavioral support services though the Alabama
Department of Mental Health, Division of Developmental Disabilities.

Definitions: The Behavioral Guidelines describe all of the behavioral training and intervention strategies that are
approved for use in the state of Alabama. The term behavioral refers to interventions that focus on actual, measurable,
real-world behaviors and outcomes; HRC (Human Rights Committee); BPRC (Behavior Program Review Committee); IDT
(Interdisciplinary Team); BSP (Behavior Support Plan)

Procedures:

1. The Behavioral Services Procedural Guidelines outline the minimum requirements for providing behavioral
services in the state of Alabama.

2. The Behavioral Services Procedural Guidelines details four levels of procedures in providing an individual with
each successive level indicative of greater restrictiveness, such that Level 1 procedures are not restrictive at all
and Level 4 is highly restrictive. All level 4 procedures must be approved by the Director of Psychological and
Behavioral Services, only after the Person-Centered Plan and BSP have been reviewed by the IDT, individual,
HRC, and BPRC.

3. The Behavioral Services Procedural Guidelines require that, for any person prescribed psychotropic or other
medications for the purposes of addressing/treating behavioral challenges and/or psychiatric symptoms, a
Psychotropic Medication plan be developed for the purposes of ensuring that reductions are considered and
implemented wherever possible.

4. Anyone providing behavioral support services, as well as positive behavior supports through ADMH- HCBS
waiver services must have received training on the Behavioral Services Guidelines provided by the Office of
Psychological and Behavioral Services.

5. The Office of Psychological and Behavioral Services provides the Behavioral Service Procedural Guidelines
Training throughout the five ADMH-DD regions.

6. Requests for training can be made through the three Comprehensive Support Teams, as well as throughthe
Director of Psychological and Behavioral Services.
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7.2. Request for Action for Special Level of Staffing Restrictions
Responsible Office: Regional Community Services

Reference:

Revised: October 16, 2020

Statement: Special level of staffing is a restriction requested via the Request for Action process that must be
justified with data and documentation and managed as per Behavioral Guidelines.

Purpose/Intent: As an intrusive restriction, special level of staffing must be requested in accompaniment with, at a
minimum, relevant target behavior data, Behavior Support Plans, and review/rationale from the person’s

interdisciplinary team.

Scope: Regional Community Services; Fiscal Manager; Service Coordinators; Providers

Definitions: Regional Community Services (RCS); RFA (Request for Action); Community Services Specialist (CSS);
GER (General Event Report); BSP (Behavior Support Plan); IRBI (Individual Residential Budgeting Instrument); DDD
IMS (Division of Developmental Disabilities Information Management System

Procedures:

1. |If a person served requires a special level of staffing restriction, the Provider submits to the Support
Coordinator a Request for Action (RFA) detailing the special level of staffing restriction requested and
provides (at minimum) the following documentation:

a. If requesting supports for behavioral concerns:
i Current Behavior Support Plan, including a realistic and attainable plan for fading of special
level of staffing restriction and all required approvals
ii. Target behavior frequency data in line graph format (as applicable) for the previous three (3)
months (if an initial restriction) or for the previous twelve (12) months (if a continuation of a
restriction).

Data on fading periods (if applicable)

When the Behavior Support Plan utilizes any type of protective equipment as a means to
reduce behavior, data will be submitted on the use of protective equipment (i.e. number
of times used and duration of application)

When staffing is utilized 24 hours/day, data will be submitted on hours slept per night and
behaviors that occur during overnight hours separate from behavior frequency data

The most recent Quarterly Support Coordinator Summary

iii. Interdisciplinary team note reflecting:

Review of necessity of continuing special level of staffing restriction

Rationale for continuing special level of staffing restriction, if continued

Review of the effectiveness of the BSP

Review of progress on alternatives to targeted behaviors justifying the use of special level
of staffing

Recommendations for modifying the BSP to better address target behavior(s) warranting
the special restriction, if deemed ineffective at reducing frequency(s) of target behaviors

b. If requesting supports for medical concerns:

i.
ii.
iii.

Detail of supports individual requires due to medical status
Most recent physical/medical assessment
Current status (i.e. progression, regression, or no change)

2. The Support Coordinator uploads these documents to DDD IMS Notes and tags designated RCS staff
responsible for managing RFA’s.
3. RCSreviews the RFA and associated documentation for completeness and compliance with Behavioral

Guidelines.

4. |If questions or incomplete/insufficient documentation, RCS responds to the Support Coordinatorto
request additional information.
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The Support Coordinator communicates with the Provider to obtain the requested information.

When providers do not provide documentation to substantiate the need for a staff-involved restriction

(e.g., special level of staffing), RCS cannot authorize billing based on an IRBI that reflects that special level

of staffing.
a. When this occurs, RCS will offer non-compliant providers the option of submitting an IRBI
updated to reflect standard level of staffing for persons for which special level of staffing
documentation has not been adequately submitted. Thus, they may bill uninterrupted and may
then later back-bill for the difference in the special level of staffing rate once they come into
compliance.

Upon receipt of all available/requested information and within seven (7) working days, RCS makes a

determination based on individual progress and factors in data/BSP (e.g., data trends, fading criteria, etc.)

and on Behavioral Guidelines.

A final determination is communicated to the Support Coordinator via DDD IMS Notes.

The Support Coordinator communicates this determination to the Provider within three (3) working days.
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7.3. Comprehensive Support Systems (CSS) Teams

Responsible Office: Psychological and Behavioral Services
Reference: ADMH Administrative Code 580-5-30-.02 (2); ADMH Policy 540-1

Statement: The Alabama DMH Division of Developmental Disabilities (DD) provides a comprehensive array of
specialized services for people with intellectual disabilities in the State of Alabama who meet criteria for services
through an interdisciplinary treatment modality, utilizing clinical professionals with advanced training in behavioral
support services.

Purpose/Intent: The Comprehensive Support Services teams were established to provide consultative

assistance to agencies, organizations, and communities to address significantly challenging, crisis, and/or
emergency situations that may lead an individual with an intellectual disability to psychiatric hospital admission,
incarceration, or difficulty maintaining community placement. Specialized services, consultations, evaluations, and
training services are provided in a manner that is designed to increase the capacity and expertise of agency,
organization personnel, and/or family serving the individual, as well as to assist the person.

Scope: These procedures apply to all that provide services and supports to peaple with intellectual and
developmental disabilities through ADMH-DD.

Definitions: Individuals Served: Persons who meet the criteria of having an Intellectual disability and present issues
which require diagnostic or treatment consultation may be eligible for services provided by the Comprehensive
Support Services teams.

Procedures:

1. Comprehensive Support Services teams assess the need for and assist with providing an array of supports to
individuals who require specialized services. Additionally, these teams assist providers with developing
internal capacity related to these and other specialty areas.

2. The three Comprehensive Support Services teams are located in Decatur, Montgomery, and Mobile, and have
offices located in the Regional Community Services offices. The division of responsibilities for state-wide
coverage is as follows:

sDecatur team - provides services for Regions | and upper part of Region Il;
-Montgomery team - provides services for Regions IV and V; and
-Mobile team - provides services for Region Ill and lower part of Region Il.

3. Comprehensive Support Services team consist of a licensed advanced level psychology professional who
serves as the team leader and is responsible for coordinating the development and maintenance of
procedures and protocols (standardized across teams) addressing all activities of the team, including the
intake process; Master’s and Bachelor’s level psychological and behavioral services professionals; and, a
clinical professional specialized in providing behavioral services to children. CSS will also utilize the services of
a Primary Care Physician; a Psychiatrist; a Dentist via contract consultation and part-time employment
opportunities.

4. Services Provided:

a. Training on the Behavioral Services Procedural Guidelines

b. Consultation regarding individuals with severe behavioral problems

c. Assistance with developing Behavioral Support Plans, Special Level of Staff Plans, Fading Plans

d. Activities in the areas of psychiatric consultation services, medical consultation services, and dental
services may require the participation of multiple team specialists.

5. Who should be referred:

a. Person with ID who exhibits challenging behaviors with the potential to escalate into a crisis situation
b. Medical, psychiatric, or dental services cannot be obtained in the community for the person

c. Current behavioral or medical treatment strategies are not effective

d. Numerous psychotropic medications or high doses are prescribed

100



6.

e. Person begins exhibiting new problem behaviot(s)
f. Recent psychiatric/behavioral hospitalization(s)
g. Involvement with law enforcement due to behavioral disturbance

Accessing Services: In order to access Comprehensive Support Services, provider agencies and/or families
should contact their Regional Community Services Office. The Directors of these offices implement
established procedures for processing and prioritizing referrals using the Request for Regional Action
procedures.
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CHAPTER 8

WAIVER SERVICE GUIDANCE
8.1. IRBls

8.1.a. For DMH and DHR Funded School Aged Children
Responsible Office: Administrative and Fiscal Operations
Reference: N/A

Statement: Calculating residential rates for school aged children on the ID waiver and matched with DMH or DHR
funds

Purpose/Intent: Blended rates of school days and out of school days have been used in the past to calculate an
annual IRBI rate. When this is done, and a student’s residence changes during the school year, this results in the
provider reimbursement being incorrectly reflective of the student’s school versus home hours.

Scope: School aged DMH and DHR in residential waiver services

Definitions: IRBI (individualized residential budgeting instrument); DMH (Department of Mental Health); DHR
(Department of Human Resources); ID (intellectual disabilities)

Procedures: When calculating residential rates for school aged children you should formulate two IRBIs. One for
the school year and one for the summer break. When authorizing these rates for billing purposes the school year
calendar of the system the student is attending should be reviewed for school year ending and beginning dates.

8.1.b. Absentee Rates

Responsible Office: Administrative and Fiscal Operations

Reference: N/A

Statement: Calculation of Absentee Rates for the IRBI

Purpose/Intent: To establish eligible dates for calculating individual residential absentee rates.

Scope: This guideline applies to all providers of residential services and fiscal managers representing ADMH/DDD
regional offices.

Definitions: IRBI (individualized residential budgeting instrument)

Procedures: Providers are allowed to change existing residential absentee rates on the IRBI once a year in the
month of August to be reflected on the authorizations beginning September 1%, Changes in absentee rates should
be requested directly to the Fiscal Manager representing the region of the individual’s residence.
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8.1.c. IRBI Completion and Workflow

Responsible Office: Administrative and Fiscal Operations
Reference: N/A

Revised: July 16, 2020

Statement: Party responsible for completion of IRBI and workflow after completion.
Purpose/Intent: To outline the responsible party for completion of IRBI, technical support available and workflow
after completion.

Scope: DDD HCBS Waiver Service Providers

Definitions: IRBI (individualized residential budgeting instrument); DMH (Department of Mental Health); RFA
(request for regional action)

Procedures: Residential providers will bear the responsibility of completing IRBls on people served in residential
settings when the individual is placed with the program and when any changes are needed in the IRBI for
staffing coverage (to be approved through the RFA process). The IRBI should reflect the individual’s needs, as
set forth in the person-centered plan. If help is needed with completing the IRBI, the provider should contact
the Fiscal Manager in their respective regional office. Regional Fiscal Managers will assist in the completion,
given the request for staffing needs and absentee rate from the provider. The provider will then complete the
IRBI and send it to their Regional Community Services Director. The director will check the IRBI to ensure it
aligns with the context of the person-centered plan.

When approved, the IRBI will be scanned into ADIDIS by regional office staff.

If the IRBI in ADIDIS does not match current approved staffing at redetermination, an updated IRBI should be
included with the individual’s annual redetermination packet. The IRBI template is posted on the Department’s
website.

The IRBI will be reviewed, in conjunction with an individual’s Person-Centered Plan (PCP), by regional office staff
before a site is monitored.

8.2. Provider Recoupment Guidelines

Responsible Office: Administrative and Fiscal Operations

Reference: Administrative Code 580-5-30(.03) 580-5-30-.05 and 580-5-30-.10; DDD IPMS Guidelines 6.4; ADMH
Contract

Effective: November 1, 2020

When findings of DDD monitoring, certification reviews, audits, etc. reveal potential improper billings by
providers, overpayment and/or unwarranted billings and payments for services, and/or misuse or theft of
client funds, the DDD staff shall:

1. Central Office Directors will notify the DDD Associate Commissioner and provide all related
documentation and evidence including written report of findings.

2. The DDD Associate Commissioner will review the findings and make a determination if further review
and/or investigation are warranted.

3. If the Associate Commissioner determines there is no impropriety and that no further review or
investigation is warranted, the Associate Commissioner shall inform the referring DDD staff and ensure
that training, technical assistance, etc., as appropriate, is provided to address the findings.

4, |f the DDD Associate Commissioner determines that further review and/or investigation is warranted,
the Associate Commissioner will refer and request an investigation be conducted by the proper
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ADMH Officials including, Bureau of Special Investigations (BSI); ADMH Internal Advocacy Office,
ADMH Internal Audit Office or other as deemed appropriate. If findings involve potential misuse of
federal funds or non-ADMH state funds, such as Medicaid, Social Security, etc., the Associate
Commissioner will notify the appropriate agency, provide copies of written findings and inform of
referral, if any, to other ADMH Officials for review and investigation.

8.3. Public Health Emergency

8.3.a. Covid-19 Infectious Disease Emergency Plans for Direct Support Providers
Responsible Office: Administrative and Fiscal Operations

Reference:

Effective: June 10, 2020

Statement: Direct Service providers must be prepared to serve persons receiving Waiver services during
an infectious disease emergency with the utmost accountability to meet the health and safety needs of
individuals with Intellectual Disabilities, who are considered “vulnerable persons” by the CDC, due to
higher potential for underlying conditions that may place them and the direct support staff who assist
them at an increased health risk, particularly as related to COVID-19. Examples include those individuals
65 or older and/or with underlying medical conditions that may increase risk of serious COVID-19 include
but are not limited to: Blood Disorders (e.g. sickle cell or on thinners), Chronic Kidney Disease
(medication treatment or dialysis), Chronic Liver Disease (cirrhosis, chronic hepatitis), Compromised
Immune System (immunosuppression) cancer, chemotherapy/radiation, organ or bone transplant, high
doses of corticosteroids or immunosuppressant medication, HIV/AIDS. Endocrine Disorder (diabetes
mellitus) Metabolic Disorder (inherited or mitochondrial disorder) Heart Disease (Congenital, congestive
or coronary artery disease) Lung Disease (Asthma, chronic obstructive pulmonary disease, bronchitis,
emphysema, impaired lung function, or required oxygen), Intellectual Disability, Neurological, neurologic
and neurodevelopmental conditions (brain spinal cord disorders, spinal cord injury, peripheral nerve,
cerebral palsy, epilepsy, seizures, stroke, moderate to severe developmental delay, muscular dystrophy).
Purpose/Intent: Direct Support agencies will compose and maintain written emergency plans, policies, and
procedures to ensure they can successfully implement strategies to mitigate and respond to an outbreak
of epidemic/pandemic proportions of an infectious disease (e.g., COVID-19).

Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices;
Individuals Served

Definitions: Division of Developmental Disabilities (DDD); Regional Community Services (RCS); Community
Services Director (CSD); Support Coordination Entities (SCE’s); Incident Management & Prevention System
(IPMS); Occupational Safety & Health Administration (OSHA); Centers for Disease Control (CDC)

Procedures:

1. All Direct Support Service agencies serving persons receiving Waiver services must compose,
maintain and implement an emergency plan for mitigating and responding to epidemic/pandemic
outbreaks of infectious disease (e.g., COVID-19). This emergency plan must include, at a
minimum, the following elements:

a. Distinct phases of the Direct Support Service agency activity, dependent upon
governmental/public health mandates (e.g., work from home, infection control, social
distancing, quarantine, shelter in place, etc.).

b. Specific changes to Direct Support Service agency operations in each phase, including:

i. Methods to access necessary records and information for persons receiving Waiver
services by oversight and service coordination entities.
ii. Methods for maintaining reliable and consistent communication between RCS,
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vi.

vil.

viii.

Xi.

xii.

SCE’s, persons receiving Waiver services, and families/caregivers.
Methods for communicating emergency plans, and their level of implementation,
to persons receiving Waiver services, families/caregivers, SCE’s and RCS.
Methods for communicating any changes in staffing ratios as a result of the
infectious disease emergency occurring.
Methods for communicating with persons receiving Waiver services, SCE’s, RCS,
and families/caregivers regarding, and acting expeditiously upon, the potential
need for emergency services or emergency changes to existing services, should the
person, provider, family, caregiver, or other critical supports become unavailable as
a result of the infectious disease emergency occurring.
Plan for effectively continuing operations if/when the Direct Support Service
agency experiences reduced staffing capacity as a result of staff contraction of the
infectious disease.
Screening and Policies (including reporting of positive results and time frames for
such) for Employees Exhibiting Signs and Symptoms per CDC guidelines.
Screening and Policies (including reporting of positive results and time frames for
such) for Persons Served Exhibiting Signs and Symptoms per CDC guidelines.
Screening and Policies (including reporting of positive results and time frames for
such) for anyone (e.g., Department Staff, members of the community, maintenance
personnel) entering settings.
Notification of Exposure per ADMH directives through IPMS, and other reporting
requests, and also in compliance with standards of the federal Health Insurance
Portability and Accountability Act (HIPAA).
Full compliance with CDC guidelines relating to safe practices that reduce risk of
exposure of the virus by individuals served, staff and family members at a
minimum should include the following:
1. Handwashing and sanitary practices per CDC guidelines to include
respiratory etiquette (e.g., covering your cough or sneeze).
2. Social distancing strategies, per CDC guidelines, to include the following:
a. Physical environments will be adapted based on square footage and
(per ADMH/APDH/CDC guidelines) limitations on group sizes in
individual rooms throughout the Center;
b. Measures to prevent cross contamination (e.g., no rotation of
classes);
c. In-person and large group meetings relating to service coordination
and planning;
d. Administrative function of the entity;
e. Restrooms;
f. Meal planning and communal dining; or
g. Creating more space between work or training stations.
Housekeeping (all settings) — sanitizing and disinfecting, at a minimum, tables,
other surfaces, door handles, light switches, bathrooms, vehicles, technology and
equipment (e.g., computers, phones, etc.) and other common touch points
throughout the day, using a CDC-approved sanitizer/disinfectant and the frequency
these tasks should be accomplish.
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xiii. Transportation, public and private, to include social distancing requirements and
sanitation practices per CDC guidelines will be accomplished.

xiv. Procedures for identifying and correcting non-compliance with health and safety
procedures (e.g., refusal to wear mask during transportation).

xv. Provider requirements for signed assurance statements by and between the
agency and individual/family.

xvi. Procurement, distribution and use of personal protective equipment, and the
maintenance thereof, according to CDC and OSHA guidelines.

xvii. Managing employment outcomes for people served to include individual risk
assessments and employer work environment.

xviii. Collaborative engagement with the person, family, support Team and led by the
Support Coordinator, to complete an Individual Risk Assessments for participation
in community activities, visitation with family, and day services, etc.

xix. Distinct communications and training plans to mitigate risk so to ensure best
possible health and protections of individuals served, families, and staff, to include
utilization of communications that best meets the needs and learning styles of
individuals served.

2. As circumstances dictate shifting through the phases of the Infectious Disease Emergency Plan,
the Direct Support Service agency is to report these changes to the SCE and RCS CSD(s)
immediately as they occur.

3. The Infectious Disease Emergency Plan must be composed, updated and implemented within
thirty (30) days of the publication of this Operational Guideline, or as mandated by DDD if
required during an infectious disease emergency (e.g., COVID-19). Upon completion, it is to be
immediately submitted for review/approval to the Community Services Director(s) (CSD’s) of the
Region(s) in which the Direct Support agency operates.

4. The Infectious Disease Emergency Plan is to be reviewed and updated as new ADMH and/or
ADPH/CDC guidelines are released during the pandemic and annually when there is no pandemic.
The Infectious Disease Emergency Plan is subject to review by RCS and Certification staff persons
to ensure compliance.

8.3.b. Covid-19 Appendix K - Temporary Presumed Eligibility During a State of Emergency

Responsible Office: Waiver Services
Reference: Covid-19 Appendix K
Effective: January 26, 2020 R S
Statement: In times of emergency, persons with intellectual disabilities may be especially vulnerable and in
potentially greater need for services but without normal access to documentation/assessments to

substantiate eligibility for Waiver services.

Purpose/Intent: When a State of Emergency is declared by the Federal, State, or Local government within whose
jurisdiction Waiver services are being delivered, eligibility criteria for Waiver services may be relaxed to ensure
timely access to services by persons presumed eligible and in need.

Definitions: Division of Developmental Disabilities (DDD); Regional Community Services (RCS); Community
Services Director (CSD)

Procedures:

1. Temporary Presumed Eligibility standards remain in effect until such time as the

applicable State of Emergency is lifted.
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2. During this period of time, Temporary Presumed Eligibility standards allow for the following practices during
determination of eligibility;

a.

Remote eligibility activity — All eligibility activities (including applicant and clinician contact) may be
completed remotely. Specifically, in-person activities (such as intakes and interviews) may be
completed by phone, or secure telehealth technology, when possible to avoid in-person contact and
limit risk of spreading the infectious disease. Additionally, please request all medical records, school
records, and other required documentation electronically or by mail.
Remote Telehealth — Support Coordinators conducting eligibility activities may accept evaluations
from psychologists that were completed remotely. Telehealth evaluations with adaptive (or other, as
applicable) assessments completed with telehealth technology (i.e. phone or secured video
technology) should follow HIPAA requirements. In the event an in-person or telehealth evaluation or
assessment is required by another policy or standard and cannot be completed, apply Presumed
Eligibility protocols.
Presumed Eligibility — in the event that an administrative evaluation is not possible, and
substantiating documentation of all eligibility criteria (as per ADMH-DDD OG 8.2) is not available,
any of the following substantiated data will be accepted:
i. Most recent IQ test with Full Scale Intelligence Quotients (IQ) scores less than 70, prior to
age 18.
ii. A qualifying Intellectual Disability (ID} diagnosis by a Qualified Professional without an
adaptive assessment, prior to age 18.
iii. When testing or documentation of a qualifying intellectual disability is unavailable, an

attempt to obtain the attached Physician’s Statement should be made to verify:

1. The Qualified Professional can affirm an ID diagnosis;

2. The ID diagnosis directly causes an adaptive behavior impairment that significantly
impacts Conceptual, Practical, Social functioning, or Socialization, Daily Living Skills,
Communication areas; and

3. The qualifying condition and impairment are reasonably expected to have occurred
prior to the age of 18.

d. Presumed Eligibility Practices

i. Notes in the web-based application must clearly identify why Presumed Eligibility policy is
used for an applicant.

ii. All notices of eligibility under Temporary Presumed Eligibility standards must indicate
“Presumed Eligible” in the communication.

iii. The RCS Waiting List Coordinator must distinctly track Presumed Eligible cases and re-
determine eligibility via standard means (as per ADMH-DDD OG 8.2) within one (1) year of
the Presumed Eligibility determination.

iv. A new decision notice must be sent to all individuals determined Presumed Eligible within
ten (10) business days of that determination.

v. Re-determination must be completed prior to twelve (12) months from the initial Presumed
Eligibility determination.

3. Whenever possible, ADMH-DDD OG 8.2 should be foliowed if current documentation is available or
telehealth technology will provide required eligibility documentation for the rule.

4. Eligibility determinations should be processed timely and not delayed unnecessarily. If the ADMH-DDD OG
8.2 requirements are not met by current available records, the Waiting List Coordinator should implement
Presumed Eligibility within 30 days of identifying a possible Presumed Eligibility case.
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8.4. Housing Specialist Access Request
Responsible Office: Regional Community Services
Reference:

Statement: A Housing Specialist is assigned to each Regional Community Services Office.
Purpose/Intent: The Housing Specialist assists persons served on the Waiver with obtaining safe and adequate
housing by guiding them through, and facilitating resolution of, the bureaucratic and financial processes involved.
Scope: Housing Specialist; Director of Community Programs; Regional Community Services; Support Coordinator
Definitions: RFA (Request for Action); IDT (Interdisciplinary Team); PCP (Person-Centered-Planning)

Procedures:

1. Notification is received via the Regional Office monitoring process, direct Support Coordinator referral, or the
RFA process, that an individual is interested in obtaining housing.

2. The Housing Specialist attends the IDT meeting and/or PCP meeting in order to identify the individual’s
strengths and any barriers to housing stability and develops strategies to overcome these barriers.

3. The Housing Specialist takes the lead in coordinating the process of application, referral, contact with the
Benefits Specialist and current Provider, while collaborating with the Support Coordinator.

4. Once housing placement is achieved, the Housing Specialist continues to provide mediation and advocacy
along with educating the individual on tenant rights and responsibilities to promote successful community
living.

a. The duration and content of this ongoing support will be based on identified needs of the personand
included specifically in their Person-Centered Plan.
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8.5,

Memorandum of Agreements (MOA) for non-contracted HCBS Waiver Services

Responsible Office: Waiver Service Guidance
Reference: DDD HCBS Waivers

Effective: November 1,2020

Statement: Access to HCBS waiver services outside contracted provider network

Purpose/Intent: To establish a process to ensure access to HCBS waiver services when providers of those
services are outside the contracted provider network and to ensure individual choice of vendors.
(Examples may include the following: Environmental Accessibly Modifications, Personal Emergency
Response System, Assistive Technology services, Occupational, Speech and Physical Therapies)

Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions:

Procedures:

1.

o

10.

The Support Coordinator determines through Person Centered Planning or other means (physician’s
recommendation, interdisciplinary team meeting, etc.) whether the service may be needed and/or
beneficial to the waiver participant.

The Support Coordinator ensures the request goes through the RFA process for approval and ensures
supporting information is included in the request.

If the service is determined needed/beneficial and is approved by the Regional Office after review of
supporting documentation, the Support Coordinator and Regional Office will work together to identify a
provider of identified service.

The Regional Office will ensure the provider meets provider qualifications and can provide services as
described in the Scope of Service (or waiver service description) then submits a request that includes
vendor information to the Central Office for approval to execute an MOA.

If approved, the Central Office ensures the provider is registered in STAARS then develops the MOA and
the vendor is added to a provider list.

Once the vendor is chosen, the vendor submits an invoice to the Regional Fiscal Manager for processing
payment.

The Regional Fiscal Office will process the Medicaid waiver claims billing and pay provider once
Medicaid payment is received.

This provider list will be maintained and updated in the Regional Offices for future reference.

Expired MOAs must be renewed to remain on the Vendor List.

Regional Offices should ensure updated vendor lists are provided to Support Coordination agencies in
their region.
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Chapter 9
Waiver Service Descriptions

9.1. Waiver Services

9.1.a. ID and LAH Waiver Service Grid

Responsible Office: Office of Systems Management

Reference: ID and LAH Waivers

Effective: December20,2020 R

Statement: ID and LAH Waiver Service information is published to the ADMH website as the ID and LAH Waiver

Service Grid.

Purpose/Intent: ID and LAH waiver service information, to include service name, service code, service rate, service

limitations, and service definition, is published to the ADMH website as centralized, concise information about ID

and LAH waiver services.

Scope: DDD HCBS Waiver Service Providers; Children’s Waiver Services; ADMH-DDD Central/Regional Offices

Procedures:

1. The DDD Director of Systems Management:

. Updates the ID and LAH Waiver Service Grid as service rates change.

. Updates the ID and LAH Waiver Service Grid as services are added to the waiver.

. Updates the ID and LAH Waiver Service Grid as services are terminated from the waiver.

. Updates the ID and LAH Waiver Service Grid as waiver language relative to service definitions changes.

. Updates the ID and LAH Waiver Service Grid as waiver language relative to service limitations changes.

Ensures the updated ID and LAH Waiver Service Grid is published to the ADMH website.

2. The ID and LAH Waiver Service Grid is published to the Division of Developmental Disabilities section of the ADMH
website as ID and LAH Waiver Service Grid.

3. Information in the ID and LAH Waiver Service Grid provides a brief overview, rather than a complete recreation
of waiver language. Complete waiver documents are also provided on the ADMH website for a more thorough
review of waiver service details.

o o o0 o w
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9.2 Supported Employment

9.2.a. Discovery Assessment/Profile
Responsible Office: Office of Employment Services
Reference: ID and LAH Waivers; ADMH Administrative Code 580-5-30; Medicaid Administrative Code

Statement: Employment should be a first option for people receiving waiver services.

Purpose/Intent: DD Waiver services should be utilized to assist individuals with obtaining and maintaining
employment

Scope: Support Coordinators, Providers, Families

Definitions: Discovery: A period of exploration to explore skills, interest, talents and abilities.

Procedures: A community-based assessment to develop a profile to pursue competitive employment.
Discovery/Assessment is limited to no more than ninety (90) days and should not overlap other services and is
available for individual participants interested in employment. The expectation is that much of the process be
performed outside of a facility and off the grounds of the facility. The Discovery process should be individualized.

Discovery shall be limited to no more than 120 units (30 hours) of service. The provider shall document each date
of service, the activities performed that day, and the duration of each activity completed. Reimbursement for
discovery/assessment should be billed at three distinct intervals during the process.

The first billing for services occurs after one third, no more than 10 hours or 40 units, of the
discovery/assessment process and requires documentation of activities performed that support the billing during
the first period of the assessment process.

The second billing for services occurs at the two thirds, no more than 10 hours or 40 units, of
discovery/assessment process and requires documentation of activities performed that support the billing during
the second period of the assessment process.

The information developed through Discovery allows for activities of typical life to be translated into possibilities
for integrated employment. Discovery results in the production of a detailed written Profile summarizing the
process, learning and recommendations for next steps. The written Profile is due no later than ninety (90) days
after the service commences.

The final payment for discovery/assessment is billed after the completion of the report and can include no more
than 10 hours or 40 units of service. This service is limited to two assessments per each waiver participant, with the
second assessment being conducted only if the participant changes service providers. To exceed the capped
amount, documented justification should be sent to the Employment Coordinator at the Central Office, or the
Employment Specialist at the Regional office.

Approvals will then follow the established request for service procedures. No waiver participant can receive more
than four discovery/assessment services over the lifetime of the waiver.

Participation in Pre-Vocational services is not a requirement for Discovery. If the same agency that completes the

Discovery is also the agency that provides other employment services, i.e. job development, job coaching, etc., VR
should not be billed for an additional Discovery service.
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9.2.h. Pre-Vocational Services- Pathway to Employment

Approved by Associate Commissioner:

Responsible Office: Office of Employment Services

Reference: ID and LAH Waivers; ADMH Administrative Code 580-5-30; Medicaid Administrative Code

Statement: Individuals receiving prevocational services must have employment-related goals in their Person-
Centered Plan

Purpose/Intent: Prevocational services are utilized to prepare an individual for paid employment and

are not job-task oriented, but instead aimed at a generalized result.

Scope: Support Coordinators, Providers, Individuals, Families

Definitions: A generalized service that helps an individual progress down a defined pathway to employment. Only
individuals interested in integrated and competitive employment should receive this service.

Procedures: The Prevocational habilitation service under the Waiver is designed to create a path to integrated,
competitive employment in which an individual is compensated at or above the minimum wage, but no less than
the customary wage and level of benefits paid by the employer for the same or similar work performed by
individuals without disabilities.

