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Dear Providers,

First of all, I would like to thank you for choosing to
prov1de services to the residents of Wyoming who have
disabilities. After the Behavioral Health Division merged in July
2011 from the former Developmental Disabilities Division and
Mental Health and Substance Abuse Services Division, we began
developing a strategic plan to align our mission, goals and
objectives to our vision for the future five years from now.

Owr W'Sl'OM is to improve the quality of life of
Wyoming residents with developmental disabilities, acquired brain
injuries, mental illness, and/or substance abuse issues. Our mission is to be a division of state
government that is responsive to the behavioral health needs of Wyoming residents by developing and

overseeing a quality continuum of care that is customer focused, collaborative, evidenced-based, and
outcomes drlven

7090(“0", we can work to accomplish the vision! As we work with our provider partners,
we will strive to provide great customer service and quality services to those served in our programs
and their families. We are committed to serving our participants in the least restrictive and most
appropriate environments throughout their lifespan. In order to serve all of our customers in the
equality state, we want to focus our efforts on programs and projects that promote true person-centered
planning; construct comprehensive wraparound services using all available natural supports and
community resources available; increase competitive, integrated employment opportunities; utilize and
promote evidenced-based practices at the state, provider, and individual levels; and ensure people can
practice self-determination to live as they want to live and be fully included in society.

Best regards,

Joe Simpson, Administrator
Behavioral Health Division
Wyoming Department of Health

Chris Newman, M.H.A., Senior Administrator
Alice Russler, Ed.D., Mental Health and Substance Abuse Services Administrator
Joe Simpson, M.S., Ed.S., Developmental Disabilities Administrator
Wyoming Department of Health, Behavioral Health Division
6101 Yellowstone Road — Suite 220 = Cheyenne WY 82002
FAX (307) 777-5849 = 800-535-4006 = (307) 777-6494




10 Dimensions of Service Quality   Back to Top
The Behavioral Health Division uses these ten dimensions of customer service as our expectations of our employees. We include the ten dimensions in this provider manual and ask providers to review them with all staff in their organization. 
The Division will strive to meet these dimensions of service on a daily basis and expect providers to display a similar code of conduct in accordance to these basic ten dimensions. 
If a customer wishes to file a complaint with the Division, we will refer to this list to determine which dimension was not met by our staff or you as a provider, and determine a course of remediation in order to better serve each other and all customers.
	Dimension and Definition
	Examples of Specific Questions 
Raised by Customers

	1. Tangibles  
The physical appearance of facilities, equipment, personnel, and communications materials
	· Are the facilities accessible to disabled customers?

· Are the organization’s facilities attractive?

· Is staff dressed appropriately?

· Is information provided by the organization easy to understand?

	2. Reliability  
The staff member’s ability to perform the promised service dependably accurately, and on time. 
	· Does the staff member respond to customer requests promptly?

· Does the staff member consistently produce quality work?

· Is the staff member’s work free of errors?

· Does the staff member meet deadlines? 

· Does the staff member inform the customer if they are going to miss a deadline?

	3. Responsiveness 
The staff member’s willingness to help customers and provide prompt service.
	· When there is a problem does the staff member resolve the problem quickly?

· Is the staff member willing to answer my questions promptly?

	4. Competence 
The staff member’s skills and knowledge to perform the service. 
	· Is the staff member able to provide knowledgeable services?

· Does the staff member stay current on best practices in their field?

	5. Courtesy 
The staff member’s politeness, respect, consideration, and friendliness.
	· Does the staff member have a pleasant demeanor?

· Does the staff member refrain from acting busy or being rude when the customer asks questions?

· Is the staff member polite when answering customer calls?

	6. Credibility 
The staff member’s trustworthiness, believability, and honesty.
	· Does the organization have a good reputation?

· Does the staff member pressure customers to make decisions?

· Is the staff member trustworthy and honest?

	7. Security
The staff member’s freedom from danger, risk, doubt, and dealing with confidential issues.
	· Does the organization protect the customers’ (external & internal) confidential information?

· Is the organization a safe (emotionally and physically) place to visit and work?

	8. Access 
The staff member’s approachability and ease of contact.


	· How easy is it for customers to talk with the staff member and supervisor if there are problems?

· Is it easy to get through to staff over the phone?

	9. Communications 
The staff member’s ability to listen to customers and keep customers informed in language they can understand.
	· Is information provided by the organization easy to understand?

· Is written communications clear, concise and grammatically correct?

· Does the staff member practice active listening?

· Can the staff member clearly answer the customer’s questions?

· Is the staff member able to assess the language level of the customer and respond appropriately?

· Does the staff member avoid using technical jargon?

	10. Understanding the Customer 
The staff member’s effort to know customers and their needs. 
	· Does the staff member take time to clearly understand the customer’s needs?

· Is the staff member willing to be flexible to accommodate the customer’s schedule?

· Does the staff member have a systematic process to determine customer satisfaction?


Chapter 2 - Rules

Medicaid Rules  Back to Top

All Home and Community Based Waiver providers are required to sign a Wyoming Medicaid, formerly “Equalitycare”, and Provider Agreement before being certified to provide services on a Medicaid Home and Community Based Waiver.
This agreement requires that providers adhere to all applicable federal, state and Division rules and regulations.  In the Accessing Waiver Rules section of this manual, there is a list of all applicable Wyoming Medicaid Rules as well as directions on how to access them.
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These rules are referenced throughout this Provider Manual and the manual is intended to provide basic information on the waivers and the rules, not to provide all the requirements listed in the rules.  Providers are still responsible for knowing and adhering to all the requirements in the Wyoming Medicaid Rules. 
HIPAA Compliance Requirements  Back to Top
A Medicaid Waiver provider is responsible to have a comprehensive understanding of the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule requirements and regulations.  Providers shall have processes in place to assure Protected Health Information (PHI) is handled appropriately. 
HIPAA provides federal protections for personal health information held by covered entities and gives patients, or participants, rights with respect to that information. 
Under HIPAA, protected health information is defined as “confidential, personal, identifiable health information about individuals that is created or received by a health plan, provider, or health care clearinghouse and is transmitted or maintained in any form.” A “Health plan” includes Government programs, such as Medicaid, that pay for health care. “Providers” include home and community based waiver providers. "Identifiable" means a person reading the information could reasonably use it to identify an individual.
Protected Health Information  Back to Top

There are 18 identifiers considered protected health information (PHI) when shared verbally and in writing (this includes e-mail): 
1. Names

2. Street address, city, county, precinct, zip code

3. Date of birth (except year)

4. Social security number

5. Admission and discharge dates

6. Health plan beneficiary number (including Medicaid number)

7. Date of death

8. E-mail addresses

9. Medical record numbers

10. Phone numbers

11. Fax numbers

12. Account numbers

13. Certificate license numbers

14. Vehicle identifiers and serial numbers (including license plate numbers)

15. Device identifiers and serial numbers

16. Web URLS

17. IP (Internet Protocol) address numbers

18. Biometric identifiers including finger and voice prints
Secure E-mail Requirements   Back to Top
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The WDH provides a secure e-mail system for conducting business on behalf of waiver participants that will maintain their privacy and comply with HIPAA regulations. BHD staff is required to use this secure e-mail system when sending protected health information to providers.  

If a provider receives a secure e-mail from a BHD staff, they must reply using the WDH web-based secure e-mail system.  To send a secure e-mail, please contact a BHD staff and request that they send you a secure e-mail link.  You can use the link to submit your confidential message or attachments containing PHI. If a provider is unable to use the secure e-mail system, faxes are accepted.  
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For specific cases with multiple or complex concerns, it is best to make direct contact with the BHD staff for a private discussion.  Note: In order to avoid HIPAA violations, BHD staff is not allowed to share protected health information on their cell phones; therefore, if you have PHI to discuss with BHD staff, please contact them at their office number not their work or personal cell number. 

                     More details about HIPAA, PHI, & Secure E-mail online at BHD - DD Training 
                     website
Access Waiver Rules  Back to Top
Providers providing services on Medicaid Home and Community Based Services administered by the Behavioral Health Division are required to adhere to Medicaid and Division rules.  Below is a listing of the rules applicable to providers, along with directions on how to access the rules from the Wyoming Secretary of State Website.  These rules have been referenced throughout this provider manual.  

List of Rules and Steps to Access 

A. Department of Health; Behavioral Health Division Rules
· Chapter 1, Rules for Case Management

Steps to access:

1. To access this rule, go to the Wyoming Secretary of State’s Website at: http://soswy.state.wy.us/rules/rule_search_main.asp
2. Under Agency, choose “Health, Department of” 

3. Under Program, choose “Dev Dis – Individually-selected”

4. Under Rule Type, choose “Current Rules and Regulations”

5. Click Search

B. Department of Health; Wyoming Medicaid Rules
· Chapter 1, Definitions   NEW!
· Chapter 3, Provider Participation
· Chapter 4, Medicaid Administrative Hearings   REVISED!
· Chapter 16, Medicaid Program Integrity REVISED!
· Chapter 26, Medicaid Covered Services
· Chapter 34, Home and Community Based Waiver Services
· Chapter 35, Medicaid Benefit Recovery
· Chapter 41, Adult Developmental Disabilities Home and Community Based Waiver
· Chapter 42, Child Developmental Disabilities Home and Community Based Waiver
· Chapter 43, Adult Acquired Brain Injury Home and Community Based Waiver
· Chapter 44, Environmental Modifications and Specialized Equipment For Home and   
    Community Based Waiver Services
· Chapter 45, Waiver Provider Certification and Sanctions
Steps to access:

1. Follow steps 1-5 noted above, except under Program, choose “Medicaid”
Chapter 3 – Waiver Requirements

Overview of Waivers Back to Top
The Behavioral Health Division (BHD) – Developmental Disabilities (DD) Programs administers four (4) Medicaid Home and Community Based Service (HCBS) Waivers:
1. Adult DD Waiver

2. Child DD Waiver

3. Acquired Brain Injury (ABI) Waiver

4. Children’s Mental Health Waiver (not discussed in this manual)

Waivers are programs that waive certain restrictions of the Wyoming Medicaid Plan to allow the State to fund additional services not covered by another paid or unpaid source. The goal of the waiver programs is to support an individual in his/her own community and avoid the need for residential institutional care. 
The services funded by the waivers are services that are not covered under the Medicaid State Plan. Services include case management, habilitation services, respite, personal care and many others. The waivers include the option of participants to self-direct some of their services and the addition of new services such as child habilitation, companion services, good and services, and unpaid caregiver training. 
The waivers are funded through Medicaid, and funding comes from both the State of Wyoming’s general fund and the Federal Government, regulated by the Centers for Medicare and Medicaid Services (CMS).  
Waiver services are voluntary services and recipients are subject to meeting eligibility requirements and are funded depending on funding availability. People choose to participate in the waiver. Participants, guardians, providers and the Division all have specific roles and responsibilities to assure waiver services meet the needs of participants.  

Refer to Roles and Responsibilities Participant  for more information.
Waiver Eligibility Requirements Back to Top
Adult DD Waiver Eligibility Requirements 
· U.S. citizen and Wyoming resident

· 21 years of age or older

· Meet Level of Care for an Intermediate Care Facility for persons with Intellectual Disabilities (ICF/ID)

· Financial eligibility is determined by the Department of Family Services.  As of January 2011, the criteria are monthly income cannot exceed $2022 and individual assets cannot total more than $2000; couple assets if both are applying cannot total more than $3000. (Dollar amounts subject to change on a yearly basis as determined by the Department of Family Services.)

· Psychological evaluation by licensed psychologist confirming an eligible intellectual disability or a related condition 
· Psychological evaluation by licensed psychologist confirming an eligible intellectual disability. If a related condition, medical verification is requested by a licensed physician and a licensed psychologist confirms that the related condition meets the definition of developmental disability as determined by substantial function limitation in age appropriate activities when compared to peers of a similar age. Functional limitations measured by Inventory for Client and Agency Planning (ICAP) scoring less than or equal to 70. (If the score is greater than 70, there must be deficiencies in three or more of the following areas:  self-care, language, mobility, self-direction, independent living, and/or learning/cognition.)

Child DD Waiver Eligibility Requirements

· U.S. citizen and Wyoming resident

· Ages birth to 21

· (May apply for the Adult DD Waiver at least six months prior to 21st birthday. Participant will remain on the Child DD Waiver until the last day of the month that s/he turns 21 years of age.)

· Meet Level of Care for an Intermediate Care Facility for persons with Intellectual Disabilities (ICF/ID)

· Financial eligibility is determined by child’s income by the Department of Family Services.  As of January 2011, the criterion is child assets cannot total more than $2000 (which may include funds 
from drug or insurance claims and/or beneficiary of a will or estate settlement). (Dollar amounts subject to change on a yearly basis as determined by the Department of Family Services.)
· Psychological evaluation by licensed psychologist confirming an eligible intellectual disability or a related condition 

· Psychological evaluation by licensed psychologist confirming an eligible intellectual disability. If a related condition, medical verification is requested by a licensed physician and a licensed psychologist confirms that the related condition meets the definition of developmental disability as determined by substantial function limitation in age appropriate activities when compared to peers of a similar age. Functional limitations measured by Inventory for Client and Agency Planning (ICAP) scoring as follows:

· Adaptive behavior quotient .50 or below birth – 5 years old

· Adaptive behavior quotient .70 or below 6 – 20 years old

ABI Waiver Eligibility Requirements

· U.S. citizen & Wyoming resident

· Between 21 - 64 years of age   (Participant may remain on ABI Waiver after the age of 65.)

· Meet Level of Care Criteria for Intermediate Care Facility for persons with Intellectual Disabilities (ICF/ID)

· Financial eligibility is determined by the Department of Family Services. As of January 2011, the criteria are monthly income cannot exceed $2022 and individual assets cannot total more than $2000; couple assets if both are applying cannot total more than $3000. (Dollar amounts subject to change on a yearly basis as determined by the Department of Family Services.) 

· Medically documented Acquired Brain Injury (ABI)

· Neuropsychological examination by a licensed psychologist that will confirm the applicant meets the ABI definition and meets any of the following functional criteria: 

· Mayo Portland Adaptability Inventory (MPAI) score of 42 or more

· California Verbal Learning Test II Trials 1-5 T score of 40 or less

· Supervision Rating Scale of 4 or more 

· Inventory for Client and Agency Planning (ICAP) – service score of 70 or less (ICAP administered by a DD Programs contracted agency)
Waiver Application Process  Back to Top
Individuals interested in receiving waiver services can contact the DD Participant Support Specialist in his/her county. The Participant Support Specialist will assist the individual in the application process and provide basic waiver information. 
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Throughout the application process and during the waiting list period for a participant, case managers are expected to provide targeted case management services to applicants. These services include: gathering information, linking the applicant to available services and resources, and advocating for applicants.  Once Participants are funded and removed from the waiting list, targeted case management ends and regular case management duties begin.

More details about Waiver Application Process online at BHD - DD Training 
website
Refer to Targeted Case Management  for more information.
ICAP Overview  Back to Top
What is an ICAP?

The Inventory for Client and Agency Planning (ICAP) assessment has been in use in Wyoming since 1987.  The instrument is nationally normed and is one of the three adaptive behavior assessments that are most widely accepted.  The Division has paid for, coordinated, and conducted thousands of ICAPs since then.  The Division contracts with the Wyoming Institute for Disabilities (WIND) at the University of Wyoming to administer the ICAPs as ordered by the state.

The ICAP is used by the Division for one part of the clinical eligibility for the Medicaid DD waivers and provides information that is used in setting individual budgeted amounts for the waivers.  The ICAP is an assessment, not a plan.  Information on the individual’s strengths, support needs, and behaviors are used in the development of the plan of care.
How often is an ICAP needed? 

One is needed every five (5) years for waiver eligibility, if there has been a significant change in the individual’s functioning, or by request of the Division. All ICAPs must be approved by the Division. The case manager has to request an ICAP in the Electronic Medicaid Waiver System.
How are the ICAP respondents chosen to participate?

ICAP respondents are chosen by the case manager, with input from the person, the person’s legal guardian/parent, and the team of service providers, if applicable.  The case manager should make contact with each respondent and make them aware that they will be contacted by a representative from the Wyoming Institute for Disabilities (WIND) and ask them to return any messages that are left for them regarding the ICAP.  

Who can be a respondent?

Anyone who has worked with the person on a daily basis for at least three (3) months or who knows the person well can be a respondent. If a person lives with parents or family, then they would be the best respondents because they know the person well. Examples of possible respondents:                                                     

· Parents/guardian

· Family members

· Direct Support Professional from day or residential services

· Case manager

· Teachers and other educators

· Therapists

· DFS employees

· Waiver Providers

Using a Physician as a respondent should be avoided or limited, as they are difficult to schedule and often do not know the details of how the person functions on day-to-day tasks.

What should a respondent expect?

An individual from the WIND will contact a respondent to set up a short interview. In that interview, the person will be asked to critically evaluate the person with the disability on their skills, abilities, limitations and behaviors. It is important to think about how much “assistance” the person with the disability requires to complete daily tasks like cooking, cleaning, bathing and engage in age appropriate activities. 

Why are at least two respondents interviewed?

Different respondents have different experiences with the person with the disability. At least two respondents are interviewed (and a third, if necessary).  The ICAP could be completed with just one respondent, if there are few people who know the person. 

What if I have a question about an ICAP?

If there are ever questions regarding any aspect of the ICAP, contact WIND at (307) 766-4060 or (307) 766-2609. 

Choice on the Waivers  Back to Top
The waivers require participants and/or legally authorized representatives to have choice in services and service providers. This means a participant, working with their team and case manager, can choose which services to receive and which provider(s) to provide each service.  
Participants can change case managers up to twice a year. Participants can also change providers when they would like to and shall work with their case managers on making these changes or accessing a provider list.


The Division has developed rules and procedures for how these changes should take place.  Team meetings and transition plans are required when a participant is changing providers. 


Self-Direction is an option on the waivers and gives the participant the opportunity to choose and hire their own staff, and to be responsible for managing their own budgets. The participant also assumes the responsibility of being either the employer of record or co-employer of record for certain services.


Refer to Team Meetings and Transitions for more information. 
Individualized Plan of Care (IPC)  Back to Top
The approved Individualized Plan of Care, also called the “IPC”, “Plan of Care” or just “Plan”, serves as the justification and expectations of waiver services for a person.  Providers cannot provide and bill for services until they have been selected by a participant and until the plan of care has been approved by the Behavioral Health Division Participant Support Specialist.  
The plan of care normally covers a period of one year. The provider will receive an approved service authorization print out with verification the plan, units, and rates that have been approved by the Division.  The approved service authorization is needed before a provider can provide services and receive reimbursement. This electronic print out and process replaces the former “pre-approval” form.
Once the plan of care is finalized, providers will receive a copy.  It is a provider’s responsibility to understand the services and supports outlined in the plan of care and receive training on the plan.  The service authorization form details the exact type and amount of services that the participant is authorized to receive by the Division.  Service schedules and objectives shall specify the frequency, activities, training plans; support level needed and outline the scope of each service to be provided.
                                 Provider should contact the case manager immediately, if:
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Provider is not listed on the service authorization print out or
· Rate or number of units are different than the provider   understood or 

· Provider has not received a copy of the plan of care 
and is supposed to begin providing services

If a provider is chosen by a participant to provide services, the provider should participate in the team meetings that are held to develop the plan of care for that person.  The meetings are facilitated by the participant’s case manager and follow a person-centered planning process. During the meeting, the plan of care team will discuss several key items. 

Topics include: the services and supports the participant needs; the number of units for each service; the participant’s overall goals; the objectives to be implemented in order to assist him/her to achieve the goals; current assessment information; risks and mitigation approaches; medical and medication information; behavior issues; service rates and budget availability; self-direction options; and preferred activities and topics as requested by the participant and/or legal representative.  If the provider is not able to attend a meeting, it is expected that the provider submit a written summary of services to the participant’s case manager. This written summary should include what is going well and any concerns of the team.

The provider is also required to review and sign the plan of care.  If providing direct services to a participant, the provider and provider staff must receive participant specific training prior to providing services and document this training has been completed.  More details about IPCs can be found online at the DD Training website.

[image: image13.wmf]Refer to Case Manager and Provider Training Requirements for more information.

More details about IPC online at BHD - DD Training website
Positive Behavior Support Plans (PBSP)  Back to Top
[image: image14.png]



Chapter 45, Waiver Provider Certification and Sanctions, 

Positive Behavior Support Plans Section


Definition
A behavior support plan is developed based on a functional assessment of behaviors that negatively impact a person’s ability to acquire, retain, and/or improve the self-help, socialization, and adaptive skills necessary to reside successfully in home and community-based settings, and contains multiple intervention strategies designed to modify the environment and teach new skills. 
Purpose
The purpose of a positive behavior support plan should be to maintain the dignity, respect, and values of the participant.  It should reflect the behaviors that need to be replaced or reduced and provide protocols for positive intervention and prevention of identified behaviors. 
Positive Behavior Support Plan Components 

· A behavior plan addresses maladaptive behaviors identified by the IPC team, the psychological evaluations, and those listed as moderate or above on the participant’s ICAP.  If a behavior listed in the ICAP or psychological evaluation is no longer an issue, then the behavior plan shall give reasons why the behavior no longer needs to be addressed.

· A participant’s IPC team should observe and assess the person’s environment, including activity patterns, daily schedules, support staff, and physical settings.  Then the team should review the pertinent history of the participant and identify the behaviors of the person.  This assessment helps the team target specific behaviors and understands why they occur, in order to develop workable strategies or processes to achieve better alternatives for the participant.

· The participant and/or guardian should help in the development and implementation of the positive behavior support plan to the greatest possible extent.  It should give the person the means and skills to accomplish the goals and directions that he or she has chosen.
· The plan should describe positive behavioral supports that assist the participant in replacing targeted behaviors with replacement behaviors and identify approaches that assist the participant in getting needs met in an appropriate way. 

· If restrictive measures, such as restraints, are part of a person’s behavior support plan, providers shall adhere to the standards in Chapter 45, Section 28. 

· When behavior support plans include rights restrictions, the plan shall include reasons for the restrictions, how they will be imposed, how the right shall be restored, and include information on when the restriction may be lifted. 
· A Positive Behavior Support Plan cannot have restrictions from community activities that exceed 36 hours unless the plan includes information from a psychologist on the health, safety, or therapeutic reasons for a longer restriction. 
· The plan shall not include restrictions from employment unless the restrictions are due to health and safety concerns.
· Everyone who works or socializes with the participant regularly shall receive ongoing training on how to participate in the positive behavior support plan, including participant specific training on any restraints that may be used.

· Everyone involved in a participant’s programming should spend the majority of time and effort using positive strategies outlined in the positive behavior support plan.  

· Progress, strategies used, and outcomes should be tracked regularly on schedules, separate data sheets, or on progress notes.

· Data collection and analysis determine if the plan is achieving its desired results.  A participant may make important progress a small step at a time.  If a positive behavior support plan is tracked, documented and reported to the case manager and the team regularly, problems can be caught early. 

· The case manager, IPC team, or a psychologist shall review documentation, analyze the data, and make modifications to the plan as needed. The team may have to make changes to parts of the plan if new behaviors arise or frequency of undesired behaviors is increasing.
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Whenever a participant makes progress in meeting their positive behavior support plan goals, the team reports and celebrates it. If the participant makes significant improvements in self-control and self-direction that results in no more targeted behaviors happening over a given amount of time determined by a psychologist or the IPC team, then the positive behavior support plan has been effective and should be modified to reflect the participant’s success and include fewer to no restrictions and restraints.
                    More details about PBSP online at BHD - DD Training website
Restraint Standards  Back to Top
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Chapter 45, Waiver Provider Certification and Sanctions, 

Restraint Standards Section
Types of Restraints

· Drug used as a restraint is any drug that is administered to manage a participant’s behavior in a way that reduces the safety risk to the participant or others, and has the temporary effect of restricting the participant’s freedom of movement, and is not a standard treatment for the participant’s medical or psychiatric condition. 
These types of restraints will not be approved in the plan of care and may only be used as ordered by a medical professional for a specific situation with a participant and under their supervision.  At no time shall a participant be physically restrained in order to administer a drug in which to manage a participant’s behavior.
· Mechanical restraint is any device attached or adjacent to a participant’s body that he or she cannot easily move or remove that restricts freedom of movement or normal access to the body.

· Personal restraint, or physical restraint, is the application of physical force or physical presence without the use of any device, for the purposes of restraining the free movement of the body of the participant.  Any physical restraint must be done in accordance to the specified standards of the certifying entity and must not be modified at any time.

Should the Division be notified of any provider or provider staff not adhering to the specified standards of the certifying entity for physical restraints, an immediate review by the Division will be conducted.  
The term personal restraint does not include briefly holding, without undue force, a participant in order to calm or comfort him or her, or holding a participant’s hand to safely escort him or her from one area to another. 

Restraints: Emergency Usage, Standards, & Documentation
All participants have the right to freedom from undue mechanical, personal, or drug restraints.  By adhering to the Restraint Standards in Chapter 45, Section 28, families, participants and providers can be aware and actively participate in any discussion about possible rights restrictions.
Emergency Restraints

Providers who provide direct services to participants shall have a policy that identifies whether or not they shall use emergency intervention procedures in response to assault, physical aggression, or self-injury.  This policy must meet the Restraint Standards in Chapter 45, Section 28.  

· If a restraint is used as an emergency intervention procedure, and the restraint is not described in a participant’s plan of care, then:

· The reason for the restraint, how it was used, and when it was used must be documented and reported to the case manager, guardian, and through the Division’s Notice of Incident process if it meets the criteria of a reportable incident.
· If a restraint used is not in the plan of care, the case manager and team shall meet to modify the participant’s plan and address the use of a restraint.
· Future use of a restraint must be documented in the plan of care with a detailed description of how and why it will be used. It must be approved in writing by the participant or guardian.
 
Standards for Providers who use Restraints as Part of Behavior Programs and/or Emergency Procedures:
· Providers who provide direct services to participants shall have a policy that identifies whether or not restraint is used within the programs it provides.
· Restraints shall not be used as coercion, discipline, convenience, or retaliation by personnel.
· Any use of restraints, except those meeting emergency criteria, shall be documented in the rights section and in a behavioral support plan.
· If a behavioral support plan incorporates the use of restraints, then:

· The use of restraint shall be ordered by a physician or a designated, trained, and competent qualified behavioral health practitioner for each episode in which a restraint is used. 

· The restraint shall be administered by personnel who are trained and competent in the proper techniques of applying and monitoring the form of restraint ordered. 
· The participant/guardian must be informed on any restraints that may be placed on him or her, the type of restraint, how it will be used, and when it will be used. The participant or guardian must approve use of the restraint listed on the plan by signing the plan or modification. 
· The provider shall document that the participant has been consulted regarding alternatives s/he prefers prior to the development of the behavior support plan.
· The behavior supports plan and the use of specified restraints shall be reviewed quarterly to assess the effectiveness of the plan. 
· In accordance with Chapter 45, Section 28, “Providers and Provider staff shall adhere to the requirements established by the certifying entity and shall not modify those requirements.”
· Any use of sensory or adaptive equipment must be evaluated according to the mechanical restraint definition, “any device attached or adjacent to a participant’s body that he or she cannot easily move or remove that restricts freedom of movement or normal access to the body.”  If the equipment meets that definition, it must be listed as a restraint and follow the Restraint Standards in Chapter 45, Section 28.  Division staff may ask for any additional information or clarification on any sensory or adaptive equipment.

Reporting and Tracking Requirements
Each use of a restraint shall be documented as an incident following the provider’s internal incident reporting policy.  If an injury results from the use of a restraint, it must be reported to the Division pursuant to Chapter 45, Section 30.

· Following the use of the restraint, the participant, the guardian when appropriate, and staff shall discuss the reasons for use of the restraint.  The discussion shall be documented and address:

· The incident

· Antecedents
· Reasons for the use of restraint
· The person’s reaction to the intervention
· Actions that could make future use of restraint unnecessary

· When applicable, modification are made to the treatment plan to address issues or behaviors that impact the need to use restraint

· The chief executive or designated management staff member shall review and sign off on all uses of restraint after every occurrence.  The review shall include:

· Verification that the provider’s policies and procedures regarding restraints were followed

· Verification that the behavior support plan for the participant was followed

· Determination if modifications to the treatment plan are needed

· Determination if staff involved in the restraint had received appropriate training and utilized this training appropriately when using a restraint

· Verification that recommendations identified during the review of the restraint usage are appropriate and are being implemented
· Use of restraint shall be recorded in the provider’s information system and reviewed for:

· Analysis of patterns of use

· History of use by personnel

· Environmental contributing factors

· Assessment of program design contributing to factors
· If the frequency of use of restraint, including physical or mechanical restraint changes, the chief executive or a designee shall investigate the pattern of use and take action to continuously reduce or eliminate the use of restraint.
The Division shall review the reporting and tracking of restraints during the annual recertification of providers, as a follow-up to incident reports or during investigations of complaints.
Participant Case Reviews  Back to Top
As part of federal and state regulations, the Division has to meet six assurances when administering each waiver. In order to ensure participants are receiving the quality of support they require and their plan of care is being followed, the Division has a system in place to oversee service planning, service authorization, and service delivery for waiver participants. 
The system is a review of a representative sample of participants’ cases during a two year period with a 95% confidence interval and +/- 5% margin of error. The number of case reviews completed on a two-year basis is variable and randomly selected from the number of participants currently on three of our waivers (Adult DD, Child DD, and Acquired Brain Injury). The Division has developed checks and balances in this review to help us measure and monitor the effectiveness of the waiver programs. 

