!

t A
State: Indiana Attachment 3,11~
§1915(i) State Plan Home and Community Based Services Page 41

' 'ty-Based Servnces

Adm:ms?, ,Aatlon and}» Operation

The State implements the optlonal 1915(i) State plan Home and Community-Based Services (HCBS) beneﬁt
for elderly and disabled individuals as set forth below.

ol b

Concurrent Gperition with {)ﬂm Progranis: :
This §1915(i) State Plan Amendment operates concurrently with an approved fee-for-service selective
contracting waiver authorized under §1915(b)(4) of the Act, effective October 1. 2013.

1. Servnces ( ?peczﬁz service tzt/e(s) foz the H(,BS llswd in Atlachmenf 4.1 9~B thar the Srate plam to cover):

_amlly/Couple with. Reclplent Present ((Jloup Settmg)
' :l,ly/CoupIe thhout Recxp:ent Pne‘:ent ( Group Settmg,)

:"f Medxea ion Tlamm‘g‘énd Support— Farmly/(,ouple wrthout Rec1picnl Plescm (Ind1v1dual Setting)
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r 'vup' Setting‘ S

2. Target Gmup(s) (If apphcable speczjﬁ) the targez populatzon(s) that the State plans to mcludc)

bF.MENTAL HEALTH

3 State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit. (Select
one):

O The State plan HCBS benefit is operated by the SMA. Specify the SMA division/unit that has
: Ime authority for the operation of the program (select ore):

. | The Medical Assistance Unit (name of unit): “:5 * ; n I

Another division/unit within 1he SMA that i is separate from the Medlcal Assntance Umt
(name of division/unit) L :
This includes
administrations/divisions
under the umbrella
agency that have been
identified as the Single
| State Medicaid Agency.

and Social Services .

1| a separate agency of the State that is not a division/unit of the Medicaid agency. In accordance

{ with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the

| administration and supervision of the State plan HCBS benefit and issues policies, rules and

| regulations related to the State plan HCBS benefit. The interagency agreement or memorandum
| of understanding that sets forth the authority and arrangements for this delegation of authority is
| available through the Medicaid agency to CMS upon request.

4. Distribution of State plan HCBS Operational and Administrative Functions.
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X (By checking this box the State assures thar): When the Medicaid agency does not directly conduct an
administrative function, it supervises the performance of the function and establishes and/or approves
policies that affect the function. All functions not performed directly by the Medicaid agency must be
delegated in writing and monitored by the Medicaid Agency. When a function is performed by an
agency/entity other than the Medicaid agency, the agency/entity performing that function does not
substitute its own judgment for that of the Medicaid agency with respect to the application of policies,
rules and regulations. Furthermore, the Medicaid Agency assures that it maintains accountability for the
performance of any operational, contractual, or local regional entities. [n the following table, specify the
entity or entities that have responsibility for conducting each of the operational and administrative
functions listed (check each that applies): ‘

(Check all agencies and/or entities that perform each function).

: Other State
Medicaid Operating | Contracted | Local Non-
Function Agency Agency Entity State Entity

I Individual State plan HCBS enrollment El f': |

Eligibility evaluation

Review of participant service plans

Prior authorization of State plan HCBS

Utilization management

Qualified provider enroliment

NI (SN || L2 RS

Execution of Medicaid provider agreement

8 Establishment of a consistent rate
methodology for each State plan HCBS

ologlooolos

9 Rules, policies, procedures, and information
development governing the State plan HCBS
benefit

10 Quality assurance and quality improvement
activities

Med agency criferia as
_Number 7 is performed by the Medicaid Fiscal Agent. . -~

(By checking the following boxes the State assures that).

5. .‘ Conflict of Interest Standards. The State assures the independence of persons performing
evaluations, assessments, and plans of care. Written conflict of interest standards ensure, at a minimum,
that persons performing these functions are not:

¢ related by blood or marriage to the individual, or any paid caregiver of the individual
o financially responsible for the individual
o empowered to make financial or health-related decisions on behalf of the individual
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6.

‘TN:

e providers of State plan HCBS for the individual, or those who have interest in or are employed by
a provider of State plan HCBS; except, at the option of the State, when providers are given
responsibility to perform assessments and plans of care because such individuals are the only
willing and qualified provider in a geographic area, and the State devises conflict of interest
protections. (If the State chooses this option, specify the conflict of interest protections the State
will implement):

1915(i) eligibility and
he members of this state -
nanc tions he applicant/recipient tequesting
ted to provide setvices. Assessments.are completed and
ed Care Plan ~ [ICP) are submitted by a qualified
ation Team for final.eligil determination and care

-ensure: no conflict.of :
der agency submits the results
nd a proposed care plan to the
nines eligibility for -
plicant’s identified needs

ienfthat_ attés-té'.to th
£ the 1915(

strequirements are
P designed to be consistent

nce activities, o

X Fair Hearings and Appeals. The State assures that individuals have opportunities for fair hearings
and appeals in accordance with 42 CFR 431 Subpart E.

[X]: No FFP for Room and Board. The State has methodology to prevent claims for Federal financial
participation for room and board in State plan HCBS.

Non-duplication of services. State plan HCBS will not be provided to an individual at the same time
as another service that is the same in nature and scope regardless of source, including Federal, State, local,
and private entities. For habilitation services, the State includes within the record of each individual an
explanation that these services do not include special education and related services defined in the
Individuals with Disabilities Improvement Act of 2004 that otherwise are available to the individual
through a local education agency, or vocational rehabilitation services that otherwise are available to the
individual through a program funded under §110 of the Rehabilitation Act of 1973.
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9. [X] Residence in home or community. The State plan HCBS benefit will be furnished to individuals
who reside in their home or in the community, not in an institution. The State attests that each individual
receiving State plan HCBS:

(i) Resides in a home or apartment not owned, leased or controlled by a provider of any health- related

treatment or support services; or

(i1} Resides in a home or apartment that is owned, leased or controlled by a provider of one or more
health related treatment or support services, if such residence meets standards for community living as defined
by the State. (If applicable, specify any residential settings, other than an individual’s home or apariment, in
which residents will be furnished State plan HCBS. Describe the standards for community living that optimize
participant independence and community integration, promote initiative and choice in daily living, and
facilitate full access to community services):

5 part of the commun lty at -
thh support multnpl

and servloes 1s to
ip pports and commumty
move them beyond

a erence to standards by :
r_l_y mmplamt or, madent
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also facility requirements for compliance with. fire and safety codes
wi visits to ensure standards are met, Individuals
vom to- choose how the ” lwevand resndents

. ;dual famlly, and
d needs, goals and

for finaricial matters; -
j ’and ﬂmay contact or consult
v _‘d Secluslon :

pro dexta encies in the geograplnc area
les are expected to have and share
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ma, ;e to p1 owde 1estdenfs reasonable access to the ‘community at
r :,dxcal rect eatlona] and shoppmg areas. by pubhc or agency—

ch individual’s eSSentlal personal nghts of
nt are protccted
in the SPA apphcatlon are desxgned to

support to mdf ensure.
.mtends to pro” .de opponunmes f01 mleIdUd]S to

ollowing rights:
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ork/s .hdol tre tment appomtments,
ilei c_imd a}s would. have acoess to

(6) or fewex 111d1v1duals wnth a psychlatrlc
¢ only lnmted supex vlsmn, and
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ser month. These
: a,_nd g_o as ;neeided to

¢-access 1o food

: individuals for independent
' nd a less restrictive

1. Projected Number of Unduplicated Individuals To Be Served Annually.

(Specify for year one. Years 2-5 optional):

Annual Period | From To Projected Number of Participants
Year | : T T T 9 T T : -

Year?2
Year 3
Year 4
Year 5 G R Rt EEOOR S BRI .
2. [X]: Annual Reporting. (By checking this box the State agrees to). annually report the actual number of
unduplicated individuals served and the estimated number of individuals for the following year.