Pre-vocational services include teaching such concepts as attendance, task completion, problem solving,
interpersonal relations and safety, as outlined in the individual's person-centered plan. Prevocational services
provide learning and work experiences, including volunteer work, where the individual can develop general, non-
job-task specific strengths and skills that contribute to employability in paid employment in integrated community
settings. Pre-vocational services should occur as much as possible outside the facility and off the grounds of the
agency. A best practice would include a minimum of 50% of the service occurring in the community.

Services are expected to occur within a period not to exceed 2470 units, with employment (integrated and
competitive salary/wage) being the specific outcome. A pre-vocational unit is defined as one hour.

During participation in pre-vocational services, the expectation is that a referral will be made to the Alabama
Department of Rehabilitation Services/VR when the individual is ready to move forward with obtaining a
competitive job.

If, after the 2470 hours of service, a person has not been referred to ADRS, obtained competitive employment or
moved into other waiver services, the provider must justify why additional Prevocational habilitation services
would be beneficial to continue the individual on a “pathway to employment”. The request for continuing this
service must be made in writing, along with supporting documentation to the Office of Supported Employment in
the Central Office or to the designated Employment Specialist working in the Regional Office. The Employment
Coordinator and/or Employment Specialists will review the request and notify the Support Coordinator of the
decision to approve or deny the request. If approved, the Support Coordinator will begin the RFA process to the
Regional Office.

Individuals receiving prevocational services must have employment-related goals in their Person-Centered Plan;
the general habilitation activities must be designed to support such employment goals. If the beneficiaries are

compensated, they are compensated at less than 50 percent of the minimum wage; 42CFR 440.180 (c) (2) (i)

Participation in prevocational habilitation services is not a required pre-requisite for individual or small group
supported employment services under the waiver.
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9.2.c. Vocational Rehabilitation

Responsible Office: Office of Employment Services

Reference: ID and LAH Waivers; Medicaid Administrative Code

Statement: Individuals that express interest in competitive integrated employment should be referred to the
Alabama Department of Rehabilitation Services (ADRS), Vocational Rehabilitation (VR).

Purpose/Intent: VR is funded by the Rehabilitation Act of 1973 or P.L. 94-142, These services should be accessed
prior to waiver funding for supported employment services.

Scope: Support Coordinators, Providers, Individuals, Families

Definitions: Supported employment (SE) services furnished under the waiver are not available under a program
funded by either the Rehabilitation Act of 1973 or P.L. 94-142. Documentation will be maintained in the file of each
individual receiving this service that: A generalized service that helps an individual progress down a defined pathway
to employment. Only individuals interested in integrated and competitive integrated employment should be
referred to VR.

Procedures: Vocational Rehabilitation Service (VRS), the largest division within the Alabama Department of
Rehabilitation Services that assists Alabamians with disabilities achieve independence through employment.

VR provides specialized employment- and education-related services and training to assist teens and adults with
disabilities in becoming employed.

The types of services available through VR are varied and designed specifically to meet the needs of each individual.
Available through any of the 20 VRS offices statewide, services can include pre-employment services, transition
services, educational services; vocational assessments and evaluations, guidance and counseling; job training;
assistive technology; orientation and mobility training; and job placement and retention.

To be eligible for services, individuals must have a physical or mental impairment which results in a substantial
barrier to employment, and there must be a reasonable expectation that he or she can benefit from rehabilitation
services in terms of becoming employed.

To determine the appropriate VR office in your area, please visit www.rehab.alabama.gov and click on office
locations.

When an individual receiving ADMH funded waiver supports expresses interest in competitive employment, the
plan to support this goal should include a referral to VR. There are several steps that should be taken to ensure the
appropriate referral process is followed, along with making sure the individual is interested in competitive
integrated employment.

1. Once anindividual expresses interest in working in competitive employment, an initial “Discovery”
assessment should be provided. The Discovery process is an evidence-based alternative to comparative,
standardized assessments, and evaluations completed by a qualified employment supervisor
professional. Discovery is a person-centered planning process that involves getting to know a person
before supporting them in developing a plan for employment. (See Operational Guideline 9.2.a. for more
information on Discovery)

2. Once the Discovery assessment is complete and the individual continues to express interest in working,
additional steps should be taken to assist the individual. These steps include:

a. A meeting held with the individual to complete benefits planning. The benefits planning can be
provided by either the ADMH funded Community Work Incentives Coordinator or a provider agency
with an “approved and certified” benefits planner. (See operational Guideline 9.5. for more
information on Benefits Planning).
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b. A meeting either in person or via conference call should be held with the individual and team which
may include provider agencies, the support coordinator, family members, etc. During this meeting,
the plan for work is finalized so an appropriate referral to VR is made.

= Transportation options should be discussed so that once the employment goal is achieved,
the individual encounters no difficulty getting to and from work.

» A determination is made regarding the individual/agency responsible for assisting with
ongoing benefits reporting. (See operational guideline 9.5. for more information on
benefits reporting).

= Contact should be made with the local VR office and an appointment scheduled so
individual can officially apply for VR services.

= Arelease form should be signed by the individual to grant permission for referring agencies
(day and/or residential, support coordinator, etc.) to provide records to VR to determine
eligibility. This release form should also grant permission for VR to discuss eligibility, need
for additional information, etc. with the service coordinator or whoever the individual
chooses. With provision of appropriate records, eligibility should be determined within 60
days. See Alabama Department of Mental Health Alabama Department of Rehabilitation
Services Authorization/Consent for Use or Disclosure

c. Once anindividual is determined eligible for VR services, the ADRS Counselor will refer the
individual to an authorized supported employment service provider (funded by ADRS utilizing a
Milestones payment system). The service provider will complete the following milestones:

® Determination of Need: 2 Situational Assessments, PCP (vocational) Plan, or the Discovery
Profile. (Milestone I/Discovery/PCP) should not be needed if agency has completed the
Discovery utilizing Waiver funding).

= Hire: The individual is placed into competitive employment and completes 3 days on the
job.

® Job Retention: The individual receives onsite job coaching to ensure that satisfactory job
performance is achieved to maintain employment.

= Closure: After initial job coaching (retention services) is provided to achieve stabilization,
VR will provide an additional 90 days of post stabilization follow up. Once the 90 days are
complete, the VR case is closed as successfully rehabilitated (employed).

d. Waiver services should be utilized throughout this process to support the individual working in
competitive employment. Services that could be utilized to support long-term needsinclude:

= Ongoing benefits planning and/or reporting services
= Personal Care and/or Personal Care at the Worksite
s Employment Transportation

u Job Coaching

If VR determines that an individual isn’t eligible for services for any reason, waiver support can be utilized to
provide the job developer service. (Please see Operational Guideline 9.2.d.1. for more information on job
developer).

a. If the VR counselor, after trial work experiences determines that the consumer cannot benefit from
SE services, or that SE services are not available in their area, VR should provide a letterexplaining
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the findings and this should be provided to ADMH provider. This documentation allows an ADMH
agency to provide supported employment under the waiver.

b. If VR fails to provide a written statement regarding ineligibility, the support coordinator, provider
agency, etc. should document the efforts that were made to access VR services. This
documentation should include the dates the individual met with the VR Counselor, the name of the
VR Counselor, any verbal feedback that was provided by VR to the individual or referring agency or
support coordinator, etc. This documentation should be included in the individuals file that
confirms that reasonable attempts were made to access VR prior to utilizing any waiver funds. If
individual refuses to pursue VR services (choice) this should also be clearly documented in the file.
Reasons for refusal should be detailed.

9.2.d. Individual Supported Employment Services
9.2.d.1. Job Developer

Responsible Office: Office of Employment Services
Reference: ID and LAH Waivers; ADMH Administrative Code 580-5-30; Medicaid Administrative Code

Statement: A distinct service that supports Individualized Supported Employment — Job Developer.
Purpose/Intent: Job developer services are available to support an individual in obtaining integrated, competitive
employment.

Scope: Support Coordinators, Providers, Individuals, Families

Definitions: A distinct service that is utilized to help an individual obtain a job. This supported employment service
is not available to recipients eligible for benefits under a program funded by either Section 110 of the
Rehabilitation Act of 1973, or P.L. 94-142,

Procedures: When an individual expresses interest in obtaining a job, a referral should be made to the Alabama
Department of Rehabilitation Services (VR). Once the referral is made to VR, the individual, along with the Support
Coordinator and/or service provider should maintain contact with the VR Counselor to ensure follow through with
eligibility determination. This VR eligibility determination should be made as soon as possible, but no later than 60
days from the initial application date. The individual is encouraged to provide a signed release to VR, so the VR
Counselor can speak with the Service Coordinator and/or provider agency representative if necessary for
additional information and/or monitor progress towards eligibility determination. Historically, VR has been
hesitant to speak with anyone other than the individual due to HIPAA regulations.

If deemed eligible by VR, the individual is expected to receive the job development service which is necessary for
competitive and integrated employment. However, if VR determines that individual does not meet eligibility
criteria or services through VR are otherwise not available, the Job Developer service is available through the
Waiver.

The Individualized Job Developer primarily markets the supported employment service and the person's skills with
potential employer(s). This might include employer negotiation related to waiver recipient’s skills, negotiating
hours or location to meet needs of the waiver recipient, job carving, job placement, etc. Often the job developer
will be out in the community performing the activities with or without the waiver recipient.

This Job Developer service will be limited to 40 hours per year. An employment plan is required initially, and
subsequent updates can request modifications to the above limitations based on the observations of the
professionals involved and approved by the RO Employment Specialist/Coordinator.

Training Requirements: A job developer must complete an ADMH approved training curriculum. Examples of
approved curriculums include the bi-annual Customized/Supported Employment training taught by consultants
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from Virginia Commonwealth University, or an approved web-based certification available through such entities as
ACRE, Griffin Hammis, etc. Please contact the Office of Supported Employment with any questions related to
approved certifications.

9.2.d.2. Job Coach

Responsible Office: Office of Employment Services
Reference: ID and LAH Waivers; ADMH Administrative Code 580-5-30; Medicaid Administrative Code

Statement: A distinct service to support individuals at worksite — Job Coach

Purpose/Intent: The job coach service is provided to teach skills and provide support at a worksite to enable
individuals to achieve the highest level of independence possible.

Scope: Support Coordinators, Providers, Individuals, Families

Definitions: A service that is utilized to teach job skills for competitive integrated employment and provide long
term supports and follow up for job retention. This service if, furnished under the waiver, is not available under a
program funded by either the Rehabilitation Act of 1973 or P.L. 94-142.

Procedures: The job coach works directly with an individual that desires to work in competitive integrated
employment. The minimal requirement for an individual providing the job coach service is graduation from high
school or its equivalent and two years of work experience. A Bachelor's Degree with a major concentration in
rehabilitation, industrial arts, vocational education, psychology or a related field is preferred. Work experience of a
supervisory or training nature as well as knowledge of persons with disabilities would be particularly desirable.

The job coach service covers a variety of assistance that supports an individual in obtaining and maintaining
employment. The hours worked by the job coach must be flexible to meet needs as they arise. The amount of job
coach support will depend on the needs of the individual being supported, which will also influence the number of
job coaching hours that should be authorized. It is expected that the job coach will fade his or her support as the
individual becomes more integrated into the employer's workforce and grasps work tasks. It is also acceptable to
supplant some of the job coach's faded hours thorough the utilization of personal care at the worksite. The overall
goal of job coaching is to develop independence at the worksite

Overall, the Job Coach is responsible to the Program Director for the training and associated support services
necessary to ensure the success for individuals involved in Supported Employment. These services might include:

1. Completion of job analysis’s and/or task analysis’s through employer interviews, actual job performance to
ensure a thorough understanding of the specific job and general job rules prior to placement of the individual;

2. Teaching work skills/tasks, responsibilities and behaviors not related to the specific job being performed, such as
how to complete a time card, when and where to take bathroom and lunch breaks;

3. Ensuring that each individual placed into employment receives the necessary support to become an integrated
member of the work force. This may happen in the general course of the job but could require activity such as
encouragement of the individual worker or other employees to communicate with each other, or the provision of
disability awareness training to workers of the company;

4. Working with the individual to be placed in employment and/or with family or service provider to ensure that the
individual has reliable transportation to and from work, adequate housing, and emotional support for his or her job
efforts;

5. Making every effort to ensure that the individual in supported employment is matched to an appropriate job
using a comprehensive vocational assessment (Situational Assessment and/or Discovery) prior to job
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placement. Part of the assessment may include reviewing current progress notes in individual's present
placement, studying referral information, and working with the individual to assess work skills;

6. Communicating through written and oral reports on the progress of individual’s in supported employment
to the Program Director and other program staff: follow oral or written instructions (such as the care plan
or rehabilitation plan);

7. Providing continued ongoing support to individuals in supported employment;

8. Performing other job duties necessary to ensure the success of individuals in supported employment as
well as any additional tasks assigned by the Program Director that will be of benefit to other individuals in
the program.

9. Facilitating job accommodations and use of assistive technology;

10. Educating the person and others on the job site regarding rights and responsibilities and the role of self-
advocacy in the work place.

Individuals providing job coaching services should complete the ADMH recognized training on
customized/supported employment. Currently, the 3-day certificate-based training taught by consultants from
Virginia Commonwealth University is recommended. Other curriculums must be approved by the ADMH Office of
Employment Services.

9.3. Supported Employment Small Group
Responsible Office: Office of Employment Services
Reference: ID and LAH Waivers; ADMH Administrative Code 580-5-30; Medicaid Administrative Code

Statement: Services and training activities provided in a regular business or industry in community settings for
groups of two (2) to four (4) workers.

Purpose/Intent: This intent of this service is sustained paid employment and work experience leading to further
career development and community-based individualized employment.

Scope: Support Coordinators, Providers, Individuals, Families, Regional Community Service Offices

Definitions: Service that teaches job skills to a workgroup such as mobile work crews and other business-based
workgroups employing small group of workers. The goal of this service is to develop skills that lead to
individualized competitive employment in the community. This service is not available under a program funded by
either the Rehabilitation Act of 1973 or P.L. 94-142.

Procedures: Supported Employment Small Group must be provided in a manner that promotes integration into
the workplace and interaction between participants and people without disabilities in those workplaces. The
outcome of this service is sustained paid employment and work experience that leads to further career
development and community-based employment for which the compensation is 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 disabilities.

The supported employment small group works in community-based integrated settings in groups from 1:2-3 or
1:4 workers. This service should not occur in facility-based settings or other similar types of vocational settings
that are not part of the general workplace. These workgroups should only perform work in integrated
community-based settings with competitive wages.

Supported Employment Small Group providers must meet the same standards as Day Habilitation providers. The
staffing pattern should be appropriate to the type and scope of program services and should include staff
members who meet the experience and educational qualifications set forth in the job coaching service. No

individual in this service should ever be left unsupervised unless the activity is part of a structured activity outlined
in the person-centered plan.
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9.4. Transportation

Responsible Office: Office of Employment Services
Reference: ID and LAH Waivers; ADMH Administrative Code; Medicaid Administrative Code

Statement: Service that provides waiver participants access to and from their place of employment in the event
the support team is unable to facilitate transportation through other means.

Purpose/Intent: The intent of this service is to ensure an individual has transportation to and from their place of
employment. This service should only be accessed when other means of transportation cannot be identified or
facilitated.

Scope: Support Coordinators, Providers, Individuals, Families, Regional Community Service Offices

Definitions: Employment transportation is the provision of service to permit waiver participants access to and from
their place of employment in the event the support team is unable to arrange alternate means of transportation to
and from work. The provision of this service must be necessary to support the person in work related travel and
cannot be reimbursed for merely transportation. This service is not available under a program funded by either the
Rehabilitation Act of 1973 or P.L. 94-142.

Procedures: Employment transportation is a distinct service to transport an individual to and from an integrated
competitive employment setting. The team’s efforts to secure transportation must be documented in the case
record. This service shall not duplicate or replace the Medicaid non-emergency medical transportation program.
This does not preclude other arrangements such as transportation by family or friends. It is the expectation that as
part of the person-centered planning process and employment outcomes, long term transportation to and from
the worksite will be facilitated and arranged.

Payment for this service will be reimbursed based on the IRS mileage rate and required documentation (i.e. vendor |
receipt or travel log) of service by the mile. This unit of service is a mile. Documentation should also include ‘
progress toward obtaining long term transportation as part of measuring the employment outcomes. |

Transportation must be provided by public carriers (i.e. charter bus or metro transit bus) or private carriers (i.e.
taxicab). Commercial transportation, including day or residential provider agencies — must have a business license.
All drivers must have a valid driver’s license of appropriate type (i.e. commercial) for transport in Alabama. Also,
all vehicles transporting individuals must have insurance as required by law. The agency employing any driver
should ensure that the driver has a good driving record and receives in-service training on safety procedures when
transporting an individual.

This service shall not replace transportation that is already reimbursable under day or residential habilitation. This
service is reserved for only those waiver participants who are employed. The planning team must also assure the
most cost-effective means of transportation, which would include public transport when available. Employment
transportation is not intended to replace generic transportation or to be used merely for convenience.
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9.5. Benefits Planning and Reporting

Responsible Office: Office of Employment Services
Reference: ID and LAH Waivers; ADMH Administrative Code 580-5-30; Medicaid Administrative Code

Statement: Employment should be a first option for people receiving waiver services.

Purpose/Intent: Benefits Planning and Reporting Services should be utilized to help people manage benefits

when pursuing and obtaining employment.

Scope: Support Coordinators, Providers, Families

Definitions: Benefits Planning and Reporting Services enable individuals to work while maintaining needed Social

Security and medical benefits.

Procedures:
An individual wishing to pursue employment should be referred for benefits planning and reporting services.
This can be provided either by an ADMH funded CWIC (Community Work Incentive Coordinator) or by the
provider agency.

1. The Alabama Department of Mental Health provides Social Security Benefits Planning and Reporting

services in all 5 DD regions. This service is provided by 4 Community Work Incentive Coordinators
(CWICs). Self-referrals or partner referrals can be made on a beneficiary’s behalf. To request CWIC
services, please email: maryjane.dasher@mh.alabama.gov or contact 256-366-7612. (Necessary records
will be obtained, including releases and forwarded on to the appropriate CWIC).

2. Provider agencies may offer these services directly and receive waiver reimbursement if:

w

a. For benefits planning, the agency must employ a credentialed staff member. This credentialing
requires completion of either a national recognized Community Work Incentive Coordinator training
or web-based Work Incentives Planning and Utilization for Benefit Practitioners Certificate Series
offered through Cornell University. The benefits planning is capped at 60 Units per individual. (15-
minute units)

b. For benefits reporting, the agency must employ a staff member that meets requirements outlined in
(a)- above or have a staff member that has participated in a Social Security Work Incentives overview,
provided by an ADMH - CWIC. An ADMH Employment Specialist can arrange this training session or
provider can reach out directly to: Maryjane.dasher@mbh.alabama.gov or 256-366-7612. A certificate
of completion is necessary and should be provided to Support Coordination agency and others
approving RFAs. The benefits reporting is capped at 144 Units per individual. (15-minute units).

. *Please Note: Benefits reporting should only be provided and billed on individuals earning more than

$85.00 per month. SSI recipients automatically qualify for an $85.00 Earned Income Exclusion, so wage
reporting wouldn’t be necessary. For more information about work incentives visit at
www.ssa.gov/disabilityresearch/workincentives.htm and www.ssa.gov/redbook.

The agency requesting a benefit reporting service should provide copies of individual’s check stubs to be
added to the RFA to confirm both employment and wages.

Documentation of provided service(s) should be maintained in individual’s file.

Reporting should be provided to individuals to avoid any overpayment or jeopardize loss of benefits and
medical coverage.
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CHAPTER 10
Community Waiver Program

10.1. Eligibility, Enrollment, and Disenrollment

10.1.a. Community Waiver Enrollment (New Application)
Responsible Office: Community Waiver Program

Reference: ADMH-DDD 0G 1.2

Effective: December 1, 2020

Statement: Persons who apply for Community Waiver services must provide demographic and eligibility i.nformztibn
to DDD and will then be assisted with selecting appropriate and needed services.
Purpose/Intent: Entry to Community Waiver services requires communication between The Call Center,
Regional Community Services and Support Coordinators and between Support Coordinators, applicants, and
potential providers, as well as verification of eligibility.
Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional
Offices
Definitions: RCS (Regional Community Services); MSIQ (Medicaid Database); PCP (Person-Centered Plan)
Procedures:
1. The person seeking Waiver services (or their caregiver) contacts the Call Center to initiate application.
2. The Call Center:

a. Takes information from the caller and completes the Initial Contact Form;

b. Opens arecord for the person in the DDD IMS and enters data from the Initial Contact Form and
notifies the RCS Waiting List Coordinator of the new application
via the DDD IMS;

c. Determines the county of residence of the caller and notifies them of the specific Waiver programs
offered there, pending location within or without a pilot area for the Community Waiver.

Informs the caller of eligibility information required to be approved to receive Waiver services;

e. Sends, via email or standard mail as the caller prefers, a letter verifying the date of the contact and
outlining the eligibility determination and service initiation processes. Accompanying this letter is a
brochure detailing Waiver eligibility criteria and examples of documentation required to satisfy
them;

f.  Receives eligibility documentation as gathered/submitted by the person applying/their caregiver,
uploads it to the DDD IMS, and provides feedback as to whether the data submitted is adequate to
make an eligibility determination;

g. Notifies the Waiting List Coordinator via the DDD IMS when the eligibility documentation as
gathered/submitted by the applicant/their caregiver is insufficient and assistance is required to
obtain those aspects that are not included;

h. Notifies the Waiting List Coordinator via the DDD IMS when documentation sufficient to
substantiate eligibility has been submitted and uploaded to the DDD IMS; and,

i. Communicates to the person applying/their caregiver any further eligibility
information needed upon review by the Waiting List Coordinator.

3. The Waiting List Coordinator:

a. Reviews all documentation uploaded to the DDD IMS to substantiate eligibility for Waiver services
(reference ADMH-DDD OG 1.2) and, if more or different information is needed, communicates
such to the Call Center via the DDD IMS;

b. Advises applicants/their caregivers, when notified of such a need by the Call Center, with regard to
how to best obtain missing aspects of documentation required to establish eligibility for Waiver
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e.

services;
Verifies Medicaid eligibility for each person applying for Waiver services and uploads a scan of the
corresponding MSIQ Screen to the DDD IMS;
For those found eligible to receive Waiver services:
i. Assigns each to the corresponding 1915(c) or 1915(i} Waiting List, as
indicated by adaptive functioning eligibility data.
ii. Prepares and sends, via standard mail, a letter of approval to receive Waiver services.
Uploads a copy of this letter to the DDD IMS;
ili. Refers them to the RCS Support Coordinator, via the DDD IMS, for initiation
of services.
For those found ineligible to receive Waiver services, prepares and sends, via
standard mail, a letter of denial of entry to Waiver services, including appeal rights and
instructions. Uploads a copy of this letter to the DDD IMS.

The RCS Support Coordinator:

a.

h.

Meets with the person seeking enrollment in Community Waiver program (within ten (10) business
days of referral);

Identifies person’s unique goals and outcomes, and the person’s needs related to achieving these
goals and outcomes. ldentifies specific Community Waiver services that can meet the needs
identified and related to the person’s defined goals and outcomes. Determine amount, duration
and frequency of each Community Waiver service needed by the person;

Reviews providers available in the area where the person lives who are available to provide each of
the specific Community Waiver services. Assists the person to

decide, for each service, which providers the person wishes to consider and obtains signed releases
from the person to contact those providers on the person’s behalf.

Develops referrals for the Community Waiver services for the person and sends

those to the providers the person wishes to consider. Ensures a response from each provider is
received and informs the person about which providers indicated interest in serving the person;
Coordinates choice meetings/tours (as applicable) between the person and providers being
considered by the person and who expressed interest in serving the person;

Ensures a willing provider of service, acceptable to the person, is identified for each Community
Waiver service. Develops a Plan of Care reflecting Waiver services and providers selected by the
person.

Develops an initial Person-Centered Plan reflecting the person’s unique goals and outcomes,
Community Waiver services needed to achieve those goals and outcomes, and the providers
selected by the person. The PCP will also include all information as required by federal regulations
(42 CFR § 441.540 and 441.725) and state regulations; and,

Notifies the Waiver Coordinator of the completion of the initial Plan of Care in the DDD IMS.

The Waiver Coordinator:

a.

Reviews the initiai Plan of Care for completeness and accuracy, including compliance with federal
and state regulations;

Completes a new RO Waiver Registration in the DDD IMS (reference Waiver Admission & Discharge
0G); and,

Notifies, via the DDD IMS, the Mental Health Specialist Il in DDD Central Office of

the enrollment and of the availability of the RO Waiver Registration and MSIQ

Screen.

The Mental Health Specialist II:

a.

Forwards the RO Waiver Registration and MSIQ Screen to Medicaid for approval.
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10.1.b. Community Waiver Enrollment (Waiting List)
Responsible Office: Community Waiver Program
Reference: ADMH-DDD OG 1.2

Effective: December 1,2020

Statement: Persons on the Walting LiSt are |dent|f|ed via prlorltlzed crlteria to enter Communlt\;r Waiver

services.

Purpose/Intent: Entry to Community Waiver services requires communication between Regional Community

Services and Support Coordinators and between Support Coordinators, applicants, and potential providers, as

well as verification of eligibility.

Scope: Support Coordinator Services; ADMH-DDD Central/Regional Offices

Definitions: RCS (Regional Community Services); MSIQ (Medicaid Database); PCP (Person-Centered Plan)

Procedures:
1. The Waiting List Coordinator:

Sorts the Waiting List, via the DDD IMS, by county (according to identified pilot areas for the

Community Waiver), including only those counties included in the pilot areas;

Contacts each person in their assigned Region who is identified in this sorting of the Waiting List in

order based on how long they have been on the Waiting List. Describes the Community Waiver and

offers them immediate enrollment and services if, upon their report, they meet any of the following

pr|0r|t\; criteria (in descending order or priority)

a.

b.

e

d.

b.

They require services to preserve their current living arrangement (e.g., not seeking Residential
services) and also have a goal to obtain integrated, competitive employment or currently have
integrated, competitive employment and require supports to maintain it. Additionally, they
confirm they wish to begin receiving services to address these needs and goals immediately as
opposed to at some future point.

They require services to preserve their current living arrangement (e.g., not seeking Residential
services) and they confirm they wish to begin receiving services to address these needs and goals
immediately as opposed to at some future point.

They have a goal to obtain integrated, competitive employment or currently have integrated,
competitive employment and require supports to maintain it.

Informs the person, if they meet none of these priority criteria, that they will be contacted again if
Community Waiver slots remain after those meeting the priority criteria and accepting services are
served. Additionally, they confirm they wish to begin receiving services to address these needs and
goals immediately as opposed to at some future point.

Verifies statutory (reference ADMH-DDD OG 1.2) and Medicaid eligibility for each person identified

who met priority criteria and elected to receive Community Waiver services and uploads a scan of the
correspondmg MSIQ Screen to the DDD IMS;

In the event Medicaid eligibility status is in Delete status or has inconsistent eligibilities for the
current year, or the applicant is enrolled in another Waiver program, the Waiting List Coordinator
will, within two (2) business days, notify the RCS Support Coordinator, who will contact the
person/family and assist with the Medicaid application process in order to address the eligibility
issue(s) identified.

Refers eligible enrollees to the Community Waiver to the RCS Support Coordinator, via the DDD IMS,
for initiation of enroliment process.

2. The RCS Support Coordinator:

Meets with the person seeking enrollment in Community Waiver program (within ten (10) business
days of referral);

Identifies person’s unique goals and outcomes, and the person’s needs related to achieving these goals
and outcomes. Identifies specific Community Waiver services that can meet the needs identified and
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related to the person’s defined goals and outcomes. Determine amount, duration and frequency of
each Community Waiver service needed by the person;

c. Reviews providers available in the area where the person lives who are available to provide each of the
specific Community Waiver services. Assists the person to decide, for each service, which providers the
person wishes to consider and obtains sighed releases from the person to contact those providers on
the person’s behalf.

d. Develops referrals for the Community Waiver services for the person and sends those to the providers
the person wishes to consider. Ensures a response from each provider is received and informs the
person about which providers indicated interest in serving the person;

e. Coordinates choice meetings/tours (as applicable) between the person and providers being considered
by the person and who expressed interest in serving the person;

f.  Ensures a willing provider of service, acceptable to the person, is identified for each Community
Waiver service. Develops a Plan of Care reflecting Waiver services and providers selected by the
person.

g. Develops an initial Person-Centered Plan reflecting the person’s unique goals and outcomes,
Community Waiver services needed to achieve those goals and outcomes, and the providers selected
by the person. The PCP will also include all information as required by federal regulations (42 CFR §
441.540 and 441.725) and state regulations; and,

h. Notifies the Waiver Coordinator of the completion of the initial Plan of Care in the DDD IMS.

3. The Waiver Coordinator:

a. Reviews the initial Plan of Care for completeness and accuracy, including compliance with federal and

state regulations;

b. Completes a new RO Waiver Registration in the DDD IMS (reference Waiver Admission & Discharge

0G); and,

c. Notifies, via the DDD IMS, the Mental Health Specialist Il in DDD Central Office of the enrollment and of

the availability of the RO Waiver Registration and MSIQ Screen.

4, The Mental Health Specialist II:
a. Forwards the RO Waiver Registration and MSIQ, Screen to Medicaid for approval.
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10.1.c. Criteria for Determining Eligibility and Placement on the Waiting List

Responsible Office: Community Waiver Program

Reference: Chapter 580-5-30-.14 Eligibility and Level of Care Determinations for Medicaid Waiver
Programs, Alabama Department of Mental Health Division of Developmental Disabilities Administrative
Code

Effective: December1,2020 _
Statement: Eligibility for Waiver services and placement on the Waiting List will be determined based on
verifiable and valid documentation.

Purpose/Intent: The process for determining eligibility for Waiver services and being placed on the Waiting
List involves specific, crucial steps governed by detailed standards and practices of communication between
the Waiting List Coordinator and the Support Coordination agency.

Scope: Support Coordinator Services; ADMH-DDD Central/Regional Offices

Definitions: DDD IMS (Alabama Department of Intellectual Disabilities Information System); ICAP (Inventory
for Client and Agency Planning)

Procedures:

1. The Waiting List Coordinator reviews eligibility documentation in the application packet provided
via DDD IMS by the designated Support Coordination agency, which must include:

a. A qualifying psychological evaluation administered/interpreted by a qualified professional
on/after the eighteenth birthday (for an adult) or within three years of the date of application
(for a child less than eighteen years of age).

b. Fora person eighteen years of age or older, another qualifying psychological evaluation prior
to the eighteenth birthday.

c. An ICAP Compuscore report completed within ninety days of the date of a complete
application packet.

