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Application for a §1915(c) Home and Community-
Based Services Walver

PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security Act. The
program permits a State to furnish an array of home and community-based services that assist Medicaid beneficiaries to live in the community
and avoid institutionalization. The State has broad discretion to design its waiver program to address the needs of the waiver’s target
population. Waiver services complement and/or supplement the services that are available to participants through the Medicaid State plan and
other federal, state and local public programs as well as the supports that families and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of a waiver program will vary
depending on the specific needs of the target population, the resources available to the State, service delivery system structure, State goals and
objectives, and other factors. A State has the latitude to design a waiver program that is cost-effective and employs a variety of service delivery
approaches, including participant direction of services.

Request for a Renewal to a §1915(c) Home and Community-Based Services Waiver

1. Major Changes

Describe any significant changes to the approved waiver that are being made in this renewal application:

The changes in the document are being viewed in comparison to the current amendment submitted to CMS on December 27, 2007. The
questions submitted by CMS to NJ on April 16, 2008 were addressed in the text of this renewal application. These questions include issues of
Financial Considerations and Cost Neutrality, Program, Eligibility, and Case Management.

NJ has removed the ITN service from the waiver service option based upon underutilization and availability of the majority of the services
through alternate resources. The definition of assistive technology devices proposed in the 2007 amendment has been expanded to include the
services of an adaptive equipment lending library and environmental assessment.

Application for a 81915(c) Home and Community-Based Services Waiver

1. Request Information (1 of 3)

A. The State of New Jersey requests approval for a Medicaid home and community-based services (HCBS) waiver under the authority of
81915(c) of the Social Security Act (the Act).
Program Title (optional - this title will be used to locate this waiver in the finder):
renewal waiver

C. Type of Request: renewal

[~ Migration Waiver - this is an existing approved waiver

[+ Renewal of Waiver:
Provide the information about the original waiver being renewed
Base Waiver Number: 0031
Amendment Number
(if applicable): |
Effective Date: (mm/dd/yy) |10/01/08

Waiver Number: NJ.0031.R01.00
Draft ID: NJ.06.01.00

Renewal Number: |01

D. Type of Waiver (select only one):
|Regular Waiver =]

E. Proposed Effective Date: (mm/dd/yy)
|10/01/08
Approved Effective Date: 10/01/08

1. Request Information (2 of 3)
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F. Level(s) of Care. This waiver is requested in order to provide home and community-based waiver services to individuals who, but for
the provision of such services, would require the following level(s) of care, the costs of which would be reimbursed under the approved
Medicaid State plan (check each that applies):

[~ Hospital
Select applicable level of care

' Hospital as defined in 42 CFR §440.10
If applicable, specify whether the State additionally limits the waiver to subcategories of the hospital level of care:

€ Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
[~ Nursing Facility
Select applicable level of care

€ Nursing Facility As defined in 42 CFR 8440.40 and 42 CFR §440.155
If applicable, specify whether the State additionally limits the waiver to subcategories of the nursing facility level of care:

€ Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42 CFR §440.140
[+ Intermediate Care Facility for the Mentally Retarded (ICF/MR) (as defined in 42 CFR §440.150)

If applicable, specify whether the State additionally limits the waiver to subcategories of the ICF/MR level of care:

1. Request Information (3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrently with another program (or programs) approved under
the following authorities
Select one:

@ Not applicable

C Applicable
Check the applicable authority or authorities:
[~ Services furnished under the provisions of 81915(a)(1)(a) of the Act and described in Appendix |

[~ Waiver(s) authorized under §1915(b) of the Act.

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or previously
approved:

Specify the §1915(b) authorities under which this program operates (check each that applies):
[~ 81915(b)(1) (mandated enrollment to managed care)

[~ 8§1915(b)(2) (central broker)

[~ 81915(b)(3) (employ cost savings to furnish additional services)

[~ 81915(b)(4) (selective contracting/limit number of providers)
[~ A program operated under §1932(a) of the Act.

Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has been submitted or previously
approved:

[~ A program authorized under §1915(i) of the Act.

[~ A program authorized under §1915(j) of the Act.

[~ A program authorized under §1115 of the Act.
Specify the program:

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives, organizational
structure (e.g., the roles of state, local and other entities), and service delivery methods.

This waiver will allow the Division of Developmental Disabilities (DDD) a component of the Single State Medicaid Agency charged with the
daily administration of this waiver to provide both self-directed services and provider managed services statewide to individuals currently
living with their family, in their own home or in alternate community living arrangements such as group homes and supervised

apartments. The Single State Medicaid Agency is the Department of Human Services (DHS). The Designee agency with final responsibility
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for oversight is the Division of Medical Assistance and Health Services (DMAHS) a division under the auspices of DHS. The daily
administration of the waiver will be conducted by the Division of Developmental Disabilities, a sister agency to DMAHS also under the
auspices of DHS.

Participants who self direct as well as individuals entering waiver services and/or who require a significant change in services based upon a
change in need will be allocated an Individual Budget based on support need. Individuals who self direct will be assisted in the process by the
services of a contracted Support Coordination agency and Fiscal Intermediary. By providing individuals the choice of service delivery via the
two options, self-directed services and provider managed services, this waiver offers a broad range of choice and preference in supports. It
will facilitate the integration of adults who have completed their public school educational entitlement in their own community and allow
individuals who have built a support system in their community to continue to live and work there.

Individual support services will be rendered in residential placements such as group homes; supervised apartments and community care
residences (skill homes) as well as through individuals/agencies hired by the service recipient to render services in homes that the individual
owns or leases. Other services available to participants in the waiver will include Day Habilitation, Supported Employment, Personal
Emergency Response Services (PERS), Environmental/Vehicle Accessibility Adaptations and Assistive Technology Devices.

The State of New Jersey will contract with licensed or authorized providers in accordance with NJ standards approved by CMS in this waiver
application. NJ will provide oversight and assistance to individuals and approved providers through Case Managers in the provider managed
service system and through Support Brokers/Coordinators and Regional Monitors in the self directed system. NJ will operate a Quality
Management system that involves State staff, providers, consumers, family members and other stakeholders or advocates in a process of
Continuous Quality Improvement. The goal of this Waiver program is to support individuals in the least restrictive setting in the community
and ensure participants health, safety and freedom from exploitation as s/he achieves his/her goals in a manner that allows for

the maximization of choice.

3. Components of the Waiver Request

The waiver application consists of the following components. Note: Item 3-E must be completed.

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver, the number
of participants that the State expects to serve during each year that the waiver is in effect, applicable Medicaid eligibility and post-
eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through the waiver,
including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the State uses to
develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the State provides for participant direction of services, Appendix E specifies the participant
direction opportunities that are offered in the waiver and the supports that are available to participants who direct their services. (Select
one):

@ Yes. This waiver provides participant direction opportunities. Appendix E is required.

© No. This waiver does not provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the State informs participants of their Medicaid Fair Hearing rights and other
procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the State has established to assure the health and welfare of waiver
participants in specified areas.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I.  Financial Accountability. Appendix | describes the methods by which the State makes payments for waiver services, ensures the
integrity of these payments, and complies with applicable federal requirements concerning payments and federal financial participation.

J. Cost-Neutrality Demonstration. Appendix J contains the State's demonstration that the waiver is cost-neutral.

4. Waiver(s) Requested

A. Comparability. The State requests a waiver of the requirements contained in §1902(a)(10)(B) of the Act in order to provide the
services specified in Appendix C that are not otherwise available under the approved Medicaid State plan to individuals who: (a)
require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in Appendix B.

B. Income and Resources for the Medically Needy. Indicate whether the State requests a waiver of §1902(a)(10)(C)(i)(I11) of the Act in
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order to use institutional income and resource rules for the medically needy (select one):
' Not Applicable
C No

@ Yes
C. Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in 81902(a)(1) of the Act (select one):

@ No

C Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):
[~ Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver only to

individuals who reside in the following geographic areas or political subdivisions of the State.
Specify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by geographic area:

[~ Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to make participant-

direction of services as specified in Appendix E available only to individuals who reside in the following geographic areas or
political subdivisions of the State. Participants who reside in these areas may elect to direct their services as provided by the
State or receive comparable services through the service delivery methods that are in effect elsewhere in the State.

Specify the areas of the State affected by this waiver and, as applicable, the phase-in schedule of the waiver by geographic
area:

5. Assurances

In accordance with 42 CFR 8441.302, the State provides the following assurances to CMS:

A. Health & Welfare: The State assures that necessary safeguards have been taken to protect the health and welfare of persons receiving
services under this waiver. These safeguards include:

1. Asspecified in Appendix C, adequate standards for all types of providers that provide services under this waiver;

2. Assurance that the standards of any State licensure or certification requirements specified in Appendix C are met for services or
for individuals furnishing services that are provided under the waiver. The State assures that these requirements are met on the

date that the services are furnished; and,

3. Assurance that all facilities subject to 81616(e) of the Act where home and community-based waiver services are provided
comply with the applicable State standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The State assures financial accountability for funds expended for home and community-based services and
maintains and makes available to the Department of Health and Human Services (including the Office of the Inspector General), the
Comptroller General, or other designees, appropriate financial records documenting the cost of services provided under the waiver.
Methods of financial accountability are specified in Appendix I.

C. Evaluation of Need: The State assures that it provides for an initial evaluation (and periodic reevaluations, at least annually) of the
need for a level of care specified for this waiver, when there is a reasonable indication that an individual might need such services in the
near future (one month or less) but for the receipt of home and community based services under this waiver. The procedures for
evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The State assures that when an individual is determined to be likely to require the level of care specified for this
waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community based waiver services. Appendix B specifies the procedures
that the State employs to ensure that individuals are informed of feasible alternatives under the waiver and given the choice of
institutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The State assures that, for any year that the waiver is in effect, the average per capita expenditures
under the waiver will not exceed 100 percent of the average per capita expenditures that would have been made under the Medicaid
State plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-neutrality is demonstrated in

Appendix J.
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F.

Actual Total Expenditures: The State assures that the actual total expenditures for home and community-based waiver and other
Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver will not, in any year of
the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the waiver by the State's Medicaid
program for these individuals in the institutional setting(s) specified for this waiver.

Institutionalization Absent Waiver: The State assures that, absent the waiver, individuals served in the waiver would receive the
appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

Reporting: The State assures that annually it will provide CMS with information concerning the impact of the waiver on the type,
amount and cost of services provided under the Medicaid State plan and on the health and welfare of waiver participants. This
information will be consistent with a data collection plan designed by CMS.