1. [XIMedicaid Eligible. (By checking this box the State assures that): Individuals receiving State plan
HCBS are in an eligibility group covered under the State’s Medicaid State plan.

2. Income Limits. (Select at least one):

X Individuals who have income that does not exceed 150% of the Federal Poverty Level (FPL).
Individuals with incomes up to 150% of the FPL. who are only eligible for Medicaid because they are
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receiving 1915(c) waiver services may be eligible to receive services under 1915(i) provided they meet
all other requirements of the 1915(i) State plan option. The State has a process in place that identifies
individuals who have income that does not exceed 150% of the FPL.

L1 Individuals who have income that does not exceed 300% of Supplemental Security Income (SS1).
2.  Medically Needy. (Select one):
The State does not provide State plan HCBS to the medically needy.

Q| The State provides State plan HCBS to the medically needy (select one):

| O] The State elects to disregard the requirements at section 1902(a)(10)(C)(I)XIIT) of the Social
1.7 Security Act relating to community income and resource rules for the medically needy.

‘ Q The State does not elect to disregard the requirements at section 1902(a)(10)(C)(iX(111).

~ Needs-Based Evaluation/Reevaluation

1. Responsibility for Performing Evaluations / Reevaluations. Eligibility for the State plan HCBS benefit
must be determined through an independent evaluation of each individual). Independent
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are
performed (select one):

/| Directly by the Medicaid agency

_f By Other (specify State agency or entity with contract with the State Medicaid agency):
2. Qualifications of Individuals Performing Evaluation/Reevaluation. The independent evaluation is
performed by an agent that is independent and qualified. There are qualifications (that are reasonably

. related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-
based eligibility for State plan HCBS. (Specify qualifications):

5 & &
1ce working with individ _ ,
of the evaluation team is provided by clinically licensed

3. Process for Performing Evaluation/Reevaluation. Describe the process for evaluating whether
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make
this determination. If the reevaluation process differs from the evaluation process, describe the
differences:

Information about 1915(i) services is be posted on the DMHA and OMPP public websites. These
websites summarize the eligibility criteria and note all available services, service provider agencies,
locations where potential enrollees may go to apply, and how to access assessments and services. Any
provider may identify potential enrollees who meet the 1915(i) eligibility criteria or individuals may
notify their provider of an interest in the home and community based services. Any individual may
contact the state for information about AMHH eligibility and the process to apply. The individual is
given a list of AMHH eligible provider agencies that may be chosen to assist in the application
process. After agency staff reviews tlie program information with the applicant, the two individuals
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discuss the options under this program; and together determine whether to complete an application for
1915(i) services, In deciding whether or not a referral for 1915(i) services is appropnate the agency
staff and apphcant rev1ew the tar get group criteria and discuss whether a referral is merited.

Each person referred f01 1915(1) services must receive a face to face bio-psychosocial needs
assessment by the referring provider projection including but not limited to the Adult Needs and
Strengths Assessment (ANSA) tool and the 1915(j) referral form developed by OMPP/DMHA.

The ANSA tool consists of items that arc» rated as:

‘0” no ewdence or o need for action

‘1" need for watchful wa1tmg to see whethel action is needed

‘2’ need for action

‘3’ need for e1the1 unmedlate or mtenswe actlon due to a serious or disabling need

The ltems are g ouped mto categones or domains. Once the assessment has been completed, the
agency staff receives a level of care decision support recommendation based on the individual item
ratings. The level of care recommendation. from the ANSA is not intended to be a mandate for the
level of services that an individual receives. There are many factors, including individual preferences
and cholce, whlch should mﬂuence ﬂle actual 111ten51ty of treatment services.

The user’s manual for the AN SA may be found on-line at:
hlins //dmha fssa in. ;,ov’{)ARMllA’I )ocumcms/AN‘SAl\/laﬁual 71 ’Oll pdf

The referral form and supportmg documentatlon plov1de speeific information about the person’s
health status, ourrent living g ‘situation, family functioning, vocatlonal/employment status, social
functioning, living skills, self-care skills, capacity for decision making, living situation, potential for
self-injury or harm, to others, substance use/abuse, and medication adherence. The referral also
includes information about the person’s part1c1pat10n in MRO services and the outcomes for those
services. - : :

The agency. staff and the apphcant jointly. develop a ploposed plan of care (Individualized Integrated
Care Plan (1ICP)) that includes desired goals and services requested and deemed necessary to address
the goals Please see thc section “Supporting the Participant in Plan of Care Development” for further
details regarding person- centered care planning. Upon completion of the referral packet (including
but not limited to the ANSA, referral form, and proposed plan of care), the agency staff submit the
documents to, DMHA tln ough a secure electronlc file transfer process

Upon recelpt of the referral packet the state evaluation team reviews all submitted documentation and
detenmne whether or not the apphcant is el1g1ble for 1915( 1)

Time spent for the mltlal evaluatton referral form, and IICP cannot be billed or reimbursed under the
1915(1) benefit before ellglbﬂlty for this benefit has been determined. The eligibility determination
process completed by The Independent State ‘Fvaluation Team is billed as administrative activities.

If determined ellg1ble for 1915(i) services, an eligibility determination and care plan service approval
letter is sent and includes an end date for MRO ehglblhty and a start date for 1915(i) eligibility
(consecutive dates so there is no lapse in service). Once eligible, if approved on the IICP (care plan),
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these services may begin immediately.

If d.eteifmgin‘ec_l ineligible for 1915(i) services, a denial letter is sent to the applicant and the agency staff
member informing them that their application for services has been denied. The denial letter is
generated by DMHA. The letters will include the reason for denial, appeal rights and process.

Annual re-evaluations for continued 1915(i) services follow this same process.

4. vf,Needs-based HCBS Eligibility Criteria. (By checking this box the State assures that): Needs-
based criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.

The criteria take into account the individual’s support needs, and may include other risk factors: (Specify
_the needs-based criteria):

are on the uniform

 his/her iental illness or

MHH services program -

 Assessment- ANSA with -

5. [X] Needs-based Institutional and Waiver Criteria. (By checking this box the State assures that).
There are needs-based criteria for receipt of institutional services and participation in certain waivers that
are more stringent than the criteria above for receipt of State plan HCBS. If the State has revised
institutional level of care to reflect more stringent needs-based criteria, individuals receiving institutional
services and participating in certain waivers on the date that more stringent criteria become effective are
exempt from the new criteria until such time as they no longer require that level of care. (Complete chart
below o summarize the needs-based criteria for State Plan HCBS and corresponding more-stringent
criteria for each of the following institutions).

Needs-Based/Level of Care (LOC) Criteria

[ State pian HCBS | NF (& NF LOC [ ICF/MR (& ICE/MR | Applicable Hospital*
TN: 12-003
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needs-based eligibility
criteria

waivers)

LOC waivers)

LOC (& Hospital
LOC waivers)

“Needs based

on

ual meets the

i Dangerous to self or
| others or gravely

disabled. (JC-12-26-1)

umentation shows [
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*Long Term Care/Chronic Care Hospiltal
(By checking the following boxes the State assures thay):

6. [X Reevaluation Schedule. Needs-based eligibility reevaluations are conducted at least every twelve
months.