2. In order for the applicant to be deemed eligible for Waiver services (via the ID/LAH Waivers or the
Community Waiver Program (CWP) 1915(c) Waiver) and, thus, placement on the Waiting List for
the, submitted eligibility documents must unequivocally demonstrate the following:

a. The applicant evidences significant problems in at least three adaptive functioning subscales
(Self-Care, Receptive & Expressive Language, Mobility, Self-Direction, and Capacity for
Independent Living).

b. The applicant achieved a full-scale 1Q score below 70, with no evaluations documenting a full-
scale 1Q score of 70 or above on an accepted intellectual assessment. The highest score of any
evaluation administered will be the score considered as valid.

c. Onset of the applicant’s intellectual disability occurred before the age of eighteen.

d. The primary cause(s) of impaired functioning or the full-scale 1Q less than 70 is not the result
of mental illness or external factors such as medication or stress.

3. Inthe event, the applicant meets the eligibility criteria outlined in items 2.b-d., above, but does
not meet the adaptive functioning criteria stipulated in item 2.a., the Waiting List Coordinator will
review the applicant’s ICAP Compuscore report. The applicant is eligible for services via the CWP
1915(i) State Plan Amendment (SPA) If they scored below 480 in at least one of the following ICAP
domains: Social & Communication, Personal Living, Community Living, or Broad Independence.

4. Inthe event the application packet does not include any of the documentation listed in 1., above,
or does not unequivocally demonstrate that the person meets the eligibility criteria listed in 2.,
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above, the application packet will be considered incomplete, and the Waiting List Coordinator will

communicate via DDD IMS to the Support Coordination agency details on which document(s)

and/or information (if any) are needed to complete the packet and make a determination on
eligibility.

a. Inthe event the needed document(s) and/or information are not submitted within 60 days of
the Waiting List Coordinator’s DDD IMS notification, the application packet will be deemed
incomplete, and the Waiting List Coordinator will send to the applicant a Notice of Incomplete
Application (found in the Enroliments record in the DDD IMS). A copy of this notification will
be recorded in the DDD IMS.

In the event the applicant is deemed ineligible for Waiver services, the Waiting List Coordinator

will send to the applicant a Wait List Denial Notification (found in the Enrollments record in the

DDD IMS). A copy of this notification will be recorded in the DDD IMS.

When all necessary documents are received and contain the required eligibility information, and

within ninety days of the date of a complete application packet, the Waiting List Coordinator

reviews the criticality assessment, completed by the Service Coordination agency to ensure:

a. All fields are completed fully and accurately.

b. Each service group is selected under only one needs Category.

c. Substantiating documentation is provided via DDD IMS, if Category 1 (High Risk) is selected for
any service group.

Once eligibility is positively determined, and the criticality assessment is reviewed and completed,

the Waiver Coordinator will designate the person’s Wait List record in the DDD IMS as Approved,

thus placing them on the Waiting List, either for the 1915(c) Waivers or for the 1915(i) SPA,
dependent upon their adaptive eligibility.

Upon approval for a Waiting List, the Waiting List Coordinator will send to the applicant an
Initial Eligibility Notification Letter. A copy of this notification will be recorded in the DDD
IMS.
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10.1.d. Emergency Need for Respite and or Crisis Positive Behavioral Supports (CWP)

Responsible Office: Community Waiver Program

Reference: ADMH-DDD OG 3.1; ADMH-DDD 0G 4.2

Effective: December 1,200 __

Statement: In the event a person determined eligible for Community Waiver Program (CWP) services is in '
emergent need of Respite (Breaks & Opportunities) or Positive Behavioral Supports services prior to admission to
services (e.g., on the Waiting List or awaiting completion of the enrollment process), DDD may temporarily
authorize Respite and/or Positive Behavioral Supports until the person is able to enter services.

Purpose/intent: In order to preserve the safety and security of the person and others, Respite (Breaks &
Opportunities) and Positive Behavior Supports may be provided to a person not yet admitted to CWP services, if
there is substantiated documentation that the person is in emergent need.

Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions: Division of Developmental Disabilities (DDD); Regional Community Services (RCS); Community Services
Director (CSD); Person-Centered Plan (PCP); Request for Action (RFA); Plan of Care (POC)

Procedures:

1. Should a person determined eligible for CWP services but not yet admitted to services (e.g., on the Waiting
List or awaiting completion of the enrollment process) experience emergent circumstances that might be
alleviated by provision of Respite (Breaks & Opportunities) and/or Positive Behavior Supports services, the
assigned Support Coordinator may request those services, within their stated service limits.

2. The assigned Support Coordinator submits this request to RCS electronically via the web-based application
using the Request for Action (RFA) form (see ADMH-DDD OG 4.2).

a. The Support Coordinator will include with this RFA:

i. Documentation of the rationale for providing the requested services prior to admission to
Waiver services; and

ii. Documentation to substantiate the need and the rationale for providing the requested
services prior to admission to Waiver services.

b. The Support Coordinator will tag the corresponding Community Services Director (CSD) and the
Director of Waiver Management and Systems Transition in this notification.

3. The CSD will perform a comprehensive review of the documentation provided in support of the request for
providing the requested services prior to admission to Waiver services, including all available history and
assessments.

a. Atemporary approval (up to 90 days) to provide the requested service(s) prior to admission to
Waiver services may be granted if it is determined that, without the requested service(s), the
person is at risk of being institutionalized prior to having opportunity to receive the full array of
CWP services.

4. |If the CSD feels an approval is warranted, they will forward to the Director of Waiver Management and
Systems Transition that recommendation, along with a summary of their review of the request, and the
originally submitted RFA and supporting documentation. The Director of Waiver Management and Systems
Transition will make the final decision with regard to approval of the request.

a. Reauthorization to extend the emergency approval of Respite and/or Positive Behavior Supports
may be approved for additional periods of time not to exceed 90 days, if substantiating
documentation of the need for such is found to be adequate and appropriate by the CSD and the
Director of Waiver Management and Systems Transition.

5. Upon approval to provide Respite and/or Positive Behavioral Supports to a person prior to admission to
the Waiver, the assigned Service Coordinator will be electronically notified via the web-based application,
by the standard RFA process (see ADMH-DDD OG 4.2) and will subsequently produce the person’s plan of
care (POC) (as per ADMH-DDD OG 3.1) to reflect provision of the service(s), in appropriate amount,
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frequency, and duration.

10.1.e. Exceeding Expenditure Caps or Individual Service Limits
Responsible Office: Community Waiver Program

Reference: ADMH-DDD OG 3.1; ADMH-DDD 0G 4.2

Effective: December 1, 2020

Statement: In the event a person served via the Community Waiver Program (CWP) experiences life changes
and/or difficulties that place them at risk of institutional placement or transition to an enroliment group with a
higher expenditure cap, DDD may temporarily authorize exceeding expenditure caps and/or individual service
limits.

Purpose/Intent: Expenditure caps and/or individual service limits may be exceeded if there is substantiated,
documented evidence that doing so protects a person from institutional placement, placement in a residential
setting from an independent or natural supports living circumstance, or transition to an enrollment group with a
higher expenditure cap.

Scope: DDD HCBS Waiver Service Providers; Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions: Division of Developmental Disabilities (DDD); Regional Community Services (RCS); Community Services
Director (CSD); Person-Centered Plan (PCP); Request for Action (RFA); Plan of Care (POC)

Procedures:

1. When the cost of a person’s needs exceed the person’s expenditure cap, or when the person’s service
needs exceed the individual service limit, the assigned Support Coordinator will consult their Supervisor to
review the Person-Centered Plan (PCP) and, upon verification of the need by the Supervisor, assist the
person to complete documentation for approval to exceed the expenditure cap and/or individual service
limit.

2. The assigned Support Coordinator is responsible for submitting a notification of needs potentially
exceeding expenditure caps or individual service limits. This notification is to be electronically delivered to
RCS via the web-based application using the Request for Action (RFA) form (see ADMH-DDD OG 4.2).

a. The Support Coordinator will include with this RFA:
i. Documentation of the person’s Team’s recommendation for exceeding the expenditure
cap/individual service limit;
ii. Documentation of the rationale for exceeding the expenditure cap/individual service limit;
and
iii. Documentation to substantiate the need and the rationale for exceeding the expenditure
cap/individual service limit.
b. The Support Coordinator will tag the corresponding Community Services Director (CSD) and the
Director of Waiver Management and Systems Transition in this notification.

3. The CSD will perform a comprehensive review of the documentation provided in support of the request
exceeding the expenditure cap/individual service limit and will also review the person’s record, including
all history, assessments, and person-centered planning information.

4. Atemporary approval (up to 90 days) to exceed the expenditure cap and/or individual service limit may be
granted if it is determined that:

a. The cumulative total of needed effective and most cost-effective services will exceed the
expenditure cap and/or individual service limit; and

b. Without the increased services, the person:

i. Will be institutionalized;

ii. Will be enrolled in an enrollment group with a higher expenditure cap; or

iii. Will be placed in a residential setting if currently living independently or with natural

supports.
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5.

If the CSD feels an approval is warranted, they will forward to the Director of Waiver Management and
Systems Transition that recommendation, along with a summary of their review of the request, and the
originally submitted RFA and supporting documentation. The Director of Waiver Management and Systems
Transition will make the final decision with regard to approval of the request.

a. Reauthorization to exceed the expenditure cap and/or individual service limit may be approved for
additional periods of time not to exceed 90 days, if substantiating documentation of the need for
such is found to be adequate and appropriate by the CSD and the Director of Waiver Management
and Systems Transition.

The Associate Commissioner for Developmental Disabilities may authorize exceeding the expenditure cap
and/or individual service limit for up to one year, should the person be at risk of institutionalization and
should the Director of Waiver Management and Systems Transition make a recommendation for such an
extended approval upon review of the documentation received.

Upon approval to exceed the expenditure cap and/or individual service limit, the assigned Service
Coordinator will be electronically notified via the web-based application, by the standard RFA process (see
ADMH-DDD OG 4.2) and will subsequently amend the person’s plan of care (POC) (as per ADMH-DDD OG
3.1) to reflect the changes in services, in appropriate amount, frequency, and duration.
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10.2. Skilled Nursing — Assessment & Authorization (CWP)
Responsible Office: Community Waiver Program

Reference: ADMH-DDD OG 4.2

Effective: December 1, 2020

— a— - - T

Statement: Skilled Nursing services provided to persons receiving Community Waiver services prevent
unnecessary institutionalization (e.g., in hospitals or nursing homes) and contribute to increased independent living
and community integration.
Purpose/Intent: Skilled Nursing services may be authorized via the Community Waiver Program, with provision of
a verified physician’s order and completion of an assessment by the RCS RN.
Scope: DDD HCBS Waiver Service Providers; ADMH-DDD Central/Regional Offices
Definitions: Division of Developmental Disabilities (DDD); Regional Community Services (RCS); Community Services
Director (CSD); Request for Action (RFA); Registered Nurse (RN); Early and Periodic Screening, Diagnostic and
Treatment (EPSDT)
Procedures:

1. Skilled Nursing services are to be requested via the RFA process (see ADMH-DDD OG 4.2), as with any

requests to add/change/terminate services.
2. To authorize Skilled Nursing as a service provided via the Community Waiver Program, the following are
required:
a. A physician’s order based on medical necessity (reviewed and confirmed by the RCS RN); and
b. An assessment, conducted by the RCS RN, to determine:
i. If the services may be safely and effectively administered in the home or community (the
place or places of service where the individual desires to receive the service);
ii. [f the service need is for:

1. Training and supervision provided to natural caregivers and/or direct support
professionals (self-direction or agency workers) related to medical care and/or
assistance with ordinarily self-administered medications; or

2. Nursing procedures that meet the person’s health needs as ordered by a physician.

iii. The specific type of Skilled Nursing service and the amount of time needed. For example:

1. Injections - 30 minutes for preparation, administration and documentation;

2. Wound Care —One hour for preparation, assessment, performance and
documentation;

3. Tube Feedings — One hour for preparation, assessment, administration, post-
feeding assessment and documentation.

3. Of the above two ways to provide this service (e.g., training to caregivers vs. physician-ordered nursing
procedures), the Regional Office RN will authorize the most cost-effective option for the meeting the
waiver participant’s needs through this service, ensuring consistency with the physician’s order in all cases.

4. The need for continued medically necessary Skilled Nursing services must be ordered by the person’s
physician every year at the time of the annual redetermination.

5. Areassessment by the RCS RN, based on the same information outlined in 1.b., above, must occur at least
annually.

6. Note that this service is not available to individuals during the time they are receiving residential services,
including training and supervision of direct support professionals working for agencies providing residential
services (Supported Living; Adult Family Home; Community-Based Residential Services) because payment
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for the nursing services, including nurse supervision, is already included in the rate paid for those services.
For individuals living with natural caregivers, the individual must require skilled nursing training,
supervision and/or care which exceeds the caregiver’s ability to care for the recipient. If a caregiver has
been providing care that is otherwise proposed to be provided through Skilled Nursing services, there must
be a negative change in the individual’s condition or the caregiver’s status that has occurred to warrant
supplanting the caregiver’s role by authorizing Skilled Nursing services.

Skilled Nursing under the Community Waiver Program is not available to children under the age of 21
because Private Duty Nursing is covered under the State Plan EPSDT services.

Upon making a determination about whether to authorize Skilled Nursing services for a person, the RCS RN
will provide the assessment results and the subsequent determination to the CSD or designee for response
and handling via the RFA process (see ADMH-DDD QG 4.2).
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CHAPTER 11
Self-Directed Services

11.1. Self-Directed Services Handbook
Responsible Office: Self-Directed Services
Reference: ID/LAH HCBS Waivers
Effective: November 1, 2020 _

Statement: The term “self-direction” refers to a service delivery option in which the individual who receives waiver
services decides how, when, and from whom those services will be delivered. Self-direction is designed to make
service delivery as flexible as possible for individuals and their families, and to make sure individuals who self-direct
can exercise maximum choice and control over their services and supports.

Purpose/Intent: The Self-Directed Services Handbook is designed to provide information to participants,
representatives, family members, support coordinators, and Self-Directed Liaisons about self-directed services
available through the Alabama Intellectual Disabilities and Living at Home Waiver for Persons with Intellectual
Disabilities (ID/LAH Waiver).

Self-direction comes with many benefits, and it also comes with responsibilities. This handbook is designed to be a
detailed resource about the self-directed services offered through Alabama’s Intellectual Disabilities and Living at
Home Waiver.

This handbook can help people who are new to the Intellectual Disabilities and Living at Home Waiver or to self-
directed services learn more about how the self-directed model works—and how to make self-direction work best for
them!

Procedures: Refer to Self-Directed Services Handbook Exhibit 11.1

11.2. Referral to Self-Directed Services
Responsible Office: Self-Directed Services
Reference: ADMH/DDD Operational Procedures
Effective: November 1, 2020
Statement:
Purpose/Intent: Provide the process to refer individuals to be considered for self-directed services option.
Scope: Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions: SDS (Self-Directed Services) —A service delivery option; SDL (Self-Directed Liaison) —An individual who
provided SDS application packet explanation of the procedures; RFA (Request for Action) — Additions to an individual’s
plan of care; ADIDIS (Alabama Developmental Intellectual Deficits Information System); FMSA (Financial Management
System Agency) — Agency that provides payroll services to individuals who select SDS; EOR (Employer of Record) —
Individual who will be responsible for oversight of SDS with in the home; EIN (Employer Identification Number)
Procedures: All requests to enroll an individual into the Self-Directed Services option must be completed and
submitted by the Support Coordinator to the Regional Office via the Request for Action (RFA) process. The Support
Coordinator should attach self-directed services referral form with the RFA forms when submitting to the appropriate
regional office.
PROCEDURES FOR SUPPORT COORDINATOR
1. Hold a meeting with the individual and/or his/her family to explain the service delivery option of self-directed
services.
2. Provide the individual and/or family member with a copy of the SDS Handbook and answer questions
detailing the difference between the self-directed service option and traditional service delivery option.
3. Ifindividual and/or family indicate an interest in the self-directed services option, then the Support
Coordinator must complete the entire SDS Referral form and RFA form.
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4. Submit the completed SDS Referral form (Revised 6/2/2020) and RFA form to the appropriate regional office
via the RFA process outlined in Operational Guideline 4.2. When the RFA is submitted in ADIDIS the Support
Coordinator should tag the CSD, waiver coordinator and SDL.

PROCEDURES FOR SELF-DIRECTED LIAISON

1. After the RFA Committee in the Regional Office renders a decision, then the Self-Directed Liaison will contact
the individual.

2. If the RFA for SDS Referral is approved, then the SDL will contact the individual/family member to provide self-
directed services application packet and schedule a meeting to discuss the SDS information.

3. This SDS approval is for enroliment into the SDS delivery option. The individual cannot begin to employ
individuals until he/she has received a hire date from the FMSA. Services performed prior to the hire date will
not be reimbursed by waiver funds.

4. Submit information to the Financial Management System Agency for review.

PROCEDURES FOR FINANCIAL MANAGEMENT SERVICES AGENCY

1. Receive documents submitted

2. Process documents and determine if individual/family can obtain an employer identification number (EIN) and
become an employer of record (EOR).

3. Process employee application and background checks for potential employees.

4. If there are problems with the application or it is incomplete, this will delay the process. The FMSA will send
an email to the SDL or EOR to request additional information.

5. Once the EOR has been approved, then they receive notification of their EIN number.

6. Once the employee is approved to work, then the FFMSA will send an email with the employee hire date.

See attached Self-Directed Services Referral Form Exhibit 11.2.

11.3. Purchase of Goods, EAA, SME, SMS, PERS
Responsible Office: Self-Directed Services
Reference: ADMH/DDD Operational Procedures; ID/LAH HCBS Waivers
Effective: November1,2020
Statement:
Purpose/Intent: Provide the process to obtain and be reimbursed for specialized medical equipment,
specialized medical supplies, environmental accessibility adaptations, personal emergency response system
and other goods.
Scope: Support Coordinator Services; ADMH-DDD Central/Regional Offices
Definitions: Specialized Medical Equipment (SME), Specialized Medical Supplies (SMS), Environmental
Accessibility Adaptations (EAA), Personal Emergency Response System (PERS)
Procedures:
Procedures for Employer of Record:
1. Prior to making a purchase the individual/employer of record (EOR) should submit the request to use
waiver funds for purchases to his/her Support Coordinator
2. The EOR should review his/her budgetary savings report to determine if the funds are available for the
purchase of goods
3. The request should provide explicit details about the reason for the purchase and how it will benefit the
waiver recipient.
4. The request should include three quotes for the items being purchased with the exception of specialized
medical supplies.

Procedures for Support Coordinator:

1. The Support Coordinator should review the person-centered plan and plan of care to ensure that the
requested good or service is identified.
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2.

3.

The Support Coordinator should review the monthly utilization report {budgetary savings report) to
ascertain if the individual has the funds available for purchase.

The RFA should include a detailed explanation of reason for purchase, most recent copy of budgetary
savings report, three quotes for the item, completed prior approval form (revised 10/19/2020) and ensure
the purchase aligns with waiver stipulations and person-centered plan for the service or goods.

The Support Coordinator must submit the request to the regional office via the Request for action (RFA)
process {see OG 4.2) in ADIDIS and tag the CSD, waiver coordinator and self-directed liaison.

Procedures for Regional Office:

1.

Verify all information is included on the RFA. If not, return to support coordinator with a note in the
NEEDED INFORMATION section of the form. Include the date returned to the support coordinator.

Verify the documentation supports the need for service and person-centered plan
Approved; generate letter to the participant with a copy to the Support coordinator

Denied; generate letter to the participant accompanied by appeal rights with a copy to the Support
coordinator

Inform the self-directed liaison of the decision

Procedures of Support Coordinator after Regional Office Review:

1.

3.

Inform the waiver recipient/employer of record of the Regional Office decision or request for additional
information

If additional information is required by Regional Office, then request the additional information be
provided by the EOR.

Submit additional information to the regional office.

Procedures for waiver recipient/employer of record to purchase items after receiving approval:
The EOR has two options to obtain items

1.

2.

Pay the provider directly for items and submit receipts to their Support Coordinator for reimbursement —
OR--

Have the supply vendor send a W-9 form to financial management service agency (FMSA) so that FMSA
can pay the supply vendor directly. In this scenario, receipts should also be sent to the support
coordinator to keep with the person’s records.

Procedure for Support Coordinator after EOR submits receipts:

1.

2.

Email or fax the previously approved Prior Approval form and receipts to financial management service
agency.
Retain a copy of the Prior Approval form and receipts with the person’s records
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DEPARTMENT OF MENTAL HEALTH

" k RSA UNION BUILDING (
' \

100 NORTH UNION STREET
POST OFFICE BOX 301410
-5 . MONTGOMERY, ALABAMA 36130-1410
LA SY WWW MH. ALABAMA GOV

KAY IVEY KIMBERLY G BOSWELL
GOVERNOR COMMIESIONER

NOTICE OF APPEAL RIGHTS ADVERSE DECISION Exhibit 1.2.a.

If an individual/guardian chooses to appeal an adverse decision, they may choose to appeal first to the Alabama
Department of Mental Health (ADMH), and if not satisfied with the decision rendered in that appeal, may then further
appeal to the Alabama Medicaid Agency (Medicaid). Or, they may appeal first directly to Medicaid. Please check the
box below for your option of appeal:

|:| REQUEST AN APPEAL TO THE ALABAMA DEPARTMENT OF MENTAL HEALTH

To appeal first to the ADMH/Associate Commissioner for the Division of Developmental Disabilities. A written request
for an appeal must be received by the Associate Commissioner for Intellectual Disabilities no later than 15 calendar
days after the effective date printed on the Notice of Action. A written decision from the Associate Commissioner will
be mailed (certified) to the individual/guardian within 21 days after the review of all information. If the
individual/guardian disagrees with the Associate Commissioner’s decision, he/she can request a Fair Hearing to the
Medicaid. A written hearing request must be received by Medicaid no later than 15 calendar days from the date of the
Associate Commissioner’s letter. Send written requests for appeal/fair hearing to:

ADMH-Division of Developmental Disabilities
P.O. Box 301410
Montgomery, AL 36130-1410

|:| REQUEST AN APPEAL/ FAIR HEARING TO THE ALABAMA MEDICAID AGENCY

If the individual/guardian choses to first appeal to the Alabama Medicaid Agency, a written request asking for a fair
hearing must be received by Medicaid within 60 days from the date the Notice of Action is mailed. The individual/ legally
appointed representative or other authorized person must request the hearing and give a correct mailing address. If the
request for a hearing is made by someone other than the person who wishes to appeal, the representative must make
a definite statement that he has been authorized to do so by the persons for whom the hearing is being requested.
Information about hearings will be forwarded and plans will be made for the hearing and a date and place convenient
to the persons will be arranged. If the person is satisfied before the hearing and wants to withdraw his request, he or
his legally appointed representative or other authorized person should write the Alabama Medicaid Agency that he
wishes to do so and give the reason for withdrawing.

The Alabama Medicaid Agency need not grant a request for a hearing if the sole issue is a federal or state law or policy,
which requires an automatic change adversely affecting some or all recipients. When benefits are terminated, they can
be continued if a hearing request is received within ten (10) days after the effective date of Notice of Action, unless
there are unnecessary delays by the person requesting the hearing for this representative. If benefits are continued
pending the outcome of the hearing and the Hearing Officer decided that termination was proper, Alabama Medicaid
Agency may recover from the terminated recipient or sponsor, the costs of all benefits paid after the initial termination
date.

MEDICAID ELIGIBILITY DIVISION POLICIES AND PROCEDURES ARE IN COMPLIANCE WITH THE CIVIL RIGHTS
ACT OF 1964 AND SECTION 504 OF THE REHABILITATION ACT OF 1973

Send written requests for reviews and fair hearings to:

ALABAMA MEDICAID AGENCY
Long Term Care Division
P.O. Box 5624, 501 Dexter Avenue
Montgomery, AL 36103-5624

| have reviewed and been given a copy of my right to a Medicaid review of the case and/or a Fair Hearing.

Signature of Recipient or Legal Representative Date

Print Recipient's Name Witness Signature and Date
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DISSATISFACTION OF SERVICES Exhibit 2.2.

The Dissatisfaction of Services form is a disclosure required by Alabama Medicaid to ensure a person enrolling or
already receiving HCBS waiver services and their legally authorized representative are aware that they have the
right to due process should they become dissatisfied with Medicaid funded services. Please check the box below
indicating your preferred method of review:

D REQUEST CONFERENCE OR REVIEW OF CASE

A person who is dissatisfied with his/her services under the Medicaid Home and Community-Based Waiver program
(Living at Home Waiver or Waiver for Persons with Mental Retardation) may notify the Alabama Medicaid Agency
giving the reason for the dissatisfaction and ask for either a conference or a review of the case by the Alabama
Medicaid Agency. At the conference, the person may present the information or may

D REQUEST A FAIR HEARING

A written request for a hearing must be filed within sixty (60) days following the action with which the person is
dissatisfied. He, his legally appointed representative or other authorized person must request the hearing and give a
correct mailing address. If the request for a hearing is made by someone other than the person who wishes to
appeal, the representative must make a definite statement that he has been authorized to do so by the persons for
whom the hearing is being requested. Information about hearings will be forwarded and plans will be made for the
hearing and a date and place convenient to the persons will be arranged. If the person is satisfied before the hearing
and wants to withdraw his request, he or his legally appointed representative or other authorized person should
write the Alabama Medicaid Agency that he wishes to do so and give the reason for withdrawing.

The Alabama Medicaid Agency need not grant a request for a hearing if the sole issue is a federal orstate law or
policy, which requires an automatic change adversely affecting some or all recipients. When benefits are terminated,
they can be continued if a hearing request is received within ten (10) days following the effective date of termination,
unless there are unnecessary delays by the person requesting the hearing for this representative. If benefits are
continued pending the outcome of the hearing and the Hearing Officer decided that termination was proper, Alabama
Medicaid Agency may recover from the terminated recipient or sponsor, the costs of all benefits paid after the initial
termination date.

MEDICAID ELIGIBILITY DIVISION POLICIES AND PROCEDURES ARE IN COMPLIANCE WITH THE CIVIL RIGHTS ACT OF 1964 AND
SECTION 504 OF THE REHABILITATION ACT OF 1973
Send written requests for reviews and fair hearings to:
ALABAMA MEDICAID AGENCY, Long Term Care Division, P.O. Box 5624, 501 Dexter Avenue Montgomery, AL 36103-
5624

I have reviewed and been given a copy of my right to a Medicaid review o2the case and/or a Fair Hearing.

Signature of Recipient or Legal Representative Date

Print Recipient’s Name Witness Signature and Date



Exhibit 4.5.

ADMH - Division of Developmental Disabilities

Individual Experience Assessment Survey (IEA)

1. Person’s First and Last Name:

Section A: General Information - A response to each question is required unless otherwise indicated.

Date of Survey:

herself.

2. Does the person have a legal guardian? If no, skip to question 4. If yes, answer 3a —3b
A guardian is a person appointed by the probate court to oversee the personal and/or financial affairs of an 0 No
adult who is determined to be incapable of managing his or her own affairs or unable to care for himself or

0 Yes

or an unpaid family/friend?

3. Ifyes, is the guardian a paid/corporate guardian (i.e., the guardian is an attorney or works for an agency), O Paid Guardian

O Unpaid Guardian

a. If Unpaid Guardian, enter the name of the Guardian

b. If Paid Guardian, Enter the name of the Guardian/
Agency

4. Inwhich Waiver is person enrolled (select one): O ID Waiver [ LAH Waiver

Name of Support Coordinator Conducting IEA:

Support Coordinator employed by:

5. Number of months SC has supported person:

6. Region (circleone): 12 34 5

more of the questions independently)? If NO skip to Section B If YES, answer 7a —

7. s someone other than the person responding to the survey (if the person is not able to answer one or O Yes

7b

0 No

7a. If yes, what is the First and Last name of the person assisting with responses?

7b. What is his/her relationship to the person?

CIChild  [Spouse/Partner
Section B: HCBS Setting Experience Overall All participants are required to complete this section

[ (Other)Family OFriend [CIDSP

COGuardian

Question: Response; HCBS Setting Requirement:
1.Do you have your own bank account? OYes ClNo
Allows person to control personal
2.Do you have access to your money? OvYes ClNo reSOUrCes.
3.Can you buy the things you need? COvyes [ No
4.Did someone tell you about the services and supports available to you? CYes O No
5.Did you choose the services and supports you receive? CYes ONo
6.Were you given options to choose from when selecting the agency that provides your | [lYes [INo Facilitates personal choice regarding
services and supports? services and supports and who provides
7.Did you choose the specific person/people who provide your services and supports? OYes [1No them.
8.Do you know how to request a change in your services and supports? OYes [l No
9.Do you know how to request a change in who provides your services and supports? OYes O No

Does this person participate in Employment or Day Services? If yes, complete Section C
Section C: Employment and Day Services

10. Select the funding for Employment/Day Service(s) the person is receiving

; If no, SKIP Section C

O ID Waiver [ LAH Waiver [ADRS




11. Name of Service Provider Address
Does the person have more than one Employment/Day services provider? If yes, enter the 2" provider name; If no, skip to guestion 1
12. Name of 2" Service Provider Address
Question: Response: HCBS Setting Requirement:
1.Do you have a job? CvYes [1No Provides opportunities to seek
2.Could you have a job if you want one? OYes O No employment and work in a competitive
3.Do you have the help you need to look for a job if you want one? [IYes O No environment.
4.Can you be alone if you want to? COvyes [INo
5.Can you have a private conversation without others listening? Clves CINo | Ensures person’s rights of privacy, dignity,
6.1s your personal information kept secure so others can't see it? OYes [ No respect and freedom from coercion and
7.Do the people who support you treat you the way you want to be treated? Oves [ No restraint.
8.Do the people who support you listen to your questions or concerns? COYes O No
9.If you want to, can you go out in the community? OvYes [INo Integrated, and supports, access to the
broader community.
Does the person participate in Residential Services? If YES, complete Section D; If NO, SKIP Section D (circle YES or NO)
p on D: Reside 3 <
Select the waiver funding source for the residential services the person is receiving ID Waiver LAH Waiver
Name of Service Provider Address
How long have you lived in your current residence? Weeks/Months/Years
Question: Response: HCBS Setting Requirement:
1.Did you choose where you live and receive services/supports? CYes [ No The setting was selected by the person
2.Did you visit other places before choosing this one? OvYes O No from among setting options, including
3.Do you know how to relocate and request new housing? OvYes O No non-disability specific settings.
4.Do you own your home or have a lease? ClYes CNo | Specific unit or dwelling is owned, rented
5.Do you know your rights as a tenant and protections from eviction? CYes CINo or occupied under a legally enforceable
agreement.
6.Can you close and lock your front door? Ol Yes [0 No Unit has lockable entrance door.
Question: Response: HCBS Setting Requirement;
7.Do you have a key to your front door? OvYes CINo Unit has lockable entrance door.
8.Does anyone else have a key to your front door? OYes ONo
9.Do others knock before entering your front door? OYes O No
10. Can you close and lock your bedroom door? vYes [No
11. Can you close and lock your bathroom door? OvYes [ No Each person has privacy in their sleeping
12. Did you get to decide who has a key to your bedroom or bathroom? OYes O No or living unit.
13. Do others knock before entering your bedroom? OYes CNo
14. Were you given the option of a private room if you could afford it? OYes [ No Option for a private unit.