Habilitation Services. The State assures that prevocational, educational, or supported employment services, or a combination of these
services, if provided as habilitation services under the waiver are: (1) not otherwise available to the individual through a local
educational agency under the Individuals with Disabilities Education Act (IDEA) or the Rehabilitation Act of 1973; and, (2) furnished
as part of expanded habilitation services.

Services for Individuals with Chronic Mental Iliness. The State assures that federal financial participation (FFP) will not be claimed
in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization, psychosocial rehabilitation
services, and clinic services provided as home and community-based services to individuals with chronic mental illnesses if these
individuals, in the absence of a waiver, would be placed in an IMD and are: (1) age 22 to 64; (2) age 65 and older and the State has not
included the optional Medicaid benefit cited in 42 CFR §440.140; or (3) age 21 and under and the State has not included the optional
Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note

A

: Item 6-1 must be completed.

Service Plan. In accordance with 42 CFR 8§441.301(b)(1)(i), a participant-centered service plan (of care) is developed for each
participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the service plan. The
service plan describes: (a) the waiver services that are furnished to the participant, their projected frequency and the type of provider
that furnishes each service and (b) the other services (regardless of funding source, including State plan services) and informal supports
that complement waiver services in meeting the needs of the participant. The service plan is subject to the approval of the Medicaid
agency. Federal financial participation (FFP) is not claimed for waiver services furnished prior to the development of the service plan or
for services that are not included in the service plan.

Inpatients. In accordance with 42 CFR 8441.301(b)(1) (ii), waiver services are not furnished to individuals who are in-patients of a
hospital, nursing facility or ICF/MR.

Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room and board except when: (a)
provided as part of respite services in a facility approved by the State that is not a private residence or (b) claimed as a portion of the
rent and food that may be reasonably attributed to an unrelated caregiver who resides in the same household as the participant, as
provided in Appendix I.

Access to Services. The State does not limit or restrict participant access to waiver services except as provided in Appendix C.

Free Choice of Provider. In accordance with 42 CFR 8431.151, a participant may select any willing and qualified provider to furnish
waiver services included in the service plan unless the State has received approval to limit the number of providers under the provisions
of §1915(b) or another provision of the Act.

FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FFP is not claimed for services when another third-party (e.g., another
third party health insurer or other federal or state program) is legally liable and responsible for the provision and payment of the service.
FFP also may not be claimed for services that are available without charge, or as free care to the community. Services will not be
considered to be without charge, or free care, when (1) the provider establishes a fee schedule for each service available and (2) collects
insurance information from all those served (Medicaid, and non-Medicaid), and bills other legally liable third party insurers.
Alternatively, if a provider certifies that a particular legally liable third party insurer does not pay for the service(s), the provider may
not generate further bills for that insurer for that annual period.

Fair Hearing: The State provides the opportunity to request a Fair Hearing under 42 CFR 8431 Subpart E, to individuals: (a) who are
not given the choice of home and community- based waiver services as an alternative to institutional level of care specified for this
waiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (¢) whose services are denied, suspended,
reduced or terminated. Appendix F specifies the State's procedures to provide individuals the opportunity to request a Fair Hearing,
including providing notice of action as required in 42 CFR 8§431.210.
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H.

Quality Improvement. The State operates a formal, comprehensive system to ensure that the waiver meets the assurances and other
requirements contained in this application. Through an ongoing process of discovery, remediation and improvement, the State assures
the health and welfare of participants by monitoring: (a) level of care determinations; (b) individual plans and services delivery; (c)
provider qualifications; (d) participant health and welfare; (e) financial oversight and (f) administrative oversight of the waiver. The
State further assures that all problems identified through its discovery processes are addressed in an appropriate and timely manner,
consistent with the severity and nature of the problem. During the period that the waiver is in effect, the State will implement the
Quality Improvement Strategy specified in Appendix H.

Public Input. Describe how the State secures public input into the development of the waiver:

The Division of Developmental Disabilities as the component of the Single State Medicaid Agency charged with the daily
administration of the waiver meets regularly with a representative group of stakeholders, including directors of provider agencies,
advocacy groups, and family members of individuals with developmental disabilities, in a forum called “Dialogue with the Division”.

In addition, input has been solicited from a composition of the New Jersey Council on Developmental Disabilities. This group
consists of people with developmental disabilities, parents or guardians of people with developmental disabilities; nongovernmental
service providers and representatives from state agencies that provide services to people with developmental disabilities.

Finally, DDD has utilized a Real Choice Systems Change Grant for QA/AI that was awarded in 2004 to develop a Quality
Management Steering Committee of major stakeholders to oversee its Quality Management Strategy. Through this committee DDD
has sought input into the plans for data collection, monitoring, analysis and the implementation of a system of Continuous Quality
Improvement.

With regard to this amendment, meetings with stakeholders were held on October 29, 2007, November 15, 2007, November 16, 2007,
and November 28, 2007. Comments were solicited at the meetings, through telephone conversation and by email . Where appropriate
and/or feasible by budget they were addressed in this application.

Notice to Tribal Governments. The State assures that it has notified in writing all federally-recognized Tribal Governments that
maintain a primary office and/or majority population within the State of the State's intent to submit a Medicaid waiver request or
renewal request to CMS at least 60 days before the anticipated submission date is provided by Presidential Executive Order 13175 of
November 6, 2000. Evidence of the applicable notice is available through the Medicaid Agency.

Limited English Proficient Persons. The State assures that it provides meaningful access to waiver services by Limited English
Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121) and (b) Department of
Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National
Origin Discrimination Affecting Limited English Proficient Persons" (68 FR 47311 - August 8, 2003). Appendix B describes how the
State assures meaningful access to waiver services by Limited English Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CMS should communicate regarding the waiver is:

B.

Last Name: |Guhl

First Name: [John

Title: |Director

Agency: |Division of Medical Assistance & Health Services
Address: |PO Box 712

Address 2: |

City: [Trenton

State: New Jersey

Zip: W

Phone: |(609) 588-2600 Ext: | - TTY
Fax: |(609) 588-3583

E-mail: |John.Guhl@dhs state.nj.us

If applicable, the State operating agency representative with whom CMS should communicate regarding the waiver is:

Last Name: |Lollar
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First Name:
Title:
Agency:
Address:
Address 2:
City:

State:

Zip:

Phone:

Fax:

E-mail:

|Ralph

Page 7 of 162

|Community Care Waiver Administrator

|Division of Developmental Disabilities

|P. 0. Box 726

[Trenton

New Jersey

|08625

|(609) 631-6389

|(609) 631-2222

Ext: |

~ TTY

|Ralph.LoIIar@dhs.state.nj.us

8. Authorizing Signature

This document, together with Appendices A through J, constitutes the State's request for a waiver under §1915(c) of the Social Security Act.
The State assures that all materials referenced in this waiver application (including standards, licensure and certification requirements) are
readily available in print or electronic form upon request to CMS through the Medicaid agency or, if applicable, from the operating agency
specified in Appendix A. Any proposed changes to the waiver will be submitted by the Medicaid agency to CMS in the form of waiver

amendments.

Upon approval by CMS, the waiver application serves as the State's authority to provide home and community-based waiver services to the
specified target groups. The State attests that it will abide by all provisions of the approved waiver and will continuously operate the waiver in
accordance with the assurances specified in Section 5 and the additional requirements specified in Section 6 of the request.

Signature:

Submission Date:

|John Guhl

State Medicaid Director or Designee
|sep 5, 2008

Last Name:
First Name:
Title:
Agency:
Address:
Address 2:
City:

State:

Zip:
Phone:
Fax:

E-mail:

|Guhl

|John

|Director

|Division of Medical Assistance & Health Services

|PO Box 712

| Trenton

New Jersey
|08625

|(609) 588-2600

|(609) 588-3583

|John.GuhI@dhs.state.nj.us

Attachment #1: Transition Plan

Specify the transition plan for the waiver:

All consumers currently receiving services under the Community Care Waiver (control # - 0031.90R4) will continue to receive services as
they are accustomed. Individuals who enter the waiver after the amendment is approved will be assessed by a standardized tool prior to
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receiving services. Only those individuals currently receiving services who demonstrate a significant change in service needs will be assessed
by the standardized tool. This tool sets specific budgetary limits on waiver services. The budget amounts are “up to amounts”. In this
manner, individuals entering services will receive parity in service delivery as their needs are addressed while individuals currently served in
the waiver do not experience a disruption in services.

During the Annual Review, the Service Plan and ICF/MR certification of eligibility will be updated. No one will lose services they currently
receive by amending the existing Community Care Waiver.

The amended waiver, consistent with CMS philosophy, will allow for more opportunities to self direct and receive services in community
integrated non traditional settings as well as enhancing the ability of individuals to transition into the community from institutional settings..

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver (select one):

@ The waiver is operated by the State Medicaid agency.

Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

' The Medical Assistance Unit.

Specify the unit name:

(Do not complete item A-2)
@ Another division/unit within the State Medicaid agency that is separate from the Medical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has been identified as
the Single State Medicaid Agency.
Division of Medical Assistance and Health Services
(Complete item A-2-a).
C The waiver is operated by a separate agency of the State that is not a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR 8431.10, the Medicaid agency exercises administrative discretion in the administration and supervision
of the waiver and issues policies, rules and regulations related to the waiver. The interagency agreement or memorandum of
understanding that sets forth the authority and arrangements for this policy is available through the Medicaid agency to CMS upon
request. (Complete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within the State
Medicaid Agency. When the waiver is operated by another division/administration within the umbrella agency designated as
the Single State Medicaid Agency. Specify (2) the functions performed by that division/administration (i.e., the Developmental
Disabilities Administration within the Single State Medicaid Agency), (b) the document utilized to outline the roles and
responsibilities related to waiver operation, and (c) the methods that are employed by the designated State Medicaid Director (in
some instances, the head of umbrella agency) in the oversight of these activities:

The Single State Medicaid Agency is the Department of Human Services (DHS). A component unit of DHS, the Office of
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Program Integrity and Accountability, houses the Developmental Disabilities Licensing Unit (DDL), the Special Response
Unit (SRU) an unusual incident investigative unit, and the Critical Information Management Unit (CIMU) that tracks and
trends unusual incidents. This component branch of DHS performs critical Quality Oversight in the assurances of Health and
Safety, and Provider Qualifications. They provide additional quality functions regarding the other basic assurances,

The Designee agency with final responsibility for oversight is the Division of Medical Assistance and Health Services
(DMAMHS) a division under the auspices of DHS. DMAMHS provides critical oversight in the areas of Fiscal assurances. They
also review/approve changes in the waiver application, HCFA 372 reports and any other communication necessary through the
state to CMS. All applications for changes and/or responses to CMS queries will be processed by DDD through the

DMAMHS. Issues will be addressed as they occur. In addition, DMAHS has responsibility for the Quality Review of all waiver
assurances through annual comprehensive desk audits and specific topic audits.

