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DD Waiver Provider Training Series

Provider Training Series
Chapter 45, Section 9

Case Management Services 
(Module #7) 



To familiarize case managers and 
providers of other DD Waiver services 
with the responsibilities of case 
managers.  Responsibilities include 
developing the participant’s 
individualized plan of care (IPC) and 
monitoring the provider’s implementation 
of the participant’s services.

Purpose of This 
Training



Training Agenda

► Requirements for providing choice to the participant and 
legally authorized representative

► Importance of person-centered planning
► Requirements for developing and submitting the IPC
► Requirements for monitoring and evaluating the provider’s 

implementation of the participant’s IPC
► Billing requirements and documentation standards
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●

●



Case management is a 
mandatory service for all 
participants enrolled in DD 
Waiver services.

Chapter 45, Section 9(a)



► A conflict of interest occurs when an individual has 
competing interests or loyalties because of their 
obligations to more than one person or organization.

► Intended to ensure that IPCs are developed, implemented, 
and monitored in the best interest of the participant.

► Rules are established in Chapter 45, Section 5.
► Additional information can be found on the Conflict Free 

Case Management Information document.

Conflict Free Case Management

https://health.wyo.gov/healthcarefin/dd/providersandcasemanagers/


Participants of DD Waiver 
services have the right to 
choose the services they 
want on their plan, and the 
providers that will provide 
those services.

Choice



► The case manager shall provide a list of all providers 
available in the participant’s community.

► Choice should include any certified waiver provider, 
participant-directed options, Medicaid State Plan services, 
and natural supports.

► Choice should be offered at least every six months.
Chapter 45, Section 9(e)(iii)

Participant Choice in Services and 
Providers

●

●
●

https://wy211.communityos.org/


The definition of case 
management services 
establishes case 
management responsibilities, 
monthly requirements, and 
billable and non-billable 
activities.

Case 
Management 
Service Definition

https://health.wyo.gov/healthcarefin/dd/servicesandrates/


Service Definition:
Case Manager Responsibilities

► Assessing and reassessing the need for 
waiver services;

► Initiating the level of care evaluation or 
reevaluation process;

► Linking waiver participants to other 
federal, state, and local programs;

► Providing choice of services and 
providers;

► Developing person centered IPCs;

► Coordinating multiple services and 
providers;

► Ongoing monitoring of the 
implementation of IPCs;

► Ongoing monitoring of the IBA, and 
addressing identified concerns;

► Ongoing monitoring of participant health 
and welfare, and addressing identified 
concerns;

► Responding to participant crisis; and

► Service observations of each provider or 
participant-directed employee of 
habilitation services.
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Case managers play a vital 
role in helping applicants 
through the application and 
eligibility process.

Requirements for 
Participant 
Eligibility

https://health.wyo.gov/healthcarefin/dd/participant-services-and-eligibility/
https://health.wyo.gov/healthcarefin/dd/participant-services-and-eligibility/


► Case Managers shall complete all eligibility paperwork 
within thirty (30) calendar days
► Level of care assessment
► Clinical eligibility
► Financial eligibility

Responsibilities Related to  
Participant Eligibility



Case managers must provide targeted case management 
services to an applicant who is working through the eligibility 
process or awaiting a funding opportunity.

► Gather information;
► Link participants to services;
► Conduct monitoring and follow-up;
► Advocacy; and
► Crisis intervention.

Chapter 45, Section 9(e)(ii)(A)

Targeted Case Management
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The case manager shall use 
person-centered planning to 
understand the needs, 
preferences, goals, and 
desired accomplishments of 
the participant.

Chapter 45, Section 9(c)

Person-Centered 
Planning



What is Person-Centered Planning?

An ongoing process used to help people with 
disabilities plan for their future. In person-centered 
planning, the plan of care team focuses on the 
participant and that person's vision of what they 
want their life to be.



► To look at the person’s whole life.
► To assist the participant in gaining control over their own 

life.
► To increase opportunities for participation in the 

community.
► To recognize individual desires, interests, and dreams.
► To develop a plan to turn dreams into reality.

The Purpose of Person-Centered 
Planning

https://health.wyo.gov/healthcarefin/dd/forms-and-reference-library/


The case manager shall 
complete and submit the 
individualized plan of care at 
least thirty (30) calendar days 
before the intended plan start 
date.

Chapter 45, Section 9(e)(v)

Developing the 
IPC



► Help the plan of care team plan, budget, and prioritize 
services in order to create a person-centered IPC.

► Help participant access all needed and available 
resources.

► Provide a 20 calendar day written notice of meetings.
► Develop and submit the IPC at least 30 calendar days 

before the plan is scheduled to start.

Requirements for Developing the IPC





► Complete and submit the referral 
form to the Financial 
Management Service (ACES$);

► Interact with ACES$ to assist the 
participant and the employer of 
record (EOR) with enrollment;

► Assist the EOR with completing 
paperwork;

Requirements for Participant-Directed 
Services

► Address questions and issues 
that arise and conduct 
necessary follow-up; 

► Assure that the service being 
provided meets the service 
definition; and

► Review timesheets and track 
budget usage.
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► Obtain signatures.
► Send team meeting notes.
► Send a copy of the plan, including protocols, positive 

behavior support plans, or other necessary documents.
► Conduct participant specific training.