15,

Can you choose who you share your room with?

[dYes [ONo

16. Did you choose your roommate? OYes [INo ,
T " Choice of roommates.
17. Do you like living with your roommate? OlYes ONo
18. Do you know how to request a roommate change? Oves O No
19. Did you decorate your room? CYes ONo
20. Can you move the furnltu're whe're you want? CYes O No Freedom to furnish and decorate,
21. Can you hang or put up pictures if you want to? CYes ONo
22. Can you change the decorations in your room? OYes CONo
23. Do you participate in activities like shopping, going to church or having lunch with OYes CINo
family and friends?
24. Do you know how to find out about upcoming events or activities that you might [OYes ONo Integrated in and supports full access to
have an interest in? the greater community.
25. Do you have the help you need to participate in the activities you want to do? Cyes ONo
26. Are you able to get to the activities you would like to participate in? OYes CINo
27. Do you make your own schedule? OvYes CONo
28. Car? Yqu decide when you get up, take a bath, eat, exercise or participate in other OYes [No Freedom and support to control schedules
activities? _—
— - - - - and activities.
29. Can you watch television, listen to the radio and do things that you like when you OYes [INo
want to?
30. Can you eat when you want to? OVYes [lNo
31. Can you eat where you want to? OvYes [ONo
32. Can you eat what you want to? [OYes ONo Access to food at any time.
33. Can you request a different meal if you want one? OYes [l No
34. Are snacks accessible and available anytime? Ovyes [ONo
Question: Response: HCBS Setting Requirement:
35, Can you have visitors? OYes CINo
36. Can you have visitors at any time? CYes CINo Allow visitors at any time.
37. Can you have private visits with family & friends if you want to? Yes [ONo
38. Do you have the supports you need to move around your room/house as you OvYes CNo
choose?
39, Can you enter and exit your room/house as you choose? Yes (ONo Physically accessible.
40. Do you have full access to the common areas such as the kitchen, dining area, OYes CNo
faundry, and shared living areas?
41. Do you have a resident handbook or know how to get one? CYes [INo . . .
(if applicable) | Po{/C/es outlining pe.rsona/ rights are
42. Do you understand the handbook or know who to ask if you have questions? OYes CINo available and accessible to the person.
43. Do you have access to a phone, computer or other technology? CJYes CONo




44. Do you have access to transportation to go the places you want to go? OYes CONo Optimizes personal initiative, autonomy,
45, Can you make decisions about your schedule, where you go, who you see, and OvYes CNo | and independence in making life choices.
when?

Does the person participate in Personal Care Services? If yes, complete Section E; If no, SKIP Section E

Section E: Personal Care Services

(circle YES or NO)

H Waiver

Select the waiver funding source for Personal Care services the iD Waiver
person is receiving
Name of Service Provider Address
Question: Response: HCBS Setting Requirement:
1. Do you live with family in a family member’s home? Cyes CINo
2. Do you live in your own home or apartment? COvyes (ONo C g
—— - Choice in living arrangement.
3. Can you live in your own home or apartment if you want? Cves [No
4. Do you have the help you need to participate in the activities ClYes OONo Integrated and supports access to the
you wa nt to do? Forexample, are you able to qet to the acti\./itles you want to greater community.
participate In and the support you need to participate in those activities?
5. If you want to, can you go out in the community during the day?
For example, do you participate in activities like shopping, going to O Every time | want to
church or having lunch out with family and friends? 0 Most of the time | want to Integrated and supports access to the
If Yes, how often? O Not as much as | would like greater community.
Question: | Response: HCBS Setting Requirement:
6. Other than family or paid caregivers, do you spend time with O Every time | want to
people who do not have disabilities? If yes, how often? [0 Most of the time | want to Integrated and supports access to the
O Not as much as 1 would like greater community.

7. Do you know how to find out about upcoming events or OvYes ONo
activities in your community?

8. If you want to, can you have a job or volunteer? For example, do you have the support you CYes O No
need to look for a job or volunteer somewhere if you want?

Provides opportunities to seek
employment or volunteer opportunities.

9. Canyou change how and where you receive personal OvYes ONo
care supports if you want to?

The service facilitates personal choice
regarding services and supports and who
provides them.

10. Can you be alone if you want/need to be while receiving personal care services? OvYes O No
For example, can you have a private conversation without others listening?
11. Do the staff who support you treat you the way you want to be treated? For Cyes OONo

example, do staff listen and respond to your questions or concerns?

12. Do you have adequate privacy in your home? CYes CINo

Ensures person’s rights of privacy, dignity,
respect and freedom from coercion and
restraint.




who yo

dwh ?

13. Can you close and lock your front door? CYes [No ,
Unit has lockable entrance door.
14. Do you have a key to your home? COvYes [ONo
15. Are you comfortable with the other people who have keys to your home? CYes ONo
16. Do others knock before entering your bedroom? CYes CINo Each person has privacy in their sleeping
17. Can you close and lock your bedroom door? CYes CINo or living unit.
18. Can you close and lock your bathroom door? Yes CNo
19. Are you comfortable with the other people who have a key to your bedroom or OYes CNo
bathroom?
Question: Response: HCBS Setting Requirement:
20. Can you eat when you want to? CYes CINo
21. Can you eat where you want to? lyes ONo Access to food at any time.
22. Can you eat what you want to? CYes O No
23. Are snacks accessible and available anytime? OYes ONo
24. Do you have the supports you need to move around your ClYes CNo
room/house as you choose? , o
25. Can you enter and exit your room/house as you choose? Cyes TINo Physical accessibility.
26. Do you have full access to the common areas such as the COYes ONo
kitchen, dining area, laundry, and shared living areas?
27. Do you have access to a phone, computer, or other [dYes [INo
technology?
28. Do you have access to transportation to go to places you want [OYes [No Optimizes personal initiative, autonomy,
to go? and independence in making life choices.
29. Can you make decisions about your schedule, where you go, OYes OONo

Revisions to Persoh Centered Plan Required: O Yes

OO No /fyes, describe areas to be addressed:

Remediation Plan Required: D Yes [ No /fyes, describe areas to be addressed:

Signature of Support Coordinator:

Date forwarded to Provider/Monitor:




Exhibit 5.1.

Application and Setting Review Form

Provider Name:

Date new application received: l Provider Status: [ New [ Existing

"PartA To be.completed by the Office of DD Certification — NOTE: ‘Expanding‘providers complete 1-3,: Newproviders complété 3

1. Isthe agency currently on a Provisional Certification status? O VYes
C No
2. Has the agency been on a Provisional Certification within the last two regular site visits? O Yes
0 No

If the answer to 1 or 2 is “YES”, do not proceed with application! Return to OCA!
If the answer to 1 and 2 is “NO”, return application to OCA. OCA will forward to Regional Community Services (RCS) Office.
3. Isthe setting approved for a 6-month Temporary Operating Authority (TOA) following Life Safety inspection? [ Yes

[1 No

Additional Comments:

Name of DDD Certification Staff: Date:

Return to the Office of Certification Admmlstration (OCA)
Pait B - To'be completed by Regional Community Services (RCS) Offlce , , »
1. Isthe setting adjacent to or under the same roof as a building that houses a publicly or prlvately operated settmg whlch O
provides inpatient institutional care: skilled nursing setting (SNF), immediate care setting for individuals with intellectual O
disabilities {ICF/1ID), institute for mental disease (IMD), or hospital?
2. Isthe seiting located on the grounds of, or immediately adjacent to, a building that is a public institution which 1 Yes
provides impatient institutional care (Skilled Nursing Setting (SNF), Intermediate Care Setting for Individuals with O No
O
O

Yes
No

Intellectual Disabilities (ICF/IID), Institute for Mental Disease (IMD), or hospital?
3. Does the setting otherwise have the effect of isolating individuals receiving Medicaid-funded HCBS from the broader
community of individuals not receiving Medicaid-funded HCBS and therefore, presumed institutional?
a. Ifthe answer is YES, what evidence is provided to overcome the presumption of an institutional setting?

Yes
No

Ead

Does the setting have more than 6 beds? Yes No
5. - Would this proposed setting be located on the same street, court, etc., where these types of settings constitute more
than 25% of all settings?

Yes ___No
6. Isthe setting adjacent (next to or shares a property line) to another setting? Yes — No
IF EITHER ANSWER TOQ 4-6 IS YES, DO NOT PROCEED, SIGN FORM AND RETURN TO OFFICE OF CERTIFICATION ADMINISTRATION
7. s the setting physically accessible, and free from obstructions such as steps, lips in a doorway, narrow hallways, etc., or T Yes
otherwise have any other safety concerns such as lighting, unsanitary conditions, exposed electrical wiring, area known for O No
violent crimes, drug use, etc.?
8. Isthe site recommended for Life Safety inspection? ] Yes
J No
Additional Comments/Observations:
Name of person completing Assessment: Date:

Return to the Office of Certification Administration (OCA)
Part C To be completed by the Office of Certification Administration »
Sent to Life Safety: Date:

Additional Comments:

OCA Director Signature Date:

Revised 4/28/2020
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The following chart indicates how the Factors and Indicators are applied per organization bas

Exhibit 6.1.

ed on the setvices provided:

Factors | Tndicators | __ Services Provided by the Organization Other Notes
Case Mgt Non- Residential
Congregate and/or Day
Factor One 7 \ N Indicator G not applicable to Case
(6 indicators) Management

Factor Two 5 \ v \

Factor Three 4 \ \ v

Factor Four“‘ Coleay 6 AN A TN

_Factor Flve i N N SN Indicator E not applicable for agencies not
. ,{:; (4 mdlcators) o Gen e .| administering medications
\:Factor SIX Gl k AN V. - .| Indicator D not applicable for Case

Bl : o) (3 mdlcators) .| Management

Factor Seven 4 \ \/

Factor Eight 9 \

Factor Nine 4 \ \ \/

Factor Ten = = 3. A o N | Will be scored beginning October 2014
Factor Eleven 3 \ \ v

Factor Twelve 3 \

Factor Thirteen 7 N

‘Numbe ' 33 30 1 For orgamzatlons providing services in-
,Indlcators (36 begmnmg (33 begin + | more than one category, mdlcators are.
Scored - 0ct.2014) | . Oct.2014) | added as applicable -~




Exhibit 6.4.

ALABAMA DEPARTMENT OF MENTAL HEALTH
DIVISION OF DEVELOPMENTAL DISABILITIES

INCIDENT PREVENTION AND
MANAGEMENT SYSTEM (IPMS) MANUAL

Implemented: May 1, 2004 | Revised: September 23, 2010; December 5, 2016; July 6, 2018; September 15, 2020

Effective: December 1, 2020




COMMUNITY INCIDENT PREVENTION AND MANAGEMENT SYSTEM

The purpose of the community Incident Prevention and Management System (IPMS) is to describe
and implement through standard actions by the Division of Developmental Disability Services, its
Regional Community Services (RCS) offices, and contractors, a mechanism to protect persons
served from harm, and improve the oversight and response capabilities of the systems that serve
them. Protection from harm requires an incident management component that includes prevention,
identification, classification, proper reporting and investigation, and implementation of effective
actions to remedy situations that lead to harm. Incident management is one component of the
Division’s larger Quality Improvement System in which emphasis is on improvement of systems and
processes.

PHILOSOPHY OF INCIDENT MANAGEMENT

Incident management serves to promote an environment free from harm. The Division is
committed to the following beliefs:

»  People are entitled to appropriate services in a caring environment that promotes dignity,
respect, and is free from harm.

» Providers must eliminate, wherever possible, the occurrence of preventable incidents and
respond appropriately to all types of incidents.

= The fewer the number of incidents, particularly serious incidents, the more caring the
environment will be for people to live, work, and learn there.

In 2016, ADMH adopted THERAP Services, a web-based service organization that provides a
solution for documentation, communication, and incident reporting needs for agencies providing
support to people with DD. DDD providers and support coordinators use this tool to submit
reportable incidents to RCS offices, and other appropriate entities. The system provides 24-hour
access for all users to facilitate real-time reporting. In THERAP, reportable incidents are referred to
as General Event Reports (GER), and completed investigations are referred to as GER Resolutions.

This system applies to all people receiving supports in the (DDD) service’s community and
residential programs, and all their employees and agents. Pursuant {o reporting provisions as
specified in IPMS (and in accordance with Alabama Department of Mental Health (ADMH)/DDD
program regulations), all certified community providers, support coordinators and DD staff are
mandated reporters of all incidents involving people served that occur in contracted community
residential and day programs, either on the provider’'s premises or while involved in an event
supervised by the provider.



Pursuant to responsibilities assumed by the Division and its contractors for the day-to-day
operation and management of Medicaid Home and Community-Based Waiver programs,
reporting incidents is also required when they occur in settings other than those specified
above (e.g., overnight visits or trips with family). The responsibility to report shall not go
beyond gathering information that is readily available (e.g., reports from staff, people
supported, and families, and documentation of the injury). There are situations where the
contractor has no control over, or responsibility for, an incident, but assessing and recording
what allegedly occurred is a requirement under the waiver.

REPORTABLE INCIDENT DEFINITION

An incident is any unplanned occurrence that has the potential to affect the health, safety, and
welfare of persons served by the DDD.

Pursuant to the IPMS, the following are considered reportable incidents: medical emergencies
including moderate injuries, severe injuries, choking, seizures, falls, unscheduled hospital
admissions, medication errors, AWOL/Missing person, death, behavioral issues, natural disasters,
fire, allegations of abuse, neglect, mistreatment, or exploitation, physical assault, sexual assault,
manual restraint, mechanical restraint, chemical restraint, and other occurrences which require the
notification of Police, or DHR.

MEDICAL EMERGENCIES

These incidents are defined as any unscheduled medical emergency that require treatment by a
physician, paramedic, other medical professionals, emergency room (ER) visit or hospitalization. All
vehicle accidents involving a person, including where there is the likelihood of a moderate or severe
injury, is considered a reportable incident. In such cases, person(s) should be checked by external
medical personnel.

Categories of reportable medical emergencies are deaths, moderate and severe injuries, choking,
falls, seizures, unscheduled hospital admissions, medication errors (Levels 1 - 3),
charting/documentation errors, AWOL/Missing persons, behavioral issues, natural disasters, and
fires.

CRITICAL INCIDENTS

Critical incidents are events that create significant risk of substantial harm to the physical or mental
health of waiver participants. All critical incidents require a minor or major review based on the level
of harm or injury experienced by the person served. Classification of the level of harm to the person
served ranges from no harm (Level 1) to death (Level 4). See table below:



CRITICAL INCIDENT LEVELS OF HARM

Level 1 | None

Level 2 | Injury or harm requiring treatment up to and including first aid

Level 3 | Injury or harm requiring medical treatment beyond first aid, that may require hospitalization

Level 4 | Injury or harm resulting in death

Critical incidents requiring a major level of review generally include deaths, physical and sexual
abuse or sexual assault, neglect, exploitation, behavioral issues that result in suicide attempts,
unscheduled hospital admissions, severe or moderate injuries, Level 3 medication errors and
AWOL/Missing persons reports. Critical incidents requiring a minor level of review generally include
verbal abuse, mistreatment and behavioral issues that result in property damage.

All incidents of abuse, neglect, mistreatment, or exploitation allegations involving staff of the
provider must be reported immediately to RCS, regardless of where or when the incident was
alleged to have occurred.

Moreover, DDD abuse/neglect reporting requirements do not supersede or replace any other
statutory requirements for reporting to DDD, local law enforcement agencies, Advocacy, or etc.
Provider agencies, support coordinators and DMH staff members must meet all mandated reporting
requirements.

INCIDENT DEFINITIONS

Any assault by someone other than another Immediate | 24 Hours
person supported, upon a person supported.
Physical abuse includes, but is not limited to,
hitting, kicking, pinching, slapping, or
otherwise striking a person or using excessive

force regardless of whether an injury results.




Any sexual conduct with a person supported by

someone other than another person supported,
with the intent to gratify the sexual desire of
himself/herself or the person. Sexual abuse
includes, but is not limited to, sexual
intercourse, deviant sexual intercourse, or any
form of sexual contact to include any touching
of the sexual intimate parts. Sexual abuse also
includes any incitement by an employee/agent
of a person supported to engage in any form of
sexual activity with another person or other
person supported.

Immediate

24 Hours

Verbal conduct by someone, other than
another person supported that demeans or
could reasonably be expected to cause shame
or ridicule, humiliation, embarrassment, or
emotional distress. Verbal abuse includes, but
is not limited to, threatening, using abusive,
obscene or derogatory language, teasing or
taunting in a manner to expose the person to
ridicule.

Immediate

24 Hours

[ The failure to carry out a duty through

carelessness, inattention, or disregard of duty
whereby the person supported is exposed to

harm or risk of harm. Neglect includes, but is
not limited to:

Failing to appropriately supervise
people;

Failing to ensure the person’s basic
needs for safety, nutrition, medical care
and personal attention are met;

Immediate

24 Hours

1-4




= Failing to provide supports in
accordance with Person-Centered Plan;

= Utilizing treatment techniques, e.g.,
restraints, seclusion, etc., in violation of
the ADMH Administrative Code,
regardless of whether an injury results.

Any act or threat of intimidation, harassment,
or similar deed. Mistreatment includes, but is
not limited to, active verbal aggression or
intimidation, use of physical or non-verbal
gestures as a means of intimidation,
withholding of, or the threat of withholding,
physical necessities or personal possessions
as a means of intimidation for control of the
person, and making false statements as a
means of confusing, frightening, or badgering
the person.

Immediate

24 Hours

Utilizing the position of employment to take
advantage of person supported for personal
benefit. Exploitation includes, but is not limited
to, improperly requesting a person supported
to perform employee’s work responsibilities,
services or tasks for the employee, requesting,
taking or receiving money, gifts, or other
personal possessions from a person, utilizing
persons to engage in conduct with other
persons that would be prohibited if performed
by an employee.

Immediate

24 Hours




Any assault by a person supported upon
another person supported. Physical assault
includes, but is not limited to, hitting, kicking,
slapping, throwing objects, striking another
person which causes, or may have caused,
injury. A physical assault results from planned,
intentional behavior from agitation or other
behavior where there is specific intent to inflict
harm, or potential harm to another person.

Immediate

24 Hours

Any touching of the sexual or intimate parts of
a person supported by another person
supported. Sexual assault includes, but is not
limited to, intercourse, deviant sexual
intercourse, involving a person under the age
of sixteen, or who is coerced, or who does not
otherwise have the capacity to consent.
Capacity may be either mental or physical, or
the person may be mentally incapacitated as
assessed by the person’s team.

Immediate

24 Hours

1-4

An injury, explained or unexplained, requiring

medical treatment that is not considered major.

For example, a wound requiring five or less
sutures, or a feeding tube that must be
reinserted. Bruises and contusions are
considered moderate if they require treatment.
Sprains, as well as, suspected injuries, are
considered moderate if an x-ray is ordered and
there is no fracture.

Immediate

24 Hours

2-3

A serious injury, explained or unexplained,
requiring medical treatment, including any
fracture, head injury, or wound requiring more
than five sutures.

Immediate

24 Hours

3-4




All mortalities, in any setting, are to be
reported immediately by the provider or person
notified of the mortality to RCS. RCS office is
to report the mortality immediately to the DDD.
An Initial GER Death Report and a
Comprehensive Mortality Review will be
required. If the death occurred while the
person was not in the provider’s care or, if the
person lives in a relative’s home, it is
understood certain information may not be
readily available.

Immediate

24 Hours

Any time a person is found to be missing and
cannot be located within thirty (30) minutes,
regardless of location, the provider staff must
immediately report to police and RCS. The
notification shall include the suspected time of
departure, where the person possibly went,
what the person was wearing, a description of
the person's behavior/attitude prior to
disappearance, and what actions were taken to
locate the person.

Immediate

24 Hours

1-4

A medical occurrence that cannot be
characterized by any other medical emergency
category above that requires an unscheduled
hospital admission.

Immediate

24 Hours

(i.e., tornado, flood, wind damage, hurricane).
Provider must be familiar with disaster
procedures in the home and be prepared to
evacuate to a shelter if needed. Notify RCS
after evacuation is completed and safety of
person is ensured.

24 Hours

48 Hours

1-4




Flames resulting from the combination of heat,
fuel, and oxygen, or the unplanned,
inappropriate or hazardous burning of a
combustible substance where injuries and/or
structural damages occur.

24 Hours

48 Hours

Tripping, stumbling, or collapsing in a sudden
and involuntary drop to a lower surface or the
ground, resulting in a moderate or severe

injury.

24 Hours

48 Hours

1-3

An unexpected or uncharacteristic seizure of
any duration, regardless of whether an injury
occurs.

24 Hours

48 Hours

2-3

Any other occurrence requiring local law
enforcement intervention, temporary
displacements, ER visit, or anything that could
reflect negatively on the image of DDD and is
not otherwise defined by another category.

24 Hours

48 Hours

1-4

A medication error occurs when a recipient
receives an incorrect drug, dose, form,
quantity, route, concentration, or rate of
administration. A medication error is also
defined the variance of the administration of a
drug on a schedule other than intended.
Therefore, a missed dose or a dose
administered one hour before or after the
scheduled time constitutes a medication error.

Severity Level 1: Incidents in which the

person experienced no or minimal adverse

consequences and no treatment or

intervention other than monitoring or
observation was required.

24 Hours

48 Hours




| Incidents in which the person experienced

short term, reversible adverse consequences
and treatment or intervention was needed in
addition to monitoring and observation.

24 Hours

48 Hours

| Incidents in which the person experienced life-

threatening or permanent adverse

* | consequences.

Immediate

24 Hours

2-4

A documentation error occurs when a MAR is
not initialed after medication assistance is
provided to a person. Evidence of a
documentation error is denoted by blank
space(s) on the MAR following the scheduled
administration time of medication(s).

24 Hours

48 Hours

| Gagging or choking on food, liquid, foreign

object, or material that requires the Heimlich
maneuver or other method of dislodging
object. Evaluation and/or assessment by nurse
or medical personnel is required.

24 Hours

48 Hours

2-4

Behavior problems, such as physical
aggression resulting in injury, self-injurious
behavior requiring medical attention, suicide
threats or attempts, or property damage
resulting in injury or significant destruction
shall be reported to RCS by the provider with
information on how the situation was/is being
addressed. Incidents resulting from such
problems may or may not require follow-up.
Incident reports are also required for
behavioral issues outlined in approved
behavioral support plans.

24 Hours

48 Hours

1-3




The use of physical holding to involuntarily
restrain movement of the whole or a portion
of person’s body as a means of controlling
physical activities to protect or others from
injury. Incident reports are also required for
restraints that have been approved in
behavioral support plans.

24 Hours

48 Hours

The use of commercial devices to involuntarily
restrain movement of the whole or a portion
of a person’s body as a means of controlling
physical activities to protect or others from
injury. Incident reports are also required for
restraints that have been approved in
behavioral support plans.

24 Hours

48 Hours

The use of medication to control behavior or
restrict the person’s freedom of movement.
Incident reports are also required for
restraints that have been approved in
behavioral support plans.

24 Hours

48 Hours

PROCEDURES FOR INCIDENT REPORTING AND NOTIFICATION
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In effort to strengthen the continuity of care, ADMH is implementing measures to improve internal
and external communication related to incident management.

PROVIDER AGENCY REPORTING

Providers or support coordinators must notify the RCS verbally of all critical incidents (as defined on
page 2) immediately and written reports should be submitted and approved in THERAP in 24 hours.
All other reportable incidents must be submitted in THERAP in 24 hours and approved in 48 hours.
ADMH recognizes that all incident details may not be available at the time of the incident. Providers
should adhere to reporting timelines and include additional details regarding the incident in the
follow-up comment section of the GER. It is imperative that incidents are not entered and approved
by the same user in THERAP to ensure appropriate oversight of incidents at the provider level.




The provider is responsible for notifying a person’s responsible relative/guardian immediately, but
no later than 24 hours of all reportable incidents.

The provider must also notify DHR in cases of abuse, neglect and/or exploitation when the alleged
perpetrator is an employee, agent or volunteer of the provider agency. In the event DHR indicates a
person is not in need of protective services from their department for allegations of physical abuse,
and/or are not going to investigate and felony assault is suspected, the provider must contact the
appropriate local authority (e.g., police or sheriff).

Community providers and support coordination agencies must work collaboratively to ensure the
health and welfare of recipients. It is imperative that both parties are notified of reportable incidents
involving people receiving waiver services. Providers should indicate all parties that have been
notified of an incident in the notification section of the GER in THERAP. Community providers should
notify the support coordinator when incidents occur. Support coordinators have access to
reportable incidents on their caseloads that have been entered in THERAP by community providers.

In the event that incidents are reported to support coordinators agencies, the support coordinator
will submit a GER in THERAP and notify the appropriate provider, who will also enter a GER and
initiate an investigation (if necessary, based on assigned level of harm). In order to provide closure
to both incidents, the Regional Incident Manager will reference the provider's GER number on the
report submitted by the support coordinator.

If an incident is reported in a day program, but allegedly occurred in the residential program, the
day program will enter the GER in the system and notify the residential program of the incident. The
residential provider will submit a GER and initiate an investigation (if necessary, based on assigned
level of harm). In order to provide closure to both incidents, the Regional Incident Manager will
reference the residential provider’'s GER number on the report submitted by the day program.

DDD REPORTING AND NOTIFICATION

ADMH units will work collectively to notify appropriate offices of incidents that affect the health,
safety and well-being of people receiving services. In the event that ADMH is notified of reportable
incidents, ADMH staff will notify the RCS Director and Regional Incident Manager who will notify
DHR, enter the incident into THERAP and notify the appropriate party to initiate an investigation.
Incident and investigation details should be accessible to all ADMH staff with access to THERAP.

RCS must notify the DDD immediately following notification of an incident requiring immediate
notification by a provider. RCS must notify the DDD in writing within 5 working days of being
reported of all incidents requiring an investigation.
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INCIDENTS REQUIRING INVESTIGATION

All allegations or suspicions of abuse, neglect, mistreatment, or exploitation, and other critical
incidents reportable to Department of Human Resources (DHR) or local authorities for suspected
felony assault, must be investigated. The RCS Director, or designee, reserves the right to initiate an
investigation into any incidents as deemed necessary. Examples include but are not limited to
notification of local authorities for possible criminal activity, or moderate or major injuries of an
unexplained nature.

The following actions are required:

1.

The provider shall take immediate action to ensure the person’s safety.

All allegations or suspicions of abuse, neglect, mistreatment, exploitation and other critical
incidents (as described on page 2) must be reported to RCS immediately.

GERs are to be prepared as soon as possible and within 24 hours, after the person’s health
and safety is addressed.

All areas of the report should be completed as indicated, including a supervisory review and
approval.

The RCS Nurse will review investigations of suspicious/unnatural deaths, allegations of sexual
abuse and Level 3 medication errors.

Critical incidents require immediate notification and GERs must be submitted and approved
within 24 hours. All other completed GER must be submitted within 24 hours and approved
within 48 hours. Additional details regarding the incident can be added in the follow-up
comment section of the GER.

As soon as possible, but not later than 15 working days from occurrence of the incident, the
provider shall create a GER Resolution in THERAP, including a summary of the completed
investigation. When the GER Resolution is not attached to the original GER, the Regional
Incident Manager will attach the completed GER Resolution to the original GER in THERAP.

Within 5 working days after receiving the investigation report, the RCS Director or designee
will review, approve and close the GER Resolution. Based on circumstances, this 5-day period
may be extended with written notice to the RCS Director, for example, an autopsy is
completed but is not available, or further action is needed but has not yet occurred.

Investigations completed by ADMH staff should be sent to the Regional Incident Manager and
as soon as possible, but not later than 15 working days from occurrence of the incident, the

12



10.

1.

12.

incident manager shall create a GER Resolution in THERAP, including a summary of the
completed investigation.

The Regional Incident Manager will send a completed electronic copy of the final investigation
report to the Quality Enhancement (QE) for review. The Regional Incident Manager will notify
the Regional Community Services Director, the Director of Community Programs, Director of
Quality Enhancement, and the Associate Commissioner via email of serious incidents
involving police, legal counsel, media or DHR. Written GERs will be saved as a PDF along with
supporting documentation for submission to Central Office.

For incidents involving police or any criminal behavior, the incident should be reported to
ADMH Bureau of Special Investigations (BSI) by the Regional Incident Manager for assistance
in working with law enforcement agencies. The Regional Incident Manager shall notify the
Community Services Director (CSD) who will notify the Associate Commissioner, who will
notify BSI and the Director of Quality Enhancement.

Central Office staff will review and notify Medicaid of all serious incidents.

INVESTIGATION RESPONSIBILITIES

Investigations should be conducted by qualified staff who have successfully completed the
“Conducting Serious Incident Investigations” training program provided by ADMH through the Relias
System. DD investigation assignments should be rotated by qualified RCS staff. Responsibility for
reporting, investigating and taking corrective actions related to reportable incidents is shared by the
provider agency, state and in some cases, law enforcement and other external agencies.

RCS, Advocacy or other designated offices of the ADMH should conduct independent investigations
of all serious incidents as follows:

1.

allegations of physical or sexual abuse and neglect that result in serious or repeated injury to
individuals;

allegations of exploitation in which the goods stolen are valued at more than $250 or thefts of
lesser value occurring repeatedly;

deaths that occurred unexpectedly or that appear or are alleged to be due to provider or
support coordinator misconduct, abuse, or neglect;

incidents that result in potentially life-threatening or serious injury or iliness that appear or are
alleged to be due to provider or support coordinator misconduct, abuse, or neglect or that
occurred under suspicious circumstances (e.g., repetitive ER visits, multiple uses of physical
restraints per day);
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5.

suspicious/unnatural deaths, allegations of sexual abuse and Level 3 medication errors must
be conducted by the RCS or other DDD nurse.

incidents that result in potentially life-threatening or serious injury that were due to
environmental hazards (e.g., fires, drownings, serious automobile accidents, weather
emergencies); and

incidents that result in potential criminal charges or incarceration of service recipients or
provider agency employees, agents or volunteers.

Incidents with Level 1 and Level 2 of harm will be investigated by provider agencies. Level 3
incidents will be investigated by qualified RCS staff and Level 4 incidents will be investigated by RCS
and Central Office staff. For all other reportable incidents not described above, the provider agency
must conduct the investigations. Please refer to the Critical Incident section of this guideline located
on pages 2 - 10.

INVESTIGATION PERFORMANCE STANDARDS

The following performance standards should be adhered to in conducting incident investigations:

1.

a review of the person-centered service plan of the service recipient and other reported
incidents in the past year;

a review of the circumstances leading up to and following the incident;

interviews with all witnesses to the incident (employees, service recipients, and community
citizens);

interviews with family members or guardians of the service recipient;

interviews with other relevant parties, including provider agency supervisory, management,
and health care personnel and the assigned support coordinator for the service recipient;
reports of ADAP related to investigations of incidences that have occurred in group home
settings;

reviews of relevant documents and medical records maintained by the service provider,
support coordinator, or external health care entities, including hospitals and outpatient medical
providers; and,

reviews of law enforcement reports, death certificates, and autopsy reports (as appropriate).