The daily administration of the waiver is conducted by the Division of Developmental Disabilities, a sister agency to OPIA and
DMAMHS also under the auspices of DHS. DDD is responsible for securing qualified service providers, oversight of the plan of
care, and ensuring delivery of services. DDD does quality management over all of the waiver assurances.

In addition, DDD participates in regular (bi-monthly) meetings with DMAHS and the two other state agencies administering
1915(c) waivers to ensure coordination of activities between the waivers and state plan services.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the Medicaid agency,
specify the functions that are expressly delegated through a memorandum of understanding (MOU) or other written document,
and indicate the frequency of review and update for that document. Specify the methods that the Medicaid agency uses to ensure
that the operating agency performs its assigned waiver operational and administrative functions in accordance with waiver
requirements. Also specify the frequency of Medicaid agency assessment of operating agency performance:

As indicated in section 1 of this appendix, the waiver is not operated by a separate agency of the State. Thus this section
does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions on behalf of
the Medicaid agency and/or the operating agency (if applicable) (select one):
C Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid agency and/or
operating agency (if applicable).
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and A-6.:

@ No. Contracted entities do not perform waiver operational and administrative functions on behalf of the Medicaid agency
and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver operational and
administrative functions and, if so, specify the type of entity (Select One):

@ Not applicable

C Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:
[~ Local/Regional non-state public agencies perform waiver operational and administrative functions at the local or regional

level. There is an interagency agreement or memorandum of understanding between the State and these agencies that sets
forth responsibilities and performance requirements for these agencies that is available through the Medicaid agency.

Specify the nature of these agencies and complete items A-5 and A-6:

[~ Local/Regional non-governmental non-state entities conduct waiver operational and administrative functions at the local or

regional level. There is a contract between the Medicaid agency and/or the operating agency (when authorized by the
Medicaid agency) and each local/regional non-state entity that sets forth the responsibilities and performance requirements of
the local/regional entity. The contract(s) under which private entities conduct waiver operational functions are available to
CMS upon request through the Medicaid agency or the operating agency (if applicable).

Specify the nature of these entities and complete items A-5 and A-6:
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Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Entities. Specify the state agency
or agencies responsible for assessing the performance of contracted and/or local/regional non-state entities in conducting waiver
operational and administrative functions:

Appendix A: Waiver Administration and Operation

6. Assessment Methods and Frequency. Describe the methods that are used to assess the performance of contracted and/or local/regional
non-state entities to ensure that they perform assigned waiver operational and administrative functions in accordance with waiver
requirements. Also specify how frequently the performance of contracted and/or local/regional non-state entities is assessed:

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities that have
responsibility for conducting each of the waiver operational and administrative functions listed (check each that applies):
In accordance with 42 CFR 8§431.10, when the Medicaid agency does not directly conduct a function, it supervises the performance of
the function and establishes and/or approves policies that affect the function. All functions not performed directly by the Medicaid
agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than one box may be checked per item.
Ensure that Medicaid is checked when the Single State Medicaid Agency (1) conducts the function directly; (2) supervises the delegated
function; and/or (3) establishes and/or approves policies related to the function.

Function Medicaid Agency
Participant waiver enrollment 2
Waiver enrollment managed against approved limits 2
Waiver expenditures managed against approved levels 2
Level of care evaluation 2
Review of Participant service plans 2
Prior authorization of waiver services 2
Utilization management 2
Qualified provider enrollment 2
Execution of Medicaid provider agreements 2
Establishment of a statewide rate methodology 2
Rules, policies, procedures and information development governing the waiver program 2
Quality assurance and quality improvement activities 2

Appendix A: Waiver Administration and Operation
Quality Improvement: Administrative Authority of the Single State Medicaid Agency

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the State’s methods for
discovery and remediation.

a. Methods for Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver program by
exercising oversight of the performance of waiver functions by other state and local/regional non-state agencies (if appropriate) and
contracted entities.
i. Performance Measures
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For each performance measure/indicator the State will use to assess compliance with the statutory assurance complete the

following. Where possible, include numerator/denominator. Each performance measure must be specific to this waiver (i.e.,
data presented must be waiver specific).

For each performance measure, provide information on the aggregated data that will enable the State to analyze and assess
progress toward the performance measure. In this section provide information on the method by which each source of data is
analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, and how recommendations

are formulated, where appropriate.

Performance Measure:

Conduct routine, ongoing oversight of the waiver program.

Data Source (Select one):
Other

If 'Other' is selected, specify:
DDD CMS claims report.

Responsible Party for data
collection/generation(check each
that applies):

Frequency of data
collection/generation(check each
that applies):

Sampling Approach(check each
that applies):

[~ State Medicaid Agency [ Weekly [+ 100% Review
[~ Operating Agency [+ Monthly [+ Less than 100% Review
[~ Sub-State Entity [T Quarterly [~ Representative Sample
Confidence Interval =
[~ Other [© Annually [~ Stratified
Specify: Describe Group:
DHS, DMAHS

Data Source (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

[~ Continuously and Ongoing

[~ Other
Specify:

[~ Other
Specify:

Provider records, reports, consumer plans of care, and medical records.

Responsible Party for data
collection/generation(check each
that applies):

Frequency of data
collection/generation(check each
that applies):

Sampling Approach(check each
that applies):

DHS, Office of Program
Integrity & Accountability
(OPIA); Developmental
Disabilities Licensing (DDL);
DMAHS

[~ State Medicaid Agency [ Weekly [~ 100% Review
[~ Operating Agency [~ Monthly [+ Less than 100% Review
[~ Sub-State Entity [~ Quarterly [~ Representative Sample
Confidence Interval =
[~ Other [+ Annually [~ Stratified
Specify: Describe Group:
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[~ Other
Specify:
All providers are
reviewed annually. With
a 10% sampling of
dcuments maintained at
the service site based
upon highest level of
service need. If issues are
noted the sampling will
increase up to 25%.

Data Source (Select one):
Critical events and incident reports
If 'Other' is selected, specify:

[+ Other
Specify:

Provider Agency Investigative Reports, Unusual Incident Reports and Follow up Reports.

Responsible Party for data
collection/generation(check each
that applies):

Frequency of data
collection/generation(check each
that applies):

Sampling Approach(check each
that applies):

DHS,OPIA; Critical Incident
Management Unit (CIMU)

[ State Medicaid Agency [~ Weekly [+ 100% Review
[~ Operating Agency [~ Monthly [~ Lessthan 100% Review
[~ Sub-State Entity [~ Quarterly [~ Representative Sample
Confidence Interval =
[~ Other [~ Annually [~ Stratified
Specify: Describe Group:

Data Source (Select one):

[~ Continuously and Ongoing

[~ Other
Specify:

[+ Other

Specify:
As necessary.

Operating agency performance monitoring

If 'Other' is selected, specify:

Service contracts, expenditure reports, attendance records.

Responsible Party for data
collection/generation(check each
that applies):

Frequency of data
collection/generation(check each
that applies):

Sampling Approach(check each
that applies):

[ State Medicaid Agency [~ Weekly [+ 100% Review
[~ Operating Agency [~ Monthly [~ Lessthan 100% Review
[~ Sub-State Entity [~ Quarterly [~ Representative Sample
Confidence Interval =
[+ Other [~ Annually [~ Stratified
Specify: Describe Group:
DHS, BRS.
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[~ Continuously and Ongoing [~ Other
Specify:
[+ Other
Specify:

The monthly report follows up
with responsible parties
re:current status of an
investigation. Other reports
are generated on an as needed
basis. Rates are analyzed and
adjusted as necessary.

Data Source (Select one):

Other

If 'Other' is selected, specify:

Consumer Disability Reports/Documents.

Responsible Party for data Frequency of data Sampling Approach(check each
collection/generation(check each | collection/generation(check each  |that applies):
that applies): that applies):

[~ State Medicaid Agency [~ Weekly [+ 100% Review

[~ Operating Agency [~ Monthly [~ Lessthan 100% Review

[~ Sub-State Entity [T Quarterly [~ Representative Sample

Confidence Interval =

[+ Other [+ Annually [~ Stratified

Specify: Describe Group:
DHS,DMAHS, Institutional |
Service Section

[~ Continuously and Ongoing [~ Other
Specify:
[~ Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data aggregation and analysis | Frequency of data aggregation and analysis (check

(check each that applies): each that applies):

[+ State Medicaid Agency [~ Weekly

[~ Operating Agency [+ Monthly

[~ Sub-State Entity [v Quarterly

[+ Other [v Annually
Specify:

DHS,DMAHS;DHS,Office of Program Integrity
and Accountability;Developmental Disabilities
Licensing;DHS,Critical Incident Management
Unit;DHS,Bureau of Rate

Setting;DMAMHS, Institutional Service Section.

[~ Continuously and Ongoing

[+ Other
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Specify:

The monthly report follows up with responsible
parties re: current status of an

investigation. Other reports are generated on an
as needed basis. Rates are analyzed and adjusted
as necesary.

If applicable, in the textbox below provide any necessary additional information on the strategies employed by the State to
discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The NJ Department of Human Services is the single state Medicaid Agency. Various components of the Department have
oversight responsibilities. The Division of Medical Assistance and Health Services (DMAHS) operates as the Department
designee. Documentation can be found in the CCW Consumer Review Form (reports from state monitoring reviews
conducted) available in DHS, DDD Central Office. The DHS Division of Medical Assistance and Health Services expenditure
and eligibility oversight documentation is available in the Management and Administrative Reporting System Reports as well
as the Institutional Service Section consumer disability reports and consumer files. The DHS Office of Licensing
documentation includes Licensure Inspection Reports, Provisional, Suspension or Termination of Licensure Notification, and
Provider Plan of Correction. The DHS Special Response Unit Reports include Unusual Incidents Reports, Incident Follow Up
Reports, Investigation Reports including Formal SRU letter titled summary of findings. The Department of Human Services
Critical Incident Management Unit database system (including correction report and grid query) also contains significant data
regarding investigation of and follow up regarding allegations of abuse, neglect and exploitation. The DHS Bureau of Rate
Setting documents include Amended Cost Report Rate Calculation Schedules, Rate Recommendation correspondence to
DMAMHS and approvals as well as the Final Rate Report.

b. Methods for Remediation/Fixing Individual Problems

Describe the State’s method for addressing individual problems as they are discovered. Include information regarding
responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by the
State to document these items.