The case review process consists of four areas or components, which help assess the effectiveness of the waiver services a participant is receiving. These areas include: 

· Plan of care development 

· Service documentation review 

· Service observation 

· Team member interviews

Providers, who are certified by the Division, are expected to participate in the case review process when required. 

The Division’s responsibility after the review is to finalize a report and send a copy to the participant’s case manager. If there are any concerns identified during the review that requires follow up, it is the responsibility of the case manager to meet with the participant’s team to address and resolve those concerns. 
Once the team has handled the concerns, the case manager submits a written response to Division by the date specified in the report. 
The case review process is a method for the Division to listen to the participant and observe their surroundings to ensure participants are benefitting from waiver services.
Electronic Medicaid Waiver System Back to Top
WDH contracted with a software developer, Gannett Peak Technical Services, to develop the Electronic Medicaid Waiver System (EMWS) to manage the four Behavioral Health Division waivers:  Adult DD, Child DD, ABI, and Children’s Mental Health waivers; and the two waivers administered by the Division of Healthcare Financing: Long Term Care and Assisted Living Facility waivers. 
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The EMWS manages the eligibility process and each participant’s Individualized Plan of Care (IPC).  All case records and associated documents are accessible only by authorized users.  Authorized users include WDH staff, Division PSS and managers, Case Managers, Department of Family Service (DFS), and WIND.  Extensive legal and administrative security measures are in place to protect participant’s PHI.

In addition to the plan of care and service authorization components, various assessments including an ICAP, Psychological Evaluation, Neuropsychological Evaluation, Speech Therapy, Occupational Therapy, Physical Therapy, Dietary, and Skilled Nursing, can be uploaded into the EMWS. The forms and assessments are electronically stored with the Participant’s file and require new submission only when the term has expired or new information is obtained.  The EMWS also allows other documents to be uploaded to a Participant’s plan, such as relative disclosure forms, Case Management selection forms, conflicts of interest, Positive Behavior Support Plans, etc. 

The case manager must input the participant’s plan of care or modify a person’s plan in the Electronic Medicaid Waiver System in order to receive service authorization approval from the Division. 

EMWS web address is https://waivers.health.wyo.gov, which only case managers have access to the electronic system.   EMWS HELP Desk number is:  1-800-510-0280.  EMWS DVD Trainings and Manuals are available by contacting the Division.
Roles & Responsibilities Participants/Guardians  Back to Top
Below is a summary of the roles and responsibilities for participants and guardians.  Participants and guardians should review these responsibilities carefully. If there are any questions about them, the local Participant Support Specialist can be contacted. 
· Assist in providing evidence of the need for services and supports

· Assist in providing information so the Case Manager can complete the Level of Care Criteria form

· Assist in collecting necessary data and documentation, including school records, medical records, and social security information

· Provide guardianship papers from the court and notify the Case Manager if there are any changes in guardianship or representative payee

· Assure that all providers are given necessary medical information, emergency information, contact information, and training

· Choose among providers, services, and service delivery options

· Participants receiving residential habilitation services shall be visited in their home by their legally authorized representative, if applicable, several times per year to ensure environment is meeting participant needs, (e.g. personal items in bedroom, condition of bedroom and home, staff interactions, interactions and satisfaction with housemates, etc.)

· Keep informed of waiver changes through the website or educational opportunities provided by the Division

· If self-directing waiver services, follow the requirements and responsibilities for that option

· Participate in the program planning process, including participating in the development and review of the plan of care. This includes cooperating with the case manager to schedule IPC meetings at least 30 days in advance of the meeting date.

· Each year, make an appointment with the Department of Family Services for the annual eligibility review
· Learn about rights, restrictions, and be an active in any discussion about possible rights restrictions  
· Abide by all rules, laws, and expectations of the community

· Take care of personal property and protect it from theft or loss

· Ask any questions about direct responsibilities, if information or directions are not understood

· Be available (with the participant at home) for the monthly home visits required by the case manager, canceling in an appropriate amount of time so as not to disrupt service

· Inform the case manager and/or providers of any concerns or questions, and to give them an opportunity to address any concerns or questions

· Inform case manager of any requested changes in services and follow the Division’s transition procedures when changing service providers or moving to another location in the state. This includes scheduling the transition meeting two weeks in advance and allowing one week for the modification to be approved before the services are changed or the move takes place.

· A guardian of a participant will provide information to the courts at least twice a year or as required.
· Review and verify documentation of services provided, when needed

· Review the plan of care to make sure it reflects the services and supports required and agreed upon

· Notify the Division of changes in residence, phone, guardianship, custody, etc.

· Provide the case manager or providers with information in a timely manner on incidents, medication concerns, behavioral concerns, and other important information

· Participate in assessments as needed for continued waiver eligibility determination.

Individual Budgeted Amounts (IBA) Back to Top
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The IBA methodology listed in this manual is current as of July 1, 2010. If the methodology or IBA adjustment process changes, then the Division shall notify providers and waiver participants through an official memorandum or as individual budgets are revised.

IBA Methodology for Existing Adult DD, Child DD, and ABI Waiver Participants

The IBA shall be based upon historical annual plan units multiplied by the posted service rates, minus one-time costs, such as subsequent assessments, specialized equipment, and environmental modifications. 

IBA Methodology for New Waiver Participants 

· Child DD Waiver

The IBA shall be based upon the median historical plan cost for like individuals based upon the combination of the age of the individual and his/her developmental age taken from the Inventory for Client and Agency Planning (ICAP) assessment.  For a person that meets the residential targeting criteria, the IBA shall be based upon core services needed by the participant as specified in eligibility assessments multiplied by projected units as determined using the ICAP assessment and information on service needs from the case manager.

· Adult DD and ABI Waivers

The IBA shall be based upon the median historical plan cost for like individuals based upon the service score taken from the Inventory for Client and Agency Planning (ICAP) assessment. For a person that meets the residential targeting criteria, the IBA shall be based upon core services needed by the participant as specified in eligibility assessments multiplied by projected units as determined using the ICAP assessment and information on service needs from the case manager.

Allowable IBA Adjustments 

A participant’s Individual Budgeted Amount shall not change unless there is a significant change in service and support needs for the participant.  Requests to adjust a person’s IBA shall be carefully reviewed by the Division and requires supporting evidence of the change in condition or need in order to review the request.

Division may adjust a participant’s IBA for any one of the following reasons: 

1. Increased supports or services are needed for a participant due to one of the following: 
a. The onset of a critical medical or mental health condition occurred.

b. A transition occurred beyond the person’s control resulting in the reduction or loss of non-waiver supports and services in the last year 

c. The services and units used in the last Division IBA adjustment reflected an understated plan of care due to the lack of access, availability, or use of other waiver services and the participant now has the need for more waiver services as specified in the current plan of care.

2. A subsequent assessment for a psychological evaluation is required for continued waiver eligibility, not to exceed $1000.

3. A significant change occurred in the person’s functional abilities, verifiable through the ICAP or another approved assessment.

4. Waiver services are reduced by the participant’s team.
5. Additional units above a service cap are needed to assure a participant's health and safety. 

6. A participant is self-directing services and needs an IBA increase for Support Brokerage Services and/or the Agency with Choice per member per month fee to meet Division requirements for self-directing. In the event these services are not needed on the plan due to a modification or transition in service delivery, the funds allocated for Support Brokerage and/or Agency with Choice shall be removed from the IBA. 

7. A participant has a need for specialized equipment or an environmental modification in accordance with Wyoming Medicaid Rules, Chapter 44.

8. Other additional funding requests reviewed by the Extraordinary Care Committee and out of home placement requests.
Requests for an IBA Adjustment
Case Managers may submit an IBA Adjustment Request form in conjunction with the service authorization printout from EMWS (when modification requests exceed the existing IBA), if the participant’s situation meets the criteria listed in the Allowable IBA Adjustments section of this policy. The form is not required for required subsequent assessments, support brokerage services, and agency with choice services in accordance with the Division’s policy on these services. Only complete requests shall be reviewed, which includes having supporting documentation for the services, units, or items requested on the IBA Adjustment Request form. The Division shall have 15 business days to review and decide on an IBA Adjustment Request. 
IBA Adjustment Decisions
The Division has the authority to approve, modify, or deny an IBA adjustment request. A decision on an IBA adjustment request shall result in one of the following actions:

· An approved IBA adjustment, as determined by the Division, or

· A lesser dollar amount approved than requested, as determined by the Division, or

· A denial of an IBA adjustment by the Division due to criteria not being met or budgetary limitations, or

· A referral to the Extraordinary Care Committee (ECC) for review, if it meets the ECC criteria.

Fair Hearing and Reconsiderations
Funding requests, which are approved at a lesser amount than requested or denied, are eligible for a request for reconsideration and/or a fair hearing, and the participant shall be notified of these rights in accordance with the Division’s rules.

Division Funding Limitations
The Division shall take into account the resources available to the Division and the needs of others with developmental disabilities and acquired brain injuries, when funding waiver services. An IBA may be adjusted due to the availability of funding in the Division’s budget. The Division shall have the authority to limit IBAs based upon budget projections. The IBA methodology may be adjusted over the course of the waiver period due to increases or decreases in posted rates, and/or increases or decreases in funding appropriations.

IBA Transparency

The process for determining a participant’s IBA shall be made available upon request. The IBA methodology shall be made available to the public when the methodology changes. The participant’s case manager shall be notified of any change to a participant’s IBA, who shall notify the participant or legal representative of the change. The case manager shall notify the participant or guardian of the any IBA revision.
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More details about IBA online at BHD - DD Training website
Extraordinary Care Committee (ECC)   Back to Top
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Chapter 41, 42, and 43 of the Medicaid Waiver Rules, 

Extraordinary Care Committee Section

Allowable ECC Requests

The Extraordinary Care Committee (ECC) shall have the authority to approve, modify, deny or provide consultation on a submitted funding request for any person deemed eligible for a waiver operated by the Behavioral Health Division meeting one of the following criteria: 

An emergency case involves an eligible person that calls for immediate action or an urgent need for waiver services, including physical care and supervision in an environment necessary to maintain the person’s vital functions, and without the provision of waiver services the person would suffer irreparable harm or death.

An out-of-home placement request for an eligible person not receiving 24-hour residential services, whose health and/or safety is at significant risk due to extraordinary needs that cannot be met in the current living arrangement because of one of following targeting criteria: 

· A substantial threat to a person’s life or health caused by homelessness or abuse, neglect, or exploitation

· The person’s condition poses a substantial threat to a person’s life or health

· A person has caused serious physical harm to him or herself or someone else in the home 

· There are significant and frequently occurring behavior challenges resulting in danger to the person’s health and safety, or the health and safety of others in the home.

· The person’s critical medical condition requires ongoing 24-hour support and supervision to maintain the person’s health and safety.

· A loss of primary caregiver due to caregiver’s death, incapacitation, critical medical condition, or inability to provide continuous care.
A material change in the participant’s circumstances resulting in a significant change in the level of need for waiver services exceeding the Case Review threshold as outlined in the Individual Budgeted Amount section or any case referred by the Participant Support Manager for evaluation and consultation.

ECC Review and  Decision Overview
Verification

All requests shall be accompanied with evidence of the person’s emergency situation from a professional or other agency documenting irreparable harm. The Division may consult with Medicaid or other agencies to verify the extent of the risk and ensure there are no other supports available. Evidence shall be reviewed by the ECC to verify the situation.  

The case manager shall provide evidence as specified by the Division, which may include but is not limited to the following:

· Written statements from the Department of Family Services, Protection & Advocacy Systems, Inc., or law enforcement, which supports the emergency case and includes specific incidents, witnesses, follow-up conducted, and any documented accounts of events by witnesses. 

· Information and a summary of incident reports specific to the type of condition or injury.

· Documentation of other approaches or supports that have been attempted.

· Names of other agencies/parties/providers involved and dates of contact, assistance, or involvement.

· Written statements from a physician or psychologist explaining why, without emergency services from the waiver, the person’s life or health is in imminent jeopardy. 

· Written statements from a physician or medical professional explaining the changes in this person’s situation that results in the caregiver and other supports no longer meeting this person’s needs.  

· Written statements from a professional in the medical field, the Department of Family Services, or a professional from the mental health field, which explains why the caregiver can no longer provide care.

· Evidence that the person does not qualify for any other emergency funding or emergency services that would alleviate the emergency situation.

· Evidence that a temporary residence or shelter is insufficient to meet the person’s immediate health and safety needs and the individual’s situation requires a long term solution.
· Evidence that other community services, including other Medicaid waiver programs, are not available.
· Other verifiable documents or sources of information to demonstrate support for the proposed needs and suggested resolution process.

ECC Decisions

All ECC members shall vote on each case. The majority vote decides the outcome of the case.  Any consultation and recommendations from the ECC shall be shared with the case manager with the decision of the case.  The Division Administrator or Designee shall review each ECC decision to ensure the process has been followed; the criteria for the decision is documented according to policy, and shall ask the ECC to follow up on any identified concerns regarding the case when needed.

ECC Request and Review Process
Division Process for the Initial Review of ECC Requests
If a participant meets a condition in the ECC criteria, then the IBA Adjustment Request shall be reviewed by the Participant Support Specialist and Manager before scheduling an ECC review.  Requests shall be submitted using the Division’s IBA Adjustment Request form, available on the Division’s website. Only complete request packets, which include the form, supporting documentation for the request shall be reviewed by the ECC.  

The Participant Support Specialist shall work with the case manager until the request is complete and scheduled for review or until it is determined that it does not meet ECC criteria. If the request is not allowed to be reviewed by ECC, the participant may file a request for reconsideration.  If reconsideration results in a denial, the participant shall be notified of the right to request a hearing from the Wyoming Department of Health, Behavioral Health Division.  Wyoming Medicaid Rules offer more clarification on this process.

Case Manager Responsibilities in Making a Request to ECC
To process and review an ECC request, the Case Manager shall gather all pertinent information from providers, psychologists, family members, or other contributors for the ECC request.  If the ECC is part of an annual plan of care submission, then the request shall be received in the Division 40 days prior to the plan start date.  For requests during the plan year, the ECC request form shall be submitted with all of the requested information to Division staff at least two days prior to the ECC date.  The Case Manager may request, on behalf of the participant, to have a psychologist or other professional offer an expert opinion during the ECC meeting. The Case Manager shall represent the participant at the ECC meeting, via phone, in person, or in writing and have the participant’s full case file available to reference depending on the questions raised by committee members.

Evaluation Process for Out of Home Placement Requests
If a participant requests an out of home placement for Residential Habilitation or Special Family Habilitation Home services, the Case Manager shall submit a request in writing for an out of home placement funding revision.  The request shall be submitted to the Participant Support Manager along with any additional documentation required by the Division as listed in this policy. After reviewing the request, the Division shall determine if additional information is needed or if a screening interview will be conducted to further assess the need for the placement.

Screening Interview Option for Out of Home Placement Requests
A Division staff, in cooperation with a representative from another responding agency, may conduct a screening interview involving the case manager, participant, family, and/or caregivers to understand the situation and assess other options in the community. If the screening determines the request does not meet the targeting criteria, the participant/guardian and case manager will be notified that no further action will be taken. 

If the screening determines the participant may meet the targeting criteria, the Division may request that the DFS conduct a review of the home situation. In some instances, the Division may request DFS to facilitate a Family Partnership Meeting involving community members to identify community resources to keep the individual out of a residential placement. For children, an out of home placement will not be considered without active involvement from DFS.  
Once all requested information has been received and a Family Partnership Meeting held, if requested by the Division; the Case Manager will prepare an ECC request for review by the Extraordinary Care Committee.

Supporting Documentation for an Out of Home Placement Request may include:
· Written statements from DFS, the Division or Protection & Advocacy Systems, Inc., this supports the claim and includes specific incidents or witnessed accounts of events. 

· Information and Incident Reports specific to the type of condition or injury.

· A list of other approaches or supports that have been attempted.

· Names of other agencies/parties/providers involved.

· Written statements from a physician or psychologist explaining why, without residential services, the person’s life or health is in imminent jeopardy. 

· Written statements from a physician or medical professional explaining the changes in this person’s situation that results in family and other supports no longer meeting this person’s needs.  

· Written statements from a professional in the medical field, DFS, or a professional from the mental health field, which explains why the historical caregiver can no longer provide care.

Division Employee Duties in Preparing for ECC
The Participant Support Specialist shall review the request for all necessary components and notify the Case Manager if information is missing or incomplete.  If there are questions about the appropriateness of the request per the ECC criteria, the Participant Support Specialist shall consult with the Participant Support Manager.  If the request is complete, the request can be added to the ECC schedule.  The schedule for ECC meetings will be distributed by the ECC chairperson at the beginning of each month.  

The Participant Support Specialist shall compile the necessary information for the request. All needed information for the request shall be submitted to the Division at least two days prior to the scheduled ECC review meeting. 
The ECC packet may need any of the following as determined by the Division: 
· A completed IBA Adjustment Request form

· Supporting documentation, such as behavioral data, trend analysis, recommendation letter from a medical professional, or other item to verify the emergency situation

· Assessments (ICAP, Psychological, etc.)

· Out of Home placement documentation and request, if applicable

· Notes regarding inconsistent or new information in the submitted request, regarding increased supervision levels or new services
If the Case Manager requests attendance from other team members, the Division shall approve the attendance of the person or professional at least 24 hours before the meeting. The Participant Support Specialist may discuss the request with the Case Manager to help prepare the Case Manager for questions that may be asked by the committee.

ECC Review Meeting

ECC shall meet regularly each month. The Participant Support Specialist shall present the case to the voting ECC members or Designees, who represent the Division Fiscal Manager (the committee chair), the Participant Support Manager and a representative from the State Medicaid Office. The Case Manager may present more details of the request to the committee either in person or by phone. If approved in advance, other professionals may present information.  After the request has been presented, voting members may discuss the request before taking a vote. The decision form shall be signed by the ECC members after the vote.

Possible Outcomes of ECC requests

The request may be approved at the requested amount (either permanently or temporarily); approved at a lesser dollar amount than requested;  denied; or tabled until more information on the request is received. Additional consultation or recommendation with any decision may be made by the ECC and shared with the case manager during the case review or through notification following the case review. If an ECC case is tabled, the request will be returned to the ECC for review and a vote within ten (10) business days upon receipt of all additional requested information. 
Notification of Decision, Request for Reconsideration and Fair Hearing Process
Division staff shall inform the Case Manager and the participant/guardian of the decision by letter within ten business days of the decision. The Division may request progress reports, additional plan of care information, specific timelines for changes, or implement a monitoring plan as part of an ECC decision. For any decision resulting in an adverse action, the Division shall provide written notification of the decision, the reason for the decision, and offer the participant the opportunity to request reconsideration and/or a fair hearing from the Division Administrator within 30 business days after notice of the decision is given. The request for reconsideration does not affect the availability of a fair hearing.  The timeframes for requesting a fair hearing are paused during such time as the Division receives a request for reconsideration. The Administrator shall review the reconsideration request or the hearing request within 20 business days of receipt. 
Applicable Forms
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Welcome to the Developmental Disabilities Program Online Training Modules
;

Please note that these trainings should be viewed in Internet Explorer only. If you are having problems seeing the bottom of the screen,
press F11 on your keyboard for full-screen mode. To exit full screen mode, press F11 again.

o Trainings are designed to be informative, useful, and fun!

© Each training may be completed in 20 minutes or less

© You are encouraged to complete each training module to maximize your learning and understanding

o At the end of each training is a survey - we value your feedback as we are here to help. Thank you!

Module 1 Module 2 Module 3

1. Best Practices for Case Manager 1. Building Natural and Paid Supports,

2. HIPAA Requirements 2. Team Meetings Coming in December

3. SelfDirection 3. Individual Budget Amount (IBA)

4. Medication Assistance Training 4. Documentation Standards (Coming Soon)

(This training detais just the polices and policies. The actual MAT || 5. Individualized Plan of Care (IPC) (Coming
ainin o nloycosand Talnrs s conduced 1 erso,plsse o)
VSR .00 Pograms wevste o sl s ardlocain
5. Waiver Eligibility Process - Coming Soon
For questions or concems regarding these training modules, please contact Sharla Beeken at sharla beeken@wyo gov.
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        Forms listed below are available at DD Sections website
· ECC procedures 
· IBA Adjustment Request form

· Out of Home placement Request form
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More details about ECC online at BHD - DD Training website
Chapter 4 – Case Manager
[image: image23.png][/ ™4 inbox &) - jamie stauntont. ~ ¥ @ Developmental Disabiltie= % Wyoming Department of H %] A ACS Wyoming EqualityCar
& € © wyequalitycare.acs-inc.com/WP_Tutorials.htm!

ACS Wyoming

Serving Wyoming EqualityCare Providers

Computer Based Tutorials

The following tutorials are computer based and allow you to navigate through the training as desired
You may listen and follow along and select the "next" button for the next page or you may use the
navigation buttons at the bottom of the tutorial. The navigation bar allows you to rewind. play, go
back to the previous page(s), go to the next page(s) and exit




Case Management Responsibilities  Back to Top

Each case manager shall have a working knowledge of community resources, an ability to communicate with and work effectively with the participant, an ability to elicit and respect the values and preferences of the participant, an ability to work cooperatively and effectively with other team members, and understand the disabilities of participants and methods for overcoming barriers to productivity and integration. As the Division offers trainings, modifies processes, policy or rules, and works to continuously improve the waiver programs, case managers are required to read their E-mails, attend the trainings, and participate in Division requests for information.

Chapter 1 of Division Rules for Case Management 
Chapter 45, Provider Certification and Sanctions
CASE MANAGER ROLES & RESPONSIBILITIES

It is the responsibility of the case manager to:

· Gain an understanding of the needs, desires and preferences of the participant.
· Arrange, coordinate and be financially responsible for the continued eligibility assessment, subject to applicable reimbursement guidelines.
· Coordinate the development of the individualized plan of care through a facilitated team meeting process, including attendance of persons who are knowledgeable about the participant and are qualified to assist in developing an individual plan of care for that person. Membership of the team shall include the participant, the legally authorized representative if applicable, the case manager, providers on the person’s individualized plan of care, an advocate if applicable, and any other person chosen by the participant.

· Provide informed choice of services, service delivery, and providers available, including other case managers, at least every six months or more frequently as requested by the participant or legally authorized representative.

· Facilitate the Individualized Plan of Care team meetings with the applicable members of the team: at least twice a year, for transitions, and as needed or requested due to the needs of the participant.

· Provide support and encouragement to the participant in the development of the plan of care.

· Advocate for the preferences and choices of the participant, unless such preferences and choices are clearly not in the participant’s best interest, and address risks to the participant’s health and safety with mitigation plans to reduce the participant’s risks.

· Ensure all providers on the participant’s plan of care receive participant specific training.

· Review and monitor overall service delivery in accordance with the plan of care. 
· NOTE: This includes a review of all provider documentation for each participant in which you provide case management services. Provider documentation must be provided to you by the 10th business day of the month following services provided.  Case managers are required to retain provider documentation for a full 12 months.  
· Monitoring also requires that the case manager observe services in various settings to verify if the plan is being implemented, schedules are accurate, objectives are being implemented and progress is being made, and the participant’s desires are being met. 
· Service observation must take place on a quarterly basis.

· Coordinate assistance in crisis intervention.

· Assist in coordinating transition plans.

· Assist the participant to achieve his or her highest level of independence, community, and social involvement within his or her abilities and preferences.
· Be available to the participant at times and locations most convenient to that person, including monthly visits to the participant at home and quarterly service site visits as specified by the Division.

· Assure that a Division certified provider of case management services is identified and available to the participant as a back-up when the case manager is unavailable for an extended period of time, such as vacations, extended illnesses, or family emergencies.

· Inform or provide information to the participant and the legally authorized representative on waiver services, including self-direction options at least two times a year.

· If the participant chooses to self-direct services on the waiver, the case manager shall assist the participant in finding a support broker, modifying the plan of care as needed, and monitoring the services of the Financial Management Service utilized by the participant.

· The case manager shall work with the Support Broker and the participant, and legally authorized representative if applicable, to ensure employees are trained, services are delivered and documented per the plan of care, and follow up on concerns with self-direction.

· Perform other duties as required by the Division related to provision of case management services.

· Maintain a master file for each participant in accordance with Division requirements, and assure that information is disseminated to appropriate parties as authorized by a signed release of information by the participant or legally authorized representative.

· Complete training requirements in the form and manner prescribed by the Division.

· Complete a home visit each month, which is required to bill for case management services.  The participant must be in the home at the time of the visit.

· Provide a minimum of two (2) hours of case management services in the categories of: home visit, plan development, monitoring and follow-up, participant specific training, face to face meeting with participants, guardian, family, advocacy and referral, crisis intervention, coordination of natural supports, and team meetings.

CASE MANAGER POLICY REQUIREMENTS
Each case manager or organization providing case management services shall have policies and procedures that identify:

· Who shall be served,

· Criteria for the order of acceptance,

· Person(s) responsible for making the decision to accept a person for case management services,

· The criteria by which acceptance decisions are made,

· A means for appealing the denial of case management services, and

· How referrals will be made by the case manager  to other providers of services as appropriate, which may include another case management provider or the Division;

· How the case manager shall offer choice of providers and services available on the waiver to the participant at least every six months or more frequently as warranted by the participant’s situation or preferences.

· How the case manager shall provide second-line medication monitoring to persons on caseload

· Who the Division-certified provider of case management will serve as back up case manager in the event that the chosen case manager is unavailable to provide services. 

· A comprehensive conflict of interest policy as explained in the next section.

Case managers are responsible for ensuring that any case managers or case management personnel working under the supervision of a case manager or case manager organization receive the required training as prescribed by the Division.

In addition, Case Managers shall:

· Provide written notification and reasons for denial to any person denied case management services;

· Evaluate the quality of its case management services in keeping with applicable Division standards;

· Meet CARF (Commission on Accreditation of Rehabilitation Facilities) Standards and/or other requirements as identified by the Division.

· Adhere to the provider standards and requirements in Wyoming Medicaid rules, Chapter 45, Provider Certification and Sanctions.

· Adhere to the case management requirements in Wyoming Medicaid rules, Chapter 41, Chapter 42, Chapter 43, Chapter 44, and Chapter 1 of Division rules for Case Management.
  

NPI NUMBER

Each person who provides case management services and is employed by a provider organization shall obtain and maintain their own National Provider Identifier (NPI) number for case management services and submit a Medicaid enrollment in order to activate the NPI number for billing.

CONFLICT OF INTEREST 

A conflict of interest is where a provider, in this case a Case Manager, has competing or conflicting interests or loyalties. Examples include: a self-employed case manager who provides other services on that participant’s plan OR a provider organization who employs a participant’s case manager and is a provider of other services on the participant’s plan. 

The Division requires each case manager to develop and implement a comprehensive conflict of interest policy that addresses how the case manager:

· Assures free choice of providers is offered to participants; and

· Assures the development of the individualized plan of care is in the best interest of the participant; and

· Assures monitoring the implementation of the plan of care is done in the best interest of the participant; and 

· Completes follow up and provides feedback on concerns identified during the development or monitoring of the plan of care.  

A case manager and another provider on the plan cannot both be related to the participant.  If this situation is found, the participant has to transition to a new provider to resolve this conflict within 30 days.

When self-directing services in which a Support Broker is used, all paid Support Brokers shall be free of any conflict of interest including employment with a certified waiver provider or provision of any other Waiver service to the same participant. 

BILLABLE TIME

Case Managers shall provide a minimum of 120 documented minutes per calendar month of case management service to a participant in order to be reimbursed. Services may exceed 120 minutes as needed by the participant, and shall be included in the monthly unit for the service. Billable services may include:

· Person-to-person contact with the participant, legal representative, or family members. At least one home visit where the participant lives and with the participant present is required monthly.

· Team meetings

· Phone conversations between the case manager, the participant and/or the legal representative

· Plan of care development

· Plan of care monitoring and follow up on incidents or concerns as needed by the participant and in the form and manner set forth by the Division, including the monitoring and following up on such items as:

· Restraint, restriction, incident and behavior tracking, reporting, and follow up

· Second line medication monitoring, including PRN and behavior modifying medication usage, trends and follow up

· Health and safety risk assessment, mitigation planning, monitoring and follow up

· Quarterly service observation 

· Monthly provider documentation, objective, and billing review for all providers on a participant’s plan of care

· Modifications to the plan of care in a timely manner in response to changes in participant support needs, services, or providers.

· Participant specific training

· Advocacy and referral

· Crisis intervention

· Coordination of natural and paid supports

· Participant and legally authorized representative Satisfaction Interviews

· Responding, coordinating, arranging, or writing follow up regarding a participant in conjunction with the Division requirements or recommendations.

Targeted Case Management  Back to Top

Targeted Case Management (TCM) allows case managers to be paid for the time that they spend working with a new waiver applicant. This service can be used while an applicant is applying for the waiver and after they have been placed on the waiting list.  A targeted case manager can bill for up to 120 fifteen minute units of TCM per plan year. Information on TCM is available on the Division’s website. A case manager can provide and bill for the following functions:

· Gathering Information: Completing the Level of Care Screening (LT104) and assisting the individual to get necessary documentation, such as the ICAP assessment, medical records, psychological/neuropsychological assessment, etc. to enable the Division to determine eligibility.