14



INVESTIGATION REPORTS

1. Standardized formats, approved by the ADMH, should be used in preparing written
investigation reports. All sections of the report must be completed, including the supervisory
review.

2. The written investigation report should include:

a. findings and observations associated with all completed investigative activities,
b. the investigation’s conclusions, and
c. the investigation’s recommended corrective actions.

3. Completed investigations should be reviewed and approved by trained personnel. Such
reviews should include:

a. the investigation’s compliance with investigation performance and format
requirements, and
b. the appropriateness of the investigation’s findings, conclusions and recommendations.

NOTIFICATION OF INVESTIGATION FINDINGS

Summaries of investigation findings, conclusions, and recommendations for corrective action
should be distributed to: (Note: summaries should be informative but protect the confidentiality of
individuals involved in the course of the investigation). Summaries of investigation findings may be
provided in voicemail, email, in person or in writing.

a. relevant service provider personnel including employees directly associated with the incident,
b. the service recipient’s support coordinator and support coordination agency, and

c. the service recipient and his or her family. Legal representative or friends (with consent of the
individual service recipient or their legal guardian or legal representative if the service recipient
is unable to provide consent).

MORTALITY REPORTS

All deaths in the community require an immediate initial mortality notification and a Comprehensive
Mortality Review Report to RCS. A death occurring under questionable circumstances, or as a result
of an allegation of abuse, neglect, mistreatment or exploitation, additionally requires an investigation
as outlined above.

1. If the person expires on a site or in the care of any provider, the provider is responsible for
notification of the responsible relative and/or guardian, RCS, and other entities as appropriate
(e.g., ambulance, paramedics, police, residential provider, support coordinator, etc.).
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2. If the person expires while not on site or in the care of any provider, the first agency to
become aware of the death is responsible for notification.

Initial Mortality Notification—Immediately Notify RCS Office

3. If the person resides in a residential program, that program is responsible for notifying the
RCS regardless of where the person expired.

4. If the person does not live in a residential program but attends a day program and expires in
the day program, the day program is responsible for notifying the RCS.

5. If the person did not live in a residential program, and did not expire while attending the day
program, the support coordinator is responsible for notifying the RCS.

The provider will complete and approve a “Death” General Event Report in THERAP within 24 hours
of the death. Additional details regarding the incident can be added in the follow-up comment
section of the GER. This is considered the Initial Mortality Report.

Comprehensive Mortality Review Report—Forwarded to RCS within 15 Working Days of Death

The ADMH Comprehensive Mortality Review Report should be attached to the original “Death” GER
report no later than 15 working days of the incident. It is recommended that the agency nurse or
other qualified staff completes the comprehensive mortality report. DD Regional nurses will be
notified by the regional Incident Manager to review and approve comprehensive mortality reports in
THERAP.

If the person resides in a residential program, that program is responsible for completing of the
report, regardless of where the person expired. If the person did not live in a residential program,
then the support coordinator is responsible for completing of the report.

The RCS Director, or designee, may request an RCS staff to complete the Comprehensive Mortality
Review independent of, or in conjunction with, the provider or support coordinator.

The Comprehensive Mortality Review submitted by the provider should contain the following
information when the person expires from medical conditions:

Demographic Data

Name and Address

Current placement information (residence and case management)
Date of Birth, Date of Death and Age

Cause of Death

Health information, health history or conditions, medications
Treatment history (doctors’ orders and follow up)

Sohwd—~
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Circumstances of Death

Events immediately preceding

Response to emergency, as applicable (staff, others)

Medical treatment (ER, hospitalization, etc.)

Date and time of death

Cause of death (hospital and/or coroner)

Autopsy finding, if applicable

Internal review by agency, if applicable

Recommendations and/or required actions

5-year health summary (if death is a result of long-term medical condition)

CooNoaRrOND—~

In cases where the person lived alone or in the family home, the support coordinator is requested to
provide as much information as possible or as available. It is understood that the support
coordinator has a responsibility to respect the rights and privacy of the immediate family and to be
as unobtrusive as possible.

Within 5 working days after receiving the Comprehensive Mortality Review, the RCS Director, or
designee, will review and take additional action, if needed, and/or close the review. Based on
circumstances, this 5-day period may be extended with written notice to the RCS Director, for
example, an autopsy is completed but is not available, or further action is needed but has not yet
occurred.

NOTIFICATION OF CENTRAL OFFICE

RCS is responsible for ensuring all mortality notifications are immediately sent to the Director of
Community Services who will disseminate the notification to the Associate Commissioner and
Director of Quality Enhancement.

FAILURE TO COMPLY

All agencies are required to notify ADMH of all reportable incidents and take action in accordance
with the Incident Prevention and Management System policy, which includes state law and funding
source requirements. Incident reporting, investigations and follow-up processes must be followed
as specified in the IPMS guidelines. Consideration must be given to specified timelines for reporting
and resolution of incidents and investigations. Full cooperation is expected, including requests from
the Bureau of Special Investigations (BSI) and ADMH Advocacy. Failure to submit information or
respond to requests may prompt an agency investigation led by ADMH.

All requests by ADMH for information and corrective actions will be made in writing, either through

THERAP, email, or certified mail, with a designated response date. Requests by ADMH to obtain
information or evidence that corrective action has been implemented will be made to the Executive
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Director up to three times. Agencies that fail to cooperate with any request for information or
corrective action will be subject to an immediate Provisional certification for a specified period. The
Provisional certification status will remain in effect until either the requested corrective action is
taken, information is provided, or specified certification date has expired. Failure to comply with
documentation and/or corrective action requirements may also result in a For Cause certification
review. Furthermore, failure to cooperate may result in decertification, termination of ADMH
contract, or other enforcement actions due to noncompliance.

PROVIDER INCIDENT REVIEW AND OVERSIGHT

Each certified community provider shall develop and implement a mechanism, via their internal
quality enhancement process, to ensure the timely and appropriate review of reportable incident
data by the agency’s executive and clinical leadership, including the board of directors. This shall
include a mechanism to report incident data, identify trends, and take preventative actions to
improve safety of the environment or care for people.

Each certified provider agency shall have an ongoing mechanism to review incidents, which shall
include an Incident Review Committee (IRC). The provider agency IRC should be led by the QDDP
or staff assigned by the agency’s executive director and should be comprised of representatives
from the agency’s administrative, clinical, self-advocate and direct-care staff. The provider agency
IRC should meet regularly and must have quorum to hold meetings.

REGIONAL REVIEW AND OVERSIGHT

The Regional IRC will meet weekly and should be led by the Regional Incident Manager and is
comprised of representatives from Comprehensive Support Services, Quality Enhancement (QE),
Certification, Regional Advocates, Monitors and Regional Nurse. IRC meetings must have a quorum
of 4 members to hold meetings and meeting minutes addressing each incident will be maintained
by the Regional Incident Manager and reviewed and approved by the Community Services Director.

IRC duties as described below:

i. Review all incidents that have occurred since the previous meeting.
ii. Identify the facts surrounding incidents, including any contributing factors.
iii. Address coding and documentation errors with providers in the GER.
iv. Ensure adherence to reporting timelines for incidents and investigations and address

issues with timely reporting with the provider in the GER.
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v. ldentify if all immediate actions have been taken as appropriate and make
recommendations and follow-up requests for the agency.

vi. Ensure adequate documentation of health status, diagnoses, medical referrals,
discharge orders, and evaluations for medically related incidents.

vii. Address the agency’s plan for remediation, including scheduled staff training,
assessments, behavioral plan development and special team meetings.

viii. Discuss the agency’s action plan to prevent/reduce future incidents.

ix. Ensure that recommended corrective actions or remedies are implemented in a
timely and appropriate manner.

X. Evaluate the outcomes of instituted corrective actions or remedies.

xi.  Submit recommendations for resolution of identified problems to staff assigned
these responsibilities.

xii. Review and either accept or reject the recommended corrective actions from
investigations and mortality reviews of incidents.

xii. Document in official minutes all accepted recommendations and rationales for any
rejected recommendations.

xiv. ldentify providers response plan to address staff, including training, written disciplinary,
suspension and termination.

xv. The IRC will review and substantiate investigations findings collectively and attached
the completed GER Resolution (investigation) to the original incident report.

xvi. Identify agencies that need assistance with incident training.
xvii. ~ Send official memorandums of noncompliance to Executive Directors when agencies fail

to respond or comply with IPMS regulations. Copies of noncompliance memorandums
will be sent to the Community Services Director and Director of Quality Enhancement.
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CORRECTIVE ACTION RECOMMENDATIONS AND IMPLEMENTATION

Provider agencies, support coordination agencies, and the DD/ADMH should ensure that accepted
recommended corrective actions are implemented within the required timeframes and provide
written documentation to the DD/ADMH Regional Incident Manager justifying any implementation
delay of more than 30 days.

ADMH Quality Enhancement staff should ensure ongoing monitoring of the implementation of
accepted recommended corrective actions (via its tracking system) by service providers and the
State.

Service agencies identified as having recurring deficiencies in the timely implementation of accepted
recommended corrected actions should be subject to enforcement actions, including suspension of
new enrollees, waiver contract termination, and decertification.

Service agencies and the ADMH Quality Enhancement staff should periodically, at least annually,
review their corrective action tracking system’s overall performance in ensuring the timely
implementation of accepted recommended corrective actions and the effectiveness of implemented
corrective actions to achieve the intended outcomes.

TREND ANALYSIS

Provider agencies and the DD/ADMH should ensure timely entry of data into the Incident and
investigation Database Systems. Those data should include:

1. Incident reports;
2. Findings and recommendations of their Incident Management Review Committees;

3. Findings and recommendations of incident investigations; and the status of corrective actions.

Using their Incident and Investigation Database Systems, provider agencies, and DD/ADMH Regional
and State Quality Enhancement Offices are responsible for identifying trends and patterns in filed
incidents and the findings and recommendations of their Incident Management Review Committees
and investigation resuits.

Provider agencies and the DD/ADMH Quality Enhancement staff should maintain accountable
tracking systems for all recommendations for corrective actions emanating from incident reviews
and investigations. Such tracking systems should include accepted and rejected recommended
corrective actions and ongoing status reporting of the implementation and date of accepted
recommendations corrective actions.
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Based on ongoing trend analysis activities, DD/ADMH Regional and State Quality Enhancement staff
are responsible for identifying needed additional corrective actions (including systemic actions) and
for ensuring that they are implemented in a timely manner.

The State is responsible for ensuring that service providers comply with the above trend analysis
requirements, including their obligation to identify and implement needed additional corrective
actions to address adverse trends and patterns in service recipient protection and safety.

QUALITY REVIEW MEETINGS

Regional Incident Managers, Nurses, QE staff and BSI will meet with the Director of Quality
Enhancement monthly to review and discuss critical incidents, identify trends, make
recommendations, review investigations, comprehensive mortality reports and identify training and
technical assistance needs for community providers.

The Regional QE shall review incidents monthly and identify trends that could facilitate protection
from harm or prevention of future incidents. When trends are identified, the QE staff will contact the
agency to provide technical assistance and attend special team meetings at the agency to promote
the reduction in the number of incidents and/or improve the safety and wellbeing of people receiving
services.

State trends should be reported by the DD/ADMH Quality Enhancement Office to the DD Associate
Commissioner, State Incident Management Committee and DD Coordinating Subcommittee.

On a quarterly basis, identified trends and patterns of incidents, incident review findings,
recommendations, and incident investigations should be shared with Incident Management Review
Committees, Agency Executive Directors, Regional Community Service Directors, DD Coordinating
Subcommittee and DD Associate Commissioner as follows:

Provider Agency trends should be reported to agency’s executive director, incident review
committee, and Regional Incident Manager.

Regional trends should be reported by the Regional Incident Manager to the Regional Community
Services Director, Regional Incident Review Committee, DD/ADMH Quality Enhancement Office, and
DD Associate Commissioner.

Using the DD Statewide Incident and Investigation Database System, the DD/ADMH Quality
Enhancement should at least biennially conduct its own trend analysis of reported incidents, the
findings and recommendations of the State’s Incident Management Review Committee, and the
findings and recommendations of State investigations. Reports of these analyses, after the deletion
of any personal confidential information, should be available to the public to ensure the
transparency of the State's Incident Management and Investigation program. Based on this
analysis, the State should identify and implement any additional corrective actions that are needed.
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Such additional recommendations may address:

1. Needed state-wide remedies,
2. Needed regional remedies, and

3. Needed remedies for select groups of service recipients and providers.

The Director of Quality Enhancement will meet with Alabama Medicaid Agency representatives,
Regional Incident Managers, Director of Nurse Delegation, QE staff, and advocacy representatives to
discuss statewide trends on a quarterly basis.

As a procedure of best practice, regional incident managers will continue to manage reported
incidents daily and identity trends in each region. Regional QE staff will continue to monitor
aggregate data and use this information to identify needs for training and technical assistance in
each region.

REGIONAL OFFICE CONTACTS FOR INCIDENT REPORTING

RCS Office: Office Hours Contact Number ter Hours Contact Number |
Region 256-552-3720 256-566-5730
Region 2 205-554-4307 205-393-3103
Region 3 251-478-2774 251-591-9896
Region 4 334-676-5578 334-332-8680
Region 5 205-916-7760 205-901-1323

ADMH CONDUCTNG SERIOUS INVESTIGATION TRAINING

Community providers and ADMH staff can register for the Conducting Serious Investigation Training

by visiting: https://bit.ly/3I13Cktm or by visiting the training section of ADMH’s Provider Portal page at
https://mh.alabama.gov/training/.

THERAP ACCESS

Access to the THERAP system is granted to all agencies that provide services. In the event that an
agency is decertified and is deemed ineligible to provide services, access to the THERAP system will
be immediately revoked by ADMH.

REGIONAL PROVIDER TRAINING

New providers will receive THERAP training during the Regional New Provider Orientation. Please
contact the Regional Incident Manager to obtain more information about accessing THERAP.
Additionally, THERAP will be providing quarterly webinars to assist current providers with incident
management on their website. For more information, please visit:
https://help.therapservices.net/app/alabama-idd-providers
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INTAKE PROCESS

If the person you are serving receives services /funding from Alabama Department of Mental Health,
you will need to follow this process for having the individual added to your THERAP account.

1. Contact ADMH Call Center staff at 800-361-4491 to determine which staff will be notified by
SCOMM (secure communication/email in THERAP).

2. Include the following information on the individual(s) being requested: First, Last Name,
ADIDS #, Medicaid # and Date of Birth.

In order to send a Multi-Providers SCOMM, you will need to ensure that you have enabled the Multi-
Providers SCOMM privileges. To do so, visit:

https://www.therapservices.net/resources/alabama/EnableMultiProviderSComm.pdf

THERAP TRAINING ACADEMY

Community providers can access THERAP’s Training Academy to complete self-paced, on-demand
training related to incident reporting by visiting: https://support.therapservices.net/training-academy/.

LIVE HELP

Agencies can contact THERAP at any time to receive live help on the website by visiting and
selecting contact us: https://www.therapservices.net/

USER GUIDES

THERAP provides online training and support materials for incident reporting. For user guides on
GERs, please visit:
https://help.therapservices.net/app/products/detail/p/125/~/general-event-reports-ger-

For GER Resolutions, visit:
https://help.therapservices.net/app/products/detail/p/53/~/ger-resolution

PASSWORD RESET

Agencies can reset passwords in THERAP using the following links:

Admin - Enable or Disable Self Password Reset
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Cell Phone and Text Notification Information for Self-Password Reset

Configure Self Password Reset

Reset Password from Login Page

RESOURCES

Alabama Administrative Code 580-5-33
Alabama Adult Protective Services Statuses
Alabama Child Protective Statute

HCBS Waiver Performance Measures 101
Drew Nelson, MPH

Director of Networks and Quality Assurance

Joint Report: U.S. Department of Human Services, Office of Inspector General
Administration for Community Living and Office of Civil Rights

24



Exhibit 11.1.

SELF-DIRECTED SERVICES:
A HANDBOOK

Developed for the Alabama Intellectual Disabilities and Living
at Home Waiver

Updated November 16, 2020



Contents

INEFOAICHION s csinsvimamm i s R B R R T s T s 4
PRIl 0DV it o s L S e T s R R TR GRS 5
What s Self-Direction and What IS 1ts PUIDOSE?....ciceeeeiiiirr e iirrees e iineeseessnrseessneessnnessessnsaeeesns 5
Self-Direction IS FOI EVEIYONE ...ccieiieiiieiiieiciie e s iissssinneeesssanesssssassessnseseessasasssssnsessnsessessansessens 5
CEIL B T PRI v ussissnvivosaasusivsusasmisess oo s e e o S s s SR AR SRS VRSt S 6
What Makes a Plan Person-Centered? ...ttt sni e e s s aae et 8
Key Self-Direction TeIMINOIOZY . .vuuiecirreeeierisireesistraeesssrsssessnsessesssessssssesssssssessssesessnssesesssnsesannes 9
Understanding Roles and Responsibilities in Self-Direction ......ccccvcvviiiiiieinn e sesieee s 11

Who Can Be a Representative/Employer of Record? ........ccoeeviiiviiiiiiiiecniiniiesninsiiansennsenss 12
History of Self-Direction:...cwinnnamannas unmaanssassaaiiayes gunssiiissssitas 1D
Benefits of Self-Direction: Employer Authority and Budget Authority......cccccccciiiiiiiciiciinee.. 16

Savings Accounts and Wage Negotiation ....co.cevecviervciiie e esser e e sssreeeesen e e snsseraesnnes 17
Understanding Individual-Directed Goods and SErvices ......cccvvviiieiviniiriininisiesiiinnienienes 18
Objectives of Individual-Directed Goods and SErviCes.........ccoviriiariiiieciniie e 18
Goods and Services: What's NOot AHOWed? ........cooiiiiiiiiiiiiiiii s 19
Navigating the Gray AFCR s s i vessia it s s s rmasibase s s s a s s i nn ot ko saia 20
Getting Started in SEIf-DIr€CTiON . ..uiiii ittt e s sn e 22
TG IV B B R N s s sicivisraio s s 43 5 5.5 4 5 S A N R NS R A S O 22
SECONA MEBHINE ccucuum i svimes e o s i e S0 S v S b S SRR e e s s o 22
First Meeting with Self-Directed Liaison/Enrollment Specialist.........ccccvvvverivivnieiinnsnriieninns 23
e 0 | = L] e s 24
After Enroliment MEeting. i i ey 24
L T L2 g T 25
Hiring Workers: Strategies for Participants and Employers of Record.........ccccovviviiiiiinniininnnnn 26
Things to Keep in Mind WhHhen HiFING.....oviiiiiieiiiis e ess s e sn e s s nesens 27
Bl (= L =Y R T e o T o LSOO OUP RO 28
Avoiding Discrimination During the Hiring ProCess.........cccvevviviienienieeiiisiieesieesnennnsesieesnnes 29
ATter the TRTErVIEW i smsisinssiis s o i S e A T s i 29
(@ =T T T =8 {0 Lo RS 30



TEQININEG 1evveeeierrrrerissierterrireressaerieeserratsioaressiaenessasbnessssaessesneessrenessansennesssnnessnntessisnnessiareesasssnaes 30

What to Do If A Problem Arises: Suggestions for EMpPIOYErS......ccvvcevrmicvenieniecnionienenieenne,s 31
Verbal Notification. ... s e 31
Ul SEAtEMENTS” 1ot 31
EXQMIPIE ettt e e e e Rt e e e e R e e e e e srbeetnanes 32
TermiNation ... e 33
Immediate DISMISSal.....oviiiiiiiii 33
Termination After Multiple OffENSES ....ccciiviiiiiiiccc e e 33
Labor Law Requirements for Employers in Self-Direction ........ccccovvrrvnresrccnnnniccnnnnecineeniennenns 35
IMIINIMUM WA 1 itieeiriiisiireinnee i snesrinee s s esieirenesessnbbtese s e eseasesessesessstenesessssesssnessessnnasssnsenssas 35
OVEITIME ittt e e bbb bbb e 35
Live-In Exemption from OVEMTIME ...ttt sse s ssee e sresnnansseneseens 36
TFAVEI TIME weeiiiiiii it s s a s srn et se st esn s sabasaneseenes 36
Risk Prevention and MiItIZation .....ccciiicivriii i ieres e snressssnssresssneessnensssnaens 37
UNAErstanding RiSK.....vcvueeiiviiieiiiineisiiieteiiire i iinessereeeriineesssbseesissssesemesssssbnesesssssasesas 37
DIGNILY Of RISK 1eiiiiiiiireireninreesiirtesieeiiitesstesscies s iee s sreeesbessaesssteessstesssessstessnnsessressaneesssrnnesresss 37
Potential Areas of RiSK......ceuviiiiiiiiiiicencriicce e e srn e 38
Potential Risks in SEIf-DIr€CtioN....c.coviiiivriieinninn e e e 38
Risk Assessment and MitiZatioN ..o e e sabe e e snnre s 39
Support Coordinator and Self-Directed Liaison Responsibilities Regarding Risk.........c.ce..... 40
Risk Assessment Plan IMEELING ... i et seccnies e essiseneresssbessssnssenenesasessnnnes 40

EXAMPIE it ciiieiie e srerese e st evass s e e ersvesnesevnes ereas sessebanson serssnsessensnvsnsnerensssesvnersornvenseann L

What's Next When the Plan Is Not Being FOIHOWEd.......cccociviiviiniiinicninceenienresnenieescneenens 43
APPEAIS PrOCESS. ...euvuermerismmesirsmssnesssesiemssmssssensecssssssesessrsessssssssassns sssssssssanssessessessesssssss st sssssssasssesassssssnssssnsansassess 44
Appendix A: What Services are Covered by EPSDT?.....ovvcciiieerieercnmninnnccreesniscensssnsnneessneneens 45
Appendix B: Waiver Services That Can Be Self-Directed .......ccoiivcenvinininninnnncninininn, 46
PErSONAl CArE..cicviiiiiiiiniiiie ittt et n s b e esn e e s e e ra s b e e st san e 46
Personal Care with TranspOrtation... ... e s reies s es eresestesesssrsseone 49
AdUIL COMPANION..cccii i ittt s sssss e s e s sseesses srsbssaresas eners sansassnssssssssnsenssreassssens 50
Environmental Accessibility Adaptations ... 52



Individual-Directed GOOAS aNd SEIVICES....ovvveriiiireririiriier e iisbrieeeesirrseesseesssreseessssssssssrenes 53

Personal Emergency RESPONSE SYSLEM ...iivivriiiiiiiiinieininiesnieeiiiesciresiessieesierscsnressarnssersessesenas 55
SKIEA NUISINE 1vertiiiiiienee sttt et rr e s s sae e e bt s sse e seae e sbesteesneserasaneesnsestessssessressenns 57
Specialized Medical SUPPIIES ..o senire et e e se e s srerssressrensssaenssnreens 59
RESPILE SEIVICES ..t e e e e e s st e e e ens 59

ASSIStIVE TECNOIOZY .. iireriiiissiiiiiniire s seresr e s s ben s sen e ssssesessssenssenssssnennssesssssnaresars O L

Appendix C: Glossary of Legal Forms in Self-Direction ........ccouvecvininniniinineninnennnenn. 62
EMPIOYEI FOMMIS. ittt s bbb esr e s s s sb e s be s nee s ennnbnenne 62
EMPIOYEE FOIMMS 1uiiiueeireteireeestesieeaeiiessiaessaresobeesssessnsesesiessesssotnessnsesssessssensaressanessnnsesnressses 63

Appendix D: Self-Directed Services Operational ProCeAUIES........cmenrrerinseesnsesseeessssesssssnsensenee 64
Referral t0 Self-Directed SEIVICES ..o ittt et s e b s ses e ssas e sen s 64
Purchase of Goods, EAA, SMS, SME @nd PERS......ccuvvernmmmiienimisenimsssesnsisseessssassessssssssasesesnssessssene e 65



Introduction

This handbook is designed to provide information to participants, representatives, family
members, support coordinators, and Self-Directed Liaisons about self-directed services available
through the Alabama Intellectual Disabilities and Living at Home Waiver for Persons with
Intellectual Disabilities (ID/LAH Waiver).!

The term “self-direction” refers to a service delivery option in which the individual who receives
waiver services decides how, when, and from whom those services will be delivered. Self-
direction is designed to make service delivery as flexible as possible for individuals and their
families, and to make sure individuals who self-direct can exercise maximum choice and control
over their services and supports.

Self-direction comes with many benefits, and it also comes with responsibilities. This handbook is
designed to be a detailed resource about the self-directed services offered through Alabama’s
Intellectual Disabilities and Living at Home Waiver.

This handbook can help people who are new to the Intellectual Disabilities and Living at Home
Waiver or to self-directed services learn more about how the self-directed model works—and
how to make self-direction work best for them!

! The word “waiver” is a special term that means that the State of Alabama has chosen to offer eligible
individuals the option to receive Medicaid-funded Long-Term Services and Supports in the community
instead of in an institutional setting. “Waiver programs” are programs that give individuals who need
Long-Term Services and Supports access to those services in their community. Waiver programs provide
cost-effective, person-centered alternatives to institutional settings.



Philosophy

What Is Self-Direction and What Is Its Purpose?

Self-direction is a model of service delivery in which an individual has maximum choice and
control over how, when, where, and from whom their services and supports are provided. Self-
direction is predicated on the principle that individuals with disabilities know best what their
needs are and how they should be met. Because of this, individuals are the experts on how their
services and supports should be provided.

Self-direction is not simply the individual choosing their own workers and is otherwise similar to
traditional services from an agency. Self-direction is different from traditional agency services
because the self-directing participant (or an individual appointed by the participant) decides who
provides the services, when and how services are provided, how much service workers get paid,
and how budget dollars are spent in alignment with HCBS waiver. Again, these critical decisions
are made by the participant—not an agency, a support coordinator, or “the system.”

Having this level of choice and control as a participant also comes with responsibilities.
Participants and those who support them are responsible for selecting and training the workers
who will provide services, developing those workers’ schedules, providing feedback to workers
on their job performance, and following program rules for self-direction. Luckily, even though
the participant (and representative) have many responsibilities in self-direction, there is help
available for those who want it. The Intellectual Disabilities and Living at Home Waiver offers
several different kinds of formal supports to help make sure participants have the support and
information they need to self-direct in a way that meets their needs and goals. These supports
will be explored in depth in this handbook.

Self-Direction Is for Everyone

Everyone can self-direct, as long as they have the right supports in place. This does not mean
that self-direction is necessarily the right fit for every person, but it is a good model for
individuals and their families who would like more choice and control over their services.

It is true that self-direction requires taking on responsibilities, but that does not mean that an
individual who self-directs has to “do it all” or “figure it all out” on their own. There is support
available every step of the way, and this handbook will explain in detail how these supports are
structured. Different people and their families may prefer or need different levels of support
when they participate in self-direction. The most important things in self-direction are that the
person who is receiving services remains an active participant in the service delivery process, and
that that participant’s needs, and preferences remain central at all times.

As an example of a support available to participants in self-direction, many individuals with
intellectual and developmental disabilities choose to designate a representative to handle
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employer duties on their behalf. A key employer duty is the need for the employer to review and
approve workers’ timesheets before they are submitted for payment. Another employer duty is
to develop a worker’s schedule. Delegating such responsibilities to an employer of record (EOR)
or authorized representative makes self-direction accessible to individuals who were unwilling or
unable to manage them on their own. (The representative can be a parent or legally responsible
individual but is not required to be.)

Deciding whether self-direction is a good fit for an individual should always be decided
collaboratively on a case-by-case basis. This decision requires careful consideration by the
individual and their circle of support, as well as by the support coordinator. This handbook can
help families who are new to self-direction learn what to expect.

Centering the Person

Self-direction utilizes person-centered planning (PCP), which is an individualized process that
takes place between the individual, their circles of support, and their support coordinator.
Person-centered planning is based on the philosophy that the individual is the expert authority
on their life, including their needs, goals, and preferences. Incorporating the individual’s
personally selected goals and preferences into the person-centered plan is just as important as
protecting the individual’s physical health and safety.

True person-centered planning requires meaningful engagement with participants and their
circle of support. For support coordinators, this means asking participants open-ended
questions, such as:

= Tell me something about yourself. (For example, what is something you really like about
yourself or are proud of?)

= What are your goals?

=  What is important to you? (For example, who are the important people in your life? How
do you spend your time?)

= What are your needs?
= How would you like to meet your needs?
= How can we help you get what you need in order for you to live a fulfilling life?

Using person-first language is important, because person-first language is a way to emphasize
the individual, not their disability or diagnosis. For example, the statement “He is living with
autism” uses more person-first language than the statement “He is autistic.” However,
individuals always have the final say over the language they prefer and how they would like to be
referred to by others.



When someone decides they would like to self-direct, that individual’s needs, preferences,
expectations, and goals should be documented in detail in their person-centered plan. This plan
helps support coordinators and other staff make sure that the individual’s services are helping
them meet their needs and goals. For example, a statement like “Anna enjoys attending her
sister’s soccer games and would like to participate in a soccer league for people with disabilities’
is more detailed and can more effectively guide Anna’s service plan development than a more
general statement like “Anna would like to make friends in the community.”
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What Makes a Plan Person-Centered??

O The plan’s focus is on the individual

O

O

@]

The individual is an active member of the creating and designing the plan

The individual, and not the family or primary caregiver, is the top priority of
the plan

The individual makes the final decision on the structure and people
involved in the plan

Choice and determination for the individual are of primary importance

L Community participation is integrated in the plan

O

While living safely at home is an obvious priority, making sure the individual
has access to their community is paramount

Plans should minimize barriers to the community, and maximize respect
and equality

U Information accessibility

O

O

Information is provided regarding both formal and informal supports, and
highlights what support they already have in place in their home and
community

Information is conveyed in a way that can be understood and is respectful

W Support workers have the appropriate skills and training

O

O

O

O

Workers are respectful
Workers have the necessary knowledge to be an effective employee
Workers are trained in health and safety protocol

Workers are culturally competent

U Positive and Accurate Expectations

O

o

Workers and the individual believe they can grow and learn
Both are willing to engage in the process of growing and learning

? Addapted from A National Environmental Scan of Indicators, published by the National Center for
Advancing Person-Centered Practices and Systems:
https://ncapps.acl.gov/docs/NCAPPS Indicators%20Scan%20 191202 Accessible.pdf




Key Self-Direction Terminology

Every self-direction program has special language with which people who use the program
should be familiar. This list of key terms can help readers familiarize themselves with language
that will be used later in this handbook.

Financial Management Services Agency (FMSA): The FMSA handles administrative
responsibilities on behalf of the employer and keeps employers in compliance with all
federal and state requirements. The FMSA issues paychecks to a participant’s workers,
pays all required taxes, and helps participants manage their budgets.

Currently, participants who self-direct their waiver services can select Allied Community
Resources or Public Partnerships as their FMSA. A participant cannot have more than one
FMSA at a time. If a participant would like to change FMSAs, they may do so on January
1%t or July 1%t of a calendar year. If they are planning to change FMSAs they must notify
their current FIMSA at least 30 days prior to their intended date of transfer. For example,
if a participant plans to switch on July 1%, they must notify their current FMSA no later
than June 1%,

Employer of Record (EOR): This term designates the individual who serves as the legal
employer of workers. The EOR can be a representative the participant has appointed to
serve as employer on their behalf, or the participant themselves. The EOR is responsible
for hiring, training, managing, scheduling, and in some cases, firing workers, as well as
making sure that spending on services and supports does not exceed the authorized
budget amount. The EOR is also responsible for reviewing and approving each worker’s
timesheets before they are sent to the FMSA for payment.