7. Adjustment Authority. The State will notify CMS and the public at least 60 days before exercising
the option to modify needs-based eligibility criteria in accord with 1915(1)(1XD)(i1).

~ Person-Centered ,Plﬁxiningl'& Service Delivery

(By checking the following boxes the State assures that):
1. X There is an independent assessment of individuals determined to be eligible for the State plan HCBS
benefit. The assessment is based on:

= An objective face-to-face assessment with a person-centered process by an agent that is independent
and qualified,

»  Consultation with the individual and if applicable, the individual’s authorized representative, and
includes the opportunity for the individual to identify other persons to be consulted, such as, but not
limited to, the individual’s spouse, family, guardian, and treating and consulting health and support
professionals caring for the individual;

»  An examination of the individual’s relevant history, including findings from the independent
evaluation of eligibility, medical records, an objective evaluation of functional ability, and any other
records or information needed to develop the plan of care;

= An examination of the individual’s physical and mental health care and support needs, strengths and
preferences, available service and housing options, and when unpaid caregivers will be relied upon to
implement the plan of care, a caregiver assessment;

= [Ifthe State offers individuals the option to self direct State plan HCBS, an evaluation of the ability of
the individual (with and without supports), or the individual’s representative, to exercise budget and/or
employer authority; and

= A determination of need for (and, if applicable, determination that service-specific additional needs-
based criteria are met for), at least one State plan home and community-based service before an
individual is enrolled into the State plan HCBS benefit.

2. [XBased on the independent assessment, the individualized plan of care:

» s developed with a person-centered process in consultation with the individual, and others at the
option of the individual such as the individual’s spouse, family, guardian, and treating and consulting
health care and support professionals. The person-centered planning process must identify the
individual’s physical and mental health support needs, strengths and preferences, and desired
outcomes;

" Takes into account the extent of, and need for, any family or other supports for the individual, and
neither duplicates, nor compels, natural supports;

»  Prevents the provision of unnecessary or inappropriate care;

= Identifies the State plan HCBS that the individual is assessed to need;

TN: 12-003
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Includes any State plan HCBS in which the individual has the option to self-direct the purchase or
control ;

Is guided by best practices and research on effective strategies for improved health and quality of life
outcomes; and

is reviewed at least every 12 months and as needed when there is significant change in the individual’s
circumstances.

3. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.
There are educational/professional qualifications (that are reasonably related to performing assessments) of
the individuals who will be responsible for conducting the independent assessment, including specific
training in assessment of individuals with physical and mental needs for HCBS. (Specify qualifications):

The agency staff member conducting the face-to-face assessment must be a certified user of the
state required standardized assessment tool, with supervision by a certified super user of the tool.
Minimum qualification for the petson conducting the independent evaluation (1): Bachelor’s in
social sciences or related field with 2 or more years of clinical experience; (2) Have completed
DMHA and OMPP -approved training and orientation for 1915(i) eligibility and determination; (3)
Have agency staff that have completed assessment tool Certification training.

4. Responsibility for Plan of Care Development. There are qualifications (that are reasonably related to
developing plans of care) for persons responsible for the development of the individualized, person-

centered plan of care. (Specify qualifications):

HSE ol 1o} ol

ion of alicensed professional; as defined above, is

ure, and has completed a master’s or doctoral degree, or
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k) t forth by the behavioral health service
al, as defined above, or QBHP, as defined .

5. Supporting the Participant in Plan of Care Development. Supports and information are made available
to the participant (and/or the additional parties specified, as appropriate) to direct and be actively engaged
in the plan of care development process. (Specify: (@) the supporis and information made available, and
(b) the participant s authority 1o determine who is included in the process):

Person centered planning is an existing requirement for DMHA approved provider agencies in
Indiana. This requirement is covered via certification rules, requirement for national accreditation,
and contracts connected to-DMHA funding. All [ICPs are to be developed with the recipient
driving the care, The recipient has authority to determine who is included in the process. IICPs
require staff and recipient signatures as well as clinical documentation of recipient participation.

The Independent State Evaluation Team reviews and approves or denies all proposed AMHH
services submitted for consideration to ensure the applicant/recipient participated in the [ICP
development and to prevent a contlict of interest,. The following process and expectations are
adhered to by provider agencies assisting recipients in developing the IICP:

The 1ICP is developed through a collaboration that includes the applicant/recipient, identified
community supports (famity/nonprofessional cacegivers), and all individuals/agency staff involved
in assessing and/or providing care for the applicant/recipient. The LICP is a treatment plan that
integrates all components and aspects of care that are deemed medically necessary, needs based,
are clinically indicated, and are provided in the most appropriate setting to achieve the recipient’s
goals. An LICP must be developed with each applicant/recipient (405 IAC 5-21.5-16). The ICP
must include all indicated medical and support services needed by the applicant/recipient in order
to reside-in the community, to function at the highest level of independence possible, and to
achieve his/her goals. S e : :

The IICP is developed after completing a holistic clinical and bio-psychosocial assessment. The
holistic assessment includes documentation in the applicant/recipient’s medical record of the
following:. = - o T :

Review, discussion and documentation of the applicant/recipient’s desires, needs, and goals. Goals
are recovery/habilitative in nature with outcomes specific to the habilitative needs identified by the
applicant/recipient. |~ ’ C

TN: 12-003
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fulfills the role.of care coordinator and be responsible for documenting the IICP with the

,app}icanfc/recipieptdf AMHH services is given a list of eligible provider agencies and services

_Eéch eligi_bl§ AMHH provider agencyis r‘e_qu‘ired‘to' ensure a written statement of rights is provided
to each recipient. The statement shall include: - - L
(1) The toll-free consumer service line number and the telephone number for Indiana protection

“each applicant/recipient. - .-

Review of psychiatric symptoms and how they affect the applicant/recipient’s functioning, and
ability to attain desires, needs and goals. - ' o '

Review of the applicant/recipient’s skills and the support needed for the applicant/recipient to
participate il a long-term recovery process, including stabilization in the community and ability to
function in the least restrictive living, working, and learning environments.

Review of the applicant/recipient’s strengths and needs, including medical, behavioral, social,
housing, and employment, ...~ o :

A member of the treatment team in,voived in assessing the applicant/recipient’s needs and desires
applicant/recipient’s participation. In addition to driving the IICP development, the

offered in his/her geographic area. The applicant/recipient is asked to select the provider agency of
choice. The referring provider agency is responsible for linking the recipient to his/her selected
provider. The provider agencies are required have mechanisms in place to support the
applicant/recipient’s choice of care coordinator. .

The LICP must reflect the applicant/recipient’s desires and choices. The applicant/recipient’s
signature demonstrating his/her participation in the development of an ongoing LICP reviews is
required to.be submitted to the State Evaluation Team . Infrequently, an applicant/recipient may
request setvices but refuse to sign the IICP for various reasons (i.e. thought disorder, paranoia,
etc.). If a recipient refuses to.sign the IICP, the agency staff member is required to document on
the plan of care that the recipient agreed to the plan but refused to sign the plan. The agency staff
member must also doctiment in the clinical record progress notes that a planning meeting with the
recipient did ocur and that the IICP reflects the recipient’s choice of services and agreement to
participate in the services identified in the ICP. "The progress note must further explain any known
reasons why the recipient refused to sign the plan and bow those will be addressed in the future.

and advocagy. - o

() Document that agéncy_stqff ‘pr0§/idé's both a wutten and an oral explanation of these rights to

In addition, all Approval/Denial Notification letters include an explanation of the action to be taken
and the appeal rights. Applicants/recipients/authorized representatives may file a complaint or
grievance with the State. All complaints/grievances regarding AMHH provider agencies are
accepted by the following means: o ,
(1) The “Family/Consumer” section on the DMHA website;
~(2) The “Consumer Service Line” (800-901-1133)
2 (3) In-person to a DMHA staff member; or™ - -
- (4) Via written complaint or email that is submitted to DMHA.