· Writing:  Targeted Case Management Plan of Care, which is sent to Division for approval

· Linkage: Working with individuals and/or service providers to secure access to services. Activities include making telephone calls to agencies to arrange for appointments, or services following the initial referral process, and preparing individuals for these appointments.

· Monitoring/Follow-up: Contacting the individual or others to ensure a client is following a prescribed service plan and monitoring the progress and impact of that plan.

· Referral: Arranging initial appointments for individuals with service providers, informing individuals of services available, and providing addresses and telephone numbers of agencies and service providers.

· Advocacy: Advocacy for a specific person for the purpose of accessing needed services.

· Crisis Intervention: Crisis intervention and stabilization are provided in situations requiring immediate attention/resolution for a specific individual.

· Direct service such as transportation is NOT covered. 
Choice & Selection of Providers  Back to Top

The Right to Choose. Applicants and participants, or guardians, shall have the right to informed choice in providers and services.  Providers shall not solicit participants to choose them. Providers, including case managers, who are contacted by a participant or guardian regarding a change in providers or services that requires a transition process, shall refer the participant or guardian to their local Division Participant Support Specialist (PSS). If an applicant or an eligible person does not have a case manager, the Division shall assist the person in selecting a new case manager.
Participants may choose to change any providers, other than case managers, anytime during the plan year.  When a participant or guardian chooses to change providers, he or she shall inform the case manager of the decision. The case manager shall submit the change on the electronic Medicaid waiver system in order to notify the Division and the local DFS office, if a participant changes residence or transitions from one waiver to another.

During application for services: The local PSS will review the application process for the waiver and supply enough information for the applicant and/or the guardian to exercise informed choice. An applicant shall choose a targeted case manager (TCM) to coordinate eligibility for the waiver. The TCM shall work with the participant on obtaining Medicaid and/or Medicare identification numbers, schedule psychological evaluation and an ICAP, and complete other processes as needed for additional services or community resources. During the application process, an applicant and/or the guardian may elect to change their TCM and the current TCM will direct the applicant to the local PSS who will supply the list of case managers and a selection form to be completed by the applicant/guardian and the new targeted case manager. Because there is not a transition process for applicants, the current TCM will transfer the applicant’s file in a timely manner to the new TCM and inform the new TCM of all pertinent information regarding the applicant.

Once deemed waiver eligible: The Local PSS will visit with the eligible person and/or the guardian prior to the initial planning meeting, and review choices of case management, providers and services.  The eligible person may continue receiving case management from the targeted case manager and is not required to complete a new Case Manager Selection Form. If the eligible person requests a change in case management, the Local PSS will facilitate that change and supply the Case Management Selection Form. The current Case manager (TCM) will supply the newly selected case manager with all information in the case file, and the new case manager will conduct the Initial planning meeting and write the plan of care. If a newly eligible person waits until after the planning meeting to make a change in case management, the local PSS will need to be contacted and it will determined when the change in case management will occur. If the plan of care has been developed and submitted to the Division for approval it will be a Division Management decision as to whether the person should change case management then or wait until the 6 month review. The Targeted Case Manager or the newly selected Case Manager will assist the eligible person in determining services and providers and will invite those providers to the initial plan development meeting.

After the participant is on the waiver: Choice in case manager shall be given by the participant’s case manager at a minimum prior to the annual plan of care development meeting; prior to the four to six month plan review meeting; when a caseload change by a case manager is occurring; and by request of the participant or legally authorized representative to change case managers.

Participants may choose to change any providers, other than case managers, anytime during the plan year.  When a participant or guardian chooses to change providers, he or she shall inform the case manager of the decision. The case manager shall then complete the required steps on the applicable transition checklist, and submit a change of address in the demographics section of the Electronic Medicaid Waiver system in order to update the Division and the local DFS office when a participant changes case management, residence or transitions from one waiver to another.

Transition Requirements  Back to Top

Case Managers shall assist participants in transitioning as smooth as possible by notifying all necessary parties in a timely fashion, providing coordination and support to team members, and following the Division’s transition rules, policy, procedures and checklists.

Case Managers shall notify the Participant Support Specialist (PSS) in Cheyenne when a participant and/or legal representative is requesting a change in case managers, service providers, physical location, or transitioning from one waiver to another waiver, service program or out of waiver services. 

If a case manager is resigning from a participant, the case manager shall give thirty (30) days written notice of the change to the participant, to the legal representative (if applicable) and to the Division. 

If there is a temporary case management change due to leave of absence, dismissal, or resignation, then the provider shall follow its established back-up plan and follow the procedure set forth in this document. A case manager employed by an organization is certified with his/her own individual provider number and shall follow the Division policy on Participant Transitions as though they were independent contractor with the state.

Through the Division’s monitoring processes, such as participant case reviews, plan of care approval, incident report and complaint follow up, and team meeting attendance, Division staff shall ensure that the Division’s transition policy, procedures and processes are consistently followed by case managers and other team members.

Case Managers shall follow the transition procedures posted on the Division’s website under the “Case Management Information” webpage for any transition.

At PSS discretion, the following can be requested from the case manager(s): a completed transition checklist, meeting minutes, and a list of attendees.


Child DD Waiver Participants Aging into Adult DD Waiver  Back to Top

A Child DD Waiver participant turning 21 years of age shall remain on the waiver through the end of the month in which s/he turns 21.  All eligible Child DD Waiver participants transitioning to the Adult DD Waiver when they turn 21 shall do so on the first day of the month following the month he/she turns 21. 

For example, if a Child DD Waiver participant turns 21 on February 5, 2012, he/she will be transitioned to the Adult DD Waiver on March 1, 2012. For the remaining part of February, this participant remains on the Child DD Waiver and is not able to receive Adult DD Waiver Services until March 1, with an approved plan of care. The case manager may have to submit a short plan of care to cover the remaining days on the child waiver. Participant Support Specialists can offer technical assistance on this process if requested.

As a reminder, Child DD Waiver participants, who apply and are found eligible for the Adult DD waiver, transition to the Adult DD Waiver without going on the Adult DD waiting list. These participants are given priority over those on the Adult DD Waiting list to maintain continuity of service. The participant's case manager must submit a plan of care to the Division for approval thirty (30) days prior to the first of the month following the participant's 21st birthday, so there is no gap in waiver services as the participant transitions from the Child DD Waiver to the Adult DD Waiver.  
Team Meetings  Back to Top

The case manager shall facilitate the Individualized Plan of Care (IPC) team meetings, with the applicable members of the team, for the following events:

· An annual meeting to develop the individualized plan of care, 

· A review meeting four (4) to six (6) months after the plan of care start date, 

· A special meeting scheduled as needed or as requested by the participant, the legally authorized representative, or any team member to address pertinent concerns, changes, or needs of the participant,

· A transition meeting when the participant changes providers, services, living arrangements, or exits the waiver.

The Case Manager shall schedule a plan of care team meeting, with the applicable members of the team, according to the following requirements:

· Notifying all individual plan of care team members of the scheduling of the meetings at least 30 calendar days in advance unless a shorter notification time is approved by the Division.

· Notifying the local Division PSS of the date, time, and place of a team meeting at least 30 calendar days in advance, unless a shorter notification time is approved by the Division.

· Following the Division requirements for facilitating team meetings; and 

· Documenting minutes of the team meetings in the form and manner prescribed by the Division in provider manuals and bulletins issued by the Division.
A Division PSS may attend a participant’s team meeting, sometimes without notification to the case manager at the discretion of the Division. During the team meeting, the PSS assures that choice of services, delivery options, and providers has been offered. If teams do not discuss all applicable items on the Team Meeting Checklist, then the PSS will prompt them to do so.  Throughout the meeting, the PSS identifies and records areas of concern and consults with the team. S/he may make suggestions to the team, including identifying other resources, alternatives to services and supports, and offer clarification and consultation regarding Division requirements. S/he may ask the team for clarification on any area where there are health, safety, service, and provider or budget concerns. The PSS may sign the team meeting attendance sheet if requested, noting that the PSS is representing the Division and is not a team member.

After the team meeting, the PSS forwards information from the meeting to all appropriate Division staff. S/he will complete follow-up on concerns or areas of provider compliance. If the PSS identifies concerns with provider compliance during the meeting, the PSS share the areas of concerns or non-compliance with the provider and reference the rules or policies corresponding to the issue. 
The communication is done in person or by E-mail within one (1) business day usually.  If there are “compliance concerns” noted on the form, a referral will be sent to the appropriate Division Provider Support staff for follow up and in some cases, a Quality Improvement Plan. For any potential health or safety issues identified with the participant, the PSS shall discuss the health and safety concerns with the provider and consult with them regarding the Division rules and expectations. S/he may make a nursing consultation referral to APS Healthcare and the Division Nurse. The referral entity will follow up according to their established processes.

Before Developing Individualized Plan of Care (IPC)  Back to Top

Prior to the development of a plan of care, the case manager shall arrange and coordinate the collection and collation of in-depth information about a person’s situation, preferences, support needs, and functioning. 

The assessment shall include, as appropriate for the participant:

· Interests, preferences, desires, expectations, and strengths;

· Health status, including medications, chronic and current conditions and treatments, reviewing summary of seizure activity, medical reports, medication monitoring;

· Functional performance, including activities of daily living, level of assistance needed, and assistive devices used or needed;

· Behavior and emotional factors, including history, coping mechanisms, and stressors; summary of incident reports, functional behavioral analysis, review of positive behavior support plans; 

· Cognitive functioning, including memory, attention, judgment, and general cognitive measures;

· Environmental factors, including architectural or transportation barriers;

· Circle of supports and networks, including natural supports such as families and friends, religious organizations or other affiliations  and, 

· Financial factors such as insurance, assets, or income, guardianship or conservatorships, or entitlements that influence the array of supports and services that are needed. 

Assessments, such as speech, occupational, physical, employment, and environmental assessments, may be based upon standardized instruments administered by persons other than team members provided one of more or the team members can explain the uses and limits of the instrument to other team members.

The case manager shall be responsible for obtaining prior authorization for the subsequent assessment and be financially responsible for covering the upfront cost of the assessment in a timely manner.  The case manager shall be responsible for obtaining reimbursement for the assessment in accordance with Medicaid reimbursement guidelines.

DEVELOPMENT OF THE INDIVIDUALIZED PLAN OF CARE
Each participant receiving case management services shall have an individualized plan of care developed based upon the findings of the comprehensive assessment(s), participant preferences, health, safety, and risk considerations, and team input. The development and implementation of this plan will be coordinated and monitored by the case manager, with assistance as necessary from other team members.

The duration of the plan of care will not exceed twelve (12) months. The team may alter the plan at any time as circumstances, needs, and preferences of the participant necessitate. The plan shall encourage the highest level of independence and participation of the participant in keeping with the person’s preferences. After the individual budget amount is identified by the Division, the individual plan of care team, coordinated by the case manager, shall assist the participant in determining the use of the individual budget amount in developing the individualized plan of care.

The case manager shall complete the plan of care and provide supporting documentation for the plan in the form and manner prescribed by the Division in the IPC Instructions, which are posted on the Division website.

The case manager shall assist the participant’s team in developing the individualized plan of care to assure the services and supports in the plan:

· Align with the participant’s assessed needs, including, but not limited to, the following assessments: Current psychological evaluations and recommendations, Current medical recommendations, Current therapy recommendations, and Functional Limitations and maladaptive behaviors as determined by the Inventory for Client and Agency Planning (ICAP) or by the participant’s interdisciplinary team.
· Reflect the participant’s personal goals, including:

· Person-centered planning, which is a process, directed by a participant, that identifies the participant’s strengths, capacities, preferences, needs, the services needed to meet the needs, and providers available to provide services. Person-centered planning allows a participant to exercise choice and control over the process of developing and implementing the individualized plan of care.

· Specific services, supports, and overall goals for each service for the plan year that are designed to assist the participant in achieving his or her personal vision or goals. Habilitation services shall teach objectives, which are specific, measureable skills or conditions that must be attained in order to accomplish a particular benchmark toward a participant’s short- or long-term goal. Results and progress shall be documented in the form and manner established by the plan of care team and reported to the case manager monthly.

· Identify and address health and safety risks, including: 

· Specific assessment and descriptions of potential risks in all major life areas

· Safety plans to prepare or mitigate the identified risks

· Rights restrictions identified, which explain why the restriction is imposed, how it is imposed, and the restoration plan for allowing the participant to eliminate the restriction or exercise the right to the fullest extent possible. 

· A Positive Behavior Support Plan, if needed for identified behaviors, which shall meet the criteria in Chapter 45 of Wyoming Medicaid Rules.

· Restraint protocol, if needed, which shall meet the criteria in Chapter 45 of Wyoming Medicaid Rules.

VERIFICATION NEEDED BY THE DIVISION
The case manager shall provide verification in the plan of care, which assures the Participant and/or legally authorized representative:

· Actively participated in the development of the plan,

· Acknowledged his/her responsibilities as a waiver participant,

· Agreed with the rights restrictions and restoration plan,

· Were given choices in providers and service options available, including the choice to receive services at the state ICF/ID,

· Were explained of his/her right to a Fair Hearing in accordance with the Medicaid Administrative Hearings Chapter of the Wyoming Medicaid Rules,

· Addressed a case manager conflict of interest, if applicable, by documenting appropriate safeguards for concerns or complaints that may arise because of the conflict of interest, and

· Support the plan developed along with the other team members and agrees to implement services and supports as detailed in the plan of care once it is approved by the Division.

APPROVAL OF THE INDIVIDUALIZED PLAN OF CARE
The case manager shall submit the individualized plan of care to the Division in the form and manner prescribed by the Division at least 30 days before the intended plan start date, including all of the components listed in the most current plan of care instructions posted on the Division website. 

The Division shall review and approve an individual plan of care in the manner listed in Chapter 41, Chapter 42, and Chapter 43, Section 8 of the Wyoming Medicaid rules. 

After Division review, the Case Manager shall make modifications to the plan of care based upon the Division’s recommendations before the plan is approved.  Modifications may result in an adjustment to the individualized budget amount, changes in services, supports, or other plan of care components if areas of non-compliance with Division rules or the plan of care instructions are identified.

AFTER THE PLAN IS APPROVED

Upon approval and prior to implementation of the plan, the case manager shall:

· Distribute a copy of the individualized plan of care to the participant and/or the legally authorized representative; 

· Ensure team members have obtained a copy of individualized plan of care in accordance with applicable privacy and confidentiality laws and regulations; and 

· Conduct participant specific training on the plan with providers on the team prior to service delivery. 

· NOTE: All other providers on a participant’s plan of care shall receive information from the case manager regarding the sections of the plan of care pertinent to the provision of services.  Not all providers need the entire plan if they are just providing equipment or therapy.
· All services shall be provided pursuant to the approved plan of care and monitored by the case manager. 

PARTICIPANT RIGHT TO A FAIR HEARING

The participant or legally authorized representative has a right to request a fair hearing pursuant to Chapter 1, Rules for Medicaid Administrative Hearings, of the Wyoming Medicaid Rules, if a decision by the Division results in a participant services being denied, suspended, reduced or terminated. It is the responsibility of the case manager to assure that the participant, and legally authorized representative if applicable, is made aware of these processes.        

MONITORING THE IMPLEMENTATION OF THE PLAN OF CARE 

The Case Manager is responsible for ensuring the Implementation and Monitoring of the Plan of care. Implementation of the plan shall take into account the participant’s preferences and cultural beliefs.

As much as possible, the plan shall be implemented according to the timetables in the plan. If lengthy delays or concerns occur in the implementation of the plan, the case manager shall work with the participant and the team to determine if a change in plan is needed or whether the Division should be notified for assistance in achieving compliance.

The case manager shall monitor the implementation of the plan and notify the Division if problems are encountered.  Monitoring of the participant’s plan of care shall include a review of the type, scope, frequency, duration, and effectiveness of services and the participant’s satisfaction with the supports and services provided.  Monitoring the plan of care by the Case Manager is documented in the monthly review form and the quarterly review form. The monitoring shall include:

· Completing a monthly home visit with the participant present to monitor the participant’s health and welfare, as well as to discuss satisfaction with both waiver and non-waiver services and needed changes to the plan of care with the participant. The home visit shall be conducted in the home, making observations of the environment and staff, and having discussions with the participant, guardian, and/or staff as to how services are going, recent accomplishments or problems, and overall satisfaction or issues with services.

· Observing service delivery quarterly;

· Reviewing critical incidents that have occurred monthly to identify trends and concerns;

· Monitoring participants’ back up plans monthly;

· Monitoring participants’ medication regimens, assistance, and PRN usage monthly;

· Reviewing implementation and effectiveness of the positive behavior support plan monthly;

· Reviewing restraint usage and restrictive interventions monthly;

· Reviewing health and welfare information quarterly to identify possible changes in health status;

· Reviewing objective progress monthly for trends and working with the provider and team to make changes to the objectives when success is achieved or progress is not made;

· Reviewing documentation of the units billed by each provider on the individual plan of care monthly to assure services are being provided in the quantity and quality specified in the plan and to monitor implementation of the plan

· Reporting significant concerns with provider implementation of the individual plan of care or significant concerns with the health and safety of a participant to the Division;

· Sending written notification of the non-compliance to the provider, with a copy to the Division, when documentation is not received by the 10th business day of the following month of when services were provided,  

· Retaining all provider documentation received from other providers for a participant’s services for a twelve month period from the month services were rendered, even if the participant changes case managers, which is in accordance with Wyoming Medicaid Rules Chapter 41, Chapter 42, and Chapter 43.

· Documenting all monitoring activities, completing follow-up on concerns, documenting the follow-up actions completed, and making appropriate changes to the plan of care with team involvement when needed.  

Second-Line Monitoring of Medications  Back to Top

Case Managers shall be the second line monitor for a participant’s medication regimens in conjunction with designated members of the participant’s team. Case Managers shall monitor medication regimens by: 
· Ensuring all scheduled and PRN medications, medical treatments, and medication assistance are described accurately and fully in the plan of care and updated as needed. 

· Ensuring providers receive training on the participant’s plan of care. 

· Conducting reviews of events as defined in elsewhere in this policy. 

· Ensuring professional medical assessments are performed at least annually, or as needed by responsible parties, to include: 

· Medication reviews to prevent the concurrent use of contraindicated medications and to prevent duplication of the same class of medication 

· Blood tests and liver function tests to monitor the effects of psychotropic or seizure medications on one’s body 

· Monitoring medications to ensure their efficacy and continued benefit 

· Any follow up medical visits needed to monitor the participant’s health post-injury/surgery, or after any significant change in treatment plan 

· Documenting review of the participant’s health, medical condition, medication regimen, incident reports, PRN usage, and pertinent health risks at least quarterly on the case management quarterly form, or as deemed appropriate for the participant by the participant’s medical professional 

Caseload Limits  Back to Top

Caseload limits may be established by the Division, so as to allow the case manager to effectively coordinate services. Allowable ratios shall be based upon geographic location, complexity of needs, intensity of support required, cost effectiveness, and provider experience, and shall be determined by the Division in accordance with the rules for Quality Improvement Plans and Sanctions in Chapter 45 of Wyoming Medicaid Rules.


Please check out the informative trainings available for Case Managers online at BHD - DD Training website
Chapter 5 Provider Responsibilities
Roles & Responsibilities Provider  Back to Top
· Participate in team meetings and provide pertinent information that allows the team to make the right decisions about services and supports.

· Follow the plan of care and notify the case manager when there are questions or concerns with the plan.

· Provide the participant/guardian and the case manager with information in a timely manner on incidents, medication concerns, behavioral concerns, billing documentation, and other important information. 

· Use the team process to determine if changes need to be made to services on the plan of care, including changes to medications, behavior plans, meal time plans or any other significant changes that impact the services on the plan of care.

· Follow the Division’s transition procedure to facilitate transitions prior to accepting participants into services or agreeing to serve them.

· Interview the participant/guardian and obtain information prior to accepting participants into their services.

· Obtain participant specific training prior to providing services. 

· The participant specific training form can be obtained from the case manager or whoever is providing the training.  This form is to be kept with the provider’s files for review during the provider’s recertification visit.

· Maintain current CPR & First Aid at all times.

· Maintain current Medication Assistance certification (if applicable).

· Respect the participant’s rights and cultural differences and assure that all staff understand and respect the rights of the participant.

· For services other than respite or child habilitation, providers should not bring their own children along when providing services. Focus needs to be on participant and his/her needs/supports.

· Follow Medication Assistance standards in the plan of care.

· Provide documentation of PRN usage to the case manager.

· Provide documentation of internal and critical incidents to the case manager.

· Provide documentation of restraints and/or restrictions, if identified in a Positive Behavior Support Plan.

· Notify the Division of any changes in address, phone, name, business name or email address immediately to alleviate any chance of deactivation or disruption of payment.

· Do not provide services until you receive a service authorization printout and verification of Division-approved plan or modification to a plan from the participant’s case manager. 
· Document service provision by adhering to all Medicaid Documentation Standards (See Documentation Standards form signed upon becoming a provider and yearly during the recertification visit).

· A copy of your monthly service documentation and a billing claim summary must be sent to the appropriate case manager by the 10th business day of the calendar month following provision of waiver services.

· Provide waiver services according to definition and scope of service. Keep accurate records of units, including the number of units used in the plan, and notify the case manager if unit usage is changing.

· Know current Division-issued provider bulletins, updates, training requirements, and scheduled trainings.

· Providers may advertise their services in newspapers or other similar media outlets, but they are not allowed to solicit any participants or legally authorized representatives.

· Develop schedule and objectives for the participant with team input and update them as the participant’s needs change, objectives are accomplished or progress is not being made, or the participant’s desired routine changes.
Provider and provider staff needs to be available for Case Managers and Division staff to observe and monitor waiver services, trainings, objective implementation, and other participant or staff activities as needed to fulfill monitoring responsibilities.

Provider Training Requirements  Back to Top

Chapter 45, Waiver Provider Certification and Sanctions,

Provider and Provider Staff Background Check Requirements Section

Provider training requirements vary depending upon the service the provider is certified to provide.        Refer to Waiver Services Requirements for each service

Training modules available on the Division’s website at http://www.health.wyo.gov/ddd includes two videos.  Also interactive and 
topic-specific modules available at https://ddtrainings.health.wyo.gov.  
One of the DVD training modules, on recognizing and reporting abuse/neglect, will be sent to the provider applicant. All applicants are required to view the DVD training modules and complete a full summary which they submit to the Provider Support Specialist prior to their provider number being activated.  Providers must keep a copy of their summaries. These will be reviewed during their recertification visit.

In addition to the above stated required training modules, the Division has developed online training modules.  All providers and provider employees are encouraged to complete the training modules provided by the Division and participate in regional trainings or webinars as sponsored by the Division to keep in compliance with the Division’ requirements and provide quality services to waiver participants.


Participant Specific Training
All providers and provider staff working directly with participants must be trained on that participant’s needs and individual plan of care before working with the participant. The participant’s case manager shall ensure the training is completed for each provider on the plan of care, but all staff employed by those providers shall be trained by the point person at that organization. Providers must have documentation of participant specific training on file for each participant with whom an employee works. 

This training must include:

· General overview of individual plan of care for participant
· Mealtime plans or guidelines

· Positioning needs, including skin integrity needs

· Use and maintenance of adaptive equipment

· Behavioral needs, including training on behavior plan if applicable

· Rights and rights restrictions specific to the participant

· Medications, including side effects

· Seizures

· Habilitation training

· Supervision levels

· Changes to the individual plan of care

Case Managers, who are new to a participant’s case, an active back-up case manager, or did not write the current plan, are required to receive Participant Specific training prior to acting as the person’s case manager. 

Additional Training required for Case managers

Also, case managers are required to complete training within 90 days of the case manager’s certification date, or for organizations, the case manager’s hire date, including training on 1) how to write an individual plan of care, 2) how to do modifications to the individual plan of care 3) case manager rules, regulations, and responsibilities.

The Division verifies this training has been completed during the provider recertification process. 

Documentation of Trainings
The rules require providers to maintain specific documentation about trainings, including:

· The date of the training

· The name, signature and title of the trainer

· The name and signature of the person receiving the training

· An agenda of the training topic, including the type of training (hands-on, review of individual plan of care, shadowing etc.).

If the training has been provided through the Division, either by compressed video, regional trainings, or electronic format, the Division will provide certificates or forms that include the appropriate information. Training records must also be made available upon request. 
Additional Training Requirements
The Division may require a provider to receive additional training in specific areas, if the Division has identified that the provider is not complying with the current requirements in that area.  This may occur as a result of an incident report, a complaint, or a provider recertification.  

The Division also encourages providers to obtain training in areas that pertain to the services they deliver.  These additional trainings, while not required by the Division, are noted during the provider recertification process.  

Medication Assistance Training
All providers and provider staff who, during the provision of waiver services, assist participants with any prescription or over-the-counter medication must be trained by Division staff or a Division approved trainer in a the Division approved Medication Assistance Course before assisting participants with their medications.  This training will include basic information and theory regarding: 

· Scheduled and PRN Medication Assistance Best Practices

· Medication Consent

· Behavior Modifying Medication

· Medication Labeling and Storage

· Documentation

· Medication Error Reporting

· Potential Medication Side-effects

To become a Medication Assistant, the provider or provider staff must satisfactorily complete the required Medication Assistance training which includes: 
· Completion of the Medication Assistance course and all related exercises, and

· Passing the Medication Assistance final exam with a score of 80% or above

Recertification shall be required at least every two (2) years. If a Medication Assistant has a medication error, retraining may be required before the Medication Assistant can resume assistance with medications. If the Division or the provider determines retraining is necessary, then retraining shall consist of: 

· An overview of the original curriculum. 

· Observation of medication assistance tasks by a medication assistant trainer or licensed medical professional. 

· Satisfactory completion of a competency-based test approved by the Division. 

The Division shall maintain a registry and issue certificates of completion to qualified persons, who successfully complete the Medication Assistance training. 

If a participant needs medication assistance involving injections, jejunostomy (J-tubes), gastrostomy (G-tubes), the Medication Assistant is required to have documentation that additional training on these procedures was received from a licensed medical professional and/or from the participant’s legal representative.
Medication Assistant Trainer 

The Division uses a “train-the-trainer” approach to assure providers can have qualified trainers available to train an adequate number of staff as Medication Assistants as to safely assist participants with medications. 
Medication Assistant Trainers shall complete the required Medication Assistance training as well as: 

· Satisfactory completion and demonstration of teaching the curriculum and leading demonstration of necessary skills within the Division’s curriculum. 
· A satisfactory completion of a competency-based trainer test approved by the Division. 

· The minimum qualifications to be a Medication Assistant Trainer shall be: 

· A licensed registered nurse or a licensed practical nurse in the State of Wyoming. 

· The Wyoming State Board of Nursing is aware of the training and allows nurses to conduct the training. 

· If a provider with staff, who is not a nurse to become a trainer, then the person must: 

· Receive special permission from the Division in advance, 

· Have two (2) years of training experience with CPR, First Aid, Mandt, CPI, Therapeutic Options or related training, and/or 

· Have a minimum of two (2) years (48 college hours) of college credit and two years (2) experience in the field of developmental disabilities or a high school diploma and four (4) years direct care experience in the field of developmental disabilities. 


All providers who employ 20 full-time personnel or more shall have at least two (2) trainers employed or available through contract to keep an adequate number of staff trained as Medication Assistants to meet the needs of the participants served. 

Online Training Modules for Providers  Back to Top
The Division has developed informative, interactive, short, and easy to access online trainings.  They are organized into modules and Providers are encouraged to complete each module and pass the competency exam at the end. 

Ongoing trainings are in development, thus Providers are encouraged to quarterly check the training web site for new trainings. The web address for the trainings is:    https://ddtrainings.health.wyo.gov

Billing for Services  Back to Top
All waiver providers are required to bill for services electronically.  This means that providers must have access to a computer and the Internet.  The Division of Healthcare Financing, the state Medicaid agency, contracts with ACS to process all Medicaid claims, including claims submitted by Medicaid Waiver providers.  The Behavioral Health Division does not have authority over the processing of claims.  Below is information on billing.  This billing process can be changed or updated at any time.  



As of January 1, 2012, The Department of Health is mandating that all Home and Community Based Services (HCBS) waiver providers use the EqualityCare Secure Provider Web Portal for claims entry and submission.  Waiver providers will no longer be able to use WINASAP to submit claims.
Waiver providers submitting through vendors, billing agents, clearinghouses and using proprietary software, must comply with the TR3s and Wyoming HIPAA 5010 Specifications, including diagnosis code requirements.
The ACS EDI Call Center is available to assist waiver providers, who are using the web portal, answer access questions, registering and re-registering (if applicable) issues, building claims templates, entering, verifying and submitting claims via the EqualityCare Secure Provider Web Portal.  Updated waiver Web portal billing tutorials will be posted to the EqualityCare website.