DMAMHS tracks all billing claims, provides reports re: all expenditures on a monthly basis, notifies the DDD of billing
abnormalities and/or concerns requiring follow up.

Rate setting reviews all DDD documents and follows up with questions/concerns and/or authorizes the change in rate.

For licensure, provisional licensure is issued (if warranted) requiring an appropriate plan of correction to return to full licensure
to be submitted within 30 days of notification. If the agency/service provider remains non-compliant the case may result in a
revocation of licensure.

For investigations that result in a substantiated finding of a serious nature may result in a provisional license requiring a plan of
correction or a revocation of licensure.

CIMU continues requesting a corrective action plan from agency/service provider if necessary within 30 days. In addition
CIMU closes the investigation when the issue is resolved.

DMAMHS, ISS unit follows up on concerns re: waiver eligibility on an ongoing basis.

DDD on an ongoing basis addresses individual concerns intermittently as reported and as identified during regularly scheduled
case management site visits.

Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

. . Frequency of data aggregation and analysis (check each
Responsible Party (check each that applies): that applies):

[~ State Medicaid Agency [~ Weekly
[~ Operating Agency [+ Monthly
[~ Sub-State Entity [~ Quarterly
[+ Other [+ Annually

Specify:

DHS,0PIA,DDL,CIMU and DHS DMAHS

[~ Continuously and Ongoing

[+ Other

Specify:
As necessary.
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c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design methods for
discovery and remediation related to the assurance of Financial Accountability that are currently non-operational.

C No

@ Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.
CMS stated that New Jersey currently substantially meet Assurance V: “State Medicaid Agency Retains Administrative
Authority over the Waiver Program” but recommends improvements. | have listed the specific CMS recommendation in bullet
form below and the NJ Plan for Compliance beneath that recommendation.

«  Develop a process that documents, tracks, and analyzes data to discover state-wide
trends and a process for remediation and improvement. The State should describe the process they intend to establish with
timeframes.

The Quality Management Unit (QMU) of DMAHS (the designee for the Single State Medicaid Agency), will provide ongoing
evaluation and documentation of CMS quality assurance measures to assure that they are met. The QMU Quality Assurance &
Improvement framework encompasses scheduled annual comprehensive desk audits, interim targeted desk audits, interim
targeted on-site audits, topic audits, and participation in the DDD quality assurance meetings and Interagency meetings. In order
to assess follow up and identify trends and/or areas for improvement, collection and analysis of aggregate data will be secured
from DDD and the interdepartmental offices of the Single State Medicaid Agency associated with the CCW

waiver. Interdepartmental entities responsible to assess the Health & Welfare assurance activities include the component units of
the Office of Program Integrity and Accountability (OPIA) including but not limited to the Developmental Disabilities Licensure
Unit (OOL) and the Critical Incident Management Unit (CIMU). Entities responsible to assess Qualified Provider assurance
activities include the Critical Incident Management Unit (CIMU), Special Response Unit (SRU) and the Training Advisory
Committee (TAC). Required documentation associated with Level of Care and Plan of Care assurances will be accessed through
the DDD regional offices.

QMU has established an internal Quality Assurance Advisory Committee (QAAC) for the purpose of overseeing QMU program
operations, and developing standard guidelines and processes for topic audits. The first meeting was conducted on Monday
February 11, 2008.

QMU staff will conduct all desk audits (including annual comprehensive desk audits and specific topic audits) on QMU premises.
Staff will send written notice to the DDD regional offices 4-6 weeks in advance of the audits with a copy to DDD central office.
« By May 2008, DMAHS, QMU staff will begin conducting annual comprehensive desk audits and include retrospective reviews
of randomly selected waiver participant records and supporting documents for no less than one complete Plan of Care cycle (a
minimum of 12 months). The Annual Comprehensive Desk audit will cover the level of care need determinations, the
responsiveness of Plans of Care to participant needs, the assurance that individuals receive services from qualified providers, the
assurance that health and welfare of waiver participants are addressed, and the assurance that there is appropriate fiscal
accountability for payment related to services rendered.

« By January 2009, DMAHS, QMU staff will begin conducting specific topic audits based upon the analysis of information to
determine what aspects of the waiver programs require improvement. Desk audits are based on a percentage of the records
reviewed by DDD.

Upon completion of any audit, QMU will prepare a written audit report which will be sent to the audited agency within 60 days
summarizing general findings, any identified areas requiring remediation as well as agency strengths.

The DDD regional offices will be required to submit a Plan of Correction if documentation of any assurance is lacking in more
than 10% of the records audited. Identified areas of non-compliance that have the potential for adversely affecting the health and
well-being of participants or functioning of staff are followed up on an urgent basis by QMU administrative staff. For those
service providers requiring a Plan of Correction, based on either the QMU audits, OPIA findings or DDD’s audit, QMU staff will
schedule a follow up interim targeted desk audit to be conducted approximately two months from the date of the submitted and
approved Plan of Correction. All interim targeted desk audits include random selection of waiver participant records and
supporting documents which assess the components targeted for remediation in the Plan of Correction. The purpose of the
interim targeted desk audit is to track continued compliance to the Plan of Correction. Unresolved findings, if noted, on interim
targeted audit will require a joint on-site visit (interim focused on-site review) by QMU and DDD staff to reach resolution.

Appendix B: Participant Access and Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the State limits waiver services to a group or subgroups of
individuals. Please see the instruction manual for specifics regarding age limits. In accordance with 42 CFR 8§441.301(b)(6), select one
waiver target group, check each of the subgroups in the selected target group that may receive services under the waiver, and specify
the minimum and maximum (if any) age of individuals served in each subgroup:

file://HACCW%20UNIT\Waiver\Application%20for%201915(¢c)%20HCBS%20Waiver%20NJ 0031 R... 11/14/2008



Application for 1915(c) HCBS Waiver: NJ.0031.R01.00 - Oct 01, 2008

Page 16 of 162

Maximum Age

Target Group Included Target SubGroup Minimum Age Maximum Age No Maximum Age
Limit Limit
c Aged or Disabled, or Both - General _ _
| Aged l— |— |
| Disabled (Physical) l= |=
- Disabled (Other) |= |=
c Aged or Disabled, or Both - Specific Recognized Subgroups _ _
- Brain Injury l— I— -
] HIV/AIDS |= |= ]
| Medically Fragile |= |= |
| Technology Dependent |= |= |
@ Mental Retardation or Developmental Disability, or Both -
~ Autism lO— I— ~
2 Developmental Disability IO— |= 2
2 Mental Retardation lO— |= 2
' Mental lllness - _
| Mental lliness l— I—
| Serious Emotional Disturbance |= |=

b. Additional Criteria. The State further specifies its target group(s) as follows:

Participants must meet NJ DDD Eligibility criteria and ICF/MR Level of Care (LOC) as specified in this document. Self Directing
participants must have the ability to live with their family, in their own home or with less than 4 unrelated individuals with Support
services, not to exceed the total budgetary limit identified in this waiver through the New Jersey Resource Tool. In addition,
individuals who choose to self direct must have the ability to do so or designate someone significant (unpaid) to him/her to self direct

for him/her.

c. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to individuals
who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of participants affected by

the age limit (select one):

@ Not applicable. There is no maximum age limit

 The following transition planning procedures are employed for participants who will reach the waiver's maximum age

limit.

Specify:

Appendix B: Participant Access and Eligibility

B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and community-based
services or entrance to the waiver to an otherwise eligible individual (select one) Please note that a State may have only ONE individual

cost limit for the purposes of determining eligibility for the waiver:

@ No Cost Limit. The State does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

' Cost Limit in Excess of Institutional Costs. The State refuses entrance to the waiver to any otherwise eligible individual when
the State reasonably expects that the cost of the home and community-based services furnished to that individual would exceed the
cost of a level of care specified for the waiver up to an amount specified by the State. Complete Items B-2-b and B-2-c.

The limit specified by the State is (select one)
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© A level higher than 100% of the institutional average.

Specify the percentage: |

C Other
Specify:

€ Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refuses entrance to the waiver to any otherwise eligible
individual when the State reasonably expects that the cost of the home and community-based services furnished to that individual
would exceed 100% of the cost of the level of care specified for the waiver. Complete Items B-2-b and B-2-c.

C Cost Limit Lower Than Institutional Costs. The State refuses entrance to the waiver to any otherwise qualified individual when
the State reasonably expects that the cost of home and community-based services furnished to that individual would exceed the
following amount specified by the State that is less than the cost of a level of care specified for the waiver.

Specify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver participants.
Complete Items B-2-b and B-2-c.

The cost limit specified by the State is (select one):

C The following dollar amount:

Specify dollar amount: |

The dollar amount (select one)
C 1s adjusted each year that the waiver is in effect by applying the following formula:

Specify the formula:

€ May be adjusted during the period the waiver is in effect. The State will submit a waiver amendment to CMS
to adjust the dollar amount.
€ The following percentage that is less than 100% of the institutional average:

Specify percent: |

€ Other:

Specify:
|

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a, specify the
procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare can be assured within
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the cost limit:

c. Participant Safeguards. When the State specifies an individual cost limit in Item B-2-a and there is a change in the participant's
condition or circumstances post-entrance to the waiver that requires the provision of services in an amount that exceeds the cost limit in
order to assure the participant's health and welfare, the State has established the following safeguards to avoid an adverse impact on the
participant (check each that applies):

[~ The participant is referred to another waiver that can accommodate the individual's needs.