If the participant has appointed a representative, the representative who serves as the
EOR is not required to be a parent or legally responsible individual for the participant.

Electronic Visit Verification (EVV): This term refers to an electronic timekeeping system
that records key information about a visit by a worker to a participant’s home. EVV helps
make sure that services are being provided as expected and that workers do not get paid
for service hours they did not actually work. EVV technology can be used through
landline phones, smartphones, tablets, computers, and other means. EVV will be
required for some services starting January 1, 2021.

Authorized Representative: If the individual needs or prefers support with hiring and
managing workers, managing a budget, or other employer responsibilities, they can
appoint an unpaid individual to assist them and serve as the EOR. The representative will
not make decisions for the participant, but with them and in their best interest. Any
person who has been appointed as a representative by a participant cannot also provide
paid services to that participant.



Self-Directed Liaison (SDL): The SDL is an expert on self-direction who is responsible for
helping participants understand and navigate self-direction. The SDL works closely with
the participant and the support coordinator to collaboratively develop a spending plan
that describes how the participant’s budgeted dollars will be spent. The SDL s a key
support for participants and EORs new to self-direction, because the SDL is trained to
answer common questions, provide information, and coach participants and employers
on how to make the most out of self-direction.
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Understanding Roles and Responsibilities in Self-Direction

At its core, self-direction is designed with a simple but profound goal: that people with
disabilities can exercise meaningful control and authority over their lives and their services. As
straightforward as this is, the Intellectual Disabilities and Living at Home Waiver has many
supports at work behind the scenes to make sure self-direction is an accessible and sustainable
option for families. Learning about these supports may seem complicated at first, but keep in
mind that these supports are there to assist participants and families whenever help is needed.

If you are new to self-direction and have had any of the following thoughts, you’re not alone.

= |am a little confused about who is supposed to do what in self-direction.

= ['ve never been an employer before and feel nervous about hiring and managing staff for
the first time.

= ['m not sure what is “allowed” and “not allowed” in self-direction.

= Am | going to have to figure all this out for myself?

Feeling nervous or unsure when trying something new is a normal reaction. Luckily, there is
always assistance available through the waiver to help participants and families scale the
learning curve and become adept at using self-directed services. Information about these
supports, and about how different roles in the program fit together, is provided below.

Participant: The participant is the individual who receives services, either via traditional models
or through self-direction. In self-direction, participant responsibilities include:

= Deciding and communicating their needs, long-term goals, and personal preferences, and
thinking about what types of services and supports might help best support these needs,
goals, and preferences.

= Providing feedback to their circle of support and to workers about the services they
receive and the quality of those services.

=  Appointing a representative to serve as Employer of Record on their behalf, or in some
cases, personally serving as the Employer of Record. An Employer of Record has the
authority to hire, train, direct, and fire the workers who provide paid services to the
participant. (Workers may include friends, neighbors, and some relatives.) An Employer
of Record also decides a worker’s hourly pay within wage ranges set by the State of
Alabama. It is the role of the Employer of Record to the identify the employee they will
hire.

= Notifying the support coordinator and/or Self-Directed Liaison in any instance in which
self-direction is not working well for them.

Authorized Representative: A representative can manage some or all employer responsibilities
on behalf of the participant to help them successfully self-direct their services and supports. Use
of representatives can make self-direction accessible to individuals who are unable or unwilling
to manage employer responsibilities. If the participant has identified a representative to act on
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their behalf and/or assist the participant with directing their service, that person will be
responsible for the following tasks:

Attending trainings and meetings with the participant.

Serving as the Employer of Record on behalf of the participant and manage employer
tasks, such as formally approving workers’ timesheets or Electronic Visit Verification time
records.

Receiving copies of notices and correspondence sent to the participant by the Financial
Management Services Agency and/or State of Alabama.

Standing in the place of the participant. Any responsibility of the participant is a
responsibility of the representative. Any action taken by the representative or failure to
act will be accepted as the action or lack of action of the participant.

Review and be knowledgeable of the Home and Community Based Settings ID or LAH
waiver and ensure compliance with the regulations.

Ensure continuous reference and use of the employer agreement

Provide opportunities for the support coordinator to monitor safety and services
provided in the participant’s home

The EOR must maintain all documents related to the services (including budgetary
savings spending) provided by the waiver. Since the funds for the waiver are provided by
Medicaid, then utilization of funds is subject to be audited by Medicaid.

If a representative is needed or requested by the participant but has not yet been identified,
support coordinators will train the participant on how to choose a representative.

Who Can Be a Representative/Employer of Record?

A representative may be a parent or legally responsible individual, but that is not a
requirement.
A representative may be a family member with whom the participant lives.
A representative must be able to assure the Alabama Division of Developmental
Disabilities (DDD) that he or she has no conflict of interest and will support the
participant's best interests.
For participants who live in their own private residence and need to designate a
representative, some special requirements will apply.

o This may include background checks if necessary.
Any person serving as a representative must be at least eighteen years or older.
The representative may not be funded by the participant’s monthly budget funds and must
have no conflict of interest.
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What Should a Participant Look for in a Representative?

= They care about the participant.
= They understand the needs, goals, and wishes of the participant.
= They are willing and able to be the employer of the participant’s workers.

Rules for Representatives:

= They cannot be paid to be a representative.
= They cannot be hired as a worker.
= They must be willing and able to fulfill all the responsibilities, including providing
sufficiently close supervision to:
o Assure the participant's health and welfare
o Signthe worker's timesheets with assurance each timesheet is accurate and
truthful
Criminal background checks may be run in situations if questions or concerns arise

Support Coordinator: Support coordinators are responsible for coordinating services and
continued oversight to ensure that the participant is living safely. Support coordinators work to
understand the participant’s needs, preferences, and long-term goals and help make sure the
person-centered plan is responsive to the participant’s needs and wants. Support coordinators
should be knowledgeable about the waiver definition for self-directed services and be able to
share this information with the individual/family. Support coordinators will work closely with the
participant, representative, Self-Directed Liaison, and Financial Management Services Agency to
guarantee the services and supports received by the participant are meeting the participant’s
needs.

Some of a support coordinator’s duties include:

» Informing the individual/family about the option to self-direct and explaining self-
directed services and provide them with the Self-Directed Services Handbook.

= Discuss the financial management service agency (FMSA) provider options and complete
the Freedom of Choice Document indicating the participants chosen FMSA

= Meet with the individual/family to develop a relationship and learn about the persons
interests and goals.

= Write the person-centered plan, which includes identified supports and services that was
developed in collaboration with the participant and their circle of support.

= Review FMSA-generated utilization reports (spending reports) to ensure the person has
ample supports.

= Discuss with the individual/EOR the appropriate process to accessing the budgetary
savings account and ensure that the requests align with the HCBS waiver definitions

® Ensuring the participant understands and knows how to report abuse, neglect, and
exploitation.

® |nthe event that an incident occurs, the Support Coordinator reports incidents following
the Incident Prevention Management System (IPMS) guidelines
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= Routine monitoring to ensure the participant is safe and satisfied with their services.

Self-Directed Liaison (SDL): The SDL is responsible for providing detailed explanations of self-
direction to interested individuals/families, and providing expert assistance and feedback,
particularly early in the process. SDLs will create a self-directed budget using the person-
centered plan and authorized plan of care. The SDL can provide guidance to the participant and
representative on hiring, training, firing, managing, and scheduling workers. The SDL will work
closely with both the participant, the participant’s circle of support, and the support coordinator
to ensure all parties are “on the same page” in terms of their understanding and expectations
regarding self-direction. The SDL can also offer suggestions for remedying instances in which the
participant is unsatisfied with their self-directed services. The SDL will be involved most heavily
in the beginning of the service plan. The SDL’s involvement with a participant will lessen after the
first 90 days of the participant’s enrollment in self-direction, as the participant and
representative become more familiar with managing their services.

Financial Management Service Agency (FMSA): The FMSA handles administrative and compliance
duties on behalf of Employers of Record to minimize the amount of paperwork Employers of
Record must handle. The most well-known FMSA responsibility is that the FMSA issues
paychecks to workers, making sure workers get paid on time and that all taxes are handled
correctly. Other FMSA responsibilities include:
= Helping the participant or representative become a legally recognized employer by
providing them with an employer packet that includes Federal and State employment
and tax forms, Workers’ Compensation enrollment, and more
= Developing an enroliment packet for individuals that will provide services
= Performing background checks on prospective employees
= Reviewing timesheets and processing payroll
= Establishing and maintaining a savings account on behalf of each participant who elects
to make Individual-Directed Goods and Services purchases using funds saved through
wage negotiation
= Filing taxes with the Alabama Department of Revenue and Internal Revenue Service
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History of Self-Direction

Self-direction was not designed all at once. The self-directed model developed gradually over
time as part of a broader movement led by people with disabilities who wanted greater choice
and control over their lives. This movement continues today, and advocacy is based on a simple
principle known as self-determination: all human beings have the right to make meaningful
decisions about issues that affect their lives.

Self-determination advocates reject the “medical model of disability”, which is a way of thinking
based on the idea that there is something “wrong” with an individual who has a disability that
needs to be “cured” or “fixed”. This mentality often leads to the mistaken belief that people with
disabilities are not able to make decisions for themselves.

Instead, advocates continue to fight for changes that recognize that there is nothing wrong or
abnormal about having a disability, and that having a disability does not define or limit a person.
People with disabilities are entitled to all the same rights and opportunities for decision making
that people who do not have disabilities have. This includes the right to live in the community
instead of in an institutional setting.

The first formally self-directed programs in the United States began in the 1970s and 1980s, with
more self-directed programs created over time. Self-direction grew rapidly in the early 2000s
after a landmark United States Supreme Court case issued in 1999. This decision is known as
Olmstead v. L.C. In this case, the Supreme Court ruled that individuals with disabilities had the
right to live in the “least restrictive setting.” After this court ruling, many individuals with
intellectual and developmental disabilities who had lived in institutions were able to transition to
living in their communities instead. The Olmstead decision helped make sure all states
implemented community-based alternatives to institutional settings. Self-direction is one
example of such a community-based alternative.

Self-direction builds upon the principle of self-determination and the O/mstead decision by
ensuring that individuals with disabilities who live in their communities can receive services in a
flexible way with a high level of individual control.
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Benefits of Self-Direction: Employer Authority and Budget Authority
Self-direction provides unique benefits to participants and their families. Unlike any other model
of delivery, participants who self-direct have what are known as employer authority and budget
authority.

Employer authority means that a participant or representative can directly hire workers of their
choice and will train, manage, and schedule those workers. With employer authority, the
participant and/or representative is quite literally “the boss”, as they legally become the
employer of their workers. In fact, the FMSA registers the participant or representative as an
employer with the State of Alabama and the federal government. This is required because
anytime a person pays someone to provide services and controls how those services are
performed, federal and state law recognize that person as an employer.

Being an employer comes with major responsibilities and major benefits. As employers,
participants and representatives can define their own job descriptions and notions about what
quality means for them. Then, they can train workers to provide services exactly in the way that
they prefer.

In general, participants can hire anyone they like so as long as the person can meet minimum
requirements set by the State of Alabama. The FMSA will help the participant with employer
responsibilities by making sure workers get paid correctly and on time, and by helping
participants with administrative paperwork.

If a participant or representative experiences challenges with being an employer and needs help,
the Self-Directed Liaison and support coordinator are there to help get things back on track.

Budget authority means that a participant has choice and control over how their budget will be
spent. This includes the ability to set workers’ rates of pay and purchase goods and services.
With budget authority, the participant has the ability to pay higher-quality workers higher wages
and to decide the mix of services and supports that works best for them.

For participants new to self-direction, the Self-Directed Liaison will calculate the budget
allocation amount. (This amount is based on the participant’s level of need.) The Support
Coordinator and Support Team will also help participants and their representative to develop a
service plan that details how the dollars will be spent. Then the Liaison will use this information
to create the budget for the individual. Participants and their representatives have the
responsibility to make sure their expenditures do not exceed the amount of their budget. The
FMSA will monitor the participant’s spending and will provide regular reports to help participants
and representatives monitor their budget utilization. If something in the service plan is not
working well for the participant and family, the support coordinator can collaborate with
participants to make any needed changes to the person-centered plan.
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Savings Accounts and Wage Negotiation

As part of budget authority, participants can choose to establish savings accounts with their
budget dollars and use their savings to purchase Individual-Directed Goods and Services.
Participants must save up for goods and services they wish to purchase. Savings can be
accumulated through a process known as wage negotiation. Wage negotiation means that
participants can negotiate with their workers to pay a lower hourly rate than the maximum
allowable waiver rate for that service. If a lower hourly rate is agreed upon by the participant
and worker, the difference between the worker’s pay rate and the maximum allowable rate will
be stored by the FMSA in the participant’s savings account and maintained until it is used for an
approved individual-directed good or service purchase. The Self-Directed Liaison can provide
information to help the participant and the participant’s circle of support decide whether
Individual-Directed Goods and Services and wage negotiation are a good fit for the participant’s
needs.

Participants are permitted to save up to $10,000 in their savings account at any given time. This

savings is accrued in the current fiscal year and one fiscal year prior. If the participant disenrolls

from self-direction, any remaining funds in their savings account will be refunded to the State of
Alabama.
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Understanding Individual-Directed Goods and Services

The State of Alabama’s Intellectual Disabilities and Living at Home Waiver permits participants to
purchase individual-directed goods and services using their savings accounts. Individual-directed
goods and services can be one of the most helpful benefits of participating in self-direction. It is
important to remember that there are some federal requirements that must be followed when
deciding how the money should be spent. Following these requirements is an important
responsibility for participants and Employers of Record in self-direction, and for support
coordinators and Self-Directed Liaisons who support them.

This information can help participants and their circles of support think through what purchases
may be right for them based on the Home and Community Based Waiver. It can also help
support coordinators become familiar with federal rules on how waiver dollars are permitted to
be spent on individual-directed goods and services. The federal rules only allow for a
reimbursement process when purchasing goods and services. Once the purchase of item is
approved, the participant/family must first purchase the item and then submit receipts to the
Support Coordinator for reimbursement. If the participant/family are unable to purchase the
items, then he/she should talk with the company or vendor and ask them if they are willing to
submit at W-9 form to be reimbursed for the goods. If the company or vendor agrees, then the
EOR needs to submit the W-9 form to the Support Coordinator for reimbursement for goods.

Objectives of Individual-Directed Goods and Services

Individual-directed goods and services are designed to help participants become healthier, safer,
more independent, and/or more integrated in their community. The goods and services are
subject to limits which will be reviewed annually. The Centers for Medicare and Medicaid
Services (CMS) requires that these purchases should be made for one or more of the following
general reasons:

= The good or service increases the participant’s safety, health, and/or independence at home
or in their community;

=  The good or service enhances the participant’s access to their community and the purchase
would benefit the participant’s community integration; or

= The good or service enables the participant to manage or treat their disability.

Common examples of items participants choose to purchase include:

= Electronic devices, such as smartphones or tablets, that help them communicate with others
and access applications designed for individuals with disabilities

= Transportation-related purchases, such as public transportation passes (e.g., a bus pass), or
ride sharing services, like Uber and Lyft
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= Home or vehicle accessibility modifications, such as a wheelchair ramp or add a lift, seatbelts
in floor to lock wheelchair in place
=  Gym memberships, to provide opportunities for physical exercise and therapeutic recreation

Goods and Services: What’s Not Allowed?

While the individual, Employer of Record, and/or family should have broad authority over
deciding what goods and services best meet the individual’s needs, there are reasonable limits to
purchases that can be made. CMS does not allow waiver dollars to be spent on certain goods
and services purchases. These include, but are not limited to the items below:

= Purchases for solely recreational purposes

o Note: CMS allows purchases for “therapeutic recreation” that in some way improves
the participant’s health, but recreation without a therapeutic component is not
allowable. For example, a gym membership would likely be considered “therapeutic
recreation.” On the other hand, a TV is unlikely to offer “therapeutic” benefits.

o Note: Waiver dollars can be spent on helping an individual participate in a
recreational event that they would not be able to access without assistance. For
example, a personal care worker could be paid to attend a movie in a theater with a
participant so that the participant can access this activity. But the participant’s
budget could not be used to purchase movie tickets.

= General home and vehicle repair

o Note: Repair of an item that specifically relates to the individual’s disability, such as a
wheelchair ramp, is allowable under federal rules.

o Improvements or adaptations to the home that are of general utility and are not of
direct medical or remedial benefit to the participant are not allowable with waiver
dollars (i.e. purchasing a new roof or new deck).

o Adaptations or improvements to the vehicle that are of general utility, and are not of
direct medical or remedial benefit to the individual can not be purchased with waiver
dollars (i.e. new tires, battery, brakes, radiator)

o Purchase or lease of a vehicle is not allowable with waiver dollars.

o Regularly scheduled upkeep and maintenance of a vehicle except upkeep and
maintenance of the modification is not allowable with waiver dollars.

= Room and board

= Purchases that are for the primary benefit of the family rather than the individual

= Paying cash directly to the individual

=  Purchases on services that are available to the individual through other funding sources, such
as the Medicaid state plan, until those services have been used up

= Acquiring goods and services that a household that does not include a person with a
disability would be expected to pay for as household expenses
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o For example, furniture that is not directly relevant to the participant’s disability is not
permitted.

The State of Alabama cannot waive or modify these federal requirements. All states have the
right to add additional restrictions around what purchases can be made through individual-
directed goods and services. For the Intellectual Disabilities and Living at Home Waiver, the State
of Alabama has also specified that cigarettes and alcohol are not allowed to be purchased with
waiver dollars.

Navigating the Gray Area

Sometimes families may request a goods and services purchase that falls in a gray area—that is,
it might not be clear right away whether the purchase is allowable or not. Below are some rules
of thumb about goods and services purchasing in self-directed services that can help support
coordinators and Self-Directed Liaisons determine whether the request is allowable and
appropriate under federal rules.

= Self-direction is predicated on the principle that participants and their circles of support
know best what services and supports participants need to live independent, fulfilled lives.
The support coordinator or Self-Directed Liaison should not make these decisions on behalf
of an individual and their family.

= Medicaid is a public program funded by taxpayers, and states are tasked with making sure
taxpayer dollars are spent responsibly.

= Participants and their circles of support should be the primary decision makers about what
goods and services are right for them, but the support coordinator and Self-Directed Liaison
should make sure these decisions are allowable under federal rules and that they are
reasonable.

= Just because a good or service purchase was appropriate for one participant does not mean
it is necessarily appropriate for another participant who likely does not share the exact same
needs, preferences, and goals. Support coordinators sometimes hear the argument from
families that “A family we know bought this item, so it is unfair if we aren’t allowed to buy it
too.” But in the context of individual-directed goods and services, true fairness means that
every participant and family is held to the same standard: that the purchase will enhance the
participant’s health, safety, independence, and/or community integration. As long as the
participant and family can demonstrate that the purchase will enhance one or more of those
things and the purchase is not on the list of prohibited purchases.

= “| have enough money in my savings account” is not a sufficient reason to explain why a
purchase should be made. Goods and services purchases that are made with waiver dollars
must enhance the participant’s health, safety, independence, and/or community integration.
This is why “I have enough money in my savings account, and this purchase will help me
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access my community and/or achieve my personal goals” is a great reason for purchasing
something.
»  When deciding whether a good or service is allowable under self-direction, consider the

following:

1. Does the good or service help the participant become safer, more independent, or more
integrated in their community?

2. Isthe good or service an allowable purchase under federal rules? (See above.)

3. Am | confident this purchase is primarily for the benefit of the participant and not
others?

If the answer to either of the first two questions is No, then the purchase is not permitted to be
made with waiver dollars. If the answer to first two questions is Yes, but the answer to the third
question is not clear, then extra consideration and discussion is required to demonstrate why
and how that purchase will specifically benefit the participant. These reasons should be
documented by the support coordinator or Self-Directed Liaison. The Alabama Division of
Developmental Disabilities reserves the right to request additional evaluations or assessments to
determine whether a requested purchase is appropriate.
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Getting Started in Self-Direction

Self-direction is usually first offered to individuals during a meeting with their support
coordinator. Often, either the individual will have heard of self-direction through a friend and is
curious about it, or the support coordinator will recognize that the individual has needs that
could possibly be better met by self-direction. For example, an individual who lives in a very rural
area may not have an agency nearby from which to receive services, and self-direction may
better fit that individual’s needs.

This section will walk through the process for getting started with self-direction in the
Intellectual Disabilities and Living at Home Waiver.

First Meeting with Support Coordinator

® The support coordinator will work with the individual to understand who the person is and
his/her life. The Support Coordinator will use the Person-Centered Planning (PCP) process
with the individual, their family and team.
o This process includes reviewing the conversation guide, identifying the person’s interests
and desires.

o This process includes questions about what they know about self-direction, what kind of
support they would need, and how much responsibility they would prefer to take on
versus having someone else take on their behalf.

o The Support coordinator will introduce the self-direction option to individuals and family
members and share a copy of the SDS Handbook with the family. The Support Coordinator should
encourage the participant/family members to review the SDS Handbook to determine if this is the
service delivery option they want to use.

Second Meeting with Support Coordinator
=  The Support Coordinator meets with the individual/ family member to continue to obtain
information about the participant and his/her goals, desires and potential supports needed.

= Support Coordinator will provide answers to additional questions about traditional versus
Self-Directed service delivery options.

Referral Process completed by Support Coordinator

= |ftheindividual is interested in self-direction, the support coordinator will submit a request
for action (RFA) to the regional office (RO), which includes the referral form, plan of care and
PCP (if completed), indicating the individual’s interest in self-directed services. The regional
office staff pertinent to this process is the Community Service Director (CSD), Waiver
Coordinator (WC) and Self-Directed Liaison (SDL). The Self-Directed Liaison is an expert who
can answer detailed questions about beginning to self-direct and can help participants and
their circles of support “learn the ropes” about self-directed services.
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= An approval for enrollment into self-directed services does not constitute a start date for
employees in self-directed services. The FMSA will notify the EOR of the hire date for
employees. Services performed prior to the hire date will not be reimbursed from waiver
funds.

Support Coordinator led Person-Centered Planning Meeting

= The Support Coordinator will consult with the individual and their family to determine the
time and place of the Person-Centered Planning meeting and who will be in attendance at
the PCP meeting.

=  The goals of the individual are identified and a detailed plan of how to achieve the goals is
created.

= |nformal supports such as family members, friends, or neighbors will also be identified in this

meeting, emphasizing the social network of the participant so they have maximum support.

» The support coordinator will explain what supports are available to the participant and
determine if capacity needs to be built to address other needed supports.

The participant, Support Coordinator, family, representative and circle of support will
collaboratively create an person-centered plan with the person’s goals/desires identified,
including the breakdown of what services and supports they will need to be successful, as
well as a discussion of deciding how much to pay workers. If there are additional questions
regarding self-directed services, the Support Coordinator should consult with the Self-Directed .. to
obtain clarity.

First Meeting with Self-Directed Liaison/Enroliment Specialist
The Self-Directed Liaison will introduce the participant/family member or referral source to self-
directed services. Because there is so much information to be covered before beginning self-
direction, individuals who decide they want to self-direct will attend multiple meetings to learn
about getting started.

= The Self-Directed Liaison/Enrollment Specialist will walk the individual through the self-
directed process, including:

o The philosophical foundations of self-direction
o The benefits of the self-directed process
o Program rules and requirements, including employer responsibilities

= The Self-Directed Liaison/Enrollment Specialist and individual/family member will discuss
their capabilities and determine if the individual want a representative to assist them.
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o A representative can assist the participant with some or all tasks, depending on the level
of assistance the participant needs.

= Typically, during this meeting, the individual/family member will decide whether or not they
would like to self-direct.

= The Self-Directed Liaison/Enrollment Specialist will explain the enroliment process.

= The Self-Directed Liaison/Enroliment Specialist will describe the responsibilities of an
employer. This includes recruitment, hiring, training, and firing employees when appropriate,
as well as managing the budget and approving worker’s timesheets (including the electronic
visit verification system).

Enroliment Meeting

Self-Directed Liaison or Enrollment Specialist discusses the enrollment packet with the
individual/family member. After review of enrollment paperwork,

= Contact information for the fiscal management service agency

= Review payroll process and maximum rate of pay for employees

= Review EOR tax documents and employee application

= Completion and submission of timesheets process

= Review the mileage reimbursement process

= Review the privacy notice

=  Remind individual/family member that documents must be notarized prior to submission

After Enrollment Meeting
EOR must return all remaining documents to the Self-Directed Liaison /Enrollment Specialist

= Self-Directed Liaison/Enrollment Specialist will submit documents to FMSA

= FMSA will process enrollment/employee application background check

= Self-Directed Liaison will complete the budget based on authorizations after all
documents are submitted properly

= FMSA issues a hire date of when the employee will be able to begin to work
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Follow-up Meeting(s)

As the participant begins self-directing, the following will be addressed to ensure the participant
is safe and successful as they begin hiring and managing employees.

= The Self-Directed Liaison will discuss potential risks, including fraud, neglect, and abuse, and

trains the participant and representative on how to report suspected incidences of fraud,

neglect, and abuse.

The participant, Self-Directed Liaison, and representative will develop a back-up plan for

instances if/when the primary designated care provider is not available.

Going forward, any changes to the plan must be approved by the support coordinator.

After the enrollment meeting, the individual/family has ninety (90) days to complete all
enrollment paperwork (sign, submit) and to provide all necessary documents to hire staff.

The Self-Directed Liaison will review the individual’s current person-centered plan and plan
of care to develop an appropriate self-directed budget. If needed, then the SDL will contact
the participant to set up a follow-up meeting.

Person Centered Plan

*Developed by the
individual,
family/guardian, and
other persons that
provide services and
supports (i.e. support
coordinator or SDL).

«Support Coordinator
holds on to the plan,
which is written in
collaboration with the

*The PCP with the POC is
submitted prior to
enroliment and is
inlcuded in the
enrollment packet.

*Support coordinator
gathers information
about the client's history
before and during the
first meeting

*The plan highlights
specific health needs and
provides specific actions
and a time frame to
address those needs.

individuals support team.
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*Once the goals and needs \

of the participant are
identified, the support
coordinator informs the
participant about service
and support options are
available.

*The participant, support
coordinator, and other
supports then determine
how many hours per
week of desired services
the participant will
receive.

e Participant and supports
will determine if they
would like to set up a
savings account.
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Hiring Workers: Strategies for Participants and Employers of Record

During the enrollment process, Employers of Record are encouraged to begin identifying
potential employees. The EOR should not allow an employee to begin working until they receive
the official hire date from the FMSA. If the EOR allows an employee to begin working prior to the
official hire date, then the EOR is responsible for payment of staff from their personal funds. The
Self-Directed Liaison supports the participant and Employer of Record through the process of
finding and training employees.

The Self-Directed Liaison will assist the participant in identifying informal supports they may
already be using, such as friends, neighbors, or members of their faith community. These
individuals may be willing to provide more services in exchange for payment.

When considering potential caregivers, it can be helpful to start with individuals the participant
knows best and interacts with the most, such as family members (with the exception of parent,
spouse or child of individual), and then move outward to friends, then community
acquaintances, and so on:

Acquaintances

Friends

Individual

If hiring an informal support or existing acquaintance is not an option, other potential resources
are Facebook, the newspaper, or a community board.
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Things to Keep in Mind When Hiring

When creating a job posting, it is important to think about and describe the qualities the
participant is looking for in an employee. Here are some questions to consider:
= Do you enjoy working with people?
= Are you eqsily irritated and frustrated by others?
» [s it important to me that the person | hire has prior experience working with people
with intellectual and developmental disabilities ?
= What specific skills would | like or need someone to have? (For example, if meal
preparation will be one of the worker's main tasks, it would be helpful if they are

already comfortable with cooking and using a kitchen.)

One of the major strengths of self-direction is that participants and Employers of Record are
truly in charge of the people who work for them. This also means that it is ultimately the
Employer of Record’s responsibility to clearly communicate their needs and the needs of the
participant to potential workers.

When making a job posting, it is essential that the participant and Employer of Record are
explicit about what they are looking for and what they expect from applicants. The goal is not to
have the most responses or applicants, but to have the right applicants who have a good
understanding of what the job responsibilities will be. Making sure the job description is clear
will help those who are not qualified or not interested confirm that the job is not appropriate for
them.

A strong job posting includes the following details:

= Adetailed job description:
o Identifies service needs (for example, bathing, toileting, meal prep, etc.), hours, and
general location(s) where the work will be performed
= Note: It is important for applicants to know where the job will take place but
avoid listing the participant’s address in the job description. Instead, it is safer to
give general location information like “We live in Tuscaloosa, about a 10-minute
drive from Bryant-Denny Stadium.”

o lIdentifies physical requirements for the job (for example, the worker must be able to lift
100 pounds, or must be able to transfer the participant from wheelchair to bed and vice
versa)

o Clearly states the time commitment and hours expected of the applicant
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= |s the schedule flexible? Is it possible or not to modify the participant’s schedule
in order to hire a worker who works another job during some of the participant’s
desired hours, but could work other hours?
o States whether the employee must have a car
o States what the worker can expect to make per hour
o States what applicants should expect from the hiring process, including:
= The desired start date for the job
= The need to provide references
= That the applicant will need to undergo a background check before being cleared
to provide services

Background checks are required for direct service provider employees who operate within the
State of Alabama and who either provide direct services to the participant and/or who have
access to client records. The state background checks are conducted by the FMSA and will also
include a reference check with previous employers, sex offender registry, and the Nurse/Aid
Registry. Verification of investigations will be conducted during audit reviews of the service
providers by the State of Alabama.

REMEMBER: When hiring, the participant/EOR should hire both primary and backup workers to
make sure there is no lapse in service if the primary employee is sick or unavailable.

The Interview Process

Interviews may be completed in a variety of ways, including in-person, over the phone, or using
technology such as Skype or Zoom. While the Employer of Record is legally responsible for hiring
workers, it is helpful for the participants who are not serving as Employers of Record to attend
the interview process as well.

Safety is a top priority when hiring. It may be helpful to hold the interview in a public place such
as a library, coffee shop, or community center. Employers of Record and participants may want
to bring additional family members or friends to provide support during the hiring process. This
will add additional safety and provide another opinion that may help the participant and
Employer of Record make the right choice.

During the interview, the participant and Employers of Record should make sure to bring the
following:

= A job description including hours, time commitment, and level of physical activity required
for the position (for example, the worker must be able to lift the participant’s bodyweight)
= A list of duties required for the position
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= |nformation about the participant’s disability
= |nformation about any special equipment the participant uses
= A list of interview questions to ask. Some example questions include:
Have you worked with individuals with disabilities before?
o Are you comfortable helping me get out of bed and get ready in the morning ?
What drew you to apply for this job?
Do you have any questions or concerns about this job?