The IICP must also include the following documentation:
« * ‘Outline of goals that promote stability and potential movement toward independence and
~integration_into the community, treatment of mental illness symptoms, and habilitating areas of
functional deficits related to the mental illness. ' '
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« Individuals or tcams responsible for treatment, coordination of care, linkage, and referrals to
internal or external resources and care providers to meet identified needs.

o A comprehensive listing of all specific treatments and setvices that are requested by the
applicant/recipient. :

6. Informed Choice of Providers. (Describe how participants are assisted in obtaining information about
and selecting from among qualified providers of the 1915(i) services in the plan of care):

The State maintains a network of Community Mental Health Centers (CMHCs). As a DMHA-
approved AMHH provider agency, each CMHC is an enrolled Medicaid provider that offers a full
continuum of behavioral health care services, as is mandated by DMHA for all CMHCs, in addition
to providing AMHH services as documented in the Indiana SPA and this waiver. The care
coordinator explains the process for making an informed choice of provider(s) and answers
questions. ‘The applicant/recipient is also advised that choice of providers and provider agencies is
ongoing for the duration of the program. Therefore, providers within an agency and provider
agencies themselves can be changed as necessary. As a service is identified, a list is generated in
randomized sequence of qualified agency providers of the 1915(i) and is presented to the
applicant/recipient by the care coordinator.- A listing of approved/enrolled 1915(i) provider
agencies is also posted on the Indiana Medicaid website at www.indianamedicaid.corn.

- Applicants/recipients and family members may interview potential service providers and make

their own choice. -

This 191 S(i)v‘fStaté ,Piaﬁ@méﬁdmenf is to run concurrently with the 1915(b)(4) fee-for-service
‘selvectikyc contracting watver (IN-02).

When accessing indianamedicaid.com website, the individual has a choice of a “Member” tab and
“Provider” tab. The Member tab notes: If you are an Indiana Medicaid Member or are interested
in applying to becoming a Member, please click the “Member” tab. .

Selection of the Member tab provides an array of information to individuals applying for or eligible
for Medicaid services, including a “Find a Provider” link. This link allows the individual to target
their search by selecting types of providers by city, county or state. The resulting lists include the
provider’s name, address, telephone number and a link to the map for each provider location.

7. Process for Making Plan of Care Subject to the Approval of the Medicaid Agency. (Describe the
process by which the plan of cave is made subject fo the approval of the Medicaid agency).

The Indiana Office of Medicaid Policy and Planning (OMPP) retains responsibility for service plan
approvals made by the Division of Mental Health and Addiction (DMHA) as defined in the MOU.
As part-of its routine operations, DMHA reviews each service plan submitted to OMPP to ensure
that the plan addresses all pertinent issues identified through the assessment, including physical
health issues. = - SR .

The OMPP reviews and approves the policies, processes and standards for developing and
approving 1915(i) Plans of Care.. In the instance of a complaint from a 1915(i) provider or
applicant/recipient; the IICP. submitted to DMHA may be reviewed by OMPP. Based on the terms
and conditions of the 1915(i), the Medicaid agency may overrule the approval or disapproval of
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any specific IICP actcd upon by the DMHA serving m 1ts capacity as the administrating agency for
the 1915(i). :

8. Maintenance of Plan of Care Forms. Written copies or electronic facsimiles of service plans are
maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are maintained
by the following (check each that applies):

(1 | Medicaid agency l _O_p_grating agency ID .

l Case manager
[ | Other (specify) T ,

1. State plan HCBS. (Complete the following table for each service. Copy table as needed).

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B thai the
State plans to cq_\{ezf)_

Service Title: |
KSerwce Deﬁmtlon (Scope)

| “et'vthe needs of adulté 'w1th s1gmﬁcant behav1oral

Spemfy hmlts (lf any) on the amounl du1a110n or scope of this service fcn {chose each that applzeo)

:“

Categori 1cally needy (5peczfv lzmzts ).

Ty y).de '
e (5) hovurs/day Two umts are deﬁned
imum of two half:day (1/2.day)

Supersedes: Approval Date: 8128013 Effective Date: 10/01/2013
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t' n thro" s the 'Clmlc Optlon on the samne

1 residential seitin _Yas deﬁned by DMHA

Medlcally needy ( spec:ﬁz lzmzts)‘ N/A

Provider Qualiﬁcations (F or each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): ___(Specify): (Specify): _, (Specify).

ap proved AMHH pmvxdor :
et D HA and OMPP~

ency must certlfy =
'staff providing an -
meet the following
i ‘1ce, as, foilows '
1 professional;

. Medicatlon admmxsuatlon provtded
wrtlnn Adult Day Semces must be ‘

TN: 12-003
Supersedes: Approval Date:
NEW

9/25/13 Effective Date: 10/01/2013




State: Indiana Attachment 3.11
§1915(i) State Plan Home and Community Based Services Page 61

» ssment and plannmg :
e prov1ded by.a Certified
'“1 sl i '0:25 14,5~ 154

o b d in state and federal law
Verlficatlon of Pl 0v1del Quallﬁcatlom (Fm each pr owdei type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Speczﬁ)) : (Specify): | (Speczﬁ/)

Service Delivery Method. (Check each that applies):

o ] Participant-directed l 54 ‘ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cqv er):

11.;negn9:~.‘Asszistir1jg in
live successfully in

.Addltlonal neecls-based critetia f01 lecelvmg the servwe 1f appllcable (speczjjz)

Spemfy llmlts (if any) on the amount, duratlon or scope of thls service For (chose each lhal appltes)

. \ Categorically needy (specify lzmtts) -Insert Program Standards

TN: 12-003
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\g-related expenses; how to

_jdiespof;Sibilitiés- tjr_aining.

| Medically ne

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify): .

nd OMPP- - -
d mcludmg :

alca fequlrements
.._405 IAC 1-5-1 and
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed).
Provider Type Entity Responsible for Verification Frequency of Verification
(i SJJGleV) » {Specify): (s S’pecg/ji)

"Agency :

S Imtlajly and at time of
: DMHA cemﬂcatlon

Service Delivery Method. (Check each that applies):

| Participant-directed l’ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title:

ition (Scépe_).’Dqﬁrzztton_

smiAnageni

i ] sary to live successhully in the commumty

Addltlona] needs- based criteria for recelvmg the sewme 1f apphcable (speczfy)

bpemfy llm]tS (if any) on the amount, duratmn or scope of lhlS service for (chose each that applies).

. l Categorically needy (specify limits): Insert Program Standards
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Provider Qualifications (For each type of provider. Copy rows as needed):

tity appr oved by DMHA
ivides genoy is an emolled

f agency must meet al]
HH pic ovider agency criteria,
fined in the SPA and -

H operating policy.