[~ Additional services in excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

[~ Other safeguard(s)

Specify:
|

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants who are
served in each year that the waiver is in effect. The State will submit a waiver amendment to CMS to modify the number of participants
specified for any year(s), including when a modification is necessary due to legislative appropriation or another reason. The humber of
unduplicated participants specified in this table is basis for the cost-neutrality calculations in Appendix J:

Table: B-3-a

Waiver Year Unduplicated Number of Participants
Year 1 11571

Cear? s
Year 3 W
'Year 4 (renewal only) W
Year 5 (renewal only) IW

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of participants
specified in Item B-3-a, the State may limit to a lesser number the number of participants who will be served at any point in time during
a waiver year. Indicate whether the State limits the number of participants in this way: (select one):

C The State does not limit the number of participants that it serves at any point in time during a waiver year.

@ The State limits the number of participants that it serves at any point in time during a waiver year.

The limit that applies to each year of the waiver period is specified in the following table:

Table: B-3-b

Maximum Number of Participants Served At

Any Point During the Year

Year 1 |10742—
Year 2 W
Year 3 W
Year 4 (renewal only) W
Year 5 (renewal only) W

Waiver Year
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Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

c. Reserved Waiver Capacity. The State may reserve a portion of the participant capacity of the waiver for specified purposes (e.g.,
provide for the community transition of institutionalized persons or furnish waiver services to individuals experiencing a crisis) subject
to CMS review and approval. The State (select one):

 Not applicable. The state does not reserve capacity.

@ The State reserves capacity for the following purpose(s).
Purpose(s) the State reserves capacity for:

Purposes

Emergency Placements

Individuals moving out of a Developmental Center into the community.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):
Emergency Placements
Purpose (describe):
Capacity will be reserved for emergency placements.
Describe how the amount of reserved capacity was determined:
The number of slots is based on a reasonable estimate of emergency placements.

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Year 1 330
Year 2 330
Year 3 330
Year 4 (renewal only) 330
Year 5 (renewal only) 330

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):
Individuals moving out of a Developmental Center into the community.
Purpose (describe):

Capacity will be reserved for movement from a Developmental Center to the community under the Olmstead or Money
Follows the Person (MFP) grant.

Describe how the amount of reserved capacity was determined:
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The number of slots is based on a reasonable estimate of individuals scheduled to move out of the Developmental Centers.

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Year 1 125
Year 2 125
Year 3 125
Year 4 (renewal only) 125
Year 5 (renewal only) 125

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of participants who are served subject to a
phase-in or phase-out schedule (select one):

@ The waiver is not subject to a phase-in or a phase-out schedule.

 The waiver is subject to a phase-in or phase-out schedule that is included in Attachment #1 to Appendix B-3. This schedule
constitutes an intra-year limitation on the number of participants who are served in the waiver.
e. Allocation of Waiver Capacity.

Select one:

@ Waiver capacity is allocated/managed on a statewide basis.

C Waiver capacity is allocated to local/regional non-state entities.

Specify: (a) the entities to which waiver capacity is allocated; (b) the methodology that is used to allocate capacity and how often
the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among local/regional non-state entities:

f. Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for entrance to the waiver:

Individuals must meet eligibility criteria for both the Division of Developmental Disabilities and ICF/MR Level of Care. Individuals
must both request and need a waiver service on a monthly basis.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Answers provided in Appendix B-3-d indicate that you do not need to complete this section.

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

1. State Classification. The State is a (select one):
@ §1634 State
" SSI Criteria State
C 209(b) State
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2. Miller Trust State.
Indicate whether the State is a Miller Trust State (select one):

@ No
C Yes
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under the

following eligibility groups contained in the State plan. The State applies all applicable federal financial participation limits under the
plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR §435.217)

[~ Low income families with children as provided in §1931 of the Act

[© SSI recipients

[~ Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121
[+ Optional State supplement recipients

[+ Optional categorically needy aged and/or disabled individuals who have income at:

Select one:

@ 100% of the Federal poverty level (FPL)
9% of FPL, which is lower than 100% of FPL.

Specify percentage: |

[~ Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in §1902(a)(10)(A)

@i (XIH)) of the Act)
[~ Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as provided in §1902(a)(10)

(A)(i)(XV) of the Act)
[~ Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage Group as

provided in §1902(a)(10)(A)(ii))(XVI) of the Act)
[~ Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 eligibility group as

provided in §1902(e)(3) of the Act)
[~ Medically needy in 209(b) States (42 CFR §435.330)

[~ Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324)
[~ Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the State plan that
may receive services under this waiver)

Specify:

Special home and community-based waiver group under 42 CFR 8435.217) Note: When the special home and community-based
waiver group under 42 CFR 8435.217 is included, Appendix B-5 must be completed

© No. The State does not furnish waiver services to individuals in the special home and community-based waiver group
under 42 CFR 8435.217. Appendix B-5 is not submitted.

@ Yes. The State furnishes waiver services to individuals in the special home and community-based waiver group under 42
CFR 8§435.217.

Select one and complete Appendix B-5.

€ All individuals in the special home and community-based waiver group under 42 CFR §435.217

@ Only the following groups of individuals in the special home and community-based waiver group under 42 CFR
8435.217
Check each that applies:

[+ A special income level equal to:
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Select one:

@ 300% of the SSI Federal Benefit Rate (FBR)
C A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage: |

A dollar amount which is lower than 300%.

Specify dollar amount: |

[~ Aged, blind and disabled individuals who meet requirements that are more restrictive than the SSI program (42

CFR §435.121)
[~ Medically needy without spenddown in States which also provide Medicaid to recipients of SSI (42 CFR §435.320,

8435.322 and §435.324)
[~ Medically needy without spend down in 209(b) States (42 CFR §435.330)

[+ Aged and disabled individuals who have income at:
Select one:

@ 100% of FPL
C 9% of FPL, which is lower than 100%.

Specify percentage amount: |

[~ Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the State
plan that may receive services under this waiver)

Specify:
|

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 4)

In accordance with 42 CFR 8441.303(e), Appendix B-5 must be completed when the State furnishes waiver services to individuals in the
special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4. Post-eligibility applies only to the 42
CFR §435.217 group. A State that uses spousal impoverishment rules under §1924 of the Act to determine the eligibility of individuals with a
community spouse may elect to use spousal post-eligibility rules under §1924 of the Act to protect a personal needs allowance for a participant
with a community spouse.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility for the special
home and community-based waiver group under 42 CFR 8435.217 (select one):

@ Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals with a community
spouse for the special home and community-based waiver group.

In the case of a participant with a community spouse, the State elects to (select one):

@ Use spousal post-eligibility rules under §1924 of the Act.
(Complete Item B-5-b (SSI State) and Item B-5-d)
€ Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b State)
(Complete Item B-5-b (SSI State) . Do not complete Item B-5-d)
€ Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals with a community
spouse for the special home and community-based waiver group. The State uses regular post-eligibility rules for

individuals with a community spouse.
(Complete Item B-5-b (SSI State) . Do not complete Item B-5-d)
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Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 4)

b. Regular Post-Eligibility Treatment of Income: SSI State.

The State uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse who is not a
community spouse as specified in §1924 of the Act. Payment for home and community-based waiver services is reduced by the amount
remaining after deducting the following allowances and expenses from the waiver participant's income:

i. Allowance for the needs of the waiver participant (select one):

@ The following standard included under the State plan

Select one:

€SSl standard

€ Optional State supplement standard

€ Medically needy income standard

@ The special income level for institutionalized persons

(select one):

@ 300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%

Specify the percentage: |

C A dollar amount which is less than 300%.

Specify dollar amount; |

A percentage of the Federal poverty level

Specify percentage: |

' Other standard included under the State Plan
Specify:

C  The following dollar amount

Specify dollar amount: I If this amount changes, this item will be revised.
C The following formula is used to determine the needs allowance:

Specify:

€ Other

Specify:

ii. Allowance for the spouse only (select one):
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Not Applicable
The state provides an allowance for a spouse who does not meet the definition of a community spouse in §1924 of the

Act. Describe the circumstances under which this allowance is provided:
Specify:

Specify the amount of the allowance (select one):

SSl standard

Optional State supplement standard
Medically needy income standard
The following dollar amount:

@99 @

Specify dollar amount: I If this amount changes, this item will be revised.
© The amount is determined using the following formula:

Specify:

iii. Allowance for the family (select one):

q

c
c
c

Not Applicable (see instructions)
AFDC need standard

Medically needy income standard
The following dollar amount:

Specify dollar amount; | The amount specified cannot exceed the higher of the need standard for a family of the

same size used to determine eligibility under the State's approved AFDC plan or the medically needy income standard
established under 42 CFR §435.811 for a family of the same size. If this amount changes, this item will be revised.

The amount is determined using the following formula:
Specify:

Other

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified in 42 8CFR
435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under State law but not covered under the State's Medicaid
plan, subject to reasonable limits that the State may establish on the amounts of these expenses.

Select one:

@ Not Applicable (see instructions) Note: If the State protects the maximum amount for the waiver participant, not

applicable must be selected.

C The State does not establish reasonable limits.
C The State establishes the following reasonable limits
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Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 4)

¢. Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this section is not
visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 4)

d. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the contribution of a
participant with a community spouse toward the cost of home and community-based care if it determines the individual's eligibility
under 81924 of the Act. There is deducted from the participant’s monthly income a personal needs allowance (as specified below), a
community spouse’s allowance and a family allowance as specified in the State Medicaid Plan.. The State must also protect amounts for
incurred expenses for medical or remedial care (as specified below).

i. Allowance for the personal needs of the waiver participant

(select one):
' SSI standard
C Optional State supplement standard
C Medically needy income standard
@ The special income level for institutionalized persons
C A percentage of the Federal poverty level

Specify percentage: I

C  The following dollar amount:

Specify dollar amount: I If this amount changes, this item will be revised
C The following formula is used to determine the needs allowance:

Specify formula:

C Other

Specify:

ii. If the allowance for the personal needs of a waiver participant with a community spouse is different from the amount
used for the individual's maintenance allowance under 42 CFR 8435.726 or 42 CFR 8435.735, explain why this amount is
reasonable to meet the individual's maintenance needs in the community.

Select one:
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@ Allowance is the same
€ Allowance is different.

Explanation of difference:

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified in 42 8CFR
435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under State law but not covered under the State's Medicaid
plan, subject to reasonable limits that the State may establish on the amounts of these expenses.

Select one:

@ Not Applicable (see instructions) Note: If the State protects the maximum amount for the waiver participant, not
applicable must be selected.

C The State does not establish reasonable limits.

C The State uses the same reasonable limits as are used for regular (non-spousal) post-eligibility.