In order to make this transition as easy as possible the ACS staff offer training for all waiver providers. A WebEx waiver billing training tutorial has been recorded and available on the EqualityCare website: http://wyequalitycare.acs-inc.com/WP_Tutorials.html. This recording is available 24 hours a day to allow providers to view at their convenience. There is an updated waiver Web portal billing tutorials available for printing from the EqualityCare website above. 1-on-1 phone training will be offered, just send an email to WYACSPROVIDERCLIENTSVCS@acs-inc.com, to schedule your 1-on-1 training session.  Please include the contact name, contact phone number, your Trading Partner ID number (TPID), and the time and dates you are available. You will receive a confirmation email with the date and time. To contact the ACS EDI Call Center: 1-800-672-4959 press 3 for billing training. 
If a provider chooses to contract with a billing agent to complete their billing, ACS should be notified of the arrangement and will need permission from the provider to allow the billing agent to bill on their behalf. The Division does not get involved in these arrangements, but there are some providers willing to assist other providers in the billing process.  


Additional Information on Billing
In order to bill for services providers must have 4 numbers, listed below:

· Trading Partner ID – Providers receive this number in the mail after they become a provider. This is in the EDI agreement, and the number is in a welcome letter from ACS.

· Provider Number -- This is the number assigned to providers by ACS and is the number used on the Division’s Service Authorization form.  This number contains either 9 or 10 digits depending on the services the provider is certified in. Providers receive this number in the mail after they have become certified by the Division.
· For providers who are certified in case management, skilled nursing or therapies, an NPI  (National Provider Identifier) is assigned for all billing. For assistance in applying for an NPI number, please go to https://nppes.cms.hhs.gov/NPPES/Welcome.do.
· Some providers have to use more than one provider number in order to bill for various services.

· Client Identification Number – This is the client, or Participant’s, Medicaid Number and is found on the service authorization section of the plan of care.

· Prior Authorization Number (PA#) –All services on the waivers must be prior authorized.  Providers receive a prior authorization number for each service provided to a participant.  This number changes when there is a new plan of care, or a modification to a current plan of care so it is important that providers make sure they are using the current PA#.  When filing a claim, the PA # must match exactly with the codes and modifiers put into the web portal, or the claim will not be paid.
Providers shall not provide services or bill for services until they have a Division approved service authorization printout and verification of an approved plan or modification.  Providers will not be reimbursed for services provided before the effective date on the EMWS plan status page.
Void/Adjustments
To void or adjust a claim, refer to chapter 6 of the general manual. Providers are responsible for double-checking documentation before they bill for services.  If a provider finds an error in billing after receiving payment, he or she is required to complete a claims adjustment.  
To complete a claims adjustment, use the current Void/Adjustment form found on the EqualityCare website at http://wyequalitycare.acs-inc.com/forms.html.  Under forms, look for Adjustment/Void form under miscellaneous forms.  


Providers must complete a claims adjustment when they: 
· Do not bill for enough units

· Bill for too many units

· Find an error in documentation that results in a change in the units of services provided and billed


Providers’ billing and reimbursement must match exactly with what providers’ have documented for services delivered.

Typical Payment Schedule

The normal weekly payment process: ACS runs payment on Wednesday, the State Auditor’s Office runs payment on Thursday and manual checks are mailed on Friday. 

** NOTE: Submitting claims on suggested bill dates does not guarantee payment.
Exceptions to Payment Schedule

Due to Holidays, maintenance of the system, and other events that arise, ACS sends out and posts a “CHANGES IN PAYMENT SCHEDULE” once a year to their website. These dates are the exceptions to the normal payment cycle.

Billing Cycle
Below is a diagram highlighting how the billing cycle works for “Clean” claims.   If there are any problems with the billing cycle, billing or payment can be disrupted.

Provider Submits (Clean Claim) VIA




WEB PORTAL
 


A clean claim is a claim that has all information

keyed in correctly by the provider

State Auditor
ACS Processes the claim

Issues Electronic Funds Transfer to Provider (EFT)

This is why it is so important to key in the correct information.  A clean claim is necessary for billing and payment.  A claim with keying errors will delay a provider’s payment.
Remember that ACS has up to 30 days to pay a clean claim.

Managing Participants Funds  Back to Top 

Chapter 45, Waiver Provider Certification and Sanctions,

Funds of Participants Section

Providers who manage the funds of participants have specific requirements that they must adhere to.  Managing funds may include the following responsibilities:

· Serving as representative payee

· Involvement in managing the funds of the participant

· Receiving benefits on behalf of the participants

· Temporarily safeguarding funds or personal property for the participants

Provider Requirements

Providers who manage the funds of participants must have written policies that are communicated to participants, guardians and families and that include but may not be limited to:

· Detailed explanation of participant’s financial responsibilities, including room, board, and other related costs

· Providing detailed written explanation of how funds are managed and allocated, including:

· How the participants will give informed consent for the expenditure of funds

· How the participants will access the records of their funds

· How funds will be segregated for accounting purposes

· What safeguards are in place to ensure that funds are used for the designated and appropriate purposes

· If interest is accrued, how interest will be credited to the accounts of participants 
· If services fees are charged for managing




Unethical Conduct  Back to Top
Case managers are expected to support the choices and preferences of the participant, educate the participant to mitigate potential risky choices, unless doing so is illegal, or jeopardize his or her health and safety. Unethical conduct of a case manager includes but is not limited to the following:

· Flagrant violations of the participant’s preferences without justification;

· Abandonment of services;

· Sexual contact with the participant, whether such contact is consensual or not;

· Misappropriation of property or funds;

· Violations of confidentiality;

· Verbal abuse, or physical abuse, or intimidation 

· Failure to carry out case management responsibilities identified in the plan of care, and/or the responsibilities and functions specified in this section and in rule; 

· Failure to monitor services appropriately and objectively, regardless of the provider or a conflict of interest.

· Failure to properly account for and document services provided, and/or billing for undocumented services;

· Failure to report any suspected abuse, neglect, exploitation or intimidation of any participant to the proper authorities.

· Offering premiums, gifts, cash, events, activities, or other inducements as a means of influencing case management selection. Case managers may advertise in newspapers and other media venues, but initiating contact with a participant or legally authorized representative to advertise your services is prohibited and considered soliciting.
· Influencing the participant’s decision of who they pick to be their new provider,

· Influencing the choice in placement (e.g. family home, institution, hospital, group home, etc.) by not offering full choice or stating your opinion or bias of one type of a placement over another;

· Failure to follow up with providers or notify the Division if providers do not submit documentation to the case managers within the timelines established by the Division.

Any person believing that unethical conduct has occurred should report the alleged misconduct immediately to the Division. The Division Administrator shall assign appropriate personnel to investigate. During the period of the investigation, a Division staff or another case manager may be assigned by the Division to perform the functions of a case manager.

The Division shall investigate allegations of unethical conduct, non-performance of duties, or other circumstances that indicate non-compliance with rules may have occurred, following the complaint process outlined in Chapter 45.  The Division may also investigate such allegations where it deems appropriate without receipt of a formal complaint.  

A case management organization or individual case management provider found by the Division to
have engaged in unethical conduct shall be required to take corrective action through the Quality Improvement Plan process, and/or may be subject to sanctions in accordance with Chapter 45 and Chapter 16 of Wyoming Medicaid Rules which may include full revocation of their provider certification.
Chapter 6 Provider Certification
Initial Provider Certification Process  Back to Top


Chapter 45, Waiver Provider Certification and Sanctions,

Initial Provider Certification Section

The Division is required to certify all waiver providers who are providing services to a participant who is not self-directing. The process includes filling out an application, submitting a background check, and reviewing and agreeing to adhere to all applicable rules and regulations.  

People interested in becoming a waiver provider should contact their local Provider Support Specialist for an application and overview of the certification process.   The process takes an average of three months, depending on how quickly an applicant turns in the background check paperwork as well as the other required paperwork.  

Refer to Waiver Services  for detailed requirements.
Below are several points of highlight that applicants should be aware of:

· All applicants providing direct services to participants are required to complete a DCI/FBI background check.


Refer to the Background Check Required for more information.

· If services are going to be provided in the applicant’s home or facility they own or lease, then background checks and/or DFS central registry checks are required for individuals 18 years of age or older living in the home

· All providers are required to have access to computer and a current email address.  This does not mean a provider must have a computer at home, only that they have access to one.  Many libraries have computers that can be used.  This requirement is in place because providers are required to bill electronically for services and because the Division sends updates and other important information via email.  

· Provider applicants must submit all required paperwork within 45 days after the Division receives the results of the background checks.  If the applicant fails to submit the required forms and information within that time period the application will be denied and the applicant will need to reapply to become and provider, including getting new background checks completed.  
· Training.  All provider applicants are required to complete a Provider Manual Training with their assigned Provider Support Specialist prior to their Medicaid Enrollment being submitted for a provider number.   All provider applicants must also review the DVD training modules located on the Division’s website.  The Provider Support Specialist will send the provider applicant a training DVD to watch on Incident Reporting.  After reviewing the training modules, the provider applicant will complete a summary of what was learned and submit a copy of the summaries to the Provider Support Specialist.  These summaries need to be retained by the provider for review at the recertification visit.

· Providers are initially certified for one year. After the first year, the Division can certify a provider for up to two years.
Refer to Provider Recertification for more information.


Changes to Provider Certification  Back to Top

Providers can make changes to their current certification at any time.  They do not need to wait until their recertification date.  Changes can include changing or adding a service location site, changing an address, and/or adding or deleting a service from their certificate.   Providers can also choose to discontinue being a provider; as long as they give at least 30 days notice to participants they are serving and following the Division’s transition process.  

Changing or Adding a Service Location Site
Providers who are changing or adding a service location site must follow Chapter 45, Provider Certification and Sanctions, Standards for CARF Accredited Organizations Section and Standards for Non-CARF Accredited Providers Section.

Providers must notify the Division at least 30 days before changing or adding a service location, by contacting the Provider Support Specialist for their area.  This is so that the Division can assure that the new location meets the requirements in the rules.  Examples of adding or changing service location sites includes adding new group homes, opening a second day habilitation site, or moving to a new home where a provider is going to provide waiver services.  

Providers are required to obtain an inspection completed by an outside entity of the new location, and address the recommendations identified in the inspection before services can be provided at that location.  The outside inspection then has to be approved by the Division before the services can begin. The Division will complete a walk-through of the new location within a six-month period after a provider adds the location.  


If the new location is also the mailing address for the provider, the provider must follow the requirements listed below for changing addresses.

Changing Address
Providers who are changing their mailing address must contact the Division at least 30 days prior to the change, so that the Division can assure the provider has filled out the appropriate paperwork.  Providers may complete any address changes directly through the ACS website, but also need to contact the Provider Support Specialist for their area. Please note that ACS will suspend all payments to a provider if they do not have an accurate mailing address.

If the provider is providing services at the new location, they must follow the requirements listed above for Changing or Adding a Service Location Site.  

Adding a Service
Providers can add a service to their certification at any time during their certification by contacting the Provider Support Specialist for their area.  However, before providers can begin to provide the service, the Division must verify that they meet the requirements of the service.  Depending on the type of service being added, verification may include submitting verification of education, policies and procedures, background checks, completion of any open health and safety Quality Improvement Plans (QIPs), and/or the results of an inspection completed by an outside entity.

The Division reviews the information and notifies providers in writing when they are approved to provide the new service.  However, providers will not be compensated to provide the service until they have been chosen by a participant, and received a copy of an individualized plan of care and service authorization form approved by the Division, received participant specific training on the individual they are providing waiver services to, and have received PA # from ACS.  

Refer to Waiver Services  for detailed requirements.
Refer to Overview of Waivers and Individual Plans of Care for more information.
Deleting a Service
Providers can delete a service from their certification at any time during the year by contacting the Provider Support Specialist for their area.  However, before deleting a service, providers are required to give at least 30 days notice to participants they are currently serving.  Providers shall follow the Division’s transition process, when required.  

The provider will receive a revised certificate and their name will be removed from the list of available providers for that service.


Refer to Transition Process  for more information.
Voluntary Decertification as a Provider 

Providers can voluntarily decertify as a provider at any time during the year by contacting the Provider Support Specialist for their area.  However, providers are required to give at least 30 days notice to participants they are currently serving.  Providers shall follow the Division’s transition process, when required.    

Providers who voluntarily decertify from providing services may recertify as a provider.  However, they are required to follow the initial provider certification process, including completing new background checks and filling out a new application.  In addition, providers who had open or unresolved quality improvement plans at the time of the decertification will not be recertified as a provider until the quality improvement plans are resolved.  

Refer to Transition Process  for more information.
Refer to Initial Provider Certification and Quality Improvement Plans for more information.
CARF – Accredited Providers Recertification Process Back to Top

Chapter 45, Waiver Provider Certification and Sanctions, 

Recertification of Providers Section

CARF – accredited providers are required to recertify with the Division.  Certifications are completed by a survey/certification team, with a designated lead surveyor.   

Steps in Provider Recertification Process
· The Division notifies CARF – accredited providers in writing of the scheduling of the on-site survey. 

· Approximately 90 days prior to the on-site survey, providers receive a letter from the lead surveyor reminding them of the survey dates and requesting specific information.  Organizations should make sure that this letter is reviewed carefully and that the information requested is submitted in a timely manner.

· During the on-site survey and recertification Provider Support Specialist:

· Completes an entrance and exit meeting, which everyone is encouraged to attend

· Completes a review of a random sample of participants’ and staff files to assure specific components are meeting Division Standards. Reviews internal policies, procedures and internal and external inspections

· Reviews documentation and billing of services

· Interviews, provider staff and case managers

· Completes on-site inspections of day and residential habilitation sites

· During the exit meeting Provider Support Specialist review the results of the survey, including areas suggestions and areas of non-compliance with recommendations that the organization is going to need to address.  Provider Support Specialists are also expected to be a resource to organizations as they address any concerns.
· Upon completion of the survey a certificate is issued within 30 days and includes all current services the organization is certified in.
Refer to Quality Improvement Plans for more information.

Non-CARF Recertification Process  Back to Top 
 

Chapter 45, Waiver Provider Certification and Sanctions, 

Recertification of Providers Section
Non – CARF providers are required to recertify with the Division.  If there are questions regarding the recertification process, contact the local Provider Support Specialist.  

Steps in the Provider Recertification Process
· The Division notifies providers in writing that their certification is expiring at least 90 calendar days prior to the certification expiration date.  The provider should review this letter because it summarizes the requirements that must be met to be recertified.

· If an on-site visit prior to recertification is required, the letter will include which Provider Support Specialist to contact to schedule the visit. The time frames must be adhered to that are listed in the letter so there are no interruptions in certification. 

· If an on-site visit is not required in order to be recertified, the letter will give instructions for specific information that should be sent to Provider Support Specialist to be reviewed.  A prompt response to this letter is necessary so there are no interruptions in certification.  

· During the recertification Provider Support staff will also review any updates to the waivers.

· After a Provider Support Specialist has completed a provider’s recertification, either on-site or through the paper review, they will notify the provider of the results of the review, including areas in compliance, suggestions and areas of non-compliance with recommendations that need to be addressed.  It is important that a provider understands the findings of the recertification and, when applicable, the areas which need improvement.  Provider Support Specialists are also expected to be a resource to providers as they address any concerns.  
30 days after recertification, the provider will receive a signed certificate in the mail.  The certificate will include the services a provider has been approved to deliver and the beginning and ending certification date.  The certificate should be reviewed for accuracy.
Refer to Recommendations and Quality Improvement Plans for more information.
Background Check Requirements Back to Top

Chapter 45, Waiver Provider Certification and Sanctions, 

Background Check Requirements Section

Providers and provider staff providing direct support services to participants are required to successfully complete a Wyoming Department of Family Services (DFS) Central Registry Screening per Wyoming State Statute W.S. § 7-19-201.  The screening shall verify that the person does not appear on a substantiated Wyoming Department of Family Services Central Registry.  Specific requirements and timeframes for completion of background checks are covered in the following sections.

In addition, providers and provider staff providing direct support services to participants are required to successfully complete the following:

· A Federal Bureau of Investigation (FBI) fingerprint background check
· A State of Wyoming Division of Criminal Investigation (DCI) fingerprint background check
· Office of Inspector General exclusion screenings to ensure the provider/staff have not been excluded from giving services in any Medicare/Medicaid facility. This screening may be done by accessing the following website: http://exclusions.oig.hhs.gov/
· This screening must be completed for all providers and provider staff upon hire and annually to ensure they are not on the Office of Inspector General’s Exclusion list.
A successful background check shall verify the person has not been convicted of an Offense Against the Person and has not been convicted of an Offense Against Morals, Decency and Family.  The convictions mentioned above are found in Wyoming State Statutes W.S. § 6-2-101 through W.S. § 6-2-105 and W.S. § 6-4-401 through W.S. § 6-4-405.  In addition, providers and provider staff are For more information or clarification on background check requirements, contact the local Provider Support Specialist.
 
Refer to Waiver Services for information on which services require a background check.
Additional Background Check Standards
Child Habilitation, Res. Habilitation Training, Respite, Companion & Personal Care Providers

In addition to the requirements listed above, Child Habilitation, Residential Habilitation Training, Respite and Personal Care providers who provide services in a home they own or lease are required to assure that each individual 18 years of age or older who is living in the home or staying in the home for longer than a month have completed a successful Wyoming Department of Family Services Central Registry Screening.  

Respite and personal care providers are required to notify the local Provider Support Specialist person in writing within 7 calendar days if someone 18 years of age or older moves into the home or has the intent of staying in the home for a period longer than one month.

If a Child Habilitation, Residential Habilitation Training, Respite and Personal Care provider has signed a “Not in My Home” form stating that they are not providing services in their home, they do not need to have a Wyoming Department of Family Services Central Registry Screening completed on individuals living in the home, unless those individuals are taking part in activities with the provider and participant while services are being delivered.

Residential, Day Habilitation, and Special Family Habilitation Home Providers

In addition to the requirements listed above, habilitation providers who provide services in a home they own or lease are required to assure that each individual 18 years of age or older who is living in the home or staying in the home for longer than one month have completed a successful Wyoming Department of Family Services Central Registry Screening, a Federal Bureau of Investigation (FBI) fingerprint background check, and a State of Wyoming Division of Criminal Investigation (DCI) fingerprint background check for those individuals. 
Habilitation providers are required to notify the local Provider Support Specialist person in writing within 7 calendar days if someone 18 years of age or older moves into the home or has the intent of staying in the home for a period longer than one month.

If a habilitation provider has signed a “Not in My Home” form stating they are not providing services to any participant in their home at any time, then they do not need to have a successful Wyoming Department of Family Services Central Registry Screening, a Federal Bureau of Investigation (FBI) fingerprint background check, or a State of Wyoming Division of Criminal Investigation fingerprint background check. If those individuals in the provider’s home are taking part in activities with the participant while services are being delivered by the provider, then the screenings shall be completed on individuals living in the home.

Timeframes for Completion of Background Checks
Provider organizations that employ one or more people are required to submit an FBI fingerprint background check, a State of Wyoming DCI fingerprint background check, and a DFS Central Registry Screening for an employee before the employee begins employment or when the person starts employment.  The employee is required to be under direct supervision of another employee who has successfully completed and FBI and DCI Background check until:

· The results of the Wyoming Department of Family Services Central Registry screening are received verifying that the person does not appear on a substantiated Wyoming Department of Family Services Central Registry, or
· A successfully completed background check is received.
Also, volunteers or people under the age of 18 working with participants are required to be under the direct supervision of an adult who has had a successful Federal Bureau of Investigation (FBI) fingerprint background check, State of Wyoming Division of Criminal Investigation (DCI) fingerprint background check, and DFS Central Registry Screening.

Procedures for Completion of Background Checks

Visit the Division’s website at http://www.health.wyo.gov/ddd for more information on Background Checks.

There is a fee for completing the Central Registry Screenings and the DCI and FBI background checks.  The current fee schedule is included in the procedure on the Division’s website.  

Applicable Forms
· “Authorization of Release of Child or Disabled Adult Central Registry Information” Form 
· “Not in My Home” form, if applicable
·  Fingerprint cards
Recommendations  Back to Top
Providers can receive recommendations as a result of the provider recertification process, the complaint process, the incident reporting process, or as a result of identification of non-compliance with current rules and regulations by other Division staff, such as Waiver Managers.  The recommendations must directly relate to a current rule, regulation, policy or procedure and providers are notified in writing by the Division when recommendations are made.    

When a provider receives a recommendation, they are required to submit a quality improvement plan for each recommendation they receive.  More information on quality improvement plans is provided below.  

It is important to note that failure to submit a quality improvement plan or to address recommendations as outlined in the quality improvement plan may result in sanctions and decertification per Medicaid Rules, Chapter 45, Section 37.

Refer to Provider Sanctions and Decertification Process for more information.
Quality Improvement Plans  Back to Top

Quality improvement plans must include specific action steps, responsible parties, and due dates for each recommendation, per Chapter 45, Provider Certification and Sanctions, Recertification of Providers Section and Quality Improvement Plans and Provider Sanctions Section.  The action steps should link directly with the area the recommendation was made in.  

Below are several examples of Quality Improvement Plans.  It is important to note that these are just examples and providers are expected to develop their own quality improvement plans based on what works best for them to address the recommendation.  
	Recommendation/ Area of 
Non-Compliance
	Action

Steps
	Responsible

Party
	Time

frame

	Staff not aware of incident reporting process
	1.  Review & revise IR training module
	H.R. Director
	By 3/1/07

	
	2.  Develop “competency” quiz
	Staff Trainer
	By 4/1/07

	
	3.  Train all staff using new module & quiz
	Staff Trainer
	By 4/1/07

	Respite provider does not have current CPR/First Aid certification 
	1.  Schedule certifications with local trainer
	Provider
	By 3/1/07

	
	2.  Complete certifications (1st aid & CPR) 
	Provider
	By 4/1/07

	
	3.  Submit copy of certification to Division
	Provider
	By 4/15/07


How the Division Reviews Quality Improvement Plans

The review and approval for Quality Improvement Plans focuses on the following major areas:

1. Do the action steps adequately address the area of non-compliance that resulted in a recommendation? For example, under the first recommendation on the previous page, it would not be acceptable if the provider stated that they would just review their incident reporting training module and change it, since it would not include training staff.  For the second recommendation, a quality improvement plan would not be accepted if it stated that the provider will obtain CPR certification but is not going to obtain First Aid certification, since this is a requirement of respite providers.

2. Are the timeframes acceptable given the seriousness of the area of non-compliance?  For example, in the second recommendation, if the provider submitted a statement that they would schedule the CPR/First Aid certification by December 2007, the quality improvement plan would not be accepted since this is too long a timeframe for the action step.  

3. Are responsible parties listed and do they seem appropriate for the action step listed?  For example, if a provider submits a quality improvement plan for the first recommendation that stated that “appropriate provider staff” will complete each action step, this would not be accepted since it is not specific enough information.  

Providers are notified in writing with the results of the Division’s review of the Quality Improvement Plan.  If the plan is not approved, the Division also provides specific information on why it was not approved.  The provider is then required to submit a revised quality improvement plan within the specified time frame.

If there are questions about the quality improvement plan process, a provider can contact the local Provider Support Specialist for assistance.

Importance of Timeframes

 

Chapter 45 Provider Certification and Sanctions, Recertification of Providers Section includes specific timeframes for providers to submit quality improvement plans.  This section also includes specific timeframes for the Division to follow in reviewing the quality improvement plans and notifying providers if the plans have been approved.  This section should be reviewed carefully since failure to submit a quality improvement plan or failure to submit a plan that meets the requirements can result in sanctioning and decertification.  

PROVIDER SANCTIONS AND DECERTIFICATION  Back to Top
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Section 36, Recertification of Providers and 
Section 37, Sanctions
Providers are required to sign a Medicaid provider agreement, which requires that providers adhere to federal and state rules and regulations, as well as to Division policies, procedures and regulations.  When non-compliance with rules or regulations is identified, providers are required to complete a quality improvement plan that must be approved by the Division.  

Refer to Recommendations and Quality Improvement Plans for more information. 
It is important to note that the Division first works with providers collaboratively when providers are not consistently adhering to the rules.  However, when a provider continues to fail to adhere to the requirements and/or when participants’ health and welfare are at significant risk, the Department of Health and the Division have the authority to invoke sanctions and ultimately to decertify providers.  

Specific Information on Sanctions & Decertification Process  
Below is an excerpt from Wyoming State Statute 42-4-120, Contracts for waiver services; authority of department, that give the Department authority to sanction providers.  This statute is directly quoted so that there is no interpretation or misinterpretation of the statute.  The Office of Healthcare Financing will be promulgating rules to implement this statute and the Division will update providers as these rules progress through the rule promulgation process.  

“In the event of a chronic failure to provide services, or services that fail to meet the applicable standard of care for the profession involved, or a continuing condition creating serious detriment to the health, safety, or welfare of participants of home and community based services, the Department may impose a civil monetary penalty, impose a monitor, suspend, or revoke the provider’s certification pursuant to W.S. § 42-4-120.  
(i) For each day of continuing violation, the civil penalty shall not exceed one thousand dollars ($1,000.00) or one percent (1%) of the amount paid to the provider during the previous twelve (12) months, whichever is greater.

(ii) The Division shall have the same authority to place conditions upon a provider, to impose a monitor, to revoke a certification issued under this section, or suspend a provider in the manner described in W.S. § 35‑2‑905.” 
 
Chapter 7 Provider Reporting Requirements
Provider Documentation Standards  Back to Top
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Documentation Standards Section

Providers are required to document the services they provide for several reasons.  First, providers’ documentation serves as verification that appropriate services were provided.  Second, providers’ documentation supports the payment or reimbursement for these services.   

Specific Standards
Below are the specific documentation standards providers must adhere to.  It is important for providers to remember that failure to follow these standards will result in payments being either withheld or recovered, as outlined in Chapter 3, Provider Participation, of the Medicaid rules.  In addition, Chapter 3 states: 

“Providers are required to complete all required documentation including required signatures, before or at the time the provider submits the claim for payment. Documentation prepared or completed after the submission of a claim will be deemed to be insufficient to substantiate the claim and Medicaid funds shall be withheld or recovered.”
In order to assure that providers are aware of and understand the documentation standards, the Division reviews the standards with each provider and requires each provider to sign a copy of the standards.  

Summary of Documentation Standards
When documenting services, providers must have the following on each page of documentation:

· Name of participant

· Individual plan of care date for participant

· Location of services

· Date of service, including year, month, and day

· Name of service provided

· Time services begin and time services end consistently using either AM and PM or military time

· Document time services begin and time services end for each calendar day, even when services are provided over a period of longer than a calendar day.

· Signature of person performing service

· If initials are used a full signature shall be on each page of documentation.

· Detailed description of services provided

· These descriptions may be done on a schedule, task analysis, therapy notes, or the individually-selected service coordinator monthly form

In addition to the above requirements, providers must:

· Document each service on separate forms or schedules

· Bill for only one service for a specific period of time except:

· When the participant’s approved individual plan of care identifies the need for more than one service to be provided at the same time

· When providers’ reimbursement is a daily rate or monthly rate, other services may be billed on the same day as the service with the daily rate or monthly rate, but documentation of services must include a beginning time for services and an ending time for services   

· Provide direct services to participants, except homemaker services, environmental modification services, and specialized equipment services

· Do not round up total service time to the next unit except for skilled nursing services

· Assure that the documentation of services is legible and permanent. In order to be permanent providers shall not use pencil, whiteout, or erasable pen.

· Assure that services being provided meet the definition of the service and are provided pursuant to the participant’s individual plan of care

· Submit service documentation and billing information for each month to the case manager by the 10th business day of the following month

· Keep accurate records of the units used, budget units over the plan year, and notify the case manager if the number of units used is changing

· In addition to these requirements, there are service limitations that providers must be aware of and adhere to. Information on this can be found in the service limitation section of this manual or in the Wyoming Medicaid Rules, Chapter 41-45.

More details about Documentation Standards online at BHD - DD Training website
Recovery of Funds by the Division of Healthcare Financing
The Division of Healthcare Financing, or “Medicaid,” completes reviews or audits of providers’ documentation to assure that it meets the requirements listed above.  The review or audit includes two major components:

1. Verifying the provider has followed the documentation standards

2. Verifying the provider’s documentation matches the units of services for which they have billed and received payment  

During the provider’s recertification, the Division reviews documentation to ensure that the provider is meeting the documentation standards.  If the Division finds concerns with a provider’s documentation, the case is referred to the Division of Healthcare Financing for recovery of funds, pursuant to Chapter 3, Chapter 16 or Chapter 39 of the Wyoming Medicaid rules.  

As a reminder, Per Medicaid Rules, Chapter 3, providers are required to retain all documentation “for at least six years after the end of the state fiscal year in which payment for services was rendered.”  “A provider must have completed all required documentation, including required signatures, before or at the time the provider submits a claim to the Division.  Documentation prepared or completed after the submission of a claim will be deemed to be insufficient to substantiate the claim and Medicaid funds shall be withheld or recovered.

The Division of Healthcare Financing sends a certified letter to the provider informing them of the recovery and outlining the process if the provider wants to ask for reconsideration.

Providers, please note this information from the Office of Inspector General:

Any provider or provider staff that is placed on the Office of Inspector General’s exclusion list will be immediately suspended from receiving any and all Medicaid Funds in accordance with the Federal False Claims Act.   

“The OIG has the authority to exclude individuals and entities from Federally-funded health care programs pursuant to sections 1128 

 and 1156 

 of the Social Security Act 

 and maintains a list of all currently excluded individuals and entities called the List of Excluded Individuals and Entities (LEIE). Anyone who hires an individual or entity on the LEIE may be subject to civil monetary penalties (CMP).”