Avoiding Discrimination During the Hiring Process

In the United States, it is illegal to choose not to hire someone because of certain characteristics,
such as what religious background that person has. To avoid discrimination in the interview
process, employers should not ask questions that are related to age (other than confirming that
the applicant is over 18 years of age), race, color, religion, national origin, sexual orientation, sex,
marital status or number of children, whether the applicant is pregnant or may become
pregnant in the future, or disability.

Examples of questions not to ask during hiring because they could be considered discriminatory
include:

= What country is your family from?
= Are you a Christian?
= Areyoua U.S. citizen?

o Note: Asking “Are you legally authorized to work in the United States?” is
permitted, since workers must prove with government documentation that they
are authorized to work in the United States before they are hired. (The FIMSA will
help participants and representatives with verifying the employee’s employment
eligibility.)

m  Are you trying to start a family?
= What year were you born?

o Note: Asking “Are you 18 years old or older?” is permitted and is not a sign of
discrimination, since the State of Alabama requires waiver service providers to be
at least 18 years old.

After the Interview

If the applicant will be offered a position: Thank them for their time and ask for their references
to follow up. At a minimum the potential employee must provide one work or school reference
and a personal reference. References can give additional insight into the history and work ethic
of a potential employee. It is the responsibility of the EOR to complete reference checks.
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If more applicants stand out than there are positions available, still contact all their references.

It is possible that when someone is offered the position, they will no longer be interested or may
have already been hired at another job. Having back-up options will help ensure the participant
begins receiving care as soon as possible.

If the applicant will not be offered a position: Thank the applicant for their time and let them
know they will be contacted in the future. If the applicant is pressuring the participant to make a
decision on the spot, the participant should state that they need to be fair to others they are
interviewing. No one is ever under obligation to hire someone, especially if they make the
participant uncomfortable. Deciding who to hire is a big choice, and the participant should make
sure they are being thoughtful about who they choose to hire.

Offering The Job

Before hiring new employees, the Self-Directed Liaison will communicate with the participant
regarding what Employee Paperwork new employees will need to fill out upon being hired and
will make sure the participant has access to it. This paperwork will include authorization to
conduct a criminal background check as well as Form -9, which is a federal form that verifies
that a person is eligible to work in the United States.

When they have identified the individual(s) they would like to hire, the Employer of Record
should call the applicant and ask if they are still interested in the job. If the answer is yes, the
Employer of Record can let them know what date they would like them to start and set a date
and time for them to complete their new hire paperwork. Once the participant and Employer of
Record identify who they would like to hire, then the Self-Directed Liaison contact the FMSA to
submit the application.

If the applicant is no longer interested in the position, the Employer of Record will return to the
pool of applicants and identify another applicant they would like to hire. If no applicants accept
an offer, the participant, Employer of Record, will strategize about posting the advertisement
again. Again, the Employer of Record should not hire someone they or the participant are not
comfortable with, even in cases where the first round of interviews was not successful in locating
a high-quality applicant.

If the participant needs services immediately, an Employer of Record might consider hiring a
temporary employee to fill the spot until they find someone who can provide services long-term.
In these cases, it is the Employer of Record’s responsibility to make it clear that the job is
temporary, and to be transparent about their expected timeline.

Training

Building good communication with new workers early on, especially regarding boundaries and
expectations, will set the Employer of Record up for success throughout their working
relationship. Maintaining verbal and/or written communication with workers is critical, and
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workers should be notified in advance by the Employer of Record if there are any changes in
scheduling, job responsibilities, etc. By respecting workers’ time and treating them with dignity,
the Employer of Record models an environment of fairness that helps build trust.

The Employer of Record should talk to a worker immediately if there are problems or if there is
something, they want the worker to do differently. When this happens, clearly explain what
behavior should be changed or how a task should be done correctly. If the Employer of Record
does not communicate their concerns, the worker will have no way of knowing that there is
something they need to improve.

What to Do If A Problem Arises: Suggestions for Employers

Verbal Notification

If a worker has done something incorrectly or that upsets the participant, it is important the
Employer of Record and/or participant communicates with them as soon as is convenient for
both them and the worker. While these conversations are uncomfortable, the worker is more
likely to respond well if they are treated respectfully.

It is important not to “nitpick” everything a worker does. While the participant should be
receiving high-quality services, being overly critical or having unreasonably high standards may
make it difficult to retain workers for the long term. Workers make mistakes, just like everyone
else does.

If the Employer of Record is able to speak to a worker immediately when something has not
been done correctly, the Employer of Record should make sure they have the worker’s full
attention before they begin talking to them. If the employee is completing a task, the Employer
of Record can ask them to pause or wait for them to finish before speaking.

“| Statements”

In order to diminish the possibility of the employee becoming defensive, the Employer of Record
should begin sentences with “I prefer” or “I feel,” instead of “you are”. Sentences that begin
with “you” can be interpreted by the worker as hostile or as though they are being blamed. This
may cause the worker to feel the need to defend themselves instead of listening for how they
can improve.

Employers of Record should keep their voice calm but firm when talking. Getting upset will most
likely upset the worker as well. After the Employer of Record has finished talking, they should
allow the worker to ask questions if they have any. Again, the Employer of Record should answer
these questions in a calm but firm tone. After the process is complete, the Employer of Record
should not mention the incident again unless the problem continues to arise. If the problem
does not occur again, that is a strong indicator that the worker was listening and willing to make
changes.
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Example

The Employer of Record needs to provide feedback to their employee about cellphone use
during the job. There are different ways the feedback can be provided:

Option One: “I prefer for you to not be on your cell phone when | am talking to you. It makes it
difficult for me to confirm that you heard me, and having your full attention is important to me.
Does that make sense?”

Option Two: “You were on your cellphone when | was talking to you earlier. Don’t do that.”

Option Two may cause the employee to feel defensive, and they may try to explain why they
were on their cell phone. On the other hand, Option One explains why this is an important issue
and that, as the worker’s employer, this is how you would like the job done. Option One does
not blame the employee for the past, but instead sets a precedent for the future.

The Employer of Record should document the conversation in an employee file, including what
was talked about, the date of the conversation, and the date the incident occurred. This will
help the Employer of Record keep track of worker performance. If the Employer of Record
needs help or advice about talking to an employee, they should ask their support coordinator or
Self-Directed Liaison for assistance. Remember—those supports are there to help employers
navigate this process. If it makes the Employer of Record and participant more comfortable, they
can ask their SDL to help them practice these conversations, so they know what to expect.

The Self-Directed Liaison also can give recommendations and advice on how to supervise
workers and give effective feedback.
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Termination

Immediate Dismissal
Workers who show dangerous or threatening behavior should be terminated immediately. This
includes but is not limited to:

= Physical abuse or neglect

= Stealing (for example, money, medications, or other property)

= Verbal abuse, including spoken threats

= Dangerous driving

= Working under the influence of drugs or alcohol

= Pressuring others to commit illegal actions, such as approving timesheet hours that the
worker did not actually work

A participant should never continue to employ anyone who makes them feel unsafe. Abusive,
neglectful, and/or exploitative behavior should be reported immediately to the support
coordinator. The Support Coordinator will generate a General Event Record (GER) in the Incident
Prevention Management System (IPMS). Additionally, participants or representatives can
contact the State of Alabama Adult Protective Services Hotline at 1-800-458-7214.

Report Abuse, Neglect and Exploitation
to the Alabama Adult Abuse Hotline:

1-800-458-7214

If the participant or Employer of Record is concerned that there may be abuse or neglect, they
should contact the support coordinator and explain the situation. One of the key responsibilities
of the support coordinator is to protect the participant’s health and safety, so it is important the
participant and Employer of Record be open with them in communication and during home
visits.

Termination After Multiple Offenses

Deciding to terminate a worker is at the discretion of the participant and Employer of Record. If a
worker continues to make mistakes after training, reminders, and/or warnings, it may be that
terminating that worker is needed because the worker is not able to provide services of a
sufficient quality.

Some examples of worker mistakes that might result in termination after multiple warnings
include:
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= Being frequently late or not giving warning when the worker will be significantly late for a

shift
= Poor communication skills, or displaying a poor attitude while performing duties

=  Continued inability to follow directions

In these cases, Employers of Record should rely on their documentation from previous offenses,
and explain, citing dates and times of previous offenses, the reasons why the worker is being let

go.
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Labor Law Requirements for Employers in Self-Direction

When a participant chooses to self-direct, the participant or the representative they appoint as
the Employer of Record is legally recognized as an employer of the participant’s workers. This
means that there are federal and state labor laws that must be followed.

It is the Employer of Record responsibility to keep track of the legal requirement that applies to
employees and ensure that participants/EORs are in compliance with all federal and state laws,
including those on labor law. Additional information is available at (ADD AL DOL website and the
ADMH website).

Minimum Wage
Employers of Record must pay their employees at least $7.25 per hour. This is a federal law that
applies even to paid family members who might be willing to work for less money.

Overtime

If an employee works more than 40 hours per week for their employer and does not live in the
home with the participant, the Employer of Record must pay time and a half for every hour over
40 worked by that employee. Employers of Record should make sure to account for overtime
requirements when scheduling employees. Otherwise, there may not be sufficient budget funds
available.

Example

Emily is paid $8 per hour to provide self-directed personal care services. Normally, she
only works 10 hours per week. However, this week, her Employer of Record has asked
her to work additional hours because some of the participant’s family members are out
of town and cannot provide their usual unpaid support. This week, Emily worked 42
hours total. What is Emily’s gross pay this week?

Answer: Emily’s gross pay must incorporate overtime. For every hour Emily worked over
40, she receives “time-and-a-half” of her base rate of $8 per hour. In other words, her
overtime rate is $12 per hour. Emily’s gross pay can be calculated as follows:

= 40 straight time hours x $8 = $320
= 2 overtime hoursx $12 =524
= Jotal gross wages for the week: $344

The FMSA is responsible for compliance responsibilities, including handling overtime calculations
and making sure workers’ paychecks are correct. For EORs, they should remember to avoid
scheduling overtime unless there is an extenuating circumstance, such as an emergency. The use
of overtime should be prior approved. The EOR should contact the support coordinator who
submits the request for overtime to the Regional Office for approval.

35



Live-In Exemption from Overtime

Employees who live with the participant are eligible for the “live-in exemption” from federal
overtime requirements. If the employee lives in the same residence as the participant, or the
employee spends at least 5 days per week living in the participant’s home, the employee is not
required to receive overtime payments for hours worked over 40. (The employer can still choose
to pay overtime to a live-in worker but is not required to do so.)

If the employee does not live in the same residence as the participant, the live-in exemption
cannot be used. In these cases, overtime must be paid for all hours worked over 40 in a
workweek.

Travel Time

Mileage will be reimbursed at 52 cents per mile. As an example, if a worker drove 10 miles round
trip to and from a community event, they would receive $5.75 in mileage reimbursement from
the FMSA for that trip.

Transportation provided by a worker must assist the participant in accessing the community per
the activities documented in the person-centered plan. (Miles traveled by the worker when
commuting from their house to the participant’s home will not be reimbursed.)

To receive mileage reimbursement, employees must maintain and submit a mileage log
documenting their travel. Employers of Record and support coordinators should account for
mileage expenses when calculating an employee’s costs.
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Risk Prevention and Mitigation

Understanding Risk

Risk can be understood as the possibility of exposure to danger. While receiving self-directed
services, as with most aspects of life, there are potential risks that should be discussed with
support coordinators and Self-Directed Liaisons. Understanding the potential risks increases the
probability of being prepared.

No two people have the exact same risk profile. Risk is dependent on the individual, their
environment, their capacities, and their broader community. Each participant’s risk plan should
take into account the potential risks applicable to that participant and their unique environment.
However, the risk plan should also acknowledge the dignity of risk, a concept that is explored
below, as well as the participant’s capacity to learn and grow over time,

Federal Medicaid rules require the state of Alabama to document the safeguards that are in
place to protect participants from potential risk. All steps should be documented in the person-
centered plan.

Dignity of Risk

Dignity of risk refers to the right to make mistakes and the right to live in a way where overly
cautious caregivers do not prevent individuals with disabilities from living full and meaningful
lives. Dignity of risk is a critical component of self-determination. It requires having the freedom
to try new things that may not work out, or that may not go perfectly the first time. Everyone
makes mistakes, and individuals with disabilities have the right to experiment and learn from
their mistakes—just like anyone else.

Participants who self-direct have the opportunity to experiment with what will be the most
effective for them personally, which leads to greater creativity in service plan design and more
needs being met. Participants who self-direct know best what their needs are and how those
needs should be met. This is not the same as saying that a service plan will meet the person’s
needs perfectly right away.

Support coordinators and Self-Directed Liaisons are responsible for balancing the dignity of risk
with ensuring individuals” health and safety. This is one of their most challenging responsibilities,
especially because in many cases, higher-risk choices can have greater long-term benefits for the
participant if they are successful. Support coordinators and Self-Directed Liaisons should honor
participants’ and families” desire for growth and experimentation while making sure health and
safety is maintained. In general, this means that support coordinators and Self-Directed Liaisons
should avoid rejecting families’ ideas as “too risky” unless there is an immediate and serious risk
that cannot be mitigated. Risk can often be mitigated by thinking through back-up measures in
case the original idea does not work out as intended. A real-life example of a family’s initiative to
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help their son grow more confident and independent while balancing risk is included at the end
of this section.

Potential Areas of Risk

Risk may present itself in many forms. The list below includes common risks for people with
disabilities. Participants and their circles of support should contact the support coordinator if
they feel any of the following are present in the participant’s life, or if they notice something else
that potentially threatens the participant’s health and safety. If a risk presents an immediate
emergency, dial 911.

= Risk can manifest in environmental issues, such as:
o Limited informal support (i.e., friends, neighbors, community members)

o Primary informal caregivers becoming older and less able to sustain providing the
level of care that the participant needs

o Limited access to hired caregivers

o Social isolation (i.e., living in a rural setting, limited access to reliable
transportation, or having few opportunities to interact meaningfully with the
participant’s community)

o Unsafe housing

= Risk can manifest in behavioral and medical issues, such as:
o |Inappropriate, violent, or otherwise dangerous behavior toward caregivers
o Self-injurious behavior

o Refusal to eat or take medications, or inappropriate consumption of food and/or
medications

o Substance abuse
o Rapid weight gain or loss

o Physical changes related to aging

Potential Risks in Self-Direction

When a participant self-directs, other risks may appear that are related to using self-direction as
a service delivery model. Often, these added risks are related to the additional responsibilities
related to a participant managing their own services and supports, usually doing so
collaboratively with a circle of support and a representative. Support coordinators should be
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aware of the potential risks and explore the situation with the participant and their circle of
support if any of the following risk factors appear to be present.

= Risk around not understanding the self-direction program rules and responsibilities resulting
in misuse of funds or not following program rules. For example:
o Using the budget to purchase items that are not allowed.

o Inability to stay within the allotted budget to pay for workers and other purchases.

o Submitting worker timesheets for periods when the participant was hospitalized or
living temporarily in an institutional setting. (Federal Medicaid rules do not allow
someone to receive institutional services and Home and Community-Based Services
at the same time.)

= Risk of exploitation, for example:

o Pressure to hire a family member when the participant and/or Employer of Record
does not really want to hire that person, or to keep a family member as paid staff
when the family member is not providing high-quality care.

o Pressure to pay someone for doing work they did not do.

o Pressure to purchase a good or service for someone other than the participant.

o Pressure to sell a good that has been purchased for the participant with waiver

dollars.

Risk Assessment and Mitigation

The State of Alabama incorporates risk profiles that are customized, person-centered and
effectively identify and document all potential and actual risks an individual might encounter
when transitioning to and living in the community.

Risk profiles should:

U Involve the participant in the construction process.

O Honor the participant’s values, preferences, and opinions.
O Include and understand dignity of risk where appropriate.
a

Encourage and assist participants to live in the community and balance health and safety
needs with acknowledging the dignity of risk and the value of learning from past
decisions and experiences.
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Support Coordinator and Self-Directed Liaison Responsibilities Regarding Risk

Both support coordinators and Self-Directed Liaisons should be familiar with both risk plans and

the participant’s preferences when collaborating on the risk plan. Additionally, support

coordinators and Self-Directed Liaisons should be aware that risk plans do not eliminate state

and program responsibilities for ensuring safety.

Risk Assessment Plan Meeting

When creating a risk profile, the support coordinator, Self-Directed Liaison, and the participant’s

circle of support should ask and discuss the following questions with the participant:
= "What is important to me, the participant?"
= "What is my current health?"
= "What are my daily routines?"
= "What choices do | get to make?"
= "What works for me and does not work for me?"
= "What are our hopes and fears?"
o Note: This is optional and is used specifically to discuss risks.
= "What are the barriers and opportunities?"
o Note: This is optional and is used specifically to discuss risks.
= "What do the team and others need to know and do to support me?"
What happens when a goal involves risk?

When a goal is identified and there is a degree of risk, that does not necessarily mean not
including the goal. The risk profile should identify:

=  How much risk is involved?

= Who will do what to minimize and mitigate risk?

= How the goal will aid in experiential learning?

= What training the direct support staff needs to be prepared?

= What resources are available to help the participant meet the goal safely?

In addition to the risk profile, a Safety Assessment will be completed that addresses
straightforward concerns, including:

= Fire evacuation plan

*  Who the participant will call when they need help?
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= Whether special modifications are needed for emergency planning

Each risk assessment plan should be individualized and tailored towards the participant’s living
situation and supports. This includes guaranteeing that prescribed medication has been ordered
and is available in the home in the correct quantity and dose and making sure participants and
emergency contacts are aware of their local emergency centers. It is essential to identify the
needs of a participant that, without the authorized waiver service, would cause substantial risk
to health and safety. Emergency backup plans must be considered in these instances.

Example
James is a 23-year-old individual living with autism. James lives with his mother and father and
self-directs his services and supports with their help.

James has never stayed home alone before but would like to do so one day. James and his
parents share a goal that James will one day come home from his day activities, unlock and
relock his front door, and spend 1-2 hours safely at home on his own before his parents come
home from work.

James and his parents want to mitigate risk while still working toward the goal of James being
able to spend time alone independently at home. Together, they identify risks, and ideas to
mitigate those risks, and take these ideas to their next meeting with James’ support coordinator:

B James’s parents are concerned about two scenarios in particular:
o What if James is unable to unlock the door one day and then was at risk of
wandering?
o What if James unlocks the door and enters the house, but forgets to close the door
behind him?
= James’s parents want to talk with the support coordinator about back-up plans with the
understanding that not everything may go just right the first time—or the second or third
time. They want James to have this opportunity to learn and grow, and they know James
would benefit from being more independent at home and having time to himself. They also
do not want James to be unsafe. They come up with the following ideas to discuss with the
support coordinator:

o James's budget could be used to purchase and install a security camera facing the front
door. James’s parents could check the security camera footage while at work to make
sure James unlocked the door, entered the house, and closed and re-locked the door and
is now safely at home. A security camera that James’s parents can monitor remotely
would help to reduce risk.

o James’s next-door neighbor is willing to be “on-call” as an informal support during the
afternoons James will be arriving at home on his own. The neighbor could provide
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assistance in case James has difficulty entering the home or closing and re-locking the
door, or if something occurs at the home with which James would need assistance.
Knowing a neighbor is nearby who was able to make sure James ended up in the right
place and was safe would help to reduce risk.

James could use his budget to purchase a smartphone or tablet with which he could
contact his parents (or vice versa), enabling his parents to check that he is safe at home.
James’ having access to this technology would help reduce risk.

James could use his budget to purchase a wearable GPS device so his parents could
confirm remotely that James made it home safely. This is another potential way to

reduce risk.
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What's Next When the Plan Is Not Being Followed

Noncompliance from a participant or Employer of Record means that the service plan or risk plan
is not being adhered to. Sometimes this means that budget dollars are not being spent in a
sustainable way, putting the participant at risk of running out of funds too early.

Examples of service budget dollars not spent in a sustainable way:

e Exceeding the allocated service units
e Exceeding allocated transportation miles
e Accessing goods or services that do not meet HCBS waiver definition

When a pattern of noncompliance develops, remediation activities may be necessary to prevent
risks to the participant’s health and safety and/or improper use of self-directed waiver services.

= Examples of remediation activities may include, but are not limited to:
o Notifying participant in writing of incidents.
o Providing additional education to participants/representatives.
o Revising participant’s service plan, risk plan, and/or informed risk agreement.

o Transitioning participant from self-directed to traditional Home and Community-
Based Services.
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Appeals Process

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to
individuals: (a) are denied the service(s) of their choice or the provider(s) of their choice; or,
(b)whose services are denied, suspended, reduced or terminated. The state provides notice of
action as required in 42 CFR §431.210.

The formal process of notification and appeal is in accordance with 42 C.F.R. Section 431,
Subpart E and Chapter 3 (560-X-3) of the Alabama Medicaid Administrative Code. There is an
appeal process conducted by the operating agency (DDD) at the applicant's choice, with the right
to further appeal to the Medicaid Agency being explained to the applicant. If an appeal is made
to the Medicaid Agency, a hearing officer appointed by the Commissioner of the Medicaid
Agency conducts fair hearings. Medicaid legal counsel will be responsible for taking a lead role in
the fair hearing process. If the individual/guardian is still dissatisfied after the Fair Hearing,
he/she may appeal to the Circuit Court. The OA will be responsible for defending any appeal of
the administrative decision.

The Community Service Director or designee marks Denied if Request For Regional Action is
denied. According to Federal Regulations, any adverse action requires the participant to be
notified in writing with explanation of the adverse action included. The participant’s appeal
rights will accompany a letter and Dissatisfaction of Services form.
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Appendix A: What Services are Covered by EPSDT?

Individuals under the age of 21 will receive the following services from the Early and Periodic
Screening, Diagnostic and Treatment (EPSDT):

= Personal Care

= Skilled Nursing

= Positive Behavior Supports

= Crisis Intervention

= Specialized Medical Supplies

= Specialized Medical Equipment
= Physical Therapy

®  QOccupational Therapy

®  Speech & Language Therapy

45



Appendix B: Waiver Services That Can Be Self-Directed

Personal Care

Service Definition

Self-Directed Personal Care Services includes assistance with any activity of daily living (ADL) or
instrumental activity of daily living (IADL). Assistance for ADLs includes:

= Bathing

= Toileting

= Transfer and ambulation
= Skin care

= Grooming

®  Dressing

= Extension of therapies and exercise

= Routine care of adaptive equipment primarily involving cleaning as needed
= Meal preparation

= Assistance with eating

= |ncidental household cleaning

= laundry
IADLs include:

= Shopping

* Banking

= Budgeting

= Using public transportation
= Social interaction

= Recreation

= |eisure activities

Assistance with IADLs includes:

= Accompaniment

= Coaching and minor problem solving necessary to achieve the objectives of increased
independence

= Productivity

= |nclusion in the community

Self-Directed Personal Care may also include general supervision and protective oversight
reasonable to ensure the health, safety, and inclusion of the client.

Who Can Provide the Service
Personal Care Services may be provided by a relative but cannot be provided by legal guardians
or legally responsible individuals (e.g., the participant’s parent or child.)

46



Service Rules

The worker may directly perform some activities and support the participant in learning how to
perform others; the planning team {composed at minimum of the person and family, and a
support coordinator) shall determine the composition of the service. This may include
supporting the participant at an integrated worksite where the participant is paid a competitive
wage. There is not a separate rate or service code for this support when it is self-directed. Self-
Directed personal care attendants may transport consumers in their own (the attendant's)
vehicles as an incidental component of this service. For this component to be reimbursed, the
personal care attendant must be needed to support the consumer in accessing the community,
and not merely to provide transportation. Additional payment will be made to the worker for
mileage.

Personal care is limited to no more than 12 hours/48 units each day for individuals living in the
home with relatives or caregivers. There is no restriction on the place of service so long as the
person is eligible for the waiver in that setting and no duplication of payment occurs. Payment is
for a 15-minute unit of service delivered to the individual, not including worker's time of travel to
and from the place of work. This service is not available to participants under the age of 21 years
as medical supplies are covered through EPSDT for this age group.

Additional information (if applicable):
Self-Directed Personal Care Workers must meet the following requirements:

»  Have at least two references, one from work and/or school, and one personal, which
have been verified by the participant or family (with or without the support of a
consultant)

= Have a background check as required by law and regulation

" Be at least 18 years of age

= Be able to read and write and understand instructions, as verified by the participant
or family

» |f providing transportation, must have valid driver's license and insurance as required
by State Law

=  The worker cannot be the employer of record, spouse, parent or child of the
individual receiving services.

Basic elements of training shall be provided prior to the worker delivering services and includes:

= Procedures and expectations related to the personal care worker including following
the service plan

* The rights and responsibilities of the worker and the participant

» Reporting and record keeping requirements

= Procedures for arranging backup when needed

= Who to contact within the FMSA

» The support coordinator agency and regional office
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In addition, and as needed, training in the following areas will be provided by the family or
others and recorded:

x [nformation about the specific condition and needs of the person to be served, including
their physical, psychological or behavioral challenges, their capabilities, and their support
needs and preferences related to that support.

= |f administration of ordinarily self-administered medication is required by the participant,
training and ongoing supervision in medication administration.

= Training as needed in communication skills; in understanding and respecting individual
choice and direction; in respecting the participant's confidentiality, cultural and ethnic
diversity, personal property and familial and social relationships; in handling conflict and
complaints and in responding to emergencies.

®  Training in assisting with activities of daily living and instrumental activities of daily living,
as needed by the individual and identified by the service plan

=  Training on the types of incidents and incident reporting is required

Financial Management Services

The self-directed personal care workers will be employed by the family and individual, who will be
employers of record. The family and individual will be supported by a Financial Management Service
Agency (FMSA). The FMSA will pay the workers employed by the family and participant, on a bi- weekly
basis. Payment will be made on the basis of receipt of one time card per worker, which will document the
hours the worker has worked during the bi-weekly pay period with an indication of the service rendered
for that time period (i.e. adult companion, personal care).

The FMSA will withhold the necessary tax amounts, including employer's share, and pay these amounts to
the proper authorities on a quarterly basis. In addition to withholding FICA and Unemployment, the Fiscal
Agent will withhold and submit income taxes for the workers. The primary requirements for the FMSA are
to:

a. Handle all payroll taxes required by law

b. Assist with the documentation of training and other qualifications of workers as required by
the walver, including verification of citizenship.

c¢. Maintain records to assure the worker was qualified, the service was provided in accordance
with the plan of care

d. Furnish background checks on prospective employees

e. Provide the person and family with easy access to resolve problems with payroll and provide a
notification route for any other issues that may arise. This means that the FMSA, if it hears
that a change may be needed or that a backup plan needs to start, will notify the operating
agency, the self-directed liaison and the case manager. The objective is to provide a network
within which, no matter which contact the person or family makes, the information is shared,
and the reaction is comprehensive.
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f. Also, the FMSA will help to assure the person and his or her family are and remain satisfied with
the service.

Personal Care with Transportation
Service Definition

Personal Care is one service and Personal Care Transportation is a separate service. Personal
care attendants may transport consumers in their own (the attendant's) vehicles as an incidental
component of this service. For this component to be reimbursed, the personal care attendant
must be needed to support the consumer in accessing the community, and not merely to
provide transportation. The attendant must have a valid driver's license and his/her own
insurance coverage as required by State law. The provider agency shall assure the attendant has
a good driving record and is in-serviced on safety procedures when transporting a consumer.
This service will provide transportation into the community to shop, attend recreational and civic
events, go to work and participate in People First and other community building activities. It shall
not replace transportation that is already reimbursable under day or residential habilitation nor
the Medicaid non-emergency medical transportation program. The planning team must also
assure the most cost-effective means of transportation, which would include public transport
where available. Transportation by a personal care attendant is not intended to replace generic
transportation or to be used merely for convenience.

Personal Care Transportation may not be used to transport to Day Habilitation. All of the levels
of facility and Day Habilitation and Community Day Habilitation include options for
transportation, assuming the 10-mile rule is met. Personal Care Transportation should be used
in conjunction with the Personal Care or Personal Care on Worksite service, if transportation is
needed for the Personal Care Service. Personal Care Transportation is not for the Employer of
Record to be reimbursed for transportation. PCT for Self-directed Personal Care would be
associated with whomever provided the Self-directed Personal Care. EOR is free to transport the
waiver recipient to Day Habilitation or anywhere else they want but cannot bill the waiver for
those miles. All levels of Day Habilitation have a transportation component which may be used,
by the Day Habilitation provider, if the 10-mile rule is met.

Who Can Provide the Service
Personal care attendants may provide the service for the individual.

Service Rules

For this component to be reimbursed, the personal care attendant must be needed to support
the consumer in accessing the community, and not merely to provide transportation. The
attendant must have a valid driver's license and his/her own insurance coverage as required by
State law. The rate of reimbursement is $0.52 per mile.
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Adult Companion
Service Definition

Non-medical care, supervision and socialization, provided to a functionally impaired adult.
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 include hands-on nursing care. Providers may perform light
housekeeping tasks that are incidental to the care and supervision of the individual. This service
is provided in accordance with a therapeutic goal in the plan of care, and not purely diversional
in nature. This service is needed to prevent institutionalization.

Services include:

a. Supervising daily living activities, to include reminding client to bathe and take care of hygiene
and personal grooming, reminding client to take medication, and overseeing planning and
preparation of snacks and meals.

b. Staying with client in the evening and at night to ensure security.
c. Accompanying client into the community, such as shopping.

d. Supervising/assisting with laundry and performing light housekeeping duties that are essential
to the care of the client.

e. Following written instructions such as the care plan and documenting services provided.

Service Rules

Adult Companion Services are to provide support and supervision that is focused on safety, non-
medical care and socialization for clients participating in the |D waiver. Medicaid will not
reimburse for activities performed which are not within the scope of services.

Requirements:

a. Services must be on the service plan of care with documentation in the case record of need
for service. The service is 15- minutes of direct companion services provided to the client.

b. The provision of the service, and the number of units of service provided to each client, is
dependent upon the individual's needs as set forth in the service plan of care.

c. Companion service is not available to group home residents.

d. No payment will be made for companion services furnished by a member of the participant's
family (parent, child, spouse or legally obligated individual).
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e. Companion services are limited to functionally impaired adults (age 21 and over).

f. Companion service is non-medical and does not include hands-on care.

Supervision

Supervision of the self-directed adult companion workers is the responsibility of the employer of
record and/or the individual.

Financial Management Services

The self-directed adult companion workers will be employed by the family and individual, who
will be employers of record. The family and individual will be supported by a Financial
Management Service Agency (FMSA). The FMSA will pay the workers employed by the family and
participant, on a bi- weekly basis. Payment will be made on the basis of receipt of one time card
per worker, which will document the hours the worker has worked during the bi-weekly pay
period with an indication of the service rendered for that time period (i.e. adult companion,
personal care).