Appendix B: Participant Access and Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR 8§441.302(c), the State provides for an evaluation (and periodic reevaluations) of the need for the level(s) of care
specified for this waiver, when there is a reasonable indication that an individual may need such services in the near future (one month or
less), but for the availability of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an individual must
require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the provision of waiver services at
least monthly or, if the need for services is less than monthly, the participant requires regular monthly monitoring which must be
documented in the service plan. Specify the State's policies concerning the reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to need waiver
services is: |1
ii. Frequency of services. The State requires (select one):
@ The provision of waiver services at least monthly
C Monthly monitoring of the individual when services are furnished on a less than monthly basis

If the State also requires a minimum frequency for the provision of waiver services other than monthly (e.g., quarterly),
specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are performed (select
one):
@ Directly by the Medicaid agency
By the operating agency specified in Appendix A
By an entity under contract with the Medicaid agency.

Specify the entity:

C Other
Specify:
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c. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR 8441.303(c)(1), specify the educational/professional
qualifications of individuals who perform the initial evaluation of level of care for waiver applicants:

Individuals who perform the initial evaluation of the Level of Care for waiver applicants are required to be a Qualified Mental
Retardation Professional (QMRP) as defined in 42 CFR 483.430. This individual (generally the case manager) ensures that the level
of care tool is completed by an informant knowledgeable with regard to the individual’s capabilities, that the completed tool is
consistent with both the QMRP’s observations and the skills/needs presented in the individual’s plan of care.

d. Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate whether an individual needs
services through the waiver and that serve as the basis of the State's level of care instrument/tool. Specify the level of care
instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteria and the level of care
instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency (if applicable), including the
instrument/tool utilized.

New Jersey has, with CMS’ approval, defined the ICF-MR level of care to mean the recipient has been determined eligible for DDD
services in accordance with N.J.A.C. 10:46 and has substantial functional limitations in self-care which require care and /or treatment
in an ICF/MR or alternately, in a community program under the DDD Community Care Waiver.

DDD has a Self-Care Assessment tool completed in accordance with the standard agreed upon between DDD and CMS. A QMRP
(generally the case manager) ensures that the level of care tool is completed by an informant knowledgeable with regard to the
individual’s capabilities, that the completed tool is consistent with both the QMRP’s observations and the skills/needs presented in the
individual’s plan of care.The tool and procedure for completion by a DDD QMRP are delineated below:

Consumer Name Date of Birth Serial Number

Initial Certification . Re-Certification * Real Life Choices . (Check Appropriate Box)
Instructions: Check the appropriate boxes according to the individual’s needs. Please ensure that the entire document is completed.
Activities of Daily Living Needs Assistance Independent

- Able to use bathtub or shower

- Able to use toilet or bedpan

- Performs hair care (shampooing/combing), shaving, and care of nails

- Transfers from bed to chair (or wheelchair), and transfers in out of the tub or shower

- Demonstrates oral care, such as brushing teeth

- Changes bed linens

- Uses utensils during meals

- Dresses appropriately regarding appearance & climate

- Ambulates, indoors and outdoors

- Prepares simple meals (eggs, sandwiches, cereal/milk)

- Self-administers medication

- Able to use special adaptive equipment

Domestic Skills

- Kitchen: washes dishes, maintains general cleanliness of refrigerator, stove, sink, floor

- Bathroom: maintains cleanliness of toilet, tub, shower and floor

- Uses washing machine and dryer; care for clothes and linens (ironing and mending if necessary)

- Able to clean room and windows: can use a broom, vacuum, and/or window cleaners

- Able to mow lawn, do light painting and minor repairs

- Takes out trash

- Able to obtain needed items from market or pharmacy

- Travels short distances to secure needed items or perform specific tasks

Personal Resources

- Awareness of how nutrition/diet can affect health

- Possesses community living skills such as: money management, home care maintenance, using the telephone, telling time , solving
problems, and handling emergencies

- Utilizes community, leisure and recreational activities

- Can access public transportation or specialized services permitting limited community travel and mobility
- Possesses sufficient communication, language and self-advocacy skills to negotiate areas such as citizenship, legal matters, family
issues and social needs

Procedure for completion of the
COMMUNITY CARE WAIVER -
SELF CARE ASSESSMENT TOOL FOR WAIVER ELIGIBILITY
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In order to be evaluated for waiver eligibility, the Division of Developmental Disabilities (DDD) must have the Self-Care Assessment
tool completed in accordance with the standard agreed upon between DDD and the Centers for Medicare & Medicaid Services
(CMS). The subsequent procedures should be followed by a DDD Qualified Mental Retardation Professional (QMRP):

1.) When an Expected Admission to Waiver Services form is generated, the Case Manager or Regional Monitor will ensure that a
person familiar with the consumer (e.g.; agency staff, DDD staff, family member, etc.) completes the Self Care Assessment Tool*,
signs and dates it and then returns it to the consumer’s DDD Case Manager or Regional Monitor.

2.) Upon return of the tool, DDD will have a QMRP (e.g. Psychologist, HPC) review the form for accuracy and sign it certifying that
the individual reviewed the document.

3a.) If there are no deficits noted then the process ends and the form will be returned to the Case Manager or Regional Monitor with a
brief explanation.

3b.) If the QMRP notes deficits/areas in which assistance is needed, then the QMRP will sign the ICF-MR Certification in addition to
the Self Care Assessment Tool, verifying certification.

4.) Both signed forms (Self Care Assessment Tool and ICF-MR Certification document) are forwarded to the Case Manager or
Regional Monitor with a copy sent to the Regional Fiscal Coordinator who handles waiver eligibility.

5.) At the time of the annual service plan (e.g., ELP, IHP), the Self Care Assessment Tool must be reviewed and updated for all
individuals who are waiver eligible. A QMRP must sign the last page of the service plan document, certifying continued ICF-MR
(waiver) eligibility if she/he notes deficits/areas in which assistance is needed. If no deficit/area in which assistance is needed is
noted, the QMRP will notify the Regional Fiscal Coordinator who handles waiver eligibility to remove the individual from the waiver.

6.) A copy of all signed tools will be maintained in the client file in accordance with Division Circulars.
e. Level of Care Instrument(s). Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate level of care for the
waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

C The same instrument is used in determining the level of care for the waiver and for institutional care under the State Plan.
@ A different instrument is used to determine the level of care for the waiver than for institutional care under the State plan.

Describe how and why this instrument differs from the form used to evaluate institutional level of care and explain how the
outcome of the determination is reliable, valid, and fully comparable.

The NJ Self Care Assessment tool is used to determine Level of Care for waiver services. As previously mentioned, this tool is
developed to assess self care deficits. In contrast, institutional care (ICF-MR) eligibility is determined by the professional
assessment of a medical doctor (MD). For individuals under the age of 13 years old the DDD will rely on the professional
judgment of the QMRP to determine the individual’s level of care.
f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(c)(1), describe the process for evaluating waiver
applicants for their need for the level of care under the waiver. If the reevaluation process differs from the evaluation process, describe
the differences:

The Reevaluation of Level of Care is completed by a Case Manager or a Regional Monitor annually, using the NJ Self Care
Assessment (SCA) tool. The reevaluation is completed at the time of the approval of a new service plan by the Case Manager or
Regional Monitor.

g. Reevaluation Schedule. Per 42 CFR 8441.303(c)(4), reevaluations of the level of care required by a participant are conducted no less
frequently than annually according to the following schedule (select one):

' Every three months
C  Every six months
@ Every twelve months

' Other schedule
Specify the other schedule:

h. Qualifications of Individuals Who Perform Reevaluations. Specify the qualifications of individuals who perform reevaluations
(select one):

@ The qualifications of individuals who perform reevaluations are the same as individuals who perform initial evaluations.

C The qualifications are different.
Specify the qualifications:

i. Procedures to Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the State employs to ensure
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timely reevaluations of level of care (specify):

A QMRP oversees completion of a new Service Plan and a Reevaluation of Level of Care annually. The recertification document is
embedded in the service plan. Currently this reminder and monitoring function is provided through lists of upcoming Annual Service
Plan due dates. Area Supervisors monitor the timely completion of the Service Plan and recertification. DDD is overseeing the
development of an “Alerts Engine” within the DDD electronic database that will send an alert to each QMRP 60 days in advance of
the date a new Service Plan and LOC evaluation is due. A second alert will be sent 30 days in advance. If the due date passes without
a new Service Plan being entered into the database, an Alert will be sent to the Case Manager or Regional Monitor and to the Area
Supervisor who has supervisory responsibility over the Case Manager or Regional Monitor. If no Service Plan is entered by 30 days
past the due date, an alert will be sent to the Area Supervisor and the County Administrator who has supervisory responsibility over
the Area Supervisor. If the plan is 60 days overdue an alert will be sent to the Case Manager, the Area Supervisor, the County
Administrator and the Regional Administrator who has supervisory responsibility over the County Administrator. The, DDD
Regional Administrators understand that the Annual Service Plan, the Medicaid re-determination and the Reevaluation of Level of
Care are linked and therefore an overdue date for one is the overdue date for all. Regional Office Administrators monitor this process
closely. Reports of Timeliness for Annual Reevaluations, Medicaid Re-determinations and completions of Annual Service Plans will
be used as management tools to improve and maintain this process.

j.  Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §441.303(c)(3), the State assures that written and/or electronically
retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3 years as required in 45 CFR
892.42. Specify the location(s) where records of evaluations and reevaluations of level of care are maintained:

The records are maintained as part of the official individual client record in each DDD Regional office or satellite office.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the State’s methods for
discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances
i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there is reasonable indication that
services may be needed in the future.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory assurance complete
the following. Where possible, include numerator/denominator. Each performance measure must be specific to this
waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the aggregated data that will enable the State to analyze and
assess progress toward the performance measure. In this section provide information on the method by which each
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

Performance Measure:
An evaluation for level of care is provided to all applicants for whom there is reasonable
indication that services may be needed in the future.

Data Source (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Regional and agency files and records.

Responsible Party for data Frequency of data Sampling Approach(check each
collection/generation(check each | collection/generation(check each  |that applies):
that applies): that applies):
[~ State Medicaid Agency [ Weekly [~ 100% Review
[~ Operating Agency [+ Monthly [+ Less than 100% Review
[~ Sub-State Entity [T Quarterly [~ Representative Sample
Confidence Interval =
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[~ Other

Specify:
DHS, DDD

[~ Annually

[~ Stratified
Describe Group:

[~ Continuously and Ongoing

[+ Other
Specify:
The Regional Monitor
(RM) review 24 cases on
a random basis in a region
each month ensuring that
each region is reviewed 3
times within the year.