All providers hiring staff are required to ensure that no employees are on the LEIE.  Providers may access this list at http://exclusions.oig.hhs.gov/  and by entering all the names that the employee has used and then verifying the SSN.

Referral to the Medicaid Fraud Control Unit
The Division and/or the Office of Healthcare Financing can also refer the case to the Medicaid Fraud Control Unit (MFCU) if there is any indication of potentially fraudulent activity, pursuant to Chapter 16 of the Wyoming Medicaid rules.  The Wyoming MFCU investigates and prosecutes Medicaid provider fraud and patient abuse and neglect in Medicaid funded facilities.

Anyone can report suspected fraud or abuse by contacting the Medicaid Fraud Control Unit’s hotline at 1-800-378-0345 or contact a Division staff member to report suspected fraud or abuse.  The Division will ensure the report is referred to MFCU for investigation.
Submitting Documentation to Case Managers

As stated above, providers are required to submit a copy of their billing documentation and the PRN medication assistance record (if PRN medications were used during that month) to each participant’s case manager by the 10th business day of the following month.  This allows the case manager to monitor that all providers are documenting the goals identified in the Individual Plan of Care consistently, reviewing the number of units used by each provider and how many are left, and determining if the participant is or is not making progress on his/her goals. Review of the PRN Medication Assistance Records allow the case manager to see if there has been a change in the participant that needs to be addressed by the team or by the participants legal representative, or their physician. 

Providers are also required to track the number of units being used and the number of units remaining and notify the case manager if there has been or will be a significant change in the number of units that are typically used within any given time frame. 

Providers who consistently fail to submit all required documentation to the case managers by the 10th business day of the following month will be contacted by the Division and will be required to complete a quality improvement plan. 
Case managers are required to review all provider documentation and billing as part of monitoring of the IPC.  Should a provider not adhere to the timeline of submission of documentation, the case manager is required to send the provider the non-compliance form with a copy to the Division. 

Record Retention and Availability of Records
Providers are required to maintain records for at least six years after the end of the fiscal year in which payment for services was rendered.  The specific requirements for records retention can be found in Chapter 3 of the Medicaid rules, Provider Participation, Section 7.  Providers are also required to make records available upon request to representatives of the Division, the Wyoming Attorney General, the Medicaid Fraud Control Unit as well as other agencies covered in Wyoming Medicaid Rules Chapter 3, Section 7.
Division’s Notification of Incident Reporting Process  Back to Top
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Notification of Incident Process Section
The Division’s Notification of Incident process is a critical part of the Division’s oversight of waiver services.  All providers are required to report specific categories of incidents.   

The foundation of the process is the “Duty to Report” Statutes that Wyoming has in place.  Wyoming State Statutes clearly state that all providers have a duty to report suspected abuse, neglect, exploitation or self-neglect.  

Per the Adult Protective Services Act (WS 35-20-103): "Any person or agency who knows or has reasonable cause to believe that a vulnerable adult is being or has been abused, neglected, exploited, abandoned or is committing self neglect, shall report the information immediately…"

Per the Child Protection Services Act (WS 14-3-205), "Any person who knows of or has reasonable cause to believe or suspect a child has been abused or neglected or who observes any child being subjected to conditions or circumstances that would reasonably result in abuse or neglect shall immediately report it to the child protection agency or local law enforcement agency or cause a report to be made."


Categories of Reportable Incidents
Most Incidents get reported to the Division, Department of Family Services (DFS), Protection and Advocacy Systems, Inc. (P & A), and the person’s guardian, if applicable. Some just get reported to the Division.

The categories reported to DFS and P&A are any suspected Abandonment, Abuse, Exploitation, Intimidation, Neglect, Sexual Abuse incidents.

The other categories, which do not need to be reported to DFS and P & A, but must be reported to the Division utilizing the Division’s Notification of Incident Reporting System include Death, Elopement, Injury Caused by Restraint, Medical/Behavioral Admissions, Medication Error, Police Involvement, or Serious Injury.* 

Below are DFS reportable incident categories

Suspected Abandonment
Leaving a vulnerable adult without financial support or the means or ability to obtain food, shelter, clothing or health care (WS § 35-20-102). For children abandonment is defined as the child has been left without obvious behavioral, verbal, or written intentions of reclaiming the child (WS § 14-3-202). 

Suspected Abuse

The intentional or reckless infliction, by the vulnerable adult's caregiver, family member or other individual of: injury; unreasonable confinement which threatens the welfare and well-being of a vulnerable adult; or intimidation or cruel punishment with resulting physical or emotional harm or pain to a vulnerable individual (W.S. § 35-20-102). This also includes sexual abuse defined as non-consensual sexual contact including, but not limited to, unwanted touching, all types of sexual assault or battery such as rape, sodomy, sexual exploitation and sexual photographing. Abuse with respect to a child means inflicting or causing physical or mental injury, harm or imminent danger to the physical or mental health or welfare of a child other than by accidental means, including abandonment, excessive or unreasonable corporal punishment, malnutrition or substantial risk thereof by reason of intentional or unintentional neglect, and the commission or allowing the commission of a sexual offense against a child as defined by law (W.S. § 14-3-202.)

Suspected Self-Abuse

The intentional or reckless infliction, by the vulnerable adult: injury; unreasonable confinement which threatens the welfare and well-being of a vulnerable adult; or intimidation or cruel punishment with resulting physical or emotional harm or pain to themselves (W.S. § 35-20-102).


Death

Any death of a waiver participant, regardless of where the person was at the time of death.


Suspected Exploitation

The reckless or intentional act taken by any person, or any use of the power of attorney, conservatorship, or guardianship of a vulnerable adult, to obtain control through deception, harassment, intimidation, or undue influence over the vulnerable adult’s money, assets, property with the intention of permanently or temporarily depriving the vulnerable adult of the ownership, use, benefit or possession of his money, assets or property (WS § 35-20-102).


Intimidation 

The communication by word or act to a vulnerable adult that he, his family, friends or pets will be deprived of food, shelter, clothing, supervision, prescribed medication, physical or mental health care and other medical care necessary to maintain a vulnerable adults health, financial support or will suffer physical violence.


Suspected Neglect

The deprivation of, or failure to provide the minimum food, shelter, clothing, supervision, physical and mental health care, and other care necessary to maintain a vulnerable adult’s life or health, or which may result in a life-threatening situation (WS § 35-20-102). Neglect with respect to a child means a failure or refusal by those responsible for the child’s welfare to provide adequate care, food, clothing, safe shelter, maintenance, supervision, guidance, education or medical, surgical or any other care necessary for the child’s well-being (WS § 14-3-202). 

Suspected Self-neglect

When the vulnerable adult is unable, due to physical or mental disability, or refuses to perform essential self-care tasks, including providing essential food, clothing, shelter or medical care, obtaining goods and services necessary to maintain physical health, mental health, emotional well-being and general safety, or managing financial affairs (WS § 35-20-102).
Sexual Abuse

Sexual contact including, but not limited to, unwanted touching, all types of sexual assault or battery as defined in W.S. 6-2-302 through 6-2-304, sexual exploitation and sexual photographing.

Below are Categories not reportable to DFS


Elopement

The unexpected or unauthorized absence of an individual for more than four hours when that person is receiving waiver services or the unexpected or unauthorized absence of any duration for a participant whose absence constitutes an immediate danger to himself or others.

Emergency Use of Restraints

An unplanned event where restraints were used to restrain a participant who does not have a restraint protocol in the participant’s current plan of care.

Injury Caused by Restraint

Any injury that occurs as a result of a physical restraint, drug used as a restraint, or mechanical restraint.

Medical/Behavioral Admissions

Any unscheduled admission into a medical/behavioral institution

Medication Error

An event where a participant is given at least one of the following:

(1) The wrong medication,

(2) The wrong dosage, 

(3) Medication which should have gone to a different participant, 

(4) Medication via an incorrect delivery route (such as oral vs. Topical), or 

(5) Medication at the wrong time (by an hour or more from the scheduled time). 

Police Involvement

Any incident that results in police involvement with participants, including but not limited to arrests of participants, questioning of participants by law enforcement, or police calls to participant’s home or service delivery site.

Crime Committed by Participant

Any suspected crime reported to police that was committed by a participant.

Serious Injury

An injury, such as suspected fractures, wounds requiring stitches or injuries due to falls, which requires an emergency room visit, hospital visit or non-routine visit to a doctor or clinic.
MANDATORY REPORTING
On the nine categories listed towards the top of the Incident Reporting form, you must contact your local DFS office and speak with an intake worker.  You will then also fax in a copy of the report to the same DFS office.  The remaining categories starting with Police Involvement and ending with Medical/Behavioral Admission do not require you to contact your local DFS office.  Please refrain from contacting DFS for any of these categories unless one of the top nine categories are also suspected.  This will assist DFS in focusing on the categories which they are required to investigate and follow up on.

For mandatory reporting information and consequences related to failing to report one of the required DFS reporting categories refer to SS35-20-111, Duty to report:

(a) “The duty to report imposed by W.S. 35-20-103 applies without exception to a person or agency who knows, or has sufficient knowledge which a prudent and cautious man in similar circumstances would have to believe, that a vulnerable adult has been or is being abused, neglected, exploited, intimidated or abandoned, or is committing self-neglect.

(b) “Any person or agency who knows or has sufficient knowledge which a prudent and cautious man in similar circumstances would have to believe that a vulnerable adult is being or has been abused, neglected, exploited, intimidated or abandoned, or is committing self-neglect, and knowingly fails to report in accordance with this act is guilty of a misdemeanor punishable by imprisonment for not more than one (1) year, a fine of not more than one thousand dollars ($1,000.00), or both.”

Providers are required to submit an incident report immediately after taking actions to address the participant’s health and safety needs but not longer than 24 hours.  The person reporting the incident must fill out the appropriate paperwork following the provider’s incident reporting policy.  This policy must include the requirement that incidents are reported to the appropriate entities immediately after assuring the health and safety of the person.

Provider Requirements for Submitting an Incident Report

Incidents can be filled out on Division’s website at http://www.health.wyo.gov/ddd and clicking on “File an Incident Report”.  Providers are highly encouraged to submit incident reports on the web, which allows providers to type in the information, print the report, and submit the report directly to the Division.  You may also print the form, complete it and then fax to the Division. 

The report must be filled out completely, including the following components:

· Information on participant involved in incident, date of incident, time of incident, person reporting, etc.

· Category of incident

· Events preceding the incident

· Factual description of the incident

· Actions taken immediately following the incident – including how participant is doing

Incident reports are official documents that need to accurately and thoroughly reflect the incident being reported. Therefore, when completing an incident report the reporter should adhere to the following:

· Do not use abbreviations

· Avoid pronouns (he/she/it), instead use titles and proper names

· Avoid using slang or hyperbole, sticking to the facts known.  

Providers can also submit supporting documentation, such as emergency room reports, seizure logs, or internal incident reports to provide additional information.  

Division Follow-up on Incidents
Incidents involving abuse, suspected abuse, neglect, self-neglect, exploitation, death,  elopement, serious injury to the participant, or abandonment are reviewed and may be investigated by the Department of Family Services, Adult Protective Services or Child Protective Services, who has the authority to substantiate these reports.  The Division has no authority to investigate or substantiate these cases.  

However, the Division does review each incident to determine if additional information or other follow-up actions are necessary.  This review focuses on whether the provider is adhering to current Federal, State or Division rules and regulations.  Follow-up actions may include:

· Contacting the provider for more information

· Completing an on-site visit if  health or safety concerns exist

· Completing follow-up throughout the provider recertification period to ensure standards are being met

· Closing the incident with no follow-up actions if it appears the incident has been adequately handled by the provider.  

· Substantiate the incident and when it is due to provider non-compliance, issue a recommendation to be followed-up with a Quality Improvement Plan.

Provider is aware that when the Division is notified of an incident or complaint that identifies significant health or safety concerns, the Division may complete an on-site unannounced visit to ensure that the provider is adhering to rules and regulations, and that the participant is safe.

Provider staff will be given an Unannounced Investigation Letter that informs them that an unannounced on-site visit is being completed to assess the health, safety, or rights concerns identified in an incident report or complaint filed with the Division.  

Division staff would appreciate your cooperation in answering questions related to the incident.  Division staff may ask to see the participant identified in the report to assess immediate health and safety issues or concerns.  Division staff will not ask the participant questions, because this would be investigating, and that would be part of a DFS or law enforcement investigation.  Division staff may also be in contact with the provider and/or his designee regarding the incident.  

Division staff will follow up with DFS and/or law enforcement to ensure that they have received the report so that those entities can complete their investigation. 

If you have any questions regarding any of the information provided in this section, please contact your local Provider Support Specialist.

Mortality Review Committee Process  Back to Top
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Mortality Review Committee Section
The Mortality Review Committee is part of the Division’s oversight of home and community based waivers as required by the Centers for Medicare and Medicaid Services (CMS).  The Committee reviews information relative to the death of persons receiving services on one of the three waivers administered by the Division.  The information is used to identify trends, direct training needs and develop recommendations to improve the quality of services.  The committee meets twice a year and reviews information on deaths that have occurred over a six-month period. 
Provider Requirements & Mortality Review Committee Process
When a participant passes away, providers must notify the Division of the death following the Division’s Notification of Incident process.  In addition to filing the incident, the person reporting the incident will also be asked some additional questions pertaining to the death, such as whether the person had been recently hospitalized.  

The Division will review this information to determine if any immediate follow-up or additional information is needed.  Providers, including case managers, will receive a written request for information for review by the committee.  The Division of Healthcare Financing, “Medicaid”, requests information, including copies of documentation of services, incident reports, all case management documentation including monthly and quarterly reports, and any health related records, including assessments, and results of physicians’ office visits and hospital visits. Any documentation not received will be referred to the Division of Healthcare Financing for a possible recovery of funds.  Please refer to the provider’s responsibility with retention of records referenced in other areas of this manual.
It is important to note that the participant does not need to be receiving waiver services at the time of the death in order for the death to be reported and reviewed by the Mortality Review Committee.  The death of any participant with a current plan of care on the waiver must be reported to the Division. See Division’s Notification of Incident section for more information.

Results of Mortality Review Committee Review
The Mortality Review Committee can make provider specific recommendations, systemic recommendations, or both.  Provider specific recommendations must relate specifically to a current rule, regulation, policy or procedure.  Providers are notified by letter of the results of the review and, if applicable, any recommendations that were made.

Provider Complaint Process Requirements  Back to Top
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Complaint Process Section

All providers are required to have processes in place for participants, families, and guardians to file complaints or grievances. 


Complainants are expected, whenever possible, to work directly with the provider(s), the participants’ team and/or other parties involved in a complaint to attempt to resolve the concerns first.  

If, however, after working with the parties involved a complainant is still not satisfied with the outcome, the complainant can file a formal complaint with the Division by filing the complaint online at https://improv.health.wyo.gov/complaintreport.aspx or by contacting any Division staff.

Provider Complaint Process Requirements
Providers who are CARF accredited are required to follow the current CARF standards for complaints/grievances.  These standards include having a formal written complaint process that is made available to participants and families.  The process must include timeframes for resolution of complaints.  

Providers who are not required to be CARF accredited are required to adhere to the rules in Chapter 45, Complaint Process Section.  

These rules include:

· First attempting to resolve the complaint through discussion and mediation between parties. 

· If this does not work, then the provider must document the complaint, including action steps taken to resolve the complaint.  

· After the complaint has been investigated by the provider and follow-up actions completed, the provider must document the final resolution of the complaint. 

· The resolution of the investigation must be shared with the complainant and the participant’s case manager in written form, unless doing so would violate confidentiality and HIPAA rules and regulations.

If the complainant is not satisfied with the resolution of the provider’s complaint investigation, he or she can file a complaint with the Division.  The request must be in writing and must include the written resolution of the complaint from the provider.   

Division Complaint Process
Complaints may be filed with the Division online, in writing, or verbally and can be filed with any Division staff person. However, unless the complaint involves a participant whose health or safety is in jeopardy, complainants are required to submit the complaints in a written format. 

When receiving a complaint the Division staff person first encourages the complainant to work with the provider or party with whom he or she has concerns.  If the complainant is unable to do so, or if the complainant has already filed a formal grievance with the provider and is not satisfied with the results, then the Division treats the concerns as a formal complaint.  

The Division notifies the complainant within 10 calendar days in writing that the complaint has been received and the anticipated timeframe for investigating the complaint.  If the complainant is not the participant or guardian, the Division cannot share the results of the investigation with the complainant due to confidentiality and notifies the complainant of this in the letter. If the complainant is a participant or guardian, the Division will notify the complainant of the results of the investigation.  

If the investigation involves a waiver provider, the provider will receive a written report including the findings, corrective actions, timeframes for completion of corrective actions, and applicable standards.


Providers not completing corrective actions as required in the report may be subject to decertification as stipulated in Chapter 45, Provider Certification and Sanctions, Recertification Section and Quality Improvement Plans and Provider Sanctions Section. 
Chapter 8 Waiver Services

Service Reminders  Back to Top

· Services Definitions and provider requirements listed in the next section are current as of July 1, 2011. These services, scope, and limitations are subject to change due to waiver amendments or other directives as authorized by the Division.
· For more information on these services, refer to the approved waiver document which can be found on the Division’s website and the Wyoming Medicaid Rules.
· Current Service Rates are located on the Division’s website by Fiscal Year.  These are updated as they change, therefore they are not located in this manual.
· Wage ranges for services self-directed through the Fiscal/Employer Agent are negotiated by the Participant/Family, who are the “employer”, and are not found in this manual. A “Show me the Money” form is located on the Division’s website, which specifies the current wage ranges.
· A provider may not provide two (2) different services at the same time in the same location, unless there is a dedicated staff for each service provided.
· Providers shall document “time in and time out” clearly on documentation and ensure that service times do not overlap.
Implementation of House Enrolled Act 91 (HEA 91)  Back to Top
In March 2011, the 2011 Wyoming Legislative Session passed House Enrolled Act 91 (HEA 91), which changed Medicaid rules to allow payment to family caregivers who become certified providers and a Limited Liability Company or Corporation through the Medicaid HCBS waivers. The Division has always allowed some relatives/family caregivers to receive reimbursement, such as a participant’s siblings, aunts, uncles, and grandparents, if they became certified Medicaid Waiver Providers, or were employed by providers. Due to the passage of HEA 91, the Division amended the Adult DD, Child DD, and Acquired Brain Injury waivers to now allow parents/stepparents (and legal guardians of minor children) to receive reimbursement for specific waiver services as well. 
To implement this change in the waiver document, the Division issued a memorandum on July 15, 2011 which gave a brief summary of the waiver amendments. The amendments now describe all relatives who may provide services to a related participant and ensure there are systems to guard against conflicts of interest, inadvertent limits on participant choice, and potential fraud.  This addendum serves to summarize the amendments to service definitions, provider qualifications, and the additional requirements for providers who are serving their relatives. This law supersedes the following Wyoming Medicaid rules:
· Chapters 41, 42, and 43, Section 7 (d), “Parents, step-parents, and/or spouses shall not be reimbursed by waiver funding for any waiver services” and Section 7 (a)(i)(H), “Reimbursement for habilitation services shall not be made directly or indirectly to a parent, stepparent, spouse, or guardian of a participant;” and  

· Chapter 45, Section 38 (d) “A caregiver that is not a parent, guardian, or spouse of a participant and who wishes to receive Medicaid reimbursement for furnishing covered services to a participant shall enroll with the Division as a provider.”
REIMBURSING RELATIVES

The Division recognizes that there are certain circumstances where paying a relative to provide essential waiver services is justifiable by being efficient, cost effective, and beneficial to participants.  These circumstances may include a lack of available non-related staff persons in remote geographic regions, who can furnish services at necessary times and places; a participant’s extraordinary care needs; and/or the need for specialized medical skills acquired by relatives. It is also expected that for those participants living with their families, that the family members will contribute natural support and supervision, similar to how a family functions. Therefore, some services provided by relatives living in the home with the participant have certain limitations. 

Relatives, which include a participant’s biological or adoptive parent(s), stepparent(s), immediate and extended family members, such as a sibling, aunt, uncle, grandparent, child age 18 and over of a waiver participant, first cousin, or step-family member, who become providers or are hired as an employee of a provider, may furnish the following services: 

· Relatives (excluding parents/stepparents) may provide case management, support brokerage, respite, personal care, companion, residential habilitation, day habilitation, supported living, specialized equipment, community integrated employment, and environmental modifications.

· To participants under age 18, a legally responsible individual, which may be the parent/stepparent or legally appointed guardian of a minor child, may operate as owner or officer of a certified waiver provider and become an LLC or a corporation to provide case management (unpaid), and support brokerage (unpaid), and personal care to their child/ward for extraordinary care purposes only.  
· To participants age 18 and over, parents/stepparents may provide personal care, residential habilitation, day habilitation, supported living, specialized equipment, case management (unpaid), and support brokerage (unpaid). If operating as an owner or officer of a certified waiver provider, the parent/stepparent is required to become an LLC or a corporation.
SERVICE LIMITATIONS

· For residential habilitation services, the parent/stepparent provider shall not live in the same residence as the participant receiving residential habilitation services. 

· Personal care and Supported Living services reimbursed by the waiver to a relative provider cannot exceed four (4) hours per day per participant, if the provider lives in the same residence as the participant.
· Extraordinary care cases eligible for personal care by a legally responsible individual shall be verifiable through Division-approved assessments and meet the following criteria:

a) The participant’s Adaptive Behavior Quotient is 0.35 or lower on the Inventory for Client and Agency Planning (ICAP) assessment; and either b or c

b) The participant needs assistance with Activities of Daily living (ADLs) or Instrumental Activities of Daily Living (IADLs) exceeding the range of expected activities that a legally responsible individual would ordinarily perform in the household on behalf of a person without a disability or chronic illness of the same age, and which are necessary to assure the health and welfare of the participant and avoid institutionalization.  (Example: a 12 year old needing assistance with dressing and bathing, whereas the average 12 year old does not.); or

c) The participant requires care from a person with specialized medical skills relating to the participant’s diagnosis or medical condition as determine appropriate by the participant’s medical professional and the Division.

· A spouse of the participant, a legally appointed guardian of a participant age 18 and over, or an owner or officer of a provider organization serving their ward cannot receive reimbursement for providing waiver services.

· Any person, who is not a relative of the participant but has been assigned as a power of attorney that includes anything pertaining to medical decisions, is excluded from giving that participant services.

· A legal guardian of a participant age 18 or older cannot monetarily benefit from waiver services; directly or indirectly. (Example: If Joe and Mary are married and Joe is the legal guardian of participant Beth, but Mary is the provider to Beth and they all live in the same household, Joe is indirectly benefitting from waiver services.  This would not be acceptable. 

RELATIVE PROVIDER REQUIREMENTS

The relative provider shall be a certified Medicaid provider for the service they are providing or hired by a certified Medicaid Provider. Provider agencies may hire relatives to provide waiver services when the relative has a clean background check and is qualified and trained to provide the service in accordance with Wyoming Medicaid Rules Chapters 41 through 45. Provider agencies must provide supervision and oversight of employees and ensure that claims are submitted only for services rendered and for the services, activities and supports specified in the plan of care. Relatives that are paid to provide services as outlined above must meet the same requirements and qualifications as other providers/staff and are subject to the same oversight levels as outlined in the waiver and applicable regulations and policies.

If the relative is hired by a participant, or his/her legal representative, who is self-directing waiver services, the services shall remain within the scope and limitations specified in the approved definitions. If the participant age 18 or over hires a parent through self-direction, then the services provide shall remain in accordance with the revised FY2012 service definitions; the parent cannot be the participant's Employer of Record or legal guardian; and the participant cannot opt out of support brokerage. For participants self-directing and hiring relatives, the employer must provide supervision and oversight of employees and ensure that claims are submitted only for services rendered.  The Financial Management Service subagent shall ensure that claims are submitted only for services authorized in the self-directed budget allocated by case managers.  

In order to monitor the services provided by relatives and implement safeguards, the Division is requiring providers and employees of providers who are serving related participants, and guardians serving their wards, to disclose the relationship to the participant’s team and the Division, address the conflict of interest, and adhere to certain requirements:

· If a relative is providing services to a related participant, then the provider shall be in compliance with Chapter 45 section 23 (g) and (g) (i), which states:
“All providers shall identify, in writing, potential conflicts of interest and shall share this information with participants before the provider is chosen to provide services.  If a provider permits the hiring of guardians of participants receiving services from the provider, or if a provider permits the hiring of relatives of staff working for the organization, the provider shall have a written policy on how it addresses potential conflicts that arise from these relationships and shall share this policy with participants.” 
· The plan of care shall be developed and monitored by a case manager without a conflict of interest to the relative provider or the participant, which means the case manager shall not be employed by or related to the relative provider or the participant (i.e. Sibling, child, grandparent, aunt, uncle, or other parent/step-parent, 1st cousin, step family, or the participant’s guardian). 

· The amount of waiver services prior authorized by the Division shall align with the service definition in the approved waiver and shall be based upon individual need as specified in the individualized plan of care and other assessments.

· The plan shall also document that services do not duplicate similar services, natural supports, or services otherwise available to the participant. 

· Providers shall utilize a schedule to document service delivery in accordance with Wyoming Medicaid Rules Chapter 45, which shall support the services claimed for reimbursement. 
RELATIVE PROVIDER REQUIREMENTS 

Relative Disclosure and Safeguard Acknowledgement form

Each relative who provides services to a related waiver participant or intends to provide services are required to disclose the relationship and acknowledge and address the safeguards set forth by the Division in the Relative Disclosure and Safeguard Acknowledgment Form. This requirement includes relatives employed by a provider agency, and relatives or guardians of waiver participants who own, operate, or are an officer of a certified provider agency. Each relative providing service shall complete this disclosure form and submit to the Division’s Cheyenne office.  The form is available on the Division’s website http://health.wyo.gov/ddd/relativeproviderinfo.html.
Case Manager with a Conflict of Interest
If a case manager and another provider on the plan are both related to the participant, then the participant shall transition to a new provider to address the conflict. (For example, if Joe Participant’s sister is his case manager and his aunt is his respite provider, he will have to choose to transition to an unrelated case manager OR an unrelated respite provider.)
SERVICE MONITORING

Through standard monthly and quarterly monitoring by the case manager, if the relative is not providing services in the best interest of the participant, the case manager shall work with the participant and appropriate team members and the Division as needed to choose other providers and/or and modify the plan of care to better suit the needs of the participant.  

As with all providers, the Division may monitor services at any time through current recertification, case review, incident, and complaint processes. All claims processed through ACS are subject to post-payment validation. When problems with service validation are identified on a post-payment review, erroneous or invalidated claims are voided from the claims payment system and the previous payment recouped from the provider.
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	T2040 

Agency with Choice
	Note: Used to self-direct services.  Service does not allow for budget authority.  Workers paid a wage set by the Agency.
	Monthly unit
	All Waivers

	Provider Qualifications:  

An Agency with Choice can be any certified provider (Either CARF or non-CARF accredited agency), who can meet the following requirements:
1. Obtain certification as a Wyoming Medicaid Waiver provider.

2. Perform accurate and timely payroll services provide workers compensation insurance and other benefits administration for workers, as applicable, pursuant to federal and state rules and regulations.  

3. Use generally accepted accounting practices for record keeping.  
4. Serve as employer of record for workers employed by the agency, including those who are recruited, referred and managed by participants.  
5. Process criminal background checks and Central Registry checks on prospective employees as required or requested.  
6. Assure prospective employees meet the standards for the service being provided, including when applicable, maintaining current CPR and First Aid Certification, participant specific training, general training on recognizing abuse, neglect and exploitation, Division’s Notification of Incident process, service documentation, HIPAA/Confidentiality, implementing objectives, and complaints/grievance procedures.  

7. Receive, respond to, resolve and track the receipt of calls and grievances from participants and their representatives and service providers, including the reporting of incidents as a mandatory reporter.  

8. Provide services in accordance with the philosophy of self-direction.  
9. Establish a system for developing and maintaining Agency-with-Choice, participant, service worker, and vendor records and files (both current and archived) that is secure and HIPAA compliant.  
10. Provide the co-employment services, serving as the employer of record, in which the participant, who is the managing employer, has the rights and responsibilities to:  

a. Recruit and refer prospective workers to the Agency-with-Choice for hire and assignment back to the participant.  
b. Orient and train workers.  
c. Determine workers’ terms and conditions of work and work schedules.  
d. Supervise workers’ day-to-day activities.  
e. Evaluate workers’ performance.  
f. Discharge workers as necessary from their work sites (homes).  
g. Request that the Agency with Choice refer workers for consideration and assignment to the participant.  

11. Develop and implement a quality assurance program to ensure continuous quality improvement including measurements of participant satisfaction.  
12. Develop an FMS Agency with Choice Policies and Procedure Manual that includes policies, procedures and internal controls for all FMS Agency with Choice tasks, including the requirements listed above. This Manual must be completed and reviewed by the Division before the agency can be certified in the Agency with Choice Service and must be updated as needed and at least every 12 months. 
13. Obtain a Certificate of Good Standing from the Wyoming Department of Employment, which verifies the provider is in compliance with the unemployment insurance and Workers Compensation requirements of Wyoming.