Provider Type License Certification Other Standard
(Specify): Specify: | (Speeify): | (Specify):
‘ ~approved7AMI—lH provxder
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

’mally andat tlme of
i HA c"mﬁcatlon '
i renewal

‘ Servnce Dellvery Method (Check each that applzes)
;;;lﬂ Participant-directed l [ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title:
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ng*related e;xpenses, how to
responstb_llmes tn ammg

he same day

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License

(Specify):

Certi ﬁcation

) __(Speczfy)

Other Standard

prowder
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

i S In“t‘ ll_y and at tlme of
fDMHA certlﬁcatlon o

Servnce Dehvery Method (Check eadl that applzes)

:f. 1 Participant-directed J . ’ Provxder managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

State plans fo covei) N

Specxfy limits (if any) on the amount, duration or scope of this service for (chose each that applies):

X Categorlcally needy (speczjj) szzz‘s) InseirProgram Standards
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1 Onthe Salneday .: eE

gall subtypes (individual,
rovided foy up to a total of 2

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type

License Certlﬁcatlon

Other Standard
_(Specipy):

(Specipy):

s _éei’yxce, as,fo_l ows:

IMHA-approved AMHH pf6v1de1 .
¢ DMHA and OMPP- .
teria nd standards mcludmg

ofessional; -

Verification of Pro
needed):

v1der Quahﬁcatmns (Fo; each pr ovzder type lzsted above Copy rows as

Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
TN: 12-003 9/25/13 ,
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| Par t101pant—dn ected

‘ . i Provider managed

State plans to cover).

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

Service Title: | Hom “Smi

Spec1fy lumts (1f any) on the amount duratlon or scope of this service for (chose each ihaz‘ appizes)

" .Standards

 hospitalization on the same day

ided for fup to atota] of2
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(specify limits) N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type

Lxcense

Certification

Other Standard

(Specify):

f(B)'P‘fOVI der agency is an enrolled

_(Specify):
: AM ‘vH provider -

: tlty apploved by DMHA

needed):

Ver:ficatlon of medel Quallficatlons (For each prowder type li sted above C opy rows as

Provider Type
(Specify):

Entity Responsible for Verification
(Specify):

Frequency of Verification
(Specify)-

and at tlme of
rtiﬁ(:atio_n ;

(Check each that applzes)

Service Delivery Method.
| ‘ Participant-directed

| & | Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans 1o cover):
Service Title: Home an 'COmmumty Based Hﬁbl]ltdtl()ﬂ and Support Famnly/Couple w1thout
‘Recipient Present (Group: Seétting) G Sy

%rv:ce Definition (Scope). Definition

rove the ability of the .
c1_pxent This service
nal caregivers dnected at
i 'provement and

¢ 1thout the 1emp1ent present
caregivers that result

Spe_:cify limits (if any) on the amount, duration, Or $cope of this service 'For (chose each that applies):
X ically needy (specify limits).Insert Program Standards

Categor

ated expenses; how to -
sponmblhtles trammg

ntetd

' fm up to a total of 2

persedes: Approval Date: 9/25/13 Effective Date: 10/01/2013
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lospitalization on the same day

Medically needy (specify limits):N/A

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard

(Specify): (Specify: | (pecify: | (pecihy:
PO = MHHpmwder

agency must meet all
vider 4 4gency crlteﬂa, .

Verification of vandel Quallficatlom (Fm each or ()VZdéi rype lzsted above Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
{(Specify): (Specify): (Spec yfj;)

Sel vice Delivery Method. (Check each that applzes)

Ej! Participant-directed ‘ e ‘ Provider managed
TN: 12-003 9/25/13 .
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title: | Resp
| Setvice _Qeﬁmtlon (Scope):Definition

Spemfy limits (if any) on the amount, duration, or scope of this service for (chose each 1hat apphe $):
Categorloaﬂy needy (qpecyj) sztts) Insert Program Standards

ing provided under;-mé”.-l;?é:cipie‘n't’ STICP -

Medically needy (specify limits):NiA

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Speczjj)) (Specify): (Specify): . (Speczﬁ))

d AMHH p10v1der

‘M edlcaid "prowder that offers a

TN: 12-003 9/25/113
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e ed:by -federéﬂ éx{d state .
nust meet the followmg :

Verification of Pr0v1der Quahficatlons (F or each provza’e; type listed above Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specifp): (Specify): N (Specify):

Imtral!y and at time of :
DMHA certtf catlon B

Service Delivery Method. (Check each that applies):

=] i Participant-directed I . ] Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

e il Seting

Service Title: By
TN: 12-003 9/25/13 . )
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?SGIVICC Deﬁmnon (Scope) Def mtzon .

Medically needy (specify limits).1V/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): | (Specify):  (Specip):

MHH px rovider ag,cnclcs '
d OMPP-defined criteria
ding the. followmg

t agenoy has acqulred a.

mal Accr editation by an entlty :
appmVed by DMHA..-
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1¢y is.an enrolled -
vider th_at offels a full—

Agl e y must mamtam
i r_:_ordance with the

e_:_mfy that the ,
MHH selvwe

Verification of Provider Qualifications (F or each prowder zype /zsted above Copy rows as

needed):
Provider Type Entity Responsible for Frequency of Verification (Specify):
(Specify): Verification

(Specify)

me of DMHA certification renewal

Serv1ce Dehvel y Method (Check each that applzes)

El ] Participant-directed \; ‘ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
| State plans to cover)

Service Title:

Service Defin ition (Scope) 'Deﬁn‘ftion

Specrfy limits (if any) on the amount, duration, or scope of thls service for (chosc each ihat applzes)

. 1 Categorically needy (specify limits):Insert Program Standards

TN: 12-003 9/25/13
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sequent 1ev151ons whxch

Medically needy (specify limits):N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): | (Specify):
- | DMHA-approved AMHH pmwder .

cy has acqulred a
re_clxtatgon_by an

fined under 405 IAC 1-5-1 and
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C-5:30
agency must meet all

1€/ 11g crlterxa for a
cy, the agency must certlfy

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed).

Provider Type Entity Responsible for Verification Frequency of Ve1 ification
(Specify): Specify):

Service Delivery Method. (Check each that appl:es)

[Z] Participant-directed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title: | f’ihe“v-eé;ipient

ies of time-limited,
lualized integrated
ssional caregivers in
home (hvmg

‘ Spec1fy limits (if any) on the amount, duration, or scope of this service fon (chose each that applzes)

Categoncally needy (specify limits). Insert Program Srandards

TN: 12-003 0125113
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5, roommates, and other

Medically needy (sp

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard
(Specify): (Specify): L — S

\ ’HH piowder agency cutena

TN: 12-003 9/25/13
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defined in the SPA and . -
1H operating policy. .

ervwe as follows
( 1ofess1onal except for

Verification of Provnder Quahﬂcatlons (For eaclz provider type luted above Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
ency. e | Initially and at time of
‘DMHA certlf catlon
| renewal :

“Serwce Delivery Method. (Check each that applies )

E] 1 Participant-directed I I Provider managed

Service Specnﬁcatlons (Specify a service title for the HCBS listed in Atiachment 4.19-B that the

Spec1fy limits (if any) on the amount, duration, or scope of tlns service for (chose each that apphu ).

X Categorically needy (specify lmnns).]nseri Program Standards o

ts thelldenufied 1eclp1ent
rd. and/m‘ achlevement

revisions which

: 1251
Superscdes: Approval Date: Srerts Effective Date: 10/01/2013
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¢rs, toommates, and other

types (gt oup with..
esent) may be provided

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify (Specify): (Specify): |

d1tat1on by an .

niist maintain

accordance

ider ag:,ency has acquued a
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Veritication
| (Speczj}j)): (Specify): | 3 e (Specify).