[~ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data aggregation and analysis
(check each that applies):

Frequency of data aggregation and analysis (check
each that applies):

[~ State Medicaid Agency

[~ Weekly

[~ Operating Agency

[+ Monthly

[~ Sub-State Entity

[~ Quarterly

[+ Other

[~ Annually

Specify:
DHS, DDD

[~ Continuously and Ongoing

[~ Other
Specify:

b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as specified in the
approved waiver.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory assurance complete
the following. Where possible, include numerator/denominator. Each performance measure must be specific to this
waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the aggregated data that will enable the State to analyze and
assess progress toward the performance measure. In this section provide information on the method by which each
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

Performance Measure:
Enrolled participants are revaluated at least annually or as specified in the approved waiver.

Data Source (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Regional and agency files and records. The Recertification document is embedded in the Plan of
Care/IHP.

! I I |
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Frequency of data
collection/generation(check each
that applies):
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Sampling Approach(check each
that applies):

[~ State Medicaid Agency [ Weekly [~ 100% Review
[~ Operating Agency [~ Monthly [+ Lessthan 100% Review
[~ Sub-State Entity [~ Quarterly [~ Representative Sample
Confidence Interval =
[~ Other [+ Annually [~ Stratified
Specify: Describe Group:

DHS, DMAHS, ISS

Data Source (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

[~ Continuously and Ongoing

[~ Other

Specify:
DHS, DMAHS, ISS

[~ Other
Specify:

ISS consumer files, fiscal information (e.g. bank accounts, earnings, assets)disability
documentation (for individuals to covered by SSI or SSDI).

Responsible Party for data
collection/generation(check each
that applies):

Frequency of data
collection/generation(check each
that applies):

Sampling Approach(check each
that applies):

[~ State Medicaid Agency [ Weekly [~ 100% Review
[~ Operating Agency [~ Monthly [+ Less than 100% Review
[~ Sub-State Entity [~ Quarterly [~ Representative Sample
Confidence Interval =
[~ Other [+ Annually [~ Stratified
Specify: Describe Group:

Data Aggregation and Analysis:

[~ Continuously and Ongoing

[+ Other
Specify:
The Regional Monitor
will review 24 cases on a
random basis ensuring
each region is reviewed 3
time within the year.

[~ Other
Specify:

(check each that applies):

Responsible Party for data aggregation and analysis

Frequency of data aggregation and analysis (check
each that applies):

[~ State Medicaid Agency

[~ Weekly
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[~ Operating Agency [~ Monthly
[~ Sub-State Entity [v Quarterly
[+ Other [v Annually
Specify:
DHS, DMAHS, ISS; DHS,DDD

[+ Continuously and Ongoing

[+ Other
Specify:
DHS, DMAHS, ISS,DDD

c. Sub-assurance: The processes and instruments described in the approved waiver are applied appropriately and
according to the approved description to determine participant level of care.

Performance Measures

For each performance measure/indicator the State will use to assess compliance with the statutory assurance complete
the following. Where possible, include numerator/denominator. Each performance measure must be specific to this
waiver (i.e., data presented must be waiver specific).

For each performance measure, provide information on the aggregated data that will enable the State to analyze and
assess progress toward the performance measure. In this section provide information on the method by which each
source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

Performance Measure:

The process and instruments described in the approved waiver are applied to determine level of
care.

Data Source (Select one):

Record reviews, on-site

If 'Other' is selected, specify:

Regional and agency files and records.

Responsible Party for data Frequency of data Sampling Approach(check each
collection/generation(check each | collection/generation(check each  |that applies):
that applies): that applies):

[~ State Medicaid Agency [ Weekly [~ 100% Review

[~ Operating Agency [~ Monthly [+ Lessthan 100% Review

[~ Sub-State Entity [~ Quarterly [~ Representative Sample

Confidence Interval =

[~ Other [+ Annually [~ Stratified
Specify: Describe Group:
DHS, DDD I

[~ Continuously and Ongoing [+ Other
Specify:

The Regional Monitor
will review 24 cases on a
random basis in a region
each month rotating
regions so that each
region is reviewed three
times within a year.

[~ Other
Specify:

file://HACCW%20UNIT\Waiver\Application%20for%201915(¢c)%20HCBS%20Waiver%20NJ 0031 R... 11/14/2008



Application for 1915(c) HCBS Waiver: NJ.0031.R01.00 - Oct 01, 2008

Page 33 of 162

Data Source (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Job Description, Job Application, Degree, Resume

Responsible Party for data Frequency of data Sampling Approach(check each
collection/generation(check each | collection/generation(check each | that applies):
that applies): that applies):
[~ State Medicaid Agency [ Weekly [+ 100% Review
[~ Operating Agency [~ Monthly [+ Less than 100% Review
[~ Sub-State Entity [T Quarterly [~ Representative Sample
Confidence Interval =
[~ Other [~ Annually [~ Stratified
Specify: Describe Group:
[+ Continuously and Ongoing [+ Other
Specify:

The Regional Monitor
will review 24 cases on a
random basis in a region
each month rotating
regions so each region is
reviewed 3 times within
the year.

[~ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation and analysis | Frequency of data aggregation and analysis (check
(check each that applies): each that applies):
[+ State Medicaid Agency [ Weekly
[~ Operating Agency [+ Monthly
[~ Sub-State Entity [T Quarterly
[+ Other [~ Annually
Specify:
DHS, DDD

[~ Continuously and Ongoing

[~ Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the State to
discover/identify problems/issues within the waiver program, including frequency and parties responsible.
By July 2008, as a proactive measure, DDD will develop an automatic electronic notification process that informs the Case
Manager (QMRP) and his/her supervisor of the status of LOC assessments. Alerts will advise of LOCs due within 60 days and
LOCs overdue by 30 days.

b. Methods for Remediation/Fixing Individual Problems
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i. Describe the State’s method for addressing individual problems as they are discovered. Include information regarding
responsible parties and GENERAL methods for problem correction. In addition, provide information on the methods used by the

State to document these items.

On a monthly basis the Waiver Monitor will contact the Regional Administrator with a list of deficiencies regarding level of
care determinations. The Regional Adminsitrator will respond with a plan of correction for the individual issue as well as a
systemic response where the issue is more than an isolated case. The documentation shall be in the form of electronic emails.
On a monthly basis the Case Management Supervisor will document any concerns and ensure that the case manager address

them.
ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party (check each that applies):

Frequency of data aggregation and analysis (check each
that applies):

[~ State Medicaid Agency

[~ Weekly

[~ Operating Agency

[+ Monthly

[~ Sub-State Entity

[~ Quarterly

[+ Other

[~ Annually

Specify:
DHS,DDD; DMAHS ISS Office

[~ Continuously and Ongoing

[~ Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design methods for
discovery and remediation related to the assurance of Financial Accountability that are currently non-operational.

C
q

No

Yes

Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

« Develop a uniform methodology for monthly random sampling and analysis of client reviews.

By July 1, 2008 DDD will have created an uniform system of random sampling and analysis of client reviews for two (2) tiers of
oversight:

a. Case Management Supervisors.

b. Community Care Waiver Monitor.

« Develop a tracking database to identify the timeliness and frequency of level of care evaluations.

a. By July 1, 2008, as a proactive measure, DDD will develop an automatic electronic notification process that informs the Case
Manager (QMRP) and his/her supervisor of the status of LOC assessments. Alerts will advise of LOCs due within 60 days and
LOCs overdue by 30 days.

b. By October 1, 2008 DDD will have developed an electronic platform to begin tracking two tiers of oversight.

i. An electronic platform will be developed to allow the Case Management Supervisors to review a five percent sampling of LOC
assessments monthly to document both: whether the standard for timeliness has been met and that the LOC assessment tool is
completed and verifies the accuracy of the certification/recertification.

ii. An electronic platform will be developed to allow the Community Care Waiver Monitor to review 268 cases annually that
document both: the frequency with which the standard for timeliness has been met and the percentage of times the LOC
assessment tool is completed and verifies the accuracy of the certification/recertification.

« Maintain a reporting mechanism for monthly, quarterly, and/or annual reviews of level of care tracking.

By January 1, 2009 DDD will begin a system of quarterly reports aggregating and analyzing the two tiers of oversight for
timeliness and appropriateness of reviews of LOC.

« Develop a trending analysis of provider compliance with this requirement and remedial follow up if necessary.
By January 1, 2009 DDD will have a process in place to conduct trend analysis of timeliness and appropriateness of level of care

determinations compliance by region and will track remediation should issues be identified. This analysis will be completed on
two tiers: both the case management supervisory level and the Community Care Waiver Monitor.
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Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR §441.302(d), when an individual is determined to be likely to require a level of care for this
waiver, the individual or his or her legal representative is:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

a. Procedures. Specify the State's procedures for informing eligible individuals (or their legal representatives) of the feasible alternatives
available under the waiver and allowing these individuals to choose either institutional or waiver services. Identify the form(s) that are
employed to document freedom of choice. The form or forms are available to CMS upon request through the Medicaid agency or the
operating agency (if applicable).

During the waiver application process, the Case Manger or Regional Monitor will verbally offer information about the services that
are available under the waiver. S/he will also inform the applicant or guardian of the option to choose institutional or home and
community based services.
Applicants/guardians will designate his/her choice of community services or institutional care on the Freedom of Choice form by
providing a check in the appropriate area and then signing the form. All applicants will be advised that they have the right to change
this decision at any time and/or request a fair hearing. In addition, notification regarding the right to change or reverse the decision is
imbedded in the form as is the right to a fair hearing.
The completed Freedom of Choice form will be maintained for a minimum period of three years after the end of the waiver year when
the individual entered the waiver. This record will be readily retrievable from the client record which is managed by the Case
Manager or the Regional Monitor until/unless the individual elects to choose the option of receiving institutional services. At that
time the client records will be transitioned to the developmental center in which the individual is placed.

b. Maintenance of Forms. Per 45 CFR 8§92.42, written copies or electronically retrievable facsimiles of Freedom of Choice forms are
maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

The records will be maintained as part of the official individual client record in each DDD Regional office or satellite office.

Appendix B: Participant Access and Eligibility
B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited English Proficient Persons. Specify the methods that the State uses to provide meaningful access to the
waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance to Federal
Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient
Persons" (68 FR 47311 - August 8, 2003):

The Division of Developmental Disabilities uses Over-the-Phone Interpreter and Document Translation Services through a contract with
Language Line Services in order to best serve the diverse New Jersey population.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case management is not a
service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Statutory Service Case Management
Statutory Service Day Habilitation
Statutory Service Individual Supports
Statutory Service Respite
Statutory Service Supported Employment
Supports for Participant Direction Community Transition Services
Supports for Participant Direction Support Coordination
Other Service Assistive Technology Devices
Other Service Environmental and Vehicle Adaptations
Other Service Personal Emergency Response System (PERS)
Other Service Transportation
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the Medicaid
agency or the operating agency (if applicable).

Service Type:

|Statutory Service ~|

Service:

|Case Management [

Alternate Service Title (if any):

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

@ Service is included in approved waiver. There is no change in service specifications.
€ Service is included in approved waiver. The service specifications have been modified.
€ Service is not included in the approved waiver.
Service Definition (Scope):
Services which will assist individuals who receive waiver services in gaining access to needed waiver and specific 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.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

[+ Participant-directed as specified in Appendix E
[+ Provider managed

Specify whether the service may be provided by (check each that applies):
[~ Legally Responsible Person

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Individual Community Program Specialist
Individual Senior Community Program Specialist
Individual Habilitation Plan Coordinator

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Case Management

Provider Category:
Individual

Provider Type:

Community Program Specialist

Provider Qualifications
License (specify):

Certificate (specify):
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Other Standard (specify):
1. Must meet the qualifications for a QMRP.
2. Must have a Bachelor’s degree.
3. Must pass criminal background check.
4. Must qualify for and pass a NJ Civil Service Test.
5. Must be employed in position.
Verification of Provider Qualifications
Entity Responsible for Verification:
DHS, DDD, Personnel Unit, and Department of Personnel
Frequency of Verification:
At initial application.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Case Management

Provider Category:

|Individua| I

Provider Type:

Senior Community Program Specialist
Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):
1. Must meet the qualifications for a QMRP.
2. Must have a Bachelor’s degree.
3. Must pass criminal background check.
4. Must qualify for and pass a NJ Civil Service Test.
5. Must be employed in position.
Verification of Provider Qualifications
Entity Responsible for Verification:
DHS, DDD, Personnel Unit, and Department of Personnel
Frequency of Verification:
At initial application.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Case Management

Provider Category:
IIndividuaI I

Provider Type:

Habilitation Plan Coordinator

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

1. Must meet the qualifications for a QMRP.

2. Must have a Bachelor’s degree.

3. Must pass criminal background check.

4. Must qualify for and pass a NJ Civil Service Test.
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5. Must be employed in position.
Verification of Provider Qualifications
Entity Responsible for Verification:
DHS, DDD, Personnel Unit, and Department of Personnel
Frequency of Verification:
At initial application.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the Medicaid
agency or the operating agency (if applicable).

Service Type:

|Statutory Service ~|

Service:

|Day Habilitation =

Alternate Service Title (if any):

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

€ Service is included in approved waiver. There is no change in service specifications.

@ Service is included in approved waiver. The service specifications have been modified.

€ Service is not included in the approved waiver.
Service Definition (Scope):
Day Habilitation is the process of providing those comprehensive services that are deemed necessary to meet the needs of individuals
with developmental disabilities in individual programs and services designed to achieve objectives of improved health, welfare and
the realization of individuals’ maximum physical, social, psychological and vocational potential for useful and productive
activities. Although the specific services will be described in an individual’s Service Plan, habilitation services are designed to

develop, maintain and/or maximize the individual’s independent functioning in self-care, physical and emotional growth,
socialization, communication, and vocational skills. Day Habilitation services may include the following:

A. Developing socially appropriate behaviors and interpersonal skills, and eliminating maladaptive behaviors;

B. Developing cognitive skills including, but not limited to, the handling of emergencies, telling time, managing money, making
change, recognizing street and other signs, solving problems, etc.;

C. Using recreation and leisure time;

D. Orienting to the community and training for mobility and travel,

E. Developing or remediating communication skills;

F. Developing appropriate grooming, sex, dress, and self-care habits, such as toileting, eating, and shaving;

G. Enhancing the physical, mental, and dental health of persons served. The services should deal with prevention and maintenance
needs.

H. Training in assertiveness, and advocacy in dealing with citizenship, legal, family, and/or social needs; and,
I. Orienting to other programs, as appropriate.

Transportation will be provided between the individual’s place of residence and the site of the habilitation services, and between
habilitation sites (in cases where the individual receives habilitation services in more than one place) as a component part of
habilitation services. The cost of this transportation is included in the rate paid to providers of the appropriate type of habilitation
services.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

For purposes of this waiver, day habilitation does not include services, activities or training
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to which the client may be entitled under federal or state programs of public elementary
or secondary education, state plan services or federally aided vocational rehabilitation.

Transportation as defined above will be provided to service recipients from their place of residence or pick up/drop off site to the
habilitation site within 38 miles and/or for a total of one hour and fifteen minutes one way, based upon whichever limit is reached
first.

Day Habilitation Services are limited to a total of 25 hours per week. When an individual elects to utilize both Day Habilitation
Services and Adult Day Health Services (State Plan) the combination of hours per week cannot exceed 25 hours and the majority of
those hours must be in a Day Habilitation Service.

The state will make retainer payments for providers of Habilitation when the waiver participant is hospitalized or absent from his/her
home for a period of no more than 30 consecutive days. For hospital absences and related absences (e.g., rehabilitation time in a
rehabilitation unit), the individual plan does not need to reflect the absence. For all other absences, the individual plan shall reflect
the need for the absence from the home.

Service Delivery Method (check each that applies):

[+ Participant-directed as specified in Appendix E
[+ Provider managed

Specify whether the service may be provided by (check each that applies):
[~ Legally Responsible Person

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency Adult Activities Center

Agency Other Agencies

Individual Habilitation Assistant

Agency Extended Employment

Agency Agencies authorized to render habilitation services in Pennsylvania

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Day Habilitation

Provider Category:

IAgency =

Provider Type:

Adult Activities Center

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Supported Employment and Day Program Manual
Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services (DHS), Division of Developmental Disabilities (DDD) — Office of Quality Improvement
Frequency of Verification:
Annually through random sample of 20% of total contracted entities. 100% to be achieved in 5 years. Cycle to begin
again in year 6.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

file://HACCW%20UNIT\Waiver\Application%20for%201915(¢c)%20HCBS%20Waiver%20NJ 0031 R... 11/14/2008



Application for 1915(c) HCBS Waiver: NJ.0031.R01.00 - Oct 01, 2008 Page 40 of 162

Service Type: Statutory Service
Service Name: Day Habilitation

Provider Category:
|Agency I
Provider Type:

Other Agencies
Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):
These agencies must be in compliance with the accepted standards for state, community and local businesses and laws
regarding businesses.
Verification of Provider Qualifications
Entity Responsible for Verification:
Division of Developmental Disabilities, Office of Housing and Resource Development
Frequency of Verification:
At the time of initial application

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Day Habilitation

Provider Category:
IIndividuaI I
Provider Type:
Habilitation Assistant
Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):
1. Must be at least 18 years of age
2. Have the ability/experience to meet the participant’s needs as expressed in a written job description developed by the
individual. This job description will become the basis of the contract for service if applicant is hired.
. Have the physical capacity to perform the job functions as required by the participant.
. Have the ability to communicate in the individual’s primary language.
. Pass criminal history background check.
. Pass drug and alcohol screen if required by employer of record.
. If job requires driving, a valid driver’s license and a copy of the abstract of the driver’s record.
. Reference check of two most recent employers.
. Completion of any additional training specified by individual.
10.Attend mandatory one-day new hire orientation program if required by the employer of record.
Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services (DHS), Division of Developmental Disabilities (DDD)
Frequency of Verification:
Annually

O©oo~NOoO Ol W

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Day Habilitation
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Provider Category:
IAgency =
Provider Type:
Extended Employment
Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Supported Employment and Day Program Manual
Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services (DHS), Division of Developmental Disabilities (DDD) — Office of Quality Improvement
Frequency of Verification:
Annually through random sample of 20% of total contracted entities. 100% to be achieved in 5 years. Cycle to begin
again in year 6.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Day Habilitation

Provider Category:
|Agency —I
Provider Type:
Agencies authorized to render habilitation services in Pennsylvania
Provider Qualifications
License (specify):
Title 55 PA Code: Chapter 2380
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services, Division of Developmental Disabilities
Frequency of Verification:
Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the Medicaid
agency or the operating agency (if applicable).

Service Type:

|Statutory Service ;|

Service:
|Persona| Care j

Alternate Service Title (if any):
Individual Supports

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :
€ Service is included in approved waiver. There is no change in service specifications.
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@ Service is included in approved waiver. The service specifications have been modified.

€ Service is not included in the approved waiver.

Service Definition (Scope):

Individual support services are self-care and habilitation-related tasks performed and/or supervised by service provider staff in an
individual’s own or family home or in other community-based settings, in accordance with approved Service Plans. Assistance to, as
well as training and supervision of, individuals as they learn and perform the various tasks that are included in basic self-care, social
skills, activities of daily living and behavior shaping will be provided. (The Service Plan will specify the actual tasks to be performed
and the anticipated outcomes).

Individual support services may include:
A. Personal Assistance

Personal assistance means assistance with normal personal maintenance and household care activities at the direction of the recipient
of services, his/her family member or guardian, in accordance with an established Service Plan. Personal Assistance services include
attendant care, specified household chores, assistance with shopping appointments or other errands essential to community

integration. The purpose of personal assistance is to provide necessary support for eligible people to meet their daily living needs and
improve integration into the community.

Personal assistance services are described as follows:
1. Attendant Care Services:

a. Bathing in bed, in the tub, or shower;

b. Using toilet or bedpan;

¢. Grooming: care of hair, including shampooing, shaving and the ordinary care of nails;

d. Helping individual in transferring from bed to chair or wheelchair, in and out of tub or shower;

e. Care of teeth and mouth;

f. Changing bed linens with recipient in bed;

g. Helping with eating and preparing meals, including special therapeutic diets for the recipients;

h. Dressing;

i. Ambulation, indoors and out;

j. Escorