
























a. ☒ Allow an extension for reassessments and reevaluations for up to one year past the 
due date. 

b. ☒ Allow the option to conduct evaluations, assessments, and person-centered service 
planning meetings virtually/remotely in lieu of face-to-face meetings. 

c. ☒ Adjust prior approval/authorization elements approved in waiver. 
d. ☒ Adjust assessment requirements 
e. ☒ Add an electronic method of signing off on required documents such as the person-

centered service plan. 
 

Contact Person(s) 
A. The Medicaid agency representative with whom CMS should communicate regarding the request: 
First Name: Stacy 
Last Name Grim  
Title: Demonstration Operations Manager  
Agency: Division of Medical Assistance and Health Services 
Address 1: 7 Quakerbridge Plaza 
City Hamilton Township 
State NJ 
Zip Code 08619 
Telephone: (609) 588-2600 
E-mail Stacy.Grim@dhs.state.nj.us 
Fax Number  
 

B. If applicable, the State operating agency representative with whom CMS should 
communicate regarding the waiver is: 
First Name:  
Last Name  
Title:  
Agency:  
Address 1:       
Address 2:       
City   
State  
Zip Code  
Telephone:  
E-mail       
Fax Number       

 

8. Authorizing Signature 