The FMSA will withhold the necessary tax amounts, including employer's share, and pay these
amounts to the proper authorities on a quarterly basis. in addition to withholding FICA and
Unemployment, the Fiscal Agent will withhold and submit income taxes for the workers. The
primary requirements for the FMSA are to:

a. Handle all payroll taxes required by law
b. Assist with the documentation of training and other qualifications of workers as required by

c. Maintain records to assure the the waiver, including verification of citizenship. worker was
qualified, the service was provided in accordance with the plan of care

d. Furnish background checks on prospective employees

e. Provide the person and family with easy access to resolve problems with payroll and provide a
notification route for any other issues that may arise. This means that the FMSA, if it hears
that a change may be needed or that a backup plan needs to start, will notify the operating
agency, the self-directed liaison and the case manager. The objective is to provide a network
within which, no matter which contact the person or family makes, the information is shared,
and the reaction is comprehensive.,

f. Also, the FMSA will help to assure the person and his or her family are and remain satisfied
with the service.

Frequency of Verification:
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Workers employed by consumers and families will have their qualifications verified initially by
the FMSA, and no further verification is necessary unless a situation or qualification changes and
the participant or family reports it to the FMSA. Exclusion lists are checked monthly.

Environmental Accessibility Adaptations

Service Definition

Environmental Accessibility Adaptations are those physical adaptations to the home, required by
the participant’s service plan, which are necessary to ensure the health, welfare, and safety of
the participant, or which enable the participant to function with greater independence in the
home and without which, the recipient would require institutionalization. Such adaptations may
include:

= The installation of ramps and grab-bars

= Widening of doorways

= Modification of bathroom facilities

= |nstallation of specialized electric

= Plumbing systems which are necessary to accommodate the medical equipment

= Supplies which are necessary for the welfare of the recipient, but shall exclude those
adaptations or improvements to the home which are of general utility and not of
direct medical or remedial benefit to the waiver client, such as carpeting, roof repair,
central air conditioning, etc.

Who Can Provide the Service
Environmental Accessibility Adaptations cannot be provided by a parent, legal guardian, relative,
or legally responsible individual.

Service Rules

Adaptations that add to the total square footage of the home are excluded from this benefit. An
evaluation by a Physical Therapist may be necessary to assist in the determination of structural
requirements and need for the EAA service. All services shall be provided in accordance with
applicable State or local building codes as well as ADA Standards.

Those physical adaptations to the home, required by the recipient’s person-centered plan, which
is necessary to ensure the health, welfare and safety of the individual, or which enable the
individual to function with greater independence in the home and without which, the recipient
would require institutionalization. Such adaptations may include the installation of ramps and
grab-bars, widening of doorways madification of bathroom facilities or installation of specialized
electric and plumbing systems which are necessary to accommodate the medical equipment and
supplies which are necessary for the welfare of the recipient, but shall exclude those adaptations
or improvements to the home are of general utility and not of direct medical or remedial benefit
to the waiver client, such as carpeting, roof repair, central air conditioning, etc.
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The individual’s home may be a house or an apartment that is owned, rented or leased. Rental
and leased property are excluded from modifications as it the landlord's responsibility for
ensuring property is accessible, however, in the event that costs prohibits adaptations, some
modification could be considered , such as, modular ramps or any that could be moved if the
participant changes residents. Adaptations to the work environment covered by the Americans
with Disabilities Act, or those that are the responsibility of other agencies, are not covered.
Covered adaptations of rented or leased homes should be those extraordinary alterations that
are uniquely needed by the participant and for which the property owner would not ordinarily
be responsible.

Payment is for the cost of material and labor. The unit of service would be the job. Total costs of
environmental accessibility adaptations shall not exceed $5,000 per year, per participant. This
service does not require a prescription from the participant's physician. All other community
resources should be explored and exhausted prior to expending waiver funding.

Self-Directed Environmental Accessibility Adaptations are only available to those participants
who are self-directing personal care, companion and/or LPN/RN services.

Self-Directed Contractor: Meets all applicable State (Alabama Code 230-X-1) and Local Licensure
requirements.

Individual-Directed Goods and Services

Service Definition

Individual-Directed Goods and Services are services available to only those participants self-
directing services who are able to save funds through negotiation of worker's employment
wages. Individual goods and services include equipment or supplies not otherwise provided
through this waiver or through the Medicaid State Plan that address an identified need in the
service plan (including improving and maintaining the participant's opportunities for full
membership in the community) and meet the following requirements:

= The item or service would decrease the need for other Medicaid services; and/or
promote inclusion in the community

®  And/or increase the participant's safety in the home environment

= Theitem or service is not illegal or otherwise prohibited by Federal and State statutes
and regulations

» The participant does not have the funds to purchase the item or service or it is not
available through another source.

Goods and Services are required to meet the identified needs and outcomes in the individual's
person-centered plan, are the most cost effective to meeting the assessed need, assures health,
safety, and welfare, and are directly beneficial to the participant in achieving at least one of the
following outcomes:
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= |mproved cognitive, social, or behavioral functioning

®  Maintain the participant's ability to remain in the community
®  Enhance inclusion and family involvement

» Develop or help maintain personal, social, or physical skills

= Decrease dependency on formal supports services

® |ncrease independence

Excluded Goods and Services include:

= Adaptations or improvements to the home or vehicle that are of general utility, and
are not of direct medical or remedial benefit to the individual cannot be purchased
with waiver dollars (i.e. new roof, new deck, new tires, new battery)

= Purchase or lease of a vehicle

= Regularly scheduled upkeep and maintenance of a vehicle except upkeep and
maintenance of the modification is not allowable with waiver dollars.

»  Experimental or prohibited treatments

»  Room and board

= |tems solely for entertainment of recreation

= (Cigarettes and/or alcohol

Who Can Provide the Service

Individual-Directed Goods and Services may be provided by a relative but cannot be provided by
parents, legal guardians or legally responsible individuals. The federal rules only allow for a
reimbursement process when purchasing goods and services. Once the purchase of item is
approved, the participant/family must first purchase the item and then submit receipts to the
Support Coordinator for reimbursement. If the participant/family are unable to purchase the
items, then he/she should talk with the company or vendor and ask them if they are willing to
submit at W-9 form to be reimbursed for the goods. If the company or vendor agrees, then the
EOR needs to submit the W-9 form to the Support Coordinator for reimbursement for goods.

Service Rules
How to Begin Recelving Goods and Services

The process begins with the enrollment meeting between the participant (and family if
applicable) and the Self-Directed Liaison. The liaison will review all the Employer of Record
paperwork and discuss the budgetary and employer authority responsibility. During this meeting
the person's budget will be discussed along with what is considered acceptable and not
acceptable uses of this service and a spending plan is developed identifying items for purchase. A
list will be provided to the participant (and family) indicating items that are strictly prohibited. It
is also during this time that the participant may identify items of interest and the savings plan is
developed. These items will be listed on the person's budget and submitted to the FMSA. A copy
of the spending plan will be kept in the client record and maintained by the support coordinator.
The FMSA will follow their process of working with the participant on procurement and
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reimbursement, as well as adjust the participant's budget accordingly. The FMSA will notify the
Regional Office, and the support coordinator (or Self-Directed Liaison, within the first 90 days of
enrollment) of the actual amount spent on Individual Directed Goods and Services monthly.

The limit on amount is determined individually based on the balance of the participant's savings
account at the time of the request which is maintained by the Financial Management Services
Agency annually. The duration of this service is again based on the participant's savings account
balance and the participant's participation in self-directed services. If a participant returns to
traditional waiver services, the ability to access any dollars from the savings account and utilize
this service will be terminated. Additionally, dollars not utilized will be refunded to the Division of
Developmental Disabilities. Dollars can be accumulated past the fiscal year but cannot exceed
$10,000.00 at any given time. The support coordinator/Liaison will be responsible for monitoring
the balances of the savings to ensure proper utilization. Items, goods, or services that are not for
the primary benefit of the participant are prohibited.

Items, Goods, and Services unrelated to the participant's assessed long-term support needs and
outcomes related to those needs are prohibited. State plan services and waiver service funds
should be expended prior to utilizing the Individual Goods and Services. The support coordinator
has oversight of expenditures of Individual Goods and Services and must document the need of
any item or service in the case record. Individual Goods and Services can be utilized prior to
expenditure of waiver funds in the event there are no providers accessible in the participant's
area to provide the service. This must be documented in the case record.

Personal Emergency Response System

Service Definition

Personal emergency response system (PERS) is a service that provides a direct telephonic or
other electronic communications link between someone living in the community and health
professionals to secure immediate assistance in the event of a physical, emotional or
environmental emergency. PERS may also include cellular telephone service used when a
conventional PERS is less cost-effective or is not feasible. This service may include installation,
monthly fee (if applicable), upkeep and maintenance of devices or systems as appropriate. The
use of these technologies requires assurance that safeguards are in place to protect privacy,
provide informed consent, and that documented needs are addressed in the least restrictive
manner. The person-centered plan should identify options available to meet the need of the
participant in terms of preference while also ensuring health, safety, and welfare.

To Be Discussed When Acquiring PERS:

= Personal risk factors
= |nformation regarding data collection
= Customized list of participants/providers to be notified of alerts
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= Who will be allowed access to data (service provider/staff)?
= Choice should be afforded between providers of both equipment and monitoring

The person-centered plan should also include:

= The purpose of the PERS

= Back-up system for PERS in times of electronic outages or failure

® Training of caregiver (paid and unpaid)

= Provider/caregiver response time for different events

= Safeguards for protection of the person's privacy related to remote support and data
collection

If remote support includes video (in person's bedroom), informed consent must be addressed
(and documented) and privacy concerns should be addressed.

Who Can Provide the Service
Relatives, parents, legal guardians, and legally responsible individuals cannot provide PERS.

Service Rules

Emergency Response System installation and testing is approximated to cost $500.00;
Emergency Response Monthly Service Fee (excludes installation and testing) is approximated to
cost no more than $83.00/month; Emergency Response system purchase is approximated to
cost $1,500.00. The maximum cost for all PERS per year is $3000.00. This service will not be
authorized for person's receiving residential habilitation. PERS will not replace supervision and
monitoring of activities of daily living which are provided to meet requirements of another
service (i.e. personal care; day habilitation). Self-directed PERS are only available to those
participants who are self-directing personal care, companion and/or LPN/RN services.

Additional Information

The PERS provider should assure that these devices, where applicable, meet Federal
Communication Commission standards or Underwriters Laboratory standards or the equivalent.
The installation of PERS systems should be done by qualified installers representing the health
agency managing the personal emergency response system. In the event these installers are not
available the agency should seek experienced technicians to complete necessary line
adaptations.

PERS Minimum Requirements:

= Provide an alert button or other mechanism that can be activated by the person to
indicate the needs for emergency assistance and/or utilize technology to detect a
possible adverse event indicating the need for immediate response

=  |mmediately transmit/communicate the alert to a central clearinghouse that maintains
24/7 immediate/real time recognition of and response to the alert and includes a
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"failsafe" procedure that assures that every alert for assistance is responded to in a
timely manner as defined in the person's person centered plan or PERS parameters

= Acall tree that reflects the person's needs and preferences

= Assurance that any agency or individual who creates, collects, records, maintains, stores,
or discloses any individually identifiable participant data complies with the Health
Insurance Portability and Accountability Act (HIPAA) as well as all other data privacy laws
and requirements

u  Address the documented risk factors and preferences of the person

Skilled Nursing

Service Definition

Services listed in the service plan which are within the scope of the State's Nurse Practice Act
and are provided by a registered professional nurse, or licensed practical or vocational nurse
under the supervision of a registered nurse licensed to practice in the State. The RN completes
an in-home assessment to determine if services may be safely and effectively administered in
the home. The registered nurse establishes a nursing care plan complying with the plan of
treatment. The RN must make monthly supervisory visits to evaluate the appropriateness of
services rendered by a licensed practical nurse (LPN).

Licensed Practical Nurse Services (LPN)

The LPN may provide continuous skilled nursing services for the recipient if a licensed physician
prescribes the services and Medicaid grants prior authorization. The LPN works under the
supervision of the RN. The RN evaluates the recipient and establishes the service plan care prior
to assigning recipient services to the LPN. There is no restriction on the place of service.

This service may also, when provided to a participant or family which is self-directing personal
care services, include training and supervision related to medical care and/or assistance with
ordinarily self-administered medications to be provided by the personal care worker. This
training and supervising component of nursing is only available to people who receive personal
care at home, either agency-based or self-directed. It is not available to agencies providing
residential and day programs, because payment for the nurse supervision is already included in
the rate paid for those services.

Who Can Provide the Service
Skilled nursing cannot be provided by a parent, relative, legal guardian, or legally responsible
individual.

Service Rules

RN/LPN Services must be prescribed by a physician and is based upon the participant's assessed
need. The need for continued nursing must be ordered by the participant's physician every year
at the time of the annual redetermination. When Nursing is provided to self-directing
participants and families, it is intended to focus on training and supervision of the personal care
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worker and is not intended as a private duty nursing service. Skilled nursing service under the
waiver is not available to children under the age of 21, including self-directed RN/LPN, when
provided as the result of an EPSDT screening, because that service is covered under the State
Plan. A record of the RN/LPN visit will be captured by an Electronic Visit Verification Monitoring
system.

Additional Information
Provider Qualifications License:

= Nurses are licensed under the Code of Alabama
= 1975 Sec.34-21 Certificate (specify): Nurses typically are employed by certified waiver
providers
o Administrative Code Chapters 580-3- 23 580-5-33
=  The service(s) of the nurse must be documented by a nursing note that includes the
identity and Medicaid number of the consumer, the date of service, the beginning and
ending time of the service, and the nursing service(s) provided within that time

In addition, the nursing note, signed and dated, should include, as appropriate:

»  The nurse's assessment

= Changes in participant's condition

"  Follow-up measures

=  Communications with family, caregivers or physicians
®  Training or other pertinent information

Nursing licenses are renewed annually. Debarment checks are conducted initially and monthly
thereafter.

The FMSA (Financial Management Services Agency) will hold the provider enrollment by
permission of the Alabama Medicaid Agency. Note that a nurse, either an RN or an LPN, may
work for an agency and also work for an individual or family, so long as there is no duplication of
payment or conflict of interest. Either issue would involve the nurse working for an agency which
also provides direct services to the participant who is self-directing his or her personal care.
Because both the agency's service and the self-directed service will need to be prior authorized
(all waiver services are prior authorized from the service plan). This potential conflict/
duplication would be apparent to the Operating Agency, which will ensure it does not arise. The
service(s) of the nurse must be documented by a daily nursing note that includes the identity
and Medicaid number of the consumer, the date of service, the beginning and ending time of
the service, and the nursing service(s) provided within that time. The nurse must sign and date
the note daily.
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Specialized Medical Supplies

Service Definition

Specialized medical supplies are those which are specified in the service plan and are necessary
to maintain the participant's health, safety and welfare, prevent further deterioration of a
condition, or increase a participant's ability to perform activities of daily living. Specialized
medical supplies are supplies that address the participant's physical health and any ancillary
supplies. All items shall meet applicable standards of manufacture and design. Providers of this
service must maintain documentation of items purchased for each participant. State plan
services must be utilized prior to the expenditure of waiver funds for medical supplies.

Supplies reimbursed under this service shall not include:

= Common over-the-counter personal care items
= Supplies otherwise furnished under the Medicaid State plan
= |tems which are not of direct medical or remedial benefit to the recipient and does
not include items such as:
o Soap
Cotton swabs
Toothpaste
Deodorant
Shampoo
Sanitary items

0 0O 0O 0 O

Who Can Provide the Service
Specialized Medical Supplies cannot be provided by a parent, legal guardian, relative, or legally
responsible individual.

Service Rules

Costs for medical supplies are limited to $2400.00 per year, per participant and must be
prescribed by the participant's physician. This service is not available to participants under the
age of 21 years as medical supplies are covered through EPSDT for this age group.

Respite Services
Service Definition

Respite care is a service provided inside or outside a family’s home to temporarily relieve the
unpaid primary caregiver. Respite care providers short-term care to an adult or child for a brief
period of rest or relief for the family from day to day care giving for a dependent family member.
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Respite is intended for participants whose primary caregivers typically are the same persons day
after day (e.g. family members and/or adult family foster care providers) and is provided during
those portions of the day when the caregivers typically provide care. Relief needs of hourly or
shift staff workers will be accommodated by staffing substitutions, plan adjustments or location
changes and not by respite care. Respite care typically is scheduled in advance, but it can also
serve as relief in a crisis relief, out of home respite can also allow time and opportunity for
assessment, planning and intervention to try to re-established the person in his home, or if
necessary, to locate another home from him.

Some consumers are institutionalized because their community supports become exhausted, or
because they don’t know how to cope with an increasingly challenging behavior, or due the
loss/incapacitation of a caregiver. The scope of out of home respite will allow quick response to
place the person in an alternate setting and provide intensive evaluation and planning for return,
with or without additional intervention and supports. Planning will be made for alternate
residential supports if return is not possible. The goal is to avoid institutionalization.

Who Can Provide the Service

The employer of record (EOR) is responsible for assuring the minimum qualifications are met
prior to submission of the worker application to the financial management service agency
(FMSA). The FMSA is responsible for conducting the background checks and also verifying the
minimum hiring qualification are met for the individuals performing this service. A prior approval
will be required to accompany the receipt in order for the EOR to receive payment. The EOR is
responsible for the supervision, training and general oversight of the Respite worker. The respite
worker must be approved by the FMS to provide services. Requirements for employee to provide
service:

e Must have at least completed the tenth grade
e Must be able to follow the person-centered plan with minimal supervision unless there is
a change in the persons condition.

e Must have no physical or mental impairment (that would prevent providing the needed
oversight and care to the person).

Service Rules

Respite care dependent on the individual’s needs as set forth in the plan of care and requires
approval by the Division of Developmental Disabilities, subject to review by the Alabama
Medicaid Agency. The limitation on in home and out of home Respite Care in combination shall
be 4320 15-minute units of service (equals 1080 hours or 45 days) per participant per waiver
year. Respite care out of the home is typically provided in a certified group home.
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Assistive Technology
Service Definition

Assistive technology means an item, piece of equipment (including any equipment not covered
by Medicaid State Plan Services), service animal or product system, whether acquired
commercially, modified or customized that is used to increase, maintain, or improve functional
capabilities of participants. Assistive technology services mean a service that directly assist an
individual in the selection, acquisition, or use of an assistive technology device that may include:

a. the evaluation of the assistive technology needs of a participant, including a functional
evaluation of the impact of the provision of appropriate assistive technology and appropriate
services to the participant in the customary environment of the participant

b. services consisting of purchasing, leasing, or otherwise providing for the acquisition of
assistive technology devices for participants

c. services consisting of selecting, designing, fitting, customizing, adapting, applying, maintaining,
repairing, or replacing assistive technology devices

d. coordination and use of necessary therapies, interventions, or services with assistive
technology devices, such as therapies, interventions, or services associated with other services in
the service plan

e. training or technical assistance for the participant, or, where appropriate, the family members,
guardians, advocates, or authorized representatives of the participant; and

f. training or technical assistance for professionals or other individuals who provide services to,
employ, or are otherwise substantially involved in the major life functions of participants.
Providers of this service must maintain documentation of items purchased for each individual.

Who Can Provide the Service

Providers of this service must meet the same standards required for the providers under the
Alabama State Plan. Licensure is by the Alabama Board of Home Medical Equipment Services
Providers

Service Rules

A prescription from the participant's physician is required for this service. 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 the recipient. Payment is for
the cost of the item provided.

There is a $5,000 per year, per individual maximum cost. For children 21 years and younger, State Plan
Services available through EPSDT are utilized prior to expending waiver funds.

Self-Directed Assistive Technology is only available to those participants who are self-directing personal
care, companion and/or LPN/RN services.
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Appendix C: Glossary of Legal Forms in Self-Direction

Beginning to self-direct comes with a significant amount of start-up paperwork—much of which
is from government agencies like the Internal Revenue Service and the Alabama Department of
Revenue. This is because when an individual decides to self-direct, the Employer of Record
legally becomes the employer of the worker(s) who provide services to the individual. It is
normal for Employers of Record to have questions about the paperwork they are signing and
what it means. They may also have questions about the forms their new employees are required
to complete. This guide is designed to explain the purpose of each form in plain language and
why it is important.

Employer Forms

IRS Form SS-4, Application for Employer Identification Number

This form registers the individual (or representative) as an employer with the Internal Revenue
Service (IRS), so that the FMSA can pay federal taxes on their behalf and keep them in
compliance with all federal requirements for employers. The IRS will assign the individual a
Federal Employer |dentification Number, and the FMSA will handle all taxes related to home care
services from that point onward.

The individual may ask whether they will need to file their personal taxes differently now that
they have a Federal Employer Identification Number. The answer is that no changes will be
required on their end and they can file their personal taxes just as they always have. The wages
paid by the FMSA to employees are never counted as part of the individual’s income. The FMSA
is responsible for handling all taxes and issues related to paying workers.

IRS Form 2678, Employer/Payer Appointment of Agent

This form authorizes the FMSA to file and pay federal tax on behalf of the individual. When Form
2678 is signed, the FMSA becomes liable for all of the individual’s taxes as an employer. When
the IRS receives a signed Form 2678, the IRS then formally recognizes that the FMSA is handling
all taxes on behalf of the employer related to their involvement in self-direction. This protects
the participant in the event the FMSA makes a mistake, because the IRS will hold the FMSA (and
not the participant) financially responsible. Signing Form 2678 does not give the FMSA any
authority or responsibility over the individual’s personal taxes. Form 2678 only gives the FMSA
responsibility for the taxes owed as part of paying home care workers through self-directed
services.

IRS Form 8821, Tax Information Authorization

This form authorizes the IRS to communicate with the FMSA about an employer’s tax issues.
However, signing this form will not authorize the IRS to release any information about an
individual’s personal taxes. Personal taxes are kept separate in the IRS system from taxes related
to be an employer in self-direction.
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Appendix D: Self-Directed Services Operational Procedures

Referral to Self-Directed Services

Purpose:

Provide the process to refer individuals to be considered for self-directed services option.

Definitions:

SDS (Self-Directed Services) —A service delivery option; SDL (Self-Directed Liaison) —An individual
who provided SDS application packet explanation of the procedures; RFA (Request for Action) —
Additions to an individual’s plan of care; ADIDIS (Alabama Developmental Intellectual Deficits
Information System); FMSA (Financial Management System Agency) — Agency that provides
payroll services to individuals who select SDS; EOR (Employer of Record) —Individual who will be
responsible for oversight of SDS with in the home; EIN (Employer Identification Number)

Procedure/Explanation:

All requests to enroll an individual into the Self-Directed Services option must be completed and
submitted by the Support Coordinator to the Regional Office via the Request for Action (RFA)
process. The Support Coordinator should attach self-directed services referral form with the RFA
forms when submitting to the appropriate regional office.

PROCEDURES FOR SUPPORT COORDINATOR

1. Hold a meeting with the individual and/or his/her family to explain the service delivery
option of self-directed services.

2. Provide the individual and/or family member with a copy of the SDS Handbook and
answer questions detailing the difference between the self-directed service option and
traditional service delivery option.

3. Ifindividual and/or family indicate an interest in the self-directed services option, then
the Support Coordinator must complete the entire SDS Referral form and RFA form.

4, Submit the completed SDS Referral form (Revised 6/2/2020) and RFA form to the
appropriate regional office via the RFA process. When the RFA is submitted in ADIDIS the
Support Coordinator should tag the CSD, waiver coordinator and SDL.
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PROCEDURES FOR SELF-DIRECTED LIAISON

1.

3

4.

After the RFA Committee in the Regional Office renders a decision, then the Self-Directed
Liaison will contact the individual.

If the RFA for SDS Referral is approved, then the SDL will contact the individual/family
member to provide self-directed services application packet and schedule a meeting to
discuss the SDS information.

This SDS approval is for enrollment into the SDS delivery option. The individual cannot
begin to employ individuals until he/she has received a hire date from the FMSA. Services
performed prior to the hire date will not be reimbursed by waiver funds.

Submit information to the Financial Management System Agency for review.

PROCEDURES FOR FINANCIAL MANAGEMENT SERVICES AGENCY

1.

Receive documents submitted

Process documents and determine if individual/family can obtain an employer
identification number (EIN) and become an employer of record (EOR).

Process employee application and background checks for potential employees.

If there are problems with the application or it is incomplete, this will delay the process.
The FMSA will send an email to the SDL or EOR to request additional information.

Once the EOR has been approved, then they receive notification of their EIN number.
Once the employee is approved to work, then the FFMSA will send an email with the
employee hire date.

Purchase of Goods, EAA, SMS, SME and PERS Services
Purpose:

Provide the process to obtain and be reimbursed for specialized medical equipment, specialized
medical supplies, environmental accessibility adaptations, personal emergency response system
and other goods.

Definitions:

Specialized Medical Equipment (SME), Specialized Medical Supplies (SMS), Environmental
Accessibility Adaptations (EAA), Personal Emergency Response System (PERS)

65



Procedure/Explanation:

Procedures for Individual or Employer of Record:

1.

Prior to making a purchase the individual/employer of record {(EOR) should submit the
request to use waiver funds for purchases to his/her Support Coordinator

. The EOR should review his/her budgetary savings report to determine if the funds are

available for the purchase of goods

The request should provide explicit details about the reason for the purchase and how it
will benefit the waiver recipient. Please include prescriptions and letter from physician
detailing how the good or service will benefit the individual.

The request should include three quotes for the items being purchased with the
exception of specialized medical supplies.

Procedures for Support Coordinator:

1.

2.

3.

4.

The Support Coordinator should review the person-centered plan and plan of care to
ensure that the requested good or service is identified.

The Support Coordinator should review the monthly utilization report {budgetary savings
report) to ascertain if the individual has the funds available for purchase.

The RFA should include a detailed explanation of reason for purchase, most recent copy
of budgetary savings report, three quotes for the item, completed prior approval form
(revised 10/19/2020) and ensure the purchase aligns with waiver stipulations and
person-centered plan for the service or goods.

The Support Coordinator must submit the request to the regional office via the Request
for Action (RFA) process in ADIDIS and tag the CSD, waiver coordinator and self-directed
liaison.

Procedures for Regional Office:

Verify all information is included on the RFA. If not, return to support coordinator with a
note in the NEEDED INFORMATION section of the form. Include the date returned to the
support coordinator.

Verify the documentation supports the need for service and person-centered plan
Approved; generate letter to the participant with a copy to the Support coordinator
Denied; generate letter to the participant accompanied by appeal rights with a copy to
the Support coordinator

Inform the self-directed liaison of the decision
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Procedures of Support Coordinator after Regional Office Review:

1.

Inform the waiver recipient/employer of record of the Regional Office decision or request
for additional information

If additional information is required by Regional Office, then request the additional
information be provided by the EOR.

Submit additional information to the regional office.

Procedures for waiver recipient/employer of record to purchase items after receiving approval:

The EOR has two options to obtain items

1.

2.

Pay the provider directly for items and submit receipts to their Support Coordinator for
reimbursement —OR--

Have the supply vendor send a W-9 form to financial management service agency (FMSA)
so that FMSA can pay the supply vendor directly. In this scenario, receipts/invoice should
also be sent to the support coordinator to keep with the person’s records. The invoice for
the company must include the company’s name, address and telephone number along
with the individual’s name, item purchased and the cost of the item.

Procedure for Support Coordinator after EOR submits receipts:

1. Email or fax the previously approved Prior Approval form and receipts to financial

management service agency.

2. Retain a copy of the Prior Approval form and receipts with the person’s records
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Alabama Department of Mental
Health Division of Developmental
Disabilities Self-Directed Services

Exhibit 11.2

Date Participant Referral Form
Participant Full Name: Male [ ] Female []
Employer Name: Relationship to Participant:

Legal Representative Name:
(if different than Employer Name; please include a photocopy of POA or Conservatorship paperwork is available)

ICD 10 diagnosis codes ID Waiver [ ] LAH Waiver [_] Region

Support Coordinator Support Coordinator Supervisor

Participant Information: (this area must be completed)
Participant Physical Address:

Street Number Street Name

City County State Zip Code
Please indicate your first number for contact with a “1” in the call area

Home Phone: Call Cell Phone: Call ___
Work Phone: Call Fax Number:
Email Address: @

Date of Birth: Social Security Number: - -

Employer Information:(do not complete if the Participant will be the Employer)

Employer Physical Address:

Street Number Street Name

City County State Zip Code
Please indicate your first number for contact with a “1” in the call area

Home Phone: Call ___ Cell Phone: Call
Work Phone: Call Fax Number:
Email Address: @

Date of Birth:

Social Security Number: 5 -

Please email this completed form to the self-directed liaison in the region where the
individual resides. Due to privacy issues, this should be sent via secure email.

|V. 7!1012020|



DMH/ADRS Benefits Counseling Project

A cooperative agreement between DMH and ADRS. Trained, certified
staff provide benefits counseling services to individuals currently on 1D

(Intellectual Disabilities) or LAH (Living at Home) waivers or on a wait list
for either waiver. The targeted population for this service includes
individuals with THE MOST SEVERE disabilities with NO paid
employment history, sheltered employment (sub-minimum wage), or
other competitive employment.

Criteria For Referral: _
Region | — serving north Alabama
‘Individual receiving SSI or SSDI due to a e o )
disabling condition (no auxiliaryor Lauderdale Madison \
Jackso \

| : e B
— \

retirement recipients) ‘

[ covert /RGO \

+Currently on the ID or LAH Waiver
the wait list for either waiver " in |Lawrenge .
or on ." Franklin Morgan DeKalb l\
'Considering employment, or has . r?'-*———--- , Marshal A
employment as agoal E | Marion | \winston | Cullman ‘\ S
N oy Blount Etowah \ %
What can Benefits Specialists Do? T | =7 <
«Verify cash benefit type, amount and = | Walker tClai L
health care coverage = | -. 9
6 & |Lamar Fayitte R o \ ! /LN %
- ; : : e { i s JCleburneé 3
‘Provide guidance on the impact of paid 2 Tussaloo X alloreres a
wages on cash and health care g ' Pickens llade %
-, “’ Randolph S
'Develop, monitor and help maintain work || AION Shelb Cla ES
incentives while an individual is workin = Ay : | =
g < | Bibb Coosa |Tallapopsa | 5
*May in some situations assist with '8-, ; Chilton Cham IS%
addressing any overpaymentconcerns r_r Peny TR 1
(as long as it involves work) FH Autauga| Elmore Lee B
acon h
What can Benefits Specialists NOT Do? Dalias Risea™,
«Cannot assist with applications for SSDI/SSI ' Mbntgoms f/*'
»Cannot assist with waivers or appeals P Wilcox owndes Rt o f
. / /
+Cannot serve as non-legal | Clarke !
representative to SSA Monroe Butlers kl
Henry /

B@g T4 " Conecuh
Washing ' : Covingto ;
‘ Escambia Geneva i Houston

Regton IV — serwng southeastern Alabama

How Can an Individual
Receive Services?

*A person with a disability or their family

egion [Il — serving southwestern Alabama

member can contact the toll free number | Mobile
(located in Montgomery) and make a \
telephone referral f \ Bald )
a wun
*A professional (case manager, service | { '- 1 W7 &1 &w
e

provider, employment provider,
Referral for(gﬁcan be found onthe opposite side of this flyer.

VR counselor etc.) can make a referral