	Service Definition: 

The financial management service (FMS) Agency-with-Choice provider operates as co-employer with the waiver participant and/or their legally authorized representative, who serves as the managing employer, for the purpose of ensuring that the necessary employer-related duties and tasks, including payroll are carried out as described below. Service only available to people self-directing at least one service under employer authority. Participants or their legal representatives self-directing services under the Financial Management Service Agency with Choice do not have budgetary authority, including the option to purchase Individual Goods and Services.  Participants or their legal representatives, who choose to self-direct services, must choose either the Financial Management Service Fiscal/Employer Agent or the Financial Management Service Agency with Choice service.   Participants can use this service to hire workers for supported living, companion services, respite, personal care, residential habilitation training, or supported employment.  The services require documentation by the employee, which is supervised and approved by both co-employers. Habilitation services require objectives to be taught during the course of service delivery and progress on objectives shall be reported to the case manager monthly.

	Scope and Limitations: 

Service only available to people self-directing at least one direct care service.  Relative providers (excluding parents/stepparents) may provide this service.
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	T2022 
Case Management
	Monthly unit
	All Waivers

	Provider Qualifications:

· Adult DD and Child DD Waiver:  One year of experience with a bachelor’s degree, master’s degree or doctoral degree or two years (48 credit hours) of college and two years of experience working in the field of mental retardation.   
· Acquired Brain Injury Waiver:  Minimum of a Bachelor’s degree and ½ year experience in the acquired brain injury field or an Associate’s Degree and 2 years of experience in the acquired brain injury field or equivalent training and education

All Waivers:  

· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Complete training pursuant to Chapter 45, Training requirements,  Restraint Standards, and Positive Behavior Support Plan Standards Sections including:

· Participant rights and rights restrictions

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Medication Assistance Training – applicable to case managers who provide medication assistance to participants with whom they work 

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Re-certification process – applicable to non-CARF case managers

· Writing and implementing objectives

· Use of Restraints and Positive Behavior Support Plans

· Participant specific training – applicable to case managers who have not written the plan of care for the participant they are working with

· Training for new case managers on:

· How to write an individual plan of care

· How to do modifications to the individual plan of care

· Case Management rules and regulations

· Comply with Chapter 1 of Division rules, Rules for Case Management and Chapters 41-45 of Wyoming Medicaid Rules 
· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition:  

Case management is a service to assist participants in gaining access to needed waiver and other Medicaid State Plan services, as well as medical, social, educational and other services, regardless of the funding source for the services to which access is gained.  
Case managers are responsible for the following functions for participants choosing NOT to self-direct services:  (Traditional case management)

· Assessment and/or reassessment of the need for waiver services;  

· Initiating the process to evaluate and/or re-evaluate the individual's level of care  

· Linking waiver participants to other Federal, state and local programs;  

· Development of the plan of care adhering to the Division’s policies and procedures;  

· Coordination of multiple services and/or among multiple providers;  

· Ongoing monitoring of the implementation of the plans of care;  

· Ongoing monitoring of participants’ health and welfare;  

· Addressing problems in service provision, including problems found during the ongoing monitoring of the implementation of the plan of care or concerns with a participant’s health and welfare;   

· Responding to participant crises;  

· Reviewing service utilization and documentation of all services provided on a monthly basis to assure the amount, frequency, and duration of services are appropriate.  

The case manager is required to complete the following responsibilities monthly:   

· A home visit with the participant present to monitor the participant’s health and welfare, as well as to discuss satisfaction with services and needed changes to the plan of care with the participant.    

· Direct contact each month with participant and/or guardian, which must include the home visit but may also include observation of services to assess implementation of the plan of care, telephone contact with participant or guardian and/or meeting with the participant and/or guardian to complete follow up on concerns identified through incident reports, complaints or identified through other means.    

· Follow-up on all concerns or questions raised by the participant, guardian or plan of care team or identified through incident reports, complaints or through observation of services.    

· Reviewing service utilization and provider documentation of service, identify significant health changes, trends through incident reports, evaluate the use of restraints and restrictive interventions, interview participant and/or guardian on satisfaction with services, and complete follow-up on concerns identified in any of these processes.      

   

T2024TS Subsequent assessments:  
These assessments are provided as part of ongoing case management and will include the necessary collaboration of professionals to assess the needs, characteristics, preferences and desires of the waiver participant. Case managers shall initiate and oversee subsequent assessments, regardless of payment source. These include the psychological assessment, which is required for continued eligibility, and any other assessments that are necessary to determine the participant's needs and are not available through the Medicaid State plan.  All assessments shall be prior authorized by the Division.   

Case Managers are responsible for the following functions for participants who choose to self-direct services:  

· Assessment and/or reassessment of the need for waiver services;  

· Initiating the process to evaluate and/or re-evaluate the individual's level of care  

· Working with the participant, Support Broker and other team members on development of the plan of care that addresses the participant's needs,  and submission of the plan of care to the Division adhering to the Division’s policies and procedures;  

· Ongoing monitoring of the implementation of the plan of care, including monitoring self-directed services and traditional services;  

· Ongoing monitoring of participants’ health and welfare;  

· Addressing problems in service provision, including problems found during the ongoing monitoring of the implementation of the plan of care or concerns with a participant’s health and welfare, working with the participant, Support Broker and plan of care team members as appropriate;   

· Responding to participant crises;  

· Reviewing service utilization and documentation of all services provided on a monthly basis, including all self-directed services, to assure the amount, frequency, and duration of services are appropriate.  

The role of the Case Manager is to monitor the implementation of the individual plan of care and provide coordination and oversight of supports but not “hands on” involvement in identifying and securing supports.  Those are duties of the Support Broker.     

The case manager is required to complete the following monthly:   

· A home visit with the participant present to monitor the participant’s health and welfare, as well as to discuss satisfaction with services and needed changes to the plan of care with the participant.    

· Direct contact each month with participant and/or guardian, which must include the home visit but may also include observation of services to assess implementation of the plan of care, telephone contact with participant or guardian and/or meeting with the participant and/or guardian to complete follow up on concerns identified through incident reports, complaints or identified through other means.    

· Follow-up on all concerns or questions raised by the participant, guardian or plan of care team or identified through incident reports, complaints or through observation of services.    

· Reviewing service utilization and provider documentation of service, identify significant health changes, trends through incident reports, evaluate the use of restraints and restrictive interventions, interview participant and/or guardian on satisfaction with services, and complete follow-up on concerns identified in any of these processes. 

Some participants self-directing services may choose not to have a Support Broker after the first year. This may be because they are skilled enough to complete those tasks themselves (as determined through assessment) or they have natural supports that can assist them. In these cases, the general oversight responsibilities of the case manager are sufficient to monitor the participant’s self-direction efforts.

	Scope and Limitations:

Case Managers shall be reimbursed up to 1 unit per month and shall provide a minimum of 2 hours of documented case management service and have completed a home visit each month in order to bill.  Service time may consist of direct participant contact, guardian contact, phone calls to the participant or guardian, monitoring the participant in services, following up on concerns or questions regarding the participant, team meetings, plan of care development or updating, the monthly home visit, and service documentation review.     

A relative, parent, legally responsible person, or guardian may provide case management services to their ward/related participant if they meet all the provider requirements and complete the process to become a certified Medicaid Waiver case manager, including signing a Medicaid provider agreement. NOTE:  The parent, legally responsible person, or guardian may not receive reimbursement for providing case management services.   However, they can be reimbursed for case management services they provide to other Waiver participants, who have chosen them to provide these services.    

The parent/stepparent acting as an unpaid case manager shall not have a conflict of interest, which means that he/she cannot be a provider of any other service on the plan of care.
If a relative provides services to a related waiver participant as a service provider, an employee of a service provider, or a self-directed employee, then the case manager on the participant’s plan of care shall not have a conflict of interest to the relative provider or the participant, which means the case manager shall not be employed by or related to the relative provider or the participant (i.e. Sibling, child, grandparent, aunt, uncle, or other parent/step-parent, cousin, step family, or the participant’s guardian). 

If hiring a relative through self-direction, the participant’s case manager shall not have a conflict of interest with the relative or participant, which means the case manager shall not be a relative of the employee, participant, or the participant’s legal representative.

If a parent/stepparent is hired by a participant age 18 and over, whereas the Parent/stepparent is not operating as the Employer of Record, then the participant shall have an actively involved support broker to ensure that the s/he has engaged in recruitment activities and that there is a responsible person other than the paid family member, who, in addition to the participant, assumes employer responsibilities. In this arrangement, the participant cannot opt out of support brokerage. 

Case management services on the waiver can only be billed and reimbursed after the plan of care is approved by the Division.  Prior to entrance to the waiver, targeted case management services are reimbursed through the Medicaid State Plan.
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	T2026 (ages 0-12)
T2027 (ages 13-17)

Child Habilitation Services
	15 minute unit 


	Child DD Waiver Only   **Can be self-directed

	Provider Qualifications: 

· Must be 18 years of age or older or, if under the age of 18, be subject to direct supervision as identified in Chapter 45, Section 4.

· Maintain current CPR/First Aid Certification 

· Maintain standards for CARF or non-CARF accredited providers pursuant to Ch. 45, Sect. 23 or 24

· Complete a background check pursuant to Chapter 45, Background Check Requirements

· Complete training pursuant to Chapter 45, Training Requirements Section and Restraint Standards Section including training on:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable providers who provide medication assistance to participants they work with

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Writing and implementing objectives

· Participant specific training

· Comply with the documentation requirements in Chapter 45, Documentation Standards

	Service Definition:

Child Habilitation Services provide children with regularly scheduled activities (and/or supervision) for part of the day. Services include training, coordination and intervention directed at skill development and maintenance, physical health promotion and maintenance, language development, cognitive development, socialization, social and community integration and domestic and economic management.  This includes services not otherwise available through public education programs in the participant’s local school district, including after school supervision, daytime services when school is not in session, and services to preschool age children. 

Service may be provided at various times of the day in multiple settings, when other waiver services would not be more appropriate, such as Respite or Personal Care. Service may occur in a single physical environment or in multiple environments, including natural settings in the community. Training activities may involve children and their families. 

Child Habilitation Services also includes the provision of supplementary staffing necessary to meet the child's exceptional care needs in a daycare setting. Coordination activities may involve the implementation of components of the child's family-centered and individualized service plans and may involve family, professionals, and others involved with the child as directed by the child's plan. 
Transportation is included in the reimbursement rate.

Providers are responsible for both formal and informal training opportunities. The schedule must be individualized and the training objective must be meaningful. Progress on objectives shall be reported to the case manager monthly.

	Scope and Limitations:

1. This service is limited to children under age 18.  

2. This service is a 15-minute unit. A provider can receive reimbursement for up to two (2) participants at one time, with a limit of three (3) persons being supervised by a provider or provider staff at one time.  

3. The rate for this service, for children through age 12, does not include the basic cost of childcare unrelated to a child’s disability that may be needed by parents or regular caregivers to allow them to work or participate in educational or vocational training programs. The “basic cost of child care” means the rate charged by and paid to a childcare center or worker for children who do not have special needs. The basic cost of childcare does not include the provision of supplementary staffing and environmental modifications necessary to provide accessibility at regular child care settings; these costs can be covered by this service.  

4. For children over age 12 through age 17, the rate for the service shall have a modifier "add in" component to cover the amount of the child care cost, which is no longer required after age 12.  

5. This service shall exclude any services available through public education programs funded under the Individuals with Disabilities Education Act (IDEA).  

6. Child Habilitation Services include personal care services, so providers cannot be reimbursed for providing both services at the same time.  

7. Child Habilitation Services cannot be provided during the same time period as other waiver services, which is subject to audit by the Program Integrity Unit within the Single State Medicaid Agency.  

8. Units shall be limited based upon the participant's need during non-school times and during summer, breaks, etc.  A further limit is the participant's budget amount.

9. Relative providers (excluding parents/stepparents) may provide this service.
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	T2012 

Cognitive Retraining
	15 minute unit
	ABI Waiver Only

	Provider Qualifications:  

· Be certified in Cognitive Retraining from an accredited institution of higher learning or 

· Be a certified Brain Injury Specialist through the Brain Injury Association of America or

· Be a licensed professional with one year of acquired brain injury training or Bachelor degree in related field and three years of experience in acquired brain injuries. 

· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to those who provide medication assistance

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Participant specific training must be completed before working with participant

· Comply with the documentation requirements in Chapter 45, Documentation Standards

	Service Definition: 

Training provided to the person served or family members that will assist the compensation or restoring cognitive function (e.g. ability/skills for learning, analysis, memory, attention, concentration, orientation, and information processing) in accordance with the Plan of Care.
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	T2019 (Individual)
T2019UQ (Group)

Community Integrated Employment 
	15 minute unit
	All Waivers * can be self-directed

	Provider Qualifications: 

· Must be 18 years of age or older 

· Maintain current CPR/First Aid Certification 

· Maintain standards for CARF or non-CARF accredited providers pursuant to Ch. 45, Sect. 23 or 24

· Complete a background check pursuant to Chapter 45, Background Check Requirements  

· Complete training pursuant to Chapter 45, Training Requirements Section and Restraint Standards Section, including training on:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants they work with

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· HIPPA and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Writing and implementing objectives

· Participant specific training

· Training for job coaches and job developers:

· How to access DVR services

· How to assist participants in the job search, job application, and career development process 

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition:

Service consists of Individual Community Integrated Employment and Group Supported Employment Services for participants ages 18 and older.
INDIVIDUAL Community Integrated Employment Services:  
Individual Community Integrated Employment services consist of intensive, ongoing support that enable a participant, for whom competitive employment at or above the minimum wage is unlikely absent the provision  of supports, and who, because of his/her disability, need supports to perform in a regular work setting. Individual Community Integrated Employment may include assisting the participant to locate a job or develop a job on behalf of the participant.  Services are conducted in a variety of settings, particularly work sites where persons without disabilities are employed.  Individual Community Integrated Employment includes activities needed to sustain paid work by a participant, including supervision and training. When Individual Community Integrated Employment services are provided at a work site where persons without disabilities are employed, payment is made only for the adaptations; supervision and training required by participants receiving waiver services as a result of their disabilities but does not include payment for the supervisory activities rendered as a normal part of the business setting. Transportation is included in the reimbursement rate.

Objectives must be identified in the participant's plan that supports the need for continued job coaching. The job coach must be in the immediate vicinity and available for immediate intervention and support.  Providers are responsible for both formal and informal training opportunities and shall build natural supports on the job. The schedule must be individualized and the training objective must be meaningful. Progress on objectives shall be reported to the case manager monthly.

Documentation is maintained in the file of each participant receiving this service that the service is not available under a program funded under section 110 of the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act (20 U.S.C. 1401 et seq.).  Federal financial participation is not claimed for incentive payments, subsidies, or unrelated vocational training expenses such as the following:   

1. Incentive payments made to an employer to encourage or subsidize the employer's participation in a supported employment program;   

2. Payments that are passed through to users of supported employment programs; or   

3. Payments for training that is not directly related to an individual's supported employment program.  

GROUP Support Employment Services:  
Group Supported Employment Services consist of intensive, ongoing supports that enable participants, for whom competitive employment at or above the minimum wage is unlikely absent the provision of supports, and who, because of their disabilities, need supports, to perform in a regular work setting. Group Supported Employment may include assisting the participant to locate a job or develop a job with a community employer.  Group Supported Employment includes activities needed to sustain paid work by participants, including supervision and training. When supported employment services are provided at a work site where persons without disabilities are employed, payment is made only for the adaptations; supervision and training required by participants receiving waiver services as a result of their disabilities but does not include payment for the supervisory activities rendered as a normal part of the business setting.  

Group Supported Employment can include employment in community businesses or businesses that are part of a provider organization.  Transportation is included in the reimbursement rate.  Providers are responsible for both formal and informal training opportunities. The schedule must be individualized and the training objective must be meaningful. Progress on objectives shall be reported to the case manager monthly.

Documentation is maintained in the file of each participant receiving this service that the service is not available under a program funded under section 110 of the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act (20 U.S.C. 1401 et seq.).  

Federal financial participation is not claimed for incentive payments, subsidies, or unrelated vocational training expenses such as the following:   

1. Incentive payments made to an employer to encourage or subsidize the employer's participation in a supported employment program;   

2. Payments that are passed through to users of supported employment programs; or   

3. Payments for training that is not directly related to an individual's supported employment program.

	Scope and Limitations:

Service available to Child DD Waiver participants 18 years of age and older. Relative providers (excluding parents/stepparents) may provide this service. Documentation must be maintained in the participant file verifying this service is not available under a program funded under section 110 of the Rehabilitation Act of 1973 or the Individuals with Disabilities Education Act (20 U.S.C. 1401 et seq.).  Service cannot be provided during the school hours set by the local school district.
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	S5135 (individual)
S5136 (group)

Companion Services 
	15 minute unit  
	All Waivers
*can be self-directed

	Provider Qualifications:

· Must be 18 years of age or older or, if under the age of 18, be subject to direct supervision as identified in Chapter 45, Section 4.

· Maintain current CPR/First Aid Certification 

· Maintain standards for CARF or non-CARF providers pursuant to Ch 45, Sect 23 or 24

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Complete training pursuant to Ch 45, Training Requirements and Restraint Standards Sections:

· Participant rights and rights restrictions

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Writing and implementing objectives

· Participant specific training

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition: 

Companion services include non-medical care, supervision, socialization and assisting a waiver participant in maintaining safety in the home and community and enhancing independence. 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. Companions may also perform light housekeeping tasks that are incidental to the care and supervision of the participant. Companion services include informal training goals in areas specified in the individual plan of care.
The provision of companion services does not entail hands-on nursing care, but does include personal care assistance with activities of daily living as needed during the provision of services. 
Transportation is included in the reimbursement rate.

	Scope and Limitations: 

This service is available to participants ages 18 and up. It is a 15-minute unit and is available as a 1:1 service or a group rate– reimbursable to up to 3 participants. 
Companion Services provided to participants ages 18 through 21 may not duplicate or replace services that are covered under IDEA and cannot be provided during school hours. 
With the group rate, providers can provide companion services for up to three participants at the same time. Providers cannot serve children and adults at the same time unless authorized in advance by the Division. 
Relative providers (excluding parents/stepparents) may provide this service. 
Companion services cannot be provided during the same time period as other waiver services, which is subject to audit by the Program Integrity Unit within the Single State Medicaid Agency.
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	T2020U4 Intermittent                      T2020U3 Moderate  T2020U2 High                                T2020U1 Intensive
W4001 Intervention (DH) 

Day Habilitation & Intervention
	Daily unit
Intervention is a 15 minute unit
	Adult DD and ABI Waivers only

	Provider Qualifications: 

· Must be 18 years of age or older or, if under the age of 18, be subject to direct supervision as identified in Section 4, Chapter 45.
· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Maintain CARF accreditation pursuant to Chapter 45, Section 23 if organization is serving three or more people in day habilitation services

· Maintain standards for non-CARF providers pursuant to Chapter 45, Section 24 if provider is serving fewer than three people in day habilitation services

· Complete training pursuant to Chapter 45, Training Requirements Section and Restraint Standards Section, including training on:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants they serve

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process – applicable to non-CARF case managers

· Writing and implementing objectives

· Participant specific training

· Training for day habilitation providers or provider staff:

· On the individual plan of care

· Medication monitoring

· Use of approved restraints, adaptive equipment, therapeutic exercises, durable medical equipment, and other participant specific information

· Comply with the documentation requirements in Chapter 45, Documentation Standards

	Service Definition:

Assistance with acquisition, retention, or improvement in self-help, socialization and adaptive skills that takes place in a non-residential setting, separate from the participant’s private residence or other residential living arrangement. Activities and environments are designed to foster the acquisition of skills, appropriate behavior, greater independence, and personal choice. Day habilitation services focus on enabling the participant to attain or maintain his or her maximum functional level and shall be coordinated with any physical, occupational, or speech therapies in the service plan. In addition, day habilitation services may serve to reinforce skills or lessons taught in other settings. Individuals in Day Habilitation may be paid for work activities if the focus of the activity is not independent employment but a means to encourage acquisition, retention, or improvement of skills. If an organization is paying less than minimum wage, all wage and hour labor laws will be met.  All transportation including trips to and from the residence, therapy, volunteer sites, and any community activities will be included in the rate.
W4001 Day Habilitation Intervention can be added to a plan for situations where a participant’s supervision level may not provide sufficient staffing for specific activities, but the extensive supervision is not needed at all times. Intervention provides an extra staff person to supervise a participant during times of behavioral episodes, extensive personal care, positioning, health, medical, or safety needs. Intervention for behavioral purposes is not intended for watching the person should the behavior occur, but for the purpose of teaching appropriate behaviors and keeping the participant safe.

	Scope and Limitations:   

Units will be based on individual need with the maximum of 15-minute units being 3750 units in a plan year. The plan of care must identify either the daily unit or the 15 minute unit based on the participant's need. Both the daily unit and the 15 minute unit may be on a participant’s plan of care but they cannot be used on the same day. If both types of units are on the plan, the maximum dollar amount for units over the plan year cannot exceed the current approved amount for this service. Additional units of the service require additional documentation of need and shall be reviewed on a case by case basis by the Division. 
The daily unit provides for at least 7 hours of service and requires the participant to receive a minimum of four (4) hours of service a day for the provider to bill and shall not exceed five units or days per week.  
Services require schedules for documentation.  Objectives shall be developed in conjunction with the participant and team, progress measured regularly, and reported in summation to the case manager monthly. Providers are responsible for both formal and informal training opportunities. The schedule must be individualized and the training objective must be meaningful. Progress on objectives shall be reported to the case manager monthly.

All relative providers may provide this service. Day habilitation services cannot be provided during the same time period as other waiver services, which is subject to audit by the Program Integrity Unit within the Single State Medicaid Agency.  Day habilitation cannot take place in the participant home. 
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	S9470 

Dietician Services
	15 minute unit
	All Waivers

	Provider Qualifications: 

· Have a current license to practice as a dietician by the Commission on Dietetic Registration

· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements    
· Complete training pursuant to Chapter 45, Section 26, including training on:

· Participant rights and rights restrictions

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition: 

Dietician Services provided by a registered dietician include menu planning, consultation with and training for caregivers, and education for the individual served. The service does not include the cost of meals.  Dietician Services are not available under the State Plan. Without this service certain individuals would receive inadequate nourishment and would require institutionalization. The Dietician services are those services designated in the participant’s Individual Plan of Care. 

The clientele served by this service show a pattern of chronic and unusual need requiring Dietician Services, which are not provided by the State Plan. Chronic needs encompass conditions such as severe obesity, poor food choices that compromise health, special diets approved by a physician for specific diagnoses or severe allergies.

	Scope and Limitations: Limited to services not provided under the Medicaid State Plan.  Relative providers shall not provide this service.  
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	S5165 NU (New) 
S5165 (Repair)

Environmental Modifications 
	Unit cost varies by event
	All Waivers

	Provider Qualifications: 

· Have the applicable building, electrical, plumbing contractor’s license as required by local or state regulations
· Complete training pursuant to Chapter 45, Documentation Standards Section, including: 
· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 
· Provide environmental modification services pursuant to Chapter 44

	Service Definition: 

Environmental modifications include those functionally necessary physical adaptations to the private residence of the participant or the participant’s family, required by the participant's service plan, that are necessary to ensure the health, welfare and safety of the participant or that enable the participant to function with greater independence in the home. Such adaptations include the installation of ramps and grab-bars, widening of doorways, modification of bathroom facilities, or the installation of specialized electric and plumbing systems that are necessary to accommodate the medical equipment and supplies that are necessary for the welfare of the participant. 

	Scope and Limitations:

As stated in Wyoming Medicaid Rules, Chapter 44, Section 6: Environmental Modifications shall meet at least two of the following criteria for approval by the Division: 

1. Be functionally necessary, and 

2. Contribute to a person’s ability to remain in or return to his or her home and out of an ICF/ID setting, or 

3. Be necessary to ensure the person’s health, welfare, and safety.

Adaptations that add to the total square footage of the home are excluded from this benefit except when necessary to complete an adaptation (e.g., in order to improve entrance/egress to a residence or to configure a bathroom to accommodate a wheelchair). 

Excluded are those adaptations or improvements to the home that are of general utility, and are not of direct medical or remedial benefit to the participant. Scope and Limitations of this service are found in Medicaid Rule Chapter 44. Participants cannot have both Individual Goods and Services and Environmental Modifications on the plan.
Any adaptations that are covered by Medicaid are excluded.

Home accessibility adaptations may not be furnished to adapt living arrangements that are owned or leased by providers of waiver services.
All services shall be provided in accordance with applicable State or local building codes.

The individual plan of care team shall review the need for environmental modifications during the six-month or annual individual plan of care meeting.  Environmental modification requests submitted at other times during the individual plan of care year may be reviewed if significant health, safety or access concerns are identified.

The case manager will follow the process identified in Chapter 44, Section 7. The case manager should not obtain quotes until the overall scope of the project is approved by the Division.  The Division may schedule an on-site assessment of the environmental concern including an evaluation of functional necessity with appropriate professionals under contract with the Division.
Sale of environmental modifications shall not profit the participant or family.

Case Manager shall not give copies of the individual plan of care to the environmental modification provider.  The environmental modification provider shall receive a copy of the service authorization printout.
Relative providers (including parents/stepparents) may provide this service in accordance with Chapter 45, adhering to the following requirements:

· They are a certified Medicaid Waiver Environmental Modification Provider; and 

· The Division receives at least one other bid from another provider to ensure cost effectiveness. 

· The Division may use a third party assess the proposed modification and need for the modification to ensure cost effectiveness.
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	S5130 

Homemaker
	15 minute unit
	All Waivers

	Provider Qualifications: 

· Must be 18 years of age or older. 

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition: 

Services consisting of general household activities such as meal preparation and routine household care, which are provided by a trained homemaker when the individual regularly responsible for these activities is unable to manage the home and care for himself/herself or others in the home or when the person who usually does these things is temporarily unavailable or unable to perform the tasks.  This service does not include direct care/supervision of the waiver participant.

	Scope and Limitations: 

Plan limit is 156 hours, with a maximum of 3 hours per week per household.  Service is not available to participants who receive residential habilitation or special family habilitation home services on the waiver.  Relative providers (excluding parents/stepparents) may provide this service.  
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Individual Directed Goods and Services
	Note: Service can only be used if a person is using the Fiscal/Employer Agent option with Public Partnership, LLC
	Rate:

Event
	All Waivers

*must be self-directing with PPL

	Provider/Vendor Qualifications: 

· Applicable state/local business license.

· Meets applicable state and local requirements for type of item that the vendor is providing.

· Goods and Services providers, who are providing a direct care service, employed under the Financial Management Service are required to show evidence of a successful Central Abuse Registry Screening, a successful Criminal History Background, current CPR and First Aid certification, current driver’s license and vehicle insurance (if transporting participants), and current CPI or MANDT certification (if applicable) prior to being employed and providing waiver services.  

	Service Definition:

Goods and services are services, equipment, and supplies that provide direct benefit to the participant and support specific outcomes in the individual plan of care. The service, equipment or supply must:

1. Reduce the reliance of the participant on other paid supports, or

2. Be directly related to health or safety of the participant in the home or community, or

3. Be habilitative and contribute to a therapeutic objective, or

4. Increase the participant’s ability to be integrated into the community, or

5. Provide resources to expand self-advocacy skills and knowledge. 

Goods and Services may include:

· Specialized equipment

· Devices, aids, controls, supplies, or household appliances which enable individuals to increase the ability to perform activities of daily living or to perceive, control, or communicate with the environment and/or community in which s/he lives. Service includes items necessary for life support, ancillary supplies and equipment necessary to the proper functioning of such items, and durable and non-durable medical equipment not available under the Medicaid State Plan. Service includes vehicle modifications but does not include items of direct medical or remedial benefit to the individual. All items must meet applicable standards of manufacture, design, and installation.

· Transportation provided by family members (excluding parents, step-parents, guardians, or spouses per Wyoming State Statute), friends, and other licensed drivers for using non-agency vehicles to transport the person to services and activities specified in the person’s individual plan of care unless the service includes transportation. The unit of service is one mile. The rate may not exceed the current state rate for mileage reimbursement and cannot include medical transportation covered by the Medicaid State Plan.

· Home modifications - Physical adaptations which are necessary to ensure the health, welfare, and safety of the individual in the home, enhance the individual’s level of independence, or which enable the individual to function with greater independence in the home.

· Camps - May cover cost of the participant attending a camp, and in some cases, an attendant to accompany the person to a camp that he/she could not attend alone and additional staffing was not available at the camp to ensure the person's health and safety.

· Consultation, evaluation and training, and/or a written document that evaluates and identifies the participant’s strengths, needs, current availability and potential capacity of natural supports, and the need for service and financial resources, if appropriate.  As appropriate for the participant, a consultation shall include participant preferences, health status, medications, conditions and treatments, functional performance, including Activities of Daily Living (ADLs), level of assistance needed, and assistive devices used and/or needed.  Behavior and emotional factors, including pertinent history, coping mechanisms, and stressors. Cognitive functioning, including memory, attention, judgment, and general cognitive measures. Environmental factors, including architectural, transportation, other barriers. Social supports and networks, including natural supports. Financial factors, including guardianship or conservatorships, or entitlements that influence the array of supports and services that are needed.  

· Consultations and evaluations may be warranted based upon a specific disability, diagnosis, behavior concern, or medical condition relating to the disability.  Family members and the person’s environment may be involved in the consultation and training, which will help the person increase their health and safety, minimize the use of paid supports, and reduce the likelihood of institutionalization. This consultation and evaluation shall be used by the family and participant's team to better provide both paid and unpaid supports for the participant.

	Scope and Limitations:

Individually Directed Goods and Services have a $2,000 annual limit. All goods and services must be prior authorized by the Division and cannot be available through Specialized Equipment or Environmental Modifications on the waiver as specified in Chapter 44 of the Medicaid Rules. The Division may approve requests above the limit if the request meets the specified criteria. Criteria for approving requests above the limit shall include goods or service needs that are due to:

· Unmet needs because of aging out of school

· Documented unavailability of vocational rehabilitation services

· Increasing health concerns that require more services

· Increasing behavioral concerns that require more intervention

· Health needs of unpaid caregivers who cannot continue the historical level of support.

This service is only available for participants self-directing at least one direct care service through the Fiscal Employer Agent FMS option. This service may be provided by a relative (excluding parents/stepparents). This service may not duplicate any Medicaid State Plan service.
Limitations:

Modifications to a residence are not approved when the cost of such modifications exceeds the value of the residence before the modification. Covered modifications of rented or leased homes shall be those extraordinary alterations that are uniquely needed by the individual and for which the property owner would not ordinarily be responsible. Does not include adaptations or improvements to the home, which are of general utility and are not of direct medical or remedial benefit, nor adaptations that add to the total square footage of the home.
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	G0152 (Individual)
G0152UP (Group)

Occupational Therapy 
	15 minute unit
	Adult DD & ABI Waivers

	Provider Qualifications: 

· Have a current license to practice as an Occupational Therapist in the State of Wyoming

· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements

· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Informed consent

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition: 

Occupational Therapy services consist of the full range of activities provided by a licensed occupational therapist. Services include assessing needs, development a treatment plan, determining therapeutic intervention, training and assisting with adaptive aids. 

Occupational Services through the waiver can be used for maintenance and the prevention of regression of skills. The units must be prior authorized and must be prescribed by a physician. State Plan Occupational Services are limited to restorative therapy.

	Scope and Limitations: 
Services are provided under the state plan when they are restorative. Maintenance therapy may be provided under the waiver. These services are uniquely coded. Edits to MMIS prohibit both restorative and maintenance therapy from being billed on the same day.   Relative providers shall not provide this service.  
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	T1019 

Personal Care
	15 minute unit
	All Waivers *can be self-directed

	Provider Qualifications: 
· Must be 18 years of age or older. 

· Maintain current CPR/First Aid Certification

· Maintain standards for CARF accredited or non-CARF providers pursuant to Ch. 45, Sect. 23 or 24

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Complete a background check pursuant to Chapter 45, Background Check Requirements Section for individuals 18 years of age or older living in the home for a period of longer than one month unless the provider has signed a “Not in my Home” form stating that services shall not be provided their home.

· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants they work with

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Participant specific training must be completed before working with that participant

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition:

A range of assistance to enable waiver participants to accomplish tasks that they would normally do for themselves if they did not have a disability. Assistance may take the form of hands-on assistance (actually performing a task for the person) or cuing to prompt the participant to perform a task. Personal care services may be provided on an episodic or on a continuing basis. Health-related services that are provided may include nursing care and medication administration to the extent permitted by State law.    

Such assistance may include assistance in performing activities of daily living (ADLs-bathing dressing, toileting, transferring, maintaining continence) and instrumental activities of daily living on the person's property (IADLs-more complex life activities, e.g. personal hygiene, light housework, laundry, meal preparation exclusive of the cost of the meal, using the telephone, medication and money management).  Transportation costs are not included as part of this service.    

The participant must be physically present. Personal care shall be provided in the participant's home or on their property.  If the individual providing this service is not employed and supervised by an agency, then the participant is responsible for supervising the individual and may coordinate monitoring of the service with his/her case manager.

	Scope and Limitations:

This is a 1:1 service based on individual needs. Personal care is available to participants of all ages with units based upon need with a maximum cap of 7280 units.  Personal care services are included in Companion, Supported Living, and Residential Habilitation services; therefore, Personal Care cannot be provided in conjunction with those services on the same plan. Personal care cannot be provided during the same time period as other waiver services, which is subject to audit by the Program Integrity Unit within the Single State Medicaid Agency. The amount of personal care services prior authorized by the Division for the legally responsible individual will be based upon individual extraordinary care needs as specified in the individualized plan of care and other assessments.

Personal care is not covered as a stand-alone service through the state plan. It can be provided through home health only.  A home health provider typically provides services from 8 am to 5 pm.  Being a rural state, many Wyoming communities do not have home health providers to serve their community.  Those that do, often do not have enough employees to meet the extensive needs of some waiver participants.  Waiver participants who need personal care services must utilize providers that can provide the type, amount and flexible hours of services deemed most appropriate for the participant.  The waiver service allows the team to find and utilize providers who can best meet the participant’s needs.

Any relative providers may provide this service.  

RELATIVE PROVIDERS:

For relative providers residing in the same household as the waiver participant, personal care provided by the relative provider in the home shall be for extraordinary care only, as defined by the Division, and cannot exceed four (4) hours per day per participant.  Legally Responsible Individuals (parent/stepparent/guardian) of minor children may be a provider of personal care for extraordinary care needs with the same limit of 4 hours a day per participant. It is expected that for those participants living with their families, that the family members will contribute natural support and supervision, similar to how families function.   Additional units needed beyond 4 hours a day require additional documentation and shall only be approved by the Division’s Extraordinary Care Committee.

For personal care provided to participants under age 18 by a legally responsible individual, payment shall only be authorized for extraordinary care services provided by the legally responsible individual provider as documented in the plan of care and align with the assessed needs of the participant which show the need for extraordinary care. 
Extraordinary care cases shall meet the following criteria:
1. The participant’s Adaptive Behavior Quotient is 0.35 or lower on the Inventory for Client and Agency Planning (ICAP) assessment; and either b or c

2. The participant needs assistance with Activities of Daily living (ADLs) or Instrumental Activities of Daily Living (IADLs) exceeding the range of expected activities that a legally responsible individual would ordinarily perform in the household on behalf of a person without a disability or chronic illness of the same age, and which are necessary to assure the health and welfare of the participant and avoid institutionalization.  (Example: a 12 year old needing assistance with dressing and bathing, whereas the average 12 year old does not.); or
3. The participant requires care from a person with specialized medical skills relating to the participant’s diagnosis or medical condition as determined appropriate by the participant’s medical professional and the Behavioral Health Division.

If a legally responsible individual is providing personal care to his/her ward, the plan of care shall be developed and monitored by a case manager without a conflict of interest to the legally responsible individual provider or to the participant, which means the case manager shall not be employed by or related to the provider or the participant (i.e. sibling, child, grandparent, aunt, uncle, or other parent/step-parent, cousin, step family, or the participant’s guardian), to ensure the provision of services is in the best interest of the participant.

The plan shall document that services do not duplicate similar services, natural supports, or services otherwise available to the participant.
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	G0151  (Individual)
G0151UP (Group)

Physical Therapy 
	15 minute unit
	Adult DD & ABI Waivers

	Provider Qualifications: 

· Have a current license to practice as a Physical Therapist issued by the Wyoming Board of Physical Therapy

· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements  
· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Informed consent

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition: 

Physical Therapy services consist of the full range of activities provided by a licensed physical therapist. This service assists individuals to preserve and improve their abilities for independent function such as range of motion, strength, tolerance, and coordination. It may also prevent, insofar as possible, irreducible or progressive disabilities through the use of assistive and adaptive devices, positioning, and sensory stimulation. 

Physical Therapy Services through the waiver can be used for maintenance and the prevention of regression of skills. The units must be prior authorized and must be prescribed by a physician. State Plan Physical Services are limited to restorative therapy.

	Scope and Limitations: 

Services are provided under the state plan when they are restorative. Maintenance therapy may be provided under the waiver. These services are uniquely coded. Edits to MMIS prohibit both restorative and maintenance therapy from being billed on the same day. Relative providers shall not provide this service.  
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	T2016U8 Intermittent
T2016U7 Moderate
T2016U6 High
T2016U5 Intensive
T2016U9 Highly Intensive
W4000 Intervention (RH)
Residential Habilitation 
	Daily unit
Intervention is a 15 minute unit
	All Waivers (ages 18+)

	Provider Qualifications: 

· Must be 18 years of age or older or, if under the age of 18, be subject to direct supervision as identified in Chapter 45, Section 4.

· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements

· Have current CPR/First Aid certification and complete a background check pursuant to Chapter 45, Section 25 for all persons living in the home who are 18 years of age or older OR who have any unsupervised access to the participant at any time

· Maintain CARF accreditation pursuant to Chapter 45, Section 23 if organization is serving three or more people in residential habilitation services

· Maintain standards for non-CARF providers pursuant to Chapter 45, Section 24 if provider is serving fewer than three people in residential habilitation services

· Complete training pursuant to Chapter 45, Training Requirements Section and Restraint Standards Section, including training on:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants they serve

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process

· Writing and implementing objectives

· Participant specific training

· Training for residential habilitation providers and provider staff:

· On the individual plan of care

· Medication monitoring

· Use of approved restraints, adaptive equipment, therapeutic exercises, durable medical equipment, and other participant specific information

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition:

Individually-tailored supports for waiver participants that assist with the acquisition, retention, or improvement in skills related to living in the community. These supports include adaptive skill development, assistance with activities of daily living, community inclusion, transportation, adult educational supports, social and leisure skill development, that assist the participant to reside in the most integrated setting appropriate to his/her needs.  Residential habilitation also includes personal care, protective oversight and supervision.  

Residential habilitation may be furnished in a home owned or leased by a provider or in the participant’s home (if no unpaid caregivers or adult family members live in the home), where staff provides on-going 24-hour supervision.  Provider owned or leased facilities where residential habilitation services are furnished must be compliant with the Americans with Disabilities Act.   

Transportation between the participant’s place of residence, other service sites, or places in the community is included in the rate.  Payment is not made, directly or indirectly, to members of the participant's immediate family, except as provided in Appendix C-2.  Payment is not be made for the cost of room and board, including the cost of building maintenance, upkeep and improvement.  The method by which the costs of room and board are excluded from payment for residential habilitation is specified in Appendix I-5.  

W4000 Residential Habilitation Intervention (service only available for participants on Adult DD and ABI Waivers) can be added to a plan for situations where a participant’s supervision level may not provide sufficient staffing for specific activities, but the extensive supervision is not needed at all times. Intervention provides an extra staff person to supervise a participant during times of behavioral episodes, extensive personal care, positioning, health, medical, or safety needs. Intervention for behavioral purposes is not intended for watching the person should the behavior occur, but for the purpose of teaching appropriate behaviors and keeping the participant safe.

	Scope and Limitations:

The provision of residential habilitation services includes personal care needs, so plans of care are not approved that include both residential services and personal care or companion services. This service is available for participants ages 18 and up.  The participant must be in service a minimum of 8 hours in a 24-hour period (from 12:00am-11:59pm) for the provider to be reimbursed. Family visits and trips are encouraged. The provider will be allowed to be reimbursed on the day the participant returns home from a trip.  Relative providers (excluding parents/stepparents) may provide this service to the participant while in the participant’s residence. Parents or Stepparents, who are the providers or employees of a provider, may provide this service but shall not live in the same residence as the participant.
Services require schedules for documentation.  Objectives shall be developed in conjunction with the participant and team, progress measured regularly, and reported in summation to the case manager monthly. Providers are responsible for both formal and informal training opportunities. The schedule must be individualized and the training objective must be meaningful. Progress on objectives shall be reported to the case manager monthly.
Waiver participants not receiving 24-hour residential services, who are at significant risk due to extraordinary needs that cannot be met in their current living arrangement, may request 24-hour Residential Habilitation services if no other services are available through Foster Care Services managed by the Department of Family Services (DFS) or the BOCES program managed by the Department of Education and if the participant meets one of the following targeting criteria:  

· A substantial threat to a person’s life or health caused by homelessness or abuse/neglect that is either substantiated by Department of Family Services or corroborated by the Behavioral Health Division or Protection & Advocacy Systems, Inc.  

· Situations where the person’s condition poses a substantial threat to a person’s life or health, and is documented in writing by a physician.  

· Situations where a person has caused serious physical harm to him or herself  or someone else in the home, or the person’s condition presents a substantial risk of physical threat to him or herself or others in the home.  

· Situations where there are significant and frequently occurring behavior challenges resulting in danger to the person’s health and safety, or the health and safety of others in the home.  

· Situations where the person’s critical medical condition requires ongoing 24-hour support and supervision to maintain the person’s health and safety.   

· Loss of primary caregiver due to caregiver’s death, incapacitation, critical medical condition, or inability to provide continuous care.
Evaluation Process for Out of Home Placement Requests

If a participant requests an out of home placement, the Case Manager shall submit a request in writing for an out of home placement funding revision.  The request form is On the Division webpage:  http://www.health.wyo.gov/ddd/cmforms.htm. The completed request shall be submitted to the Participant Support Manager along with any additional documentation required by the Division as listed in this policy. After reviewing the request, the Division shall determine if additional information is needed or if a screening interview will be conducted to further assess the need for the placement.

Screening Interview Option for Out of Home Placement Requests

A Division staff, in cooperation with a representative from another responding agency, may conduct a screening interview involving the case manager, participant, family, and/or caregivers to understand the situation and assess other options in the community. If the screening determines the request does not meet the targeting criteria, the participant/guardian and case manager will be notified that no further action will be taken. 

If the screening determines the participant may meet the targeting criteria, the Division shall request that the DFS conduct a review of the home situation. The Division may request DFS to facilitate a Family Partnership Meeting involving community members to identify community resources to keep the individual out of a residential placement. For children, an out of home placement will not be considered without significant involvement from DFS.  
Once all requested information has been received and a Family Partnership Meeting held, if requested by the Division; the Case Manager will prepare an ECC request for review by the Extraordinary Care Committee.

Supporting Documentation for an Out of Home Placement Request may include:

· Written statements from DFS, the Division or Protection & Advocacy Systems, Inc., this supports the claim and includes specific incidents or witnessed accounts of events. 

· Information and Incident Reports specific to the type of condition or injury.

· A list of other approaches or supports that have been attempted.

· Names of other agencies/parties/providers involved.

· Written statements from a physician or psychologist explaining why, without residential services, the person’s life or health is in jeopardy. 

· Written statements from a physician or medical professional explaining the changes in this person’s situation that results in family and other supports no longer meeting this person’s needs.  

· Written statements from a professional in the medical field, DFS, or a professional from the mental health field, which explains why the historical caregiver can no longer provide care.
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	T2013 

Residential Habilitation Training
	Hourly Unit
	Child DD Waiver only *can be self-directed

	Provider Qualifications:  

· Must be 18 years of age or older. 

· Maintain current CPR/First Aid Certification

· Maintain standards for CARF or non-CARF accredited providers pursuant to Ch. 45, Sect. 23 or 24

· Complete a background check pursuant to Chapter 45, Background Check Requirement

· Complete a background check pursuant to Chapter 45 Background Check Requirements Section for individuals 18 years of age or older living in the home for a period of longer than one month unless the provider has signed a “Not in my Home” form stating that services shall not be provided their home.

· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants with whom they work
· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 
· Writing goals/objectives including monthly documentation on progress of goals.

· Implementing objectives 

· Participant specific training must be completed before working with that participant 
· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition:

Individually-tailored supports that assist a participant with the acquisition of, retention of, or improvement in skills related to gaining more independent living skills. Services are designed to increase or maintain the participant’s skills and independence, and promote self-advocacy.  

Residential Habilitation Training services are for participants who live with unpaid caregivers or who need less than 24-hour supervision and support. Supports and training objectives may include: adaptive skill development; assistance with activities of daily living; support during transportation; educational supports; and social and leisure skill development. Services include:  personal care; assistance with money management; assistance with maintaining social, spiritual and individual relationships; reminding, observing and monitoring medication and pharmacy needs; and providing assistance with the self-administration of medication. This service also includes community access, which is designed to promote maximum participation in community life, support individuals in achieving their desired outcome, promote self-advocacy, and enhance a waiver participant’s ability to control his/her environment through focused teaching of adaptive skills, self-help and socialization skills.  

Services are provided in integrated settings with persons who do not have disabilities. Community access services cross the lifespan from childhood to adulthood. Supports include facilitation of inclusion of the individual within a community group or volunteer organization; opportunities for the participant to join formal/informal associations and community groups; opportunities for inclusion in a broad range of community settings including opportunities to pursue social and cultural interests, choice making, and volunteer time.  

Transportation relating to the participant's Residential Habilitation Training objective, such as trips into the community, shall be provided by the service provider and is included in the rate for the service. 

This service includes services not otherwise available through public education programs in the participant’s local school district, including after school supervision, daytime services when school is not in session, and services to preschool age children. 

	Scope and Limitations:
Residential Habilitation Training is a 1:1 service with an hourly unit, which can be provided in 15-minute increments throughout the day but cannot be rounded to the nearest hour to bill. It is available to participants of all ages on the Child DD Waiver. Relative providers (excluding parents/stepparents) may provide this service.  Residential Habilitation Training services have a limit based upon the participant's need and budget limit. For participants through age 21, Residential Habilitation Training services cannot duplicate or replace services covered under IDEA and services cannot be provided during school hours. Residential Habilitation Training cannot be provided during the same time period as other waiver services, which is subject to audit by the Program Integrity Unit within the Single State Medicaid Agency.

Training can be done in a sixty (60) minute block of time, or a number of programs with specific time frames for each program, so a total 60 minutes in one day can be completed. 

Providers are responsible for both formal and informal training opportunities. The schedule must be individualized and the training objective must be meaningful. Progress on objectives shall be reported to the case manager monthly.

Providers shall bill for only one service for a specific period of time except:

· When a participants’ approved individual plan of care identifies the need for more than one service to be provided at the same time

· When providers’ reimbursement is a daily rate or monthly rate other services may be billed on the same day as the service with the daily rate or monthly rate, but documentation of services must include a beginning time for services and an ending time for services.
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	T1005 

Respite
	15 minute unit
	All Waivers *can be self-directed

	Provider Qualifications:
· Must be 18 years of age or older. 

· Maintain current CPR/First Aid Certification

· Maintain standards for CARF or non-CARF accredited providers pursuant to Ch. 45, Sect. 23 or 24

· Complete a background check pursuant to Chapter 45, Background Check Requirements Section for individuals 18 years of age or older living in the home for a period of longer than one month. 
· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants they serve

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Participant specific training must be completed before working with  participant

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition: 

Respite care consists of services provided to participants unable to care for themselves.  Respite is intended to be utilized on a short-term basis because of the absence or need for relief of the natural caregiver.  Respite must be episodic, for special events when the caregiver needs relief. 
Respite cannot be used as a substitute for care while the primary caregiver is at work.  It cannot be used for daily scheduled supervision. 
The amount of Respite services authorized shall be based upon need and does not include similar services otherwise available through public education programs in the participant’s local school district, including after school supervision, daytime services when school is not in session, and services to preschool age children. 

Respite care may be provided in the waiver participant's home, the private residence of a Respite care provider, or in a group home, as long as the staff person in the group home does not have supervision duties to others living in the group home.  Respite services shall not cover any cost for room and board.  Respite care may include activities that take place in community settings such as parks, stores, recreation centers.

	Scope and Limitations:

Service is a 15-minute unit with a limit based upon the participant's need and budget limit, not to exceed 7,280 units per plan year if living with family and not to exceed 2500 units per plan if living in residential services with a non-CARF accredited provider. 
Services provided must be provided as relief of the primary caregiver, should primarily be episodic in nature, and not used when parents or primary caregivers are working.  
Relative providers (excluding parents/stepparents) may provide this service. 
Respite services cannot be provided during the same time period as other waiver services, which is subject to audit by the Program Integrity Unit within the Single State Medicaid Agency.
A respite service provider or provider staff providing respite services:

· Cannot serve more than two waiver participants at a given time unless approved by DDD
· May also provide supervision to other children under the age of 12 or other individuals requiring support and supervision, but

· Must limit the total combined number of persons they are providing services to at a given time (both participants and other children under the age of 12 or other individuals requiring support and supervision) to no more three persons unless approved by the Division

· Must adhere to the supervision levels identified in each participant’s plan of care

Respite services cannot not take the place of residential or day habilitation services.
Participants who use this service while the primary caregiver is working have to choose a different service or support to provide the supervision need, such as Child Habilitation.  

Respite services shall accommodate the needs of the participant. The respite site and services shall match the identified needs of the participant and family.

A respite provider cannot provide respite services to adults and children at the same time except to participants who are 18 to 20 years of age who may receive respite services with adults.  In exceptional cases, such as when participants are members of the same family, respite may be provided to adults and children at the same time with Division approval.

Children can participate in activities with Adult Waiver participants with the guardian’s approval, if the respite provider is solely responsible for the child and has no supervisory responsibilities to the Adult Waiver participants. 

Providers shall bill for only one service for a specific period of time except:

· When a participants’ approved individual plan of care identifies the need for more than one service to be provided at the same time

· When providers’ reimbursement is a daily rate or monthly rate, other services may be billed on the same day as the service with the daily rate or monthly rate, but documentation of services must include a beginning time for services and an ending time for services.
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	T1002 

Skilled Nursing
	15 minute unit
	All Waivers

	Provider Qualifications:  

· A current license to practice nursing issued by the Wyoming State Board of Nursing.

· Maintain current CPR certification.

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Complete training pursuant to Chapter 45, Training Requirements Section and Restraint Standards Section, including training on:

· Participant rights and rights restrictions
· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process

· Comply with the documentation requirements in Chapter 45, Documentation Standards  

	Service Definition: 

Services listed in the plan of care that are within the scope of the State's Nurse Practice Act. Skilled nursing services under the waiver differ in provider type (including provider training and qualifications) from skilled nursing services in the Medicaid State plan.

	Scope and Limitations: 

Skilled nursing on the waiver may be provided by provider agencies and independent nurses as long as they meet the provider qualifications. The Wyoming Medicaid State Plan requires that skilled nursing services be provided by home health agencies that provide a minimum of two medically necessary services. Relative providers shall not provide this service.  
A billable skilled nursing service unit is considered to be a service that is provided up to 15 minutes and that involves one-on-one direct patient care.

Providers cannot be reimbursed for skilled nursing services that do not include direct patient care or services that do not include skilled nursing duties.  For example, skilled nursing providers cannot be reimbursed for watching television with a participant, transportation to and from doctor appointments, time spent charting, time spent in waiting room with participant, or time spent completing paperwork.

Skilled nursing services cannot be services provided under the Medicaid State Plan. Skilled nursing services must be prescribed by a physician and listed on the Skilled Nursing form as part of the individual plan of care for the participant.
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	T2033 

Special Family Habilitation Home
	Daily Unit
	Child DD Waiver only

	Provider Qualifications: 

· Must be 21 years of age or older

· Maintain current CPR/First Aid Certification

· Maintain current CPR/First Aid Certification for all individuals over 18 years of age or older living in the home who shall have, at any time, unsupervised access to the participant

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Complete a background check pursuant to Chapter 45, Background Check Requirements Section for individuals 18 years of age or older living in the home for a period of longer than one month

· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants they serve

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Goal writing/objectives, including monthly documentation on progress of goals

· Implementing objectives

· Participant specific training must be completed before working with  participant

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

· Maintain standards for non-CARF providers pursuant to Chapter 45, Section 24

	Service Definition:

Special Family Habilitation Home consists of participant specific, individually designed and coordinated training within a family (other than biological or adoptive parents) host home environment.  This service is intended for children birth through 20 years of age.  The provider is the primary caregiver and assumes 24-hour care of the individual.

	Scope and Limitations:

This service cannot be used in conjunction with Residential Habilitation Training services.
The provision of special family habilitation home services includes personal care needs, so plans of care are not approved that include both residential services and personal care services. 
The participant must be in service a minimum of 8 hours in a 24 hour period (from 12:00am-11:59pm) for the provider to be reimbursed. Family visits and trips are encouraged. The provider will be allowed to be reimbursed on the day the participant returns home from a trip.  
Relative providers (excluding parents/stepparents) may provide this service.
Providers are responsible for both formal and informal training opportunities. The schedule must be individualized and the training objective must be meaningful. Progress on objectives shall be reported to the case manager monthly.

Waiver participants not receiving 24-hour residential services, who are at significant risk due to extraordinary needs that cannot be met in their current living arrangement, may request 24-hour Special Family Habilitation Home services if the service is not available through the Foster Care Service managed by the Department of Family Services or the BOCES program through the Department of Education. The  participant must meet one of the following targeted criteria:  

· A substantial threat to a person’s life or health caused by homelessness or abuse/neglect that is either substantiated by Department of Family Services or corroborated by the Division or Protection & Advocacy Systems, Inc.  

· Situations where the person’s condition poses a substantial threat to a person’s life or health, and is documented in writing by a physician.  

· Situations where a person has caused serious physical harm to him or herself  or someone else in the home, or the person’s condition presents a substantial risk of physical threat to him or herself or others in the home.  

· Situations where there are significant and frequently occurring behavior challenges resulting in danger to the person’s health and safety, or the health and safety of others in the home.  

· Situations where the person’s critical medical condition requires ongoing 24-hour support and supervision to maintain the person’s health and safety.   

· Loss of primary caregiver due to caregiver’s death, incapacitation, critical medical condition, or inability to provide continuous care.
Evaluation Process for Out of Home Placement Requests

If a participant requests an out of home placement, the Case Manager shall submit a request in writing for an out of home placement funding revision.  The request shall be submitted to the Participant Support Manager along with any additional documentation required by the Division as listed in this policy. After reviewing the request, the Division shall determine if additional information is needed or if a screening interview will be conducted to further assess the need for the placement.
Screening Interview Option for Out of Home Placement Requests

A Division staff, in cooperation with a representative from another responding agency, may conduct a screening interview involving the case manager, participant, family, and/or caregivers to understand the situation and assess other options in the community. If the screening determines the request does not meet the targeting criteria, the participant/guardian and case manager will be notified that no further action will be taken.  If the screening determines the participant may meet the targeting criteria, the Division shall request that the DFS conduct a review of the home situation. The Division may request DFS to facilitate a Family Partnership Meeting involving community members to identify community resources to keep the individual out of a residential placement. For children, an out of home placement will not be considered without significant involvement from DFS.  Once all requested information has been received and a Family Partnership Meeting held, if requested by the Division; the Case Manager will prepare an ECC request for review by the Extraordinary Care Committee.
Supporting Documentation for an Out of Home Placement Request may include:

· Written statements from DFS, the Division or Protection & Advocacy Systems, Inc., this supports the claim and includes specific incidents or witnessed accounts of events. 

· Information and Incident Reports specific to the type of condition or injury.

· A list of other approaches or supports that have been attempted.

· Names of other agencies/parties/providers involved.

· Written statements from a physician or psychologist explaining why, without residential services, the person’s life or health is in jeopardy. 

· Written statements from a physician or medical professional explaining the changes in this person’s situation that results in family and other supports no longer meeting this person’s needs.  

· Written statements from a professional in the medical field, DFS, or a professional from the mental health field, which explains why the historical caregiver can no longer provide care.
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	T2029 NU (New)
T2029  (Repair)

Specialized Equipment 
	Unit cost varies by event
	All Waivers

	Provider Qualifications: 

· Be 18 years of age or older
· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process    
· Provide specialized equipment pursuant to Chapter 44.

	Service Definition: Specialized equipment includes: 

1. Devices, controls, or appliances, specified in the plan of care, that enable participants to increase their ability to perform activities of daily living; 

2. Devices, controls, or appliances that enable the participant to perceive, control, or communicate with the environment in which they live;

3. Items necessary for life support or to address physical conditions along with ancillary supplies and equipment necessary to the proper functioning of such items;

4. Such other durable and non-durable medical equipment not available under the Medicaid state plan that is necessary to address participant functional limitations; and, 

5. Necessary medical supplies not available under the Medicaid state plan or other insurance held by the participant. Items reimbursed with waiver funds are in addition to any medical equipment and supplies furnished under the state plan and exclude those items that are not of direct medical or remedial benefit to the participant. All items shall meet applicable standards of manufacture, design and installation.

6. If the participant has an IEP or IFSP, the case manager will be required to submit a copy of that document, along with documentation as to why the equipment is not sent home with the participant or a reason why the equipment is necessary at home but not at school.

	Scope and Limitations:   
Specialized equipment shall meet at least three of the following criterion:

1. Be functionally necessary, and

2. Be necessary to increase ability to perform activities of daily living or to perceive control, or communicate with the environment in which the person lives, or 

3. Be necessary to enable the participant to function with greater independence and without which the person would require institutionalization, or

4. Be necessary to ensure the person’s health, welfare, and safety.

Allowable items and limitations of this service are found in Medicaid Rule Chapter 44.  

Relative providers (including parents/stepparents) may provide this service with the following requirements:

· They are a certified Medicaid Waiver Specialized Equipment Provider; and 

· Do not impose a mark up to the total cost of the equipment when providing this service to their relative (unless they operate a non-profit corporation); and

· Receive at least one other bid from another provider to ensure cost effectiveness.

The team shall review the need for specialized equipment during the six month or annual individual plan of care meeting.  Specialized equipment requests submitted at other time during the individual plan of care year may be reviewed if significant health, safety or access concerns are identified. The individual plan of care shall reflect the need for equipment, how the equipment addresses health, safety, or accessibility needs of the participant or allows them to function with greater independence, and specific information on how often the equipment is used and where it is used.  Criteria for approval is outlined in Chapter 44 of the Wyoming Medicaid Rules. The case manager shall check with Medicaid, Medicare, and/or a participant’s other insurance carrier to see if the requested equipment is covered under their plans. Waiver funds are a payer of last resort.  The Medicaid waivers can only pay for what is functionally necessary, in other words, no convenience items.  

In order to bill Medicaid for equipment, they have to be an enrolled DME provider. (Link to online enrollment) ACS Bowers is the contractor for Medicaid to review requests for Durable Medical Equipment (DME) Prior Authorizations. There number is 1-800-230-1791. (Link to DME provider manual)
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	G0153  (Individual)
G0153UP (Group)


Speech Therapy           
	15 minute unit
	Adult DD & ABI Waivers

	Provider Qualifications: 

· Have a current license to practice as a Speech Pathologist pursuant to W. S. 33-33-102(a)(iii).

· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements 

· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Comply with the documentation requirements in Chapter 45, Documentation Standards 

	Service Definition:

Speech Therapy services consist of the full range of activities provided by a licensed speech therapist. Services include screening and evaluation of participants with respect to speech function; development of therapeutic treatment plans; direct therapeutic intervention; selection, assistance, and training with augmentative communication devices, and the provision of ongoing therapy.

Speech Therapy services through the waiver can be used for maintenance and the prevention of regression of skills. The units must be prior authorized and must be prescribed by a physician.

	Scope and Limitations:

Services are provided under the state plan when they are restorative. Maintenance therapy may be provided under the waiver. These services are uniquely coded. Edits to MMIS prohibit both restorative and maintenance therapy from being billed on the same day.   Relative providers shall not provide this service.  
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	T2041 

Independent Support Broker
	15 minute unit
	All Waivers  *can be self-directed if choosing an SB who will only serve one participant

	Provider Qualifications:

· One year of experience with a Bachelor's degree, Master's degree or Doctoral degree or two years (48 credit hours) of college and two years of experience working in the field of developmental disabilities.
· Maintain current CPR/First Aid Certification

· Complete a background check pursuant to Chapter 45, Background Check Requirements 
· Complete training pursuant to Chapter 45, Sections Training Requirements, Restraint Standards, and Positive Behavior Support Plan Standards Sections including training on:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants they serve

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Medication Assistance Training – applicable to case managers who provide medication assistance to participants they work with

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Re-certification process

· Participant specific training

· Providers and Agency Staff must attend a Division sponsored training on Support Brokerage and pass a competency based test on Support Brokerage prior to providing the service.

· If the Support Broker is hired by the participant, the following qualifications will be verified by the Fiscal Employer Agent (FMS):

· Is at least 21 years of age

· Has a High School Diploma and three years of experience in the field of developmental disabilities

· Has completed required Division training on Support Brokerage and pass a competency based test before being providing Support Brokerage services.

· Has completed a successful criminal background check

· Has completed a successful Central Registry check

· Has the ability to communicate effectively with the individual/family

· Has the ability to complete record keeping as required by the employer

· Has current CPR and First Aid Certification

· Has a current driver’s license and automobile insurance if transporting the participant

· Demonstrates competence in knowledge of the following Division policies and procedures including recognizing abuse/neglect; incident reporting; participant rights and confidentiality

· Demonstrates competence/knowledge in participants needs outlined in the individual plan of care.

· Comply with the documentation requirements in Chapter 45, Documentation Standards

	Service Definition:

Independent Support Brokerage is a service that assists the participant (or the participant’s legal representative, as appropriate) in arranging for, directing and managing services. Serving as the agent of the participant or legal representative, the service is available to assist in identifying immediate and long-term needs, developing options to meet those needs and accessing identified supports and services. The Support Broker offers practical skills training to participants and their legal representatives to enable them to independently direct and manage waiver services. Support Brokers serve at the discretion of the participant and/or their legal representative.  Examples of skills training include providing information on recruiting and hiring direct care workers, managing workers and providing information on effective communication and problem-solving. The service includes providing information to ensure that participants understand the responsibilities involved with directing their services. The extent of the assistance furnished to the participant or family is specified in the individual plan of care. This service does not duplicate other waiver services, including case management. Other functions include assisting the participant in: 

1. Identifying immediate and long-term needs, preferences, goals and objectives of the participant for developing the individual plan of care.  

2. Making decisions about the individual budget.  

3. Developing options to meet the identified needs and access community services and supports specified in the individual plan of care.  

4. Negotiating rates of payments and written agreements with service providers.  

5. Selecting, hiring and training service providers, as applicable.  

6. Developing and implementing risk management agreements and emergency back-up plans.  

7. Conducting self-advocacy and assisting with employee grievances and complaints.  

8. Assisting with filing grievances and complaints to outside entities, including the appropriate Financial Management Service provider and/or Division.  

9. Providing information and practical skills training to the participant in the following areas:  

a. Person-centered planning and its application. 

b. The range and scope of individual choices and options.  

c. The process for changing the individual plan of care and individual budget. 

d. Recruitment and hiring of service workers. 

e. Management of service workers, including effectively directing, communicating, and problem-solving.  

f. Participant responsibilities in self-directed services, including the appeal process.  

g. Recognition and reporting of abuse, neglect, and exploitation.  

Support Brokers have responsibility for training all of the participant's employees on the Policy on Reportable Incidents and ensuring that all incidents meeting the criteria of the Division’s Notification of Incident Process are reported. Support Brokers must review employee time sheets and monthly Fiscal Management Service (FMS) reports to ensure that the individualized budget is being spent in accordance with the approved Individual Plan and Budget, and coordinate follow-up on concerns with the participant’s case manager.  Support Brokerage is a waiver service that is funded through the participant’s individual budget.

	Scope and Limitations:

Service is a 15-minute unit. The Division will add up to 320 units of Independent Support Brokerage to a participant’s Individualized Budgeted Amount per plan year, partial plans will be pro-rated, if the participant chooses to self-direct some waiver services. Relatives can be a support broker to their related waiver participant, if they are a certified support provider and provide no other service to the participant on their plan.  However, a parent/stepparent/legal guardian acting as a support broker cannot be reimbursed. They can be an unpaid support broker for the participant and are subject to the same qualification and monitoring requirements as paid support brokers. 

All paid Support Brokers shall be free of any conflict of interest including employment with a certified waiver provider or provision of any other Waiver service to the same participant. An Individual Support Broker hired by the participant shall only serve one participant, unless he/she is chosen to serve one additional sibling in the same household.  

Support Brokerage is a required service for the first year a participant or representative self-directs services. After the first year, the participant or representative may opt out of support broker services if he/she meets one of the criteria below and submits a formal request to opt out of Support Broker Services.   

Criteria for Opting out of Support Broker Services includes the following, which is captured on a assessment tool completed by the case manager and approved by the Division:  

1. Participants or their legal representatives who are self-directing through the Financial Management Service Agency with Choice who demonstrate the ability to choose workers, coordinate the hiring of workers through the Financial Management Service Agency with Choice provider, and coordinate the delivery of services with the Financial Management Service Agency with Choice provider.  

2. Participants or their legal representatives self-directing less than $5,000 of support services who demonstrate the ability to hire, fire, train and schedule workers and review timesheets in a timely manner.  

3. Participants or their legal representatives who have successfully self-directed services for one year with no concerns, including hiring, firing, training, scheduling workers and reviewing timesheets in a timely manner. 

If a participant is hiring a parent/stepparent/legal guardian as an employee of a direct care services, such as respite or personal care, then the participant shall not opt out of support brokerage and must have an actively involved unrelated support broker to ensure that the s/he has engaged in recruitment activities and that there is a responsible person other than the paid parent, who, in addition to the participant, assumes employer responsibilities.
Providers of Independent Support Brokerage must provide the case manager with the billing information and documentation of services on a monthly basis by the 10th business day of the calendar month following the month in which services were provided.  
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	T2016UB (Daily Group)
T2017 (Individual 15 min)
T2017UP (Group 15 min)

Supported Living Services 
	15 minute and daily units
	All Waivers, ages 18+  *can be self-directed

	Provider Qualifications:  

· Must be 18 years of age or older. 

· Maintain current CPR/First Aid Certification

· Maintain standards for CARF or non-CARF accredited providers pursuant to Chapter 45

· Complete a background check pursuant to Chapter 45, Background Check Requirements Section for individuals 18 years of age or older living in the home for a period of longer than one month. 
· Complete training pursuant to Chapter 45, Training Requirements Section, including:

· Participant rights and rights restrictions

· Medication Assistance Training – applicable to providers who provide medication assistance to participants they serve

· Recognizing and reporting abuse, neglect and exploitation

· Division’s notification of incident process

· Billing and documentation

· Releases of information and confidentiality

· Grievance/complaint procedure

· Recertification process 

· Participant specific training must be completed before working with  participant

· Comply with the documentation requirements in Chapter 45, Documentation Standards

	Service Definition:

Supported Living Services assist persons with disabilities to live in their own home, family home, or rental unit. These individuals do not require ongoing 24-hour supervision but do require a range of community-based support to maintain their independence. They require individually-tailored supports to assist with the acquisition, retention, or improvement in skills related to living successfully in the community.  
Supported living services shall be based upon need. These services can include: assisting with common daily living activities; performing routine household activities to maintain a clean and safe home; assistance with health issues, medications, and medical services; teaching the use of the community’s transportation system; teaching the use of police, fire and emergency assistance; managing personal financial affairs; building and maintaining interpersonal relationships; participating in community life; and 24-hour emergency assistance. This service includes personal care, therefore personal care services cannot be added as a separate service on the plan of care. Transportation is included in the reimbursement rate. 

Supported living providers are responsible for both formal and informal training opportunities. The schedule must be individualized and the training objective must be meaningful. Progress on objectives shall be reported to the case manager monthly.

	Scope and Limitations:

This service is available for waiver participants 18 years of age and up. Supported living services cannot be provided in the same living unit with a person receiving residential services.
The daily unit provides for at least 7 hours of service, requires a minimum of 4 hours a day of services and can be reimbursed for up to three participants. The maximum of 15 minute units will be 5400 units in a plan year for the group rate and 3900 units for the individual rate.  If less support is needed, the plan should have 15 minute units of supported living.
All relative providers (excluding parents/stepparents) may provide this service.  Services provided by a relative provider residing in the same residence as the participant shall be the 15 minute unit only (not the daily unit) and the maximum units allowed per plan year shall be the cap limit specified in the service definition (3900 units for the individual rate).

The plan of care must identify either the daily unit or the 15 minute unit based on the participant's need. Both the daily unit and the 15 minute unit may be on a participant’s plan of care but they cannot be used on the same day. If both types of units are on the plan, the maximum dollar amount for units over the plan year cannot exceed the current approved amount for this service. Additional units of the service require additional documentation of need and shall be reviewed on a case by case basis by the Division. 

Providers of this service shall help the participant develop a circle of support and back up plans (As described in the IPC Instructions) to address who the person can call for different situations that arise and review and practice using the back up plans on a regular basis. For participants living at home with family, the circle of support is optional.
Providers of supported living are responsible for both formal and informal training opportunities throughout the day.  The schedule must be individualized and reflect the wants and desires of the participant as listed in the plan of care.  The training objectives must be meaningful, measurable and reflect evaluation criteria for performance and completion.

Volunteers and individuals under the age of 18 shall be under the direct supervision of an adult who has had a successful Federal Bureau of Investigation (FBI) fingerprint background check, State of Wyoming Division of Criminal Investigation (DCI) fingerprint background check, and DFS Central Registry Screening. 

The Supported Living rate for each participant shall include the cost for routine transportation by the provider regardless of the number of trips. Providers must document activities on schedules daily and summarize progress on objectives on at least monthly.
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Unpaid Caregiver Training and Education
	Note: Service can only be used if a person is using the Fiscal/Employer Agent option with Public Partnership, LLC
	Rate:

Event
	All Waivers *must be self-directed with PPL

	Provider/Vendor Qualifications: 

Individual maintains current license or certificate if required for training.

	Service Definition:

This service enables family members and other unpaid caregivers to gain the knowledge and skills needed to participate more fully in various aspects of caring and advocating for a participant with a disability in their homes, schools and communities. This service includes learning the various techniques and intervention strategies necessary to help a participant to progress, instruction on equipment use as specified in the individual plan of care, and updates as necessary to safely maintain the individual at home. Education includes reimbursement of registration fees for unpaid caregivers to attend seminars and similar opportunities for knowledge dissemination when such opportunities are approved as appropriate. Education must be included in the participant plan of care. 
Only training and education that is determined to be for the purpose of improving the care of the participant and/or otherwise contributing to the greater welfare of the participant will be approved. Unpaid caregivers are the persons who live with or provide care to a participant on the waiver and may include a parent, spouse, children, relatives, foster family, in-laws, neighbors or other people providing natural supports.  

This does not include individuals who are employed to care for the participant.

	Scope and Limitations:  

This service is only available for participants self-directing at least one direct care service through the Fiscal Employer Agent FMS option. 
$2,000 annual limit. The limit provides adequate funding for attending a conference, including conference fees and depending on the location, provides adequate funding for targeted training by professionals. Service cannot cover the costs of travel, meals and overnight lodging to attend a training event or conference.  
The Division shall review any request above the specified limit and may approve the request if it is within the person’s individualized budget amount and based upon the health and safety needs of the participant. Criteria for approval above this limit may include that the unpaid caregiver training must address critical health or welfare needs, the unpaid caregiver training is a one-time training to assure unpaid caregivers can fulfill their role successfully reducing the need for waiver services, or other extenuating circumstances. All services must be prior authorized by the Division. 


Chapter 9 Glossary

Acronyms  Back to Top
ABI:
Acquired Brain Injury

ACS:
Affiliated Computer Systems

ADL:
Activities of Daily Living

CARF:
Commission on Accreditation of Rehabilitation Facilities

CM:
Case Manager

CMS:
Centers for Medicare & Medicaid Services

DCI: 
Department of Criminal Investigation

DD:
Developmental Disabilities

BHD:
Behavioral Health Division, or the “Division”

BOCES:
Board of Cooperative Education Services

DFS:
Department of Family Services

DVR:
Division of Vocational Rehabilitation

ECC:
Extraordinary Care Committee

EMWS:
Electronic Medicaid Waiver System
FBI:  
Federal Bureau of Investigation

HCBS:
Home and Community-Based Services (Waiver Services)

HIPAA: Health Insurance Portability and Accountability Act

IADL:
Instrumental Activities of Daily Living

IBA:
Individual Budgeted Amount

ICAP:
Inventory for Client and Agency Planning

ICF/ID:
Intermediate Care Facility for persons with Intellectual Disabilities

IDEA: 
Individuals with Disabilities Education Act

IPC:
Individualized Plan of Care

IR:
Incident Report

SB:
Support Broker

LOC:
Level of Care 
MAR:
Medication Assistance Record

MAT:
Medication Assistance Training

MFCU:
Medicaid Fraud Control Unit 

PBSP:
Positive Behavior Support Plan

PHI:
Protected Health Information

PSS:
Participant Support Specialist or Provider Support Specialist

QIP:
Quality Improvement Plan

TCM:
Targeted Case Management

WDH:
Wyoming Department of Health

WIND:
Wyoming Institute for Disabilities

Common Terms  Back to Top
Below are definitions for commonly used terms that are found throughout the manual.

Advocate:  A person, chosen by the participant or legal guardian, who supports and represents the rights and interests of the participant in order to ensure the participant’s full legal rights and access to services. The advocate can be a friend, a relative, or any other interested person.  An advocate has no legal authority to make decisions on behalf of a participant.  

Adult:  A person who is twenty-one years of age or older for purposes of the Adult Developmental Disabilities Home and Community Based Waiver.  

Acquired Brain Injury:  

I. Any combination of focal and diffuse central nervous system dysfunction, both immediate and/or delayed, at the brain stem level and above. 

II. These dysfunctions are acquired through the interaction of any external forces and the body, oxygen deprivation, infection, toxicity, surgery, and vascular disorders not associated with aging. 

III. It is an injury to the brain that has occurred since birth.  

IV. It may have been caused by an external physical force or by a metabolic disorder(s).

V. It includes traumatic brain injuries such as open or closed head injuries and non-traumatic brain injuries such as those caused by strokes, tumors, infectious disease, hypoxic injuries, metabolic disorders, and toxic products taken into the body through inhalation or ingestion.

VI. It does not include brain injuries that are congenital or brain injuries induced by birth trauma.

VII. These dysfunctions are not developmental or degenerative.

Case Manager:  A service provider who helps an eligible person for the waiver to identify, select, obtain, coordinate and use both paid services and natural supports which enhance independence, productivity, and integration consistent with his or her capacity and preferences.

Child:  A person under 21 years of age for participants receiving services on the Child’s Developmental Disabilities Waiver.  Participants between the ages of 18 and 21 receive services on the Child’s Developmental Disabilities Home and Community Based Waiver but are considered an adult in the State of Wyoming and shall sign their own documents unless they have a legal guardian.


Circle of Support: specific persons an individual can contact for help or is a natural support.  These may include family members, friends, neighbors, advocate, providers, landlord, community members or agencies, or local emergency agencies.
Claim:  A request by a provider for Medicaid payment for covered services provided to a participant.  

Conflict of Interest: specific to the plan of care, a conflict of interest is a situation in which a case manger has competing or conflicting interests or loyalties.  Examples include:  1) a self-employed case manager also provides other services on that participant’s plan of care 2) an organization employs a participant’s case manger and also provides other services on the participant’s plan of care.

A conflict of interest may exist for other reasons between members of the IPC team and the participant, such as a guardian who is related to providers on a person’s plan. NOTE: Providers shall be aware and stay in compliance with the Division’s rules for maintaining and adhering to conflict of interest policy requirements.
Department of Family Services Registry:  Pursuant to W.S. § 35-20-115, The Central Registry of the Department of Family Services that includes substantiated reports of abuse, neglect, exploitation, or abandonment of vulnerable adults and children.

Developmental Disability:  As defined in federal law (42 U.S.C. § 15002 (8)), a severe, chronic disability of an individual that:

· Is attributable to a mental or physical impairment or combination of mental and physical impairments.

· Is manifested before the individual attains age 22.

· Is likely to continue indefinitely, and

· Results in substantial functional limitations in 3 or more of the following areas of major life activity:

· Self-care

· Receptive and expressive language

· Learning

· Mobility

· Self-direction

· Capacity for independent living, and

· Economic self-sufficiency

· Reflects the individual's need for a combination and sequence of special, interdisciplinary, or generic services, individualized supports, or other forms of assistance that are of lifelong or extended duration and are individually planned and coordinated.

Direct Supervision:  Direct supervision means the supervisor shall be working the same shift, schedule, and proximity of the volunteer, individual under the age of 18, or new employee pending the results of the Department of Family Services Registry screening. 

Drug used as a restraint:  Any drug that:

I. Is administered to manage a participant’s behavior in a way that reduces the safety risk to the participant or others, and
II. Has the temporary effect of restricting the participant’s freedom of movement, and

III. Is not a standard treatment for the participant’s medical or psychiatric condition.

Drugs used as a restraint shall not be approved in a participant’s plan of care. 

Extraordinary Care Committee (ECC):  A committee that has the authority to approve or deny individual plans of care, emergency funding, and funding due to a material change in circumstance or other condition justifying an increase in funding.  Membership of the ECC shall include a representative of the Division, a representative of the State Medicaid Program, and a representative of the Department’s Fiscal Office.

Functionally Necessary:  A waiver service that is:

I. Required due to the diagnosis or condition of the participant, and

II. Recognized as a prevailing standard or current practice among the provider's peer group, or

III. Intended to make a reasonable accommodation for functional limitations of a participant, to increase a participant’s independence, or both.

IV. Provided in the most efficient manner and/or setting consistent with appropriate care required by the participant’s condition.

V. For the purposes stated, utilization is not experimental or investigational and is generally accepted by the medical community.

Guardian:  A person lawfully appointed as guardian to act on the behalf of the participant or applicant.

ICF/ID:  An intermediate care facility for people with mental retardation as defined in 42 U.S.C. § 1396d(d). Now also called an ICF/ID (Intellectual Disability).

Individualized Budget Amount (IBA):  The Division's allocation of Medicaid waiver funds that may be available to a participant to meet his or her needs. 

Individual Plan of Care (IPC):  A written plan of care for a participant that describes the type and frequency of services to be provided to the participant regardless of the funding source and that identifies the provider or provider types that furnish the described services. The IPC shall reflect the services and actual units that providers are agreeing to provide over the plan year.

Individual Plan of Care (IPC) team:  A group of persons who are knowledgeable about the person and are qualified, collectively, to assist in developing an individual plan of care for that person.  Membership of the team shall include the participant, the guardian if applicable, the individually-selected service coordinator, providers on the person’s individual plan of care, an advocate if applicable, and any other person chosen by the participant.

Inventory for Client and Agency Planning (ICAP):  An instrument used by the Division to help determine eligibility and to determine the needs of the participant, available from Riverside Publishing, its successor, or designee.  

Mechanical Restraint:  Any device attached or adjacent to a participant’s body that he or she cannot easily move or remove that restricts freedom of movement or normal access to the body.

Medicaid:  Program that provides medical assistance and services pursuant to Title XIX of the Social Security Act and/or the Wyoming Medical Assistance and Services Act.  Medicaid includes any successor or replacement program enacted by Congress and/or the Wyoming Legislature. Medicaid in Wyoming is a program under the Office of Healthcare Financing within the Wyoming Department of Health.

Medicaid Fraud Control Unit (MFCU):  The Medicaid Fraud Control Unit of the Wyoming Attorney General’s Office, its agent, designee, or successor.

Medical Records:  All documents, in whatever form, in the possession of or subject to the control of a provider, which describe the participant’s diagnosis, condition, or treatment, including, but not limited to, the individual plan of care.

Modification to Individual Plan of Care:  A change to an individual plan of care including the addition, substitution, or deletion of providers, covered services, or both.  

Objectives:  A specific, measureable, attainable, relevant, time-specific, and trackable skill that must be attained in order to accomplish a particular goal.

Participant:  An individual who has been determined eligible for covered services on the Adult DD Waiver, the Child DD Waiver, or the Acquired Brain Injury Waiver.

Participant Specific Training:  Training on a participant’s specific health, safety, behavioral, equipment, supervision and support needs of a participant that are described in the person’s individual plan of care.

Personal Care Services:  Services to assist a participant with the activities of daily living, including eating, bathing, dressing, toileting, transferring, and maintaining continence; and the instrumental activities of daily living such as and personal hygiene, light housework, laundry, meal preparation, using the telephone, medication, and money management.

Personal or Physical Restraint:  The application of physical force or physical presence without the use of any device, for the purposes of restraining the free movement of the body of the participant. The term personal restraint does not include briefly holding, without undue force, a participant in order to calm or comfort him or her, or holding a participant’s hand to safely escort him or her from one area to another.

Person-Centered Planning:  A process, directed by a participant, that identifies the participant’s strengths, capacities, preferences, needs, the services needed to meet the needs, and providers available to provide services.  Person-centered planning allows a participant to exercise choice and control over the process of developing and implementing the individual plan of care.

Positive Behavior Support Plan:  A written plan that is developed based on a functional assessment of behaviors that negatively impact a person’s ability to acquire, retain, and/or improve the self-help, socialization, and adaptive skills necessary to reside successfully in home and community-based settings, and that contains multiple intervention strategies designed to modify the environment and teach new skills.

Provider:  A person or entity that is certified by the Division to furnish covered services and is currently enrolled as a Medicaid waiver provider.

Psychological Evaluation: A process that evaluates the mental capabilities of a person used to determine eligibility.  

Related condition:  A condition that results in a severe, chronic disability affecting an individual which manifests before he or she reaches age twenty-two and that is attributable to cerebral palsy, seizure disorder, or any condition other than mental illness that is closely related to mental retardation and that requires similar services, as determined by a licensed psychologist or physician.

Representative payee:  A person or organization appointed by the Social Security Administration to manage Social Security, Veterans’ Administration, Railroad Retirement, Welfare Assistance, or other state or federal benefits or entitlement program payments on behalf of an individual who cannot manage or direct the management of his/her own money.  

Schedule:  A personalized list of tasks or activities that describe a typical week for a participant.  The schedule shall reflect the desires of the participant and shall include the service being provided, details on training on specific goals for habilitation services, level of supervision needed if specified in the individual plan of care, health and safety needs, activities, date, time in and time out for provision of services, provider signatures, and approximate number of hours in service.

Seclusion:  The involuntary confinement of a participant alone in a room or an area from which the participant is physically prevented from leaving.  Providers seeking reimbursement for waiver services shall not use seclusion.

Self-Direction: Is a belief that emphasizes the ability of people with developmental disabilities and, where appropriate, their families, to decide about their own needs and make choices about what services would best meet those needs. A participant designs a plan of care, designs and manages his/her own budget, and decides whom to hire to provide support and services.

Targeted Case Management:  This is a service that allows case managers to get paid for their time spent working with a new applicant or eligible applicant on the waiting list.  A targeted case manager can assist the applicant in the following:

· Obtaining the necessary documentation, such as medical records and psychological and neuropsychological assessments to determine eligibility; 

· Making initial appointments for applicants with service providers and informing applicants of services available while waiting for funding;

· Ensuring a participant is following a prescribed service plan and monitoring the progress and impact of that plan;

· Advocating for applicants for the purpose of accessing needed services;

· Providing crisis intervention and stabilization in situations requiring immediate attention/resolution;

BUT, the targeted case manager cannot provide any direct service such as driving applicant to appointments during Targeted Case Management.

Time out:  The restriction of a participant for a reasonable period of time to a designated area from which the participant is not physically prevented from leaving, for the purpose of providing the participant an opportunity to regain self-control.

Traditional services:  This is a provider-driven service delivery process in which providers determine who will be hired, where staff will work, how much they will be paid, and how the services will be delivered overall. 

Transition process:  The process of changing from one provider of services to another, from one home and community based service to another, or from one residential location to another.

Waiting list:  A list of persons who are eligible for covered services and who have submitted a completed application, but the services are unavailable because of limits imposed by funding for or on the waiver.  

Online Resources  Back to Top
A. Department of Health; Behavioral Health Division Rules
· Chapter 1, Rules for Case Management


B. Department of Health; Wyoming Medicaid Rules
· Chapter 1, Definitions   NEW!
· Chapter 3, Provider Participation
· Chapter 4, Medicaid Administrative Hearings   REVISED!
· Chapter 16, Medicaid Program Integrity REVISED!
· Chapter 26, Medicaid Covered Services
· Chapter 34, Home and Community Based Waiver Services
· Chapter 35, Medicaid Benefit Recovery
· Chapter 41, Adult Developmental Disabilities Home and Community Based Waiver
· Chapter 42, Child Developmental Disabilities Home and Community Based Waiver
· Chapter 43, Adult Acquired Brain Injury Home and Community Based Waiver
· Chapter 44, Environmental Modifications and Specialized Equipment For Home and   
    Community Based Waiver Services

· Chapter 45, Waiver Provider Certification and Sanctions
C. Department of Health; Behavioral Health Division, Developmental Disabilities Section 
· Online Training Modules
· DD Sections website

D. Department of Health; Divison of Healthcare Financing

· Billing
· Void/Adjustment form



When sending a secure response to an E-mail that was received from the Division in the secure format, you must use the link to the secure web portal within the original email and not simply “reply” via the default browser.  


Replying to a secure message in your own E-mail browser will not send the message securely.





CASE MANAGEMENT Overview


Case management services assist participants in gaining access to needed services, including waiver, Medicaid State Plan services, as well as needed medical, social, educational, and other services regardless of the funding source for the services to which access is gained.  


Case managers shall promote individual choice, person--centered planning, effective coordination and delivery of needed services, and monitoring of services and providers to ensure the participant’s health, safety, and quality of life is the center focus of all services.





                             The most up-to-date information on billing can be found by going to:�                       � HYPERLINK "https://wyequalitycare.acs-inc.com/wy/general/home.do" ��https://wyequalitycare.acs-inc.com/wy/general/home.do�


            





  To report the fraud, waste, or abuse of Social Security funds, 


                       including Social Security Disability funds, go to:


                       � HYPERLINK "http://www.ssa.gov/oig/public_fraud_reporting/index.htm" �http://www.ssa.gov/oig/public_fraud_reporting/index.htm�


or contact the Social Security Fraud hotline at 1-800-269-0271


 from 10:00 a.m. to 4:00 p.m. Eastern Standard Time





Wyoming State Statutes can be found by going to:  � HYPERLINK "http://wdh.state.wy.us/ddd/ipcforms.asp" ��http://legisweb.state.wy.us/titles/statutes.htm�


 





Wyoming State Statutes can be found by going to:  � HYPERLINK "http://wdh.state.wy.us/ddd/ipcforms.asp" ��http://legisweb.state.wy.us/titles/statutes.htm�


 





                             Wyoming State Statutes can be found by going to:  �                       � HYPERLINK "http://wdh.state.wy.us/ddd/ipcforms.asp" ��http://legisweb.state.wy.us/titles/statutes.htm�


                  


 





  CARF Accredited providers should review the current CARF manual for a complete listing of the standards on complaint/grievance processes.