Sharing Information with Providers



► Obtain signatures;
► Send team meeting notes;
► Send copy of the plan, including protocols, positive 

behavior support plans, or other necessary documents;
► Maintain releases of information.

Sharing Information with Participants



► Provide case management services 
in the event the primary case 
manager is unable to do so.

► Be prepared to provide all 
necessary services for all 
participants each month.

► Be knowledgeable of participant 
needs.

Back-Up Case Managers





The case manager shall 
monitor and evaluate the 
implementation of the 
participant’s IPC, as well as 
the participant’s satisfaction 
with their supports and 
services.

Chapter 45, Section 9(e)(viii)

Provider 
Monitoring and 
Evaluation



► Provider implementation of 
IPC.

► Utilization of the participant’s 
individual budget amount.

► Participant health and 
welfare.

► Second-line monitoring of 
participant medications.

Monitoring Responsibilities



Reporting Requirements

Concerns with provider implementation of the IPC Upon 
Identification

Concerns with participant health and safety Upon 
Identification

Type, scope, frequency, duration, and effectiveness 
of services.

Quarterly

Participant satisfaction with the supports and 
services.

Quarterly





The case manager shall send the Division and the provider or 
employer of record written notification of noncompliance with 
these rules, the health, safety, or rights of the participant 
specified in the individualized plan of care, or when 
documentation is not received by the tenth (10th) business 
day of the following month after services were provided.

Chapter 45, Section 9(e)(x) 

Provider Non-Compliance with 
Documentation



The case manager shall 
maintain a participant’s file 
and service documentation.

Chapter 45, Section 9(e)

Maintaining Files 
and Service 
Documentation



► Information must be accurate and up-to-date.
► Contact information
► Guardianship paperwork

► Information must be stored securely.
► Information must be retained and destroyed appropriately.

File Maintenance



The case manager shall document all monitoring and 
evaluation activities, follow-up on concerns and actions 
completed, and make appropriate changes to the 
individualized plan of care with team involvement, as needed.

Chapter 45, Section 9(e)(xii)

Service Documentation



► Case Management Monthly Review form in EMWS must 
be used for all case management service documentation.
► Direct contact with the participant or legally authorized representative.
► Review of goal progress.
► Review of billing and service documentation.
► Review of incident reports, including behavioral trends.
► Review of PRN medication usage.
► Home visit (monthly billing unit) and service observations.

Monthly Documentation 
Requirements

●
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https://health.wyo.gov/healthcarefin/dd/forms-and-reference-library/


The billing requirements for 
monthly and 15-minute case 
management units can be 
found in the Comprehensive 
and Supports Waiver Service 
Index.

Billing 
Requirements



Billable Services

► Plan development;
► Plan monitoring and follow-up;
► Medication monitoring;
► Service observations;
► Home visits;
► Team meetings;
► Participant specific training;
► Face-to-face meetings;

► Advocacy and referrals;
► Crisis intervention and 

management;
► Coordination of supports;
► Choice;
► Monthly responsibilities;
► Required reporting; and
► Meetings with back-up case 

manager.
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► Ancillary activities;
► Time spent with the participant or legally authorized 

representative for social reasons;
► Continuing education; and
► Travel time.

Non-Billable Activities

●

●

●

●



► Bill must be submitted on or after the last day of the 
month, and only if documentation is complete and 
uploaded in EMWS.

► A minimum of two hours of billable services must be 
documented.

► A monthly home visit must be conducted.
► At least one hour of person to person contact must be 

completed.

Monthly Unit Requirements



► At least one unit must be provided each month.
► Units must be based on needs of the participant, not to 

exceed 224 units annually.
► A quarterly home visit must be conducted - monthly if the 

participant receives Community Living Services.

15-Minute Unit Requirements



The case manager shall 
coordinate transition plans 
when the participant chooses 
to change, stop, or add 
providers to his or her IPC.

Chapter 45, Section 9(e)(iii)(B)

Transitions



► Must provide at least thirty (30) calendar days written 
notice.

► Must continue to provide services for 30 calendar days or 
until a new case manager is approved.

► Must collaborate with new case manager to ensure the 
transition of services is seamless for the participant.

Case Manager Transitions

https://health.wyo.gov/healthcarefin/dd/forms-and-reference-library/


The Division may establish 
caseload limits to ensure the 
case manager effectively 
coordinates services with all 
participants on his or her 
caseload

Chapter 45, Section 9(g)



1. Case management services are 
mandatory, and key to ensuring 
participants receive quality services.

2. The case manager is the team facilitator, 
and responsible for ensuring the 
participant has an IPC that is developed 
through person-centered planning.

3. The case manager has responsibilities 
spanning eligibility, advocacy and choice, 
budgeting, and plan development.

4. The case manager is responsible for 
monitoring IPC implementation and 
utilization, and reporting provider 
noncompliance.



Questions???
Contact your Provider Support 

or Benefits and Eligibility 
Specialist

https://health.wyo.gov/healthcarefin/dd/contacts-and-important-links/

https://health.wyo.gov/healthcarefin/dd/contacts-and-important-links/