T T e Imtizﬂ@andzi’ttimebf
--.|'DMHA certification

‘ b - | renewal

Semce Delivery Method. (Check each thaz applzes)

I l Participant-directed [ X l Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans 10 cover):

Service Title: vith Re 1plent Present -

hzed mtegra‘ted
bers ormnon~ .
mu.st be prowded

an developmem
ent reyisions which
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_-qual

mermbers, roommates, and other
types (group with

3t recipient present) may be plowded

ion.on the same. day =
1det th 1915(1) but may -

':: Medically needy (specgﬁ; Izmtls) N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
i) (Specify): (Specify): _ (Specy_‘j))
ified | DML, proved AMHH provider.

agencies

must meet DMHA and OMPP; |
ria. andstandards, mcludmg

féssmnal except for
cal addICtIOIl G '

has acqunred a-

is‘an emblled
r‘that oﬂer&s a-

Supersedes:
NEW
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Verification of Provider Quallﬁcatlons (For each pr owder type lzaled above Copy Fows as

needed):
Provider Type Entity Responsible for Verification 1 Frequency of Verification
(Specify): _ (Specify): - _ (Specify):

"]mtlaliy and at time of
MHA ccrtlﬁcatlon

‘ Servnce Dellvery Method (C'heck each thar applzes)

01 | Participant-directed B | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.1 9-B that the
State plans to cover).

Service Title:

thoutRemplent Presént

Service Definition (Scope). Definition

iviig er

Addlthl‘lal needs-based criteria for receiving the service, lf apphcab e (specyﬁz) -

Specify limits (if any) on the amount, duration, or scope of thxs service for (chose each thar applies):

d Categorically needy (specz/ﬁ) lzmzts) Imert Progmm Stana’ardé

th dentlﬁed‘re(:lplent _
rd and/or aohtevement

oommates, and other -
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‘ subtypes (group wlth
ent present) may be p1 ov1ded

n on the same day
the 191 5(1) but may

Pl ov1der Qualifications (For each type of prowdel Copy FOWS ds needed)

PI‘OV!dEI Type License Certification Other Standard
: Specify): (Specify): v _ (Specify):

' Accertified | T approved AMHH prov1der

1cahd requxrements
T 405 IA_C 1:5-1 and
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): | (Specify):

In“}’tvlva.lv:lii'éihd at time of .
DMHA uextlﬂcatlon
| renewal - ' '

Servnce I)ehvel y Method ((,heck each that applzes )

El Participant-directed l - ] Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title: | 2 ndividual Setting - -

Selv1ce Deﬁnmon (Scope) _Def nztzon

g _qgé'd atth;ls }eyeliof

ion services are not reimbursed.

na beprovnded fora

Medically needy (specify limits):N/A
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Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specif); )| (specify: | (Specify):

T I , ’H provrder
DMHA and OMPP~ .

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): _ (Specify): (: Speciﬁi) :

St Imtlally and at time of
.DMHA :emﬁcatxon :
renewal :

§erv1ce Dellvery Method (Check each that applies):
o il Participant-directed \ . ‘ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Atiachment 4.19-B that the
State plans to cover):

Service Title: | A cipient Present (Individual Setting)

Service Defi nition ( (Scope) .Def Snition
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Addltlonal needs based cuterla for recewmg the serwce, jf apphcable (9pecz/j/)

»Spemfy limits (if any) on the amount dul ation, or scope of thlS service f01 (chose each rhat apphes)

Categorically needy (speczﬁz ltm’ ):Insert Progl am Standa ‘ds

enefits the identified recipient. "

__?[p!’}del‘ Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify,

License
(Specify

Certification

Other Standard

(Specyﬁ)

with thé Medlcald reqmrements
ined under 405 IAC 1-5-1 and_
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NEW

Approval Date:

9/25/13

Effective Date: 10/01/2013
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Venﬁcatmn of Provider Qualifications (For each pr ovrdez type lzsted above Copy FOWS as

needed). — .
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Speczﬁ)

Service Delivery Method. (Check each that applies):
“[J | Participant-directed B

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title: |

Spemfy llmlts (lf dny) on the amount, duration, or scope of thls service for (chose each thar applzev)

Categorlca]] needy (specify limits): Insert Piogmm Standards

its the identified reqipiéﬁt.
ient of individual treatment -

ybeprovxded fora »

cannot be managed at this level of

TN: 12-003 9/25/13
Supersedes: Approval Date: Effective Date: 10/01/2013
NEW
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Medlcally |1eedy (speczfy lzmlts) N/A

Provider Qualiﬁcations (For each type of provider. Copy rows as needed):

Provider Type

License

Specipy):

Certification

Other Standard

(Specify):

(Specify):

_(Specify): |

‘apprcbv'ved AMHH prowder

ng’ ;a‘n AMH,H.

needed):

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

Provider Type
(Specify):

Entity Responsxble for Verification

Frequency of Verification

Specy:

Serv:ce Dellvery Method. (Check each that applies):

El | Participant-directed

l X I Provider managed

TN: 12-003
Supersedes:
NEW

Approval Date:

9/25/13

Effective Date: 10/01/2013




State: indiana

§1915(i) State Plan Home and Community Based Services

Attachment 3.11
Page 91

State plans to cover) :

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

Categon 1cally needy (specify limits): Insert Program Standaid,s .

[ | Medically needy (specify limits):N/4

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License

Certification

Other Standard
(Specify):

(Spesif: (Speciy:

(Specify): I

A HH pmvxder

National- Accred1tat10n by an

TN: 12:003
Supersedes: Approval Date:

9/25/13

NEW

Effective Date: 10/01/2013
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Veuﬁcatlon Df Provuler Quallﬂcatlons (F or each provider type llsted above Copy rows as

needed).
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specz/j')

nd at time of
ification ©

Ager

Service Delivery Method. (Check each that applies):

1| Participant-directed | 4 | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Altachment 4.19-B that the
State plans to cover):

Service Title: | A Family/Couple with Recipient Present (Group Setting)

Service Definition (Scope). Definition

Specify lumts (if any) on the amount, duration, or scope of this service for (chose each that applies):

LI Categorically needy (specify limits) Insert Program Standards

- TN: 12-003
Supersedes: Approval Date: 9125013 Effective Date: 10/01/2013
NEW
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s management, relapse

ent of recipient treatment

_Medically needy (specify limits):N/A

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard

(Specifi): (Specify): (Specify): | (Specif:

dicaid requirements
405 IAC 1-5-1 and

gency must meet all

1H provider agency criteria,
‘s defined in the SPA and -~
MEH operating policy.

TN: 12003 T e
Supersedes: Approval Date: Effective Date: 10/01/2013

NEW
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e ‘ngicrltena fox a

Verification of Pr 0v1der Quahficatlons (}'07 each pmwdei lype listed above Copy FOWS as

needed).
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

g Imtlall,y and at time of
| DMH: cemﬁcatlon
o renewal

Serv:ce Delivery Method (Check each that applzes)
[1.| Participant-directed l . ] Provider managed

Service Speclﬁcatlons (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title: ng
] Serwce Definition (Scope). Definition

'ed at home

Addltlonal needs—based criteria for lecelvmg the serwce, if apphcable (Specyﬁ/)

Specxfy limits (if any) on the amount, duratlon or scope of thls service for (chose each that applies):

| Categorically needy (specify limits). Insert Pr ogram Standard

ess management, relapse

‘recipient treatment

be provided fora

TN: 12-003
Supersedes: Approval Date: 8125713 Effective Date: 10/01/2013

NEW
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Medically needy (specify limits):N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License

Certification

(Specify):

Other Standard
(Specify):

(Specify): (Specify):

appr oyedbAMHZH pi‘bvxdel
must me DMHA and OMPP- .

Verification of Pr 0v1del Quahﬂcatlons (For each provzder fype ltsled above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify).
TN: 12-003 02513 -
Supersedes: Approval Date: Effective Date: 10/01/2013

NEW
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Servnce Delwery Method (Check each that apphes)

E] 2 ‘ Participant-directed

' X l Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover).‘

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify):

License

(Specify):

Certification

(Specify):

Other Standard
_(Specify):

MHH pfoiflder |
t DMHA and OMPP- -
id standards, including

Supersedeé:
NEW

Approval Date:

9/25/13

Effective Date: 10/01/2013
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_ rfagenc / is-an enrol]ed
caid provxdel that offers a

- mdef Section 4
s.of Person-Centel ed Planning.

Verification of Pl (1]

vider Quallficauons (For each pr owder type ltsted above. Copy rows as

| needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
y and at tlme of

OMHA el“txﬁcatmn
irenewal

Serwce Delivery Method. (Check each lhat applzes)

e ‘ Participant-directed

l X \ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover)

Service Title: |:

TN: 12-003
Supersedes:
NEW

Approval Date: 9/25/13

Effective Date: 10/01/2013
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Service Definition (Scope): Definition

']nserr Progf an Standards

"'v:duallzed ‘rrammg plan that identifies -

engagement and are

task co pletlon problem

fundedunder the Rehab ilitation

Medically needy (specify limits):N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type

License Certification Other Standard

(Specify):

Specify): _(Specify).

gency .has acqulred a
credﬂatloﬂ by an

TN: 12-003
Supersedes:
NEW

9/25/13

Approval Date: Effective Date: 10/01/2013
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~(B) Provider agency is an enrolled
der that offet sa

Vel ification of Provider Qualifications (For each provtder lype ltsted above Copy Fows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): {Specify) (Spec lﬁ/)
; i >a11y»and attxme of
ation

Servnce Dellvery Method (Check each lhat applzev)
‘00 | Participant-directed | X ‘ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.1 9-B that the
State plans to cover):

Service Title: | Care Coordinatio

Service Definition (Scope).Definition

TN: 12-003
Supersedes: Approval Date: 8/25/13 Effective Date: 10/01/2013
NEW
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-coordinat not to:the recipient.

Addmona] needs- based criteria f01 recelvmg the servxce if apphcablc (speczjﬁz)

Specxfy hlmts (if any) on the amount, duratlon or scope of this service for (chose each thai applzes)

‘ | Categori

limits): Insert Progmm Standards‘ e

.uded actlvmes, and
bllled under one .

e, bt e not

Supersedes: Approval Date:

+12-003 9/25/13

Effective Date: 10/01/2013

NEW
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s$ to needed services.

EH Medloally need _(speaﬁ/ lzmzm) N/A - -

Provider Qualiﬁcations (For each type of provider. Copy rows as needed).
Provider Type License Certification Other Standard
(Specify): (Specify): (Specify) '

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

TN: 12-003
Supersedes: Approval Date: Effective Date: 10/01/2013

9/25/13

NEW
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Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): » (Specify): - (Specify):

| Imtlaﬂyand attlme of
\ certification

Service Delivery Method. (Check each that applies):
‘[0: Participant-directed l i Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover).

Scrvice Title:

Iood glucose Tevel,

favailab]e: under

and/or. achievement

compliment, but

TN: 12-003

9/25/13

Supersedes: Approval Date: Effective Date: 10/01/2013

NEW
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Provider Qualifications (For each type of provider. Copy rows as needed).

Provider Type License

Certification
(Specify): (Specify):

Other Standard
(Specify).

(Specify)

/ mvst.mailltain
accordance

SIAC 151 und

: must meet all

TN: 12-003
Supersedes:
NEW

Approval Date:

9/25/13

Effective Date: 10/01/2013
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3 1at;md1v1dua1
ice meets the following

Verification of Provider Qualifications (Fm each provider type listed above. Copy Fows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification

(Specify): (Specify): L (Specify):
ey T walyandattmeot
S DMHA certlﬁcatlon

_»Servnce Delivery Method. (Check each that applies):
;;l Participant-directed 1 . I Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover).

Service Title: | 1e Reci| :;.fi’:lfésv@ht“v‘ |

’ Specxfy hmltq (11" any) on the amount, duratlon or scope of thls service ton (chose each that applres)

rogram Standard s

TN: 12-003
Supersedes: Approval Date:
NEW

9/2513 Effective Date: 10/01/2013
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andSupport méy .

Medlcally needy (speczﬁz lmm.s) N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): | (Specify):

'HH, op :_atmg pohcy

TN: 12-003 012513
Supersedes: Approval Date: Effective Date: 10/01/2013

NEW
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Verlficatlon of Provider Qualifications (For each provider type listed above Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Spe cz]ﬁ’)

Servnce Delivery Method. (Check each that applzes) i
i EJ Participant-directed D4 | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

Stale plans to cover):

Service Title: |

Specify limits (if any) on the amount, duration, or scope of this service for (chose each that applies):

TN: 12-003
Supersedes: Approval Date:
NEW

9/25/13 Effective Date: 10/01/2013
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=

Categorlcally needy (apeczﬁ/ lzmzts) -Insert Program Standardv o

b_port may comphment but
acti tlesavaﬂable under

s | ov1ded and
port may not be ‘

1 Medically needy (specify limits):N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

(S ecify):

Provider Type License Certification Other btandard

(Specify): (Specify): (Specv‘,y) _

nust mamtam
SR tion in accordaiice
TN: 12-003
Supersedes: Approval Date: 92513 Effective Date: 10/01/2013

NEW
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b the Medicaid requirements
ined under. 405 IAC | 5 1 and

Y must meet all
vagency or:terla
linthe SPAand -
'eratmg p_ohc_y.

meeting 01 1ter1a for a
he agency must certify
providing an AMHH

meet the following standaxds _
?e, as follows

mmg and Support is -

[A)who has -
tw0>(2) year L
- elinical program .

Verification of Provider Qualifications (ﬁ or each provzder type lzsted above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): Specify): (Specify):

Servnce Delivery Method. (Check each that applies):

I Participant-directed I X ‘ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover)

Service Title:

Service Definition (Scope). Definition

"'pwnt in a group
caticm Slde

TN: 12-003
Supersedes:
NEW

Approval Date: 812513 Effective Date: 10/01/2013
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Additional needs-based criteria for receiving the service, if applicable_ (s_pec_’zﬁz):

Spccrfy limits (1f any) on the amount, duration, or scope of this service for (chose each that applies):

K| Categorically needy (specify llmzls) Insen‘Progf am

elf admmistratlon ot

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify):

License

(Specify):

Certification
(Specify):

Other Standard
(Specify):

oved AMHH provider -
t:DMHA and OMPP-

full-contmuuni of care.

TN: 12-003
Supersedes:
NEW

Approval Date:

9/25/13

Effective Date: 10/01/2013
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der“agency must maintain -
n in accordance
> Medicaid reqmrements
und 405 IAC 1 5+1 and

Verification of Prowder Qualifications (For each provider type lis red above Copy FOWS as

needed):
Provider Type  Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

i at time of o
ication -

Serv:ce Delivery Method., (Check each thal apphes)

:5;;. Participant-directed ‘ . ‘ Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title: Recir entPresent (Group

Service Definition (Scope). Definition

TN: 12-003 0/25/13
Supersedes: Approval Date: Effective Date: 10/01/2013
NEW




State: Indiana Attachment 3.11
§1915(i) State Plan Home and Community Based Services Page 111

Specnfy limits (if any) on the amount, duration, or scope of this service for {chose each that applies):

Categorically needy (specify limits):Insert Program Standards

groups.or classe D
g, ’Madloatmn Trammg and iSuppor tvmay comphment but

: of medlcations is not
bil 'd_as Sk}lls Trammg

garding medication-related

TN: 12-003 9/25/13

Supersedes: Approval Date: Effective Date: 10/01/2013

NEW
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_Medically ify limits):N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certlﬁcatlon Other Standard

Gpecify: | GOpeclly) f): | (pecify):
[ O

iprovtder

requncinénts
IAC l 5= I and ».

TN: 12-003 9/25/13

Supetsedes: Approval Date: Effective Date: 10/01/2013

NEW
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): - (Speczﬁ»)

1a11" and at time of
DMHA - ogrtlﬁcatlon c
| renewal

_Servue Delivery Method. (Check each that applies).
'] Participant-directed l X | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Sewice

0f182 hours

TN: 12-003 9/25/13
Supersedes: Approval Date: Effective Date: 10/01/2013

NEW
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§1915(i) State Plan Home and Community Based Services

Tralmng and Support may not be

tIOI”l of medmatlons is. 11ot
villed as Skills Training

e,.nt.:anc!-phys_icmn- :
il caregivers.

Medically needy (specify limits):N/A

Provider Qualifications (For each iype of provider. Copy rows as needed):
Provider Type License Certification Other Standard
 (Specify): (Specify). (Specify): G S”peczﬁg)

urements ‘
AC 1—5 1 and

i it meet all

VIHE _provndel agency criteria,

o »as efined in the SPA and
o 1 operatm polxcy

TN: 12-003 /9543 o
Supersedes: Approval Date: Effective Date: 10/01/2013

NEW
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ning and Support is

pe of practice as -
and state law..
-that individual . - -
mieets the following

AHCP)
tered nurse (RN)
practical nurse (LPN) -
cal Assistant (MA) who has
- graduated from atwo (2) year |
- e e b olinicalprogram -
Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed).
Provider Type ’ Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

Service Delivery Method. (Check each that applies):
Participant-directed il Provider managed

2. [ Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible
Individuals, and Legal Guardians. (By checking this box the State assures that): There are policies
pertaining to payment the State makes to qualified persons furnishing State plan HCBS, who are relatives
of the individual. There are additional policies and controls if the State makes payment to qualified
legally responsible individuals or legal guardians who provide State Plan HCBS. (Specify (@) who may be
paid to provide State plan HCBS ; (b) how the Slate ensures that the provision of services by such persons
is in the best interest of the individual; (c) the State s strategies for ongoing monitoring of services
provided by such persons; (d) the controls to ensure that payments are made only for services rendered;
and (e) if legally responsible individuals may provide personal care or similar services, the policies to
determine and ensure that the services are extraordinary (over and above that which would ordinarily be

provided by a legally responsible individual):

.‘

. Participant-Direction of Services

Definition: Participant-direction means self-direction of services per §] 915()(1)(G){iii).
1. Election of Participant-Direction. (Select one):

* | The State does not offer opportunity for participant-direction of State plan HCBS.

O Every participant in State plan HCBS (or the participant’s representative) is afforded the
| opportunity to elect to direct services. Alternate service delivery methods are available for
participants who decide not to direct their services.

TN: 12-003
Supersedes: Approval Date: 8/28/13 Effective Date: 10/01/2013

NEW




State: Indiana Attachment 3.11
§1915(i) State Plan Home and Community Based Services Page 116

O. | Participants in State plan HCBS (or the participant’s representative) are afforded the
- | opportunity to direct some or all of their services, subject to criteria specified by the State.
| (Specify criteria):

2. Description of Participant-Direction. (Provide an overview of the opportunities for participani-
direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how
participants may take advantage of these opportunities; (c) the entities that support individuals who direct
their services and the supports that they provide; ond, (d) other relevant information about the approach
to participant-direction):

_lnvdiqj}’qﬁdoeshdtoffér‘self—di'rected care, . | S [

3. Limited Implementation of Participant-Direction. (Participant direction is a mode of service delivery,
not a Medicaid service, and so is not subject to statewideness vequirements. Select one):

Participant direction is available in all geographic areas in which State plan HCBS are
| available.

| Participant-direction is available only to individuals who reside in the following geographic
| areas or political subdivisions of the State. Individuals who reside in these areas may elect
| self-directed service delivery options offered by the State, or may choose instead to receive
- | comparable services through the benefit’s standard service delivery methods that are in effect
| in all geographic areas in which State plan HCBS are available. (Specify the areas of the State
affected by this option).

[}

4. Participant-Directed Services. (Indicate the State plan HCBS that may be participant-directed and th
authority offered for each. Add lines as required):

i . . Employer Budget
Partlcnpant-Dlref:ted Ser}v1»c-e Authority Authority
O Cl
O O

5. Financial Management. (Select one):

O| Financial Management is not furnished. Standard Medicaid payment mechanisms are used.

O | Financial Management is furnished as a Medicaid administrative activity necessary for
" '| administration of the Medicaid State plan.

6. [1 Participant-Directed Plan of Care. (By checking this box the State assures that): Based on the
independent assessment, a person-centered process produces an individualized plan of care for
participant-directed services that:

e Be developed through a person-centered process that is directed by the individual participant, builds
upon the individual’s ability (with and without support) to engage in activities that promote
community life, respects individual preferences, choices, strengths, and involves families, friends, and
professionals as desired or required by the individual;

e Specifies the services to be participant-directed, and the role of family members or others whose
participation is sought by the individual participant;

o For employer authority, specifies the methods to be used to select, manage, and dismiss providers;

TN: 12-003
Supersedes: Approval Date: 912513 Effective Date: 10/01/2013
NEW
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o For budget authority, specifies the method for determining and adjusting the budget amount, and a
procedure to evaluate expenditures; and
e Includes appropriate risk management techniques, including contingency plans that recognize the roles
and sharing of responsibilities in obtaining services in a self-directed manner and assure the
appropriateness of this plan based upon the resources and support needs of the individual.
6. Voluntary and Involuntary Termination of Participant-Direction. (Describe how the State facilitates
an individual’s transition from participant-direction, and specify any circumsiances when transition is
involuntary):
|

7.  Opportunities for Participant-Direction
a. Participant-Employer Authority (individual can hire and supervise staff). (Select one):

O | The State does not offer opportunity for participant-employer authority.

" | Participants may elect participant-employer Authority (Check each that applies).

.| Participant/Co-Employer. The participant (or the participant’s representative) functions
as the co-employer (managing employer) of workers who provide waiver services. An
agency is the common law employer of participant-selected/recruited staff and performs
necessary payroll and human resources functions. Supports are available to assist the
participant in conducting employer-related functions.

Participant/Common Law Employer. The participant (or the participant’s
representative) is the common law employer of workers who provide waiver services. An
IRS-approved Fiscal/Employer Agent functions as the participant’s agent in performing
payroll and other employer responsibilities that are required by federal and state law.
Supports are available to assist the participant in conducting employer-related functions.

b. Participant-Budget Authority (individual directs a budget). (Sefect one):

The State does not offer opportunity for participants to direct a budget.

Participants may elect Participant-Budget Authority.

Participant-Directed Budget. (Describe in detail the method(s) that are used to establish the
amount of the budget over which the participant has authority, including how the method makes
use of reliable cost estimating information, is applied consistenily to each participant, and is

adjusted to reflect changes in individual assessments and service plans. Information about these
method(s) must be made publicly available and included in the plan of care):

| Expenditure Safeguards. (Describe the safeguards that have been established for the timely

| prevention of the premature depletion of the participant-directed budget or 1o address polential
| service delivery problems that may be associated with budget underutilization and the entity (or
entities) responsible for implementing these safeguards):

TN: 12:003 .
Supersedes: Approval Date: 9/25/13 Effective Date: 10/01/2013
NEW
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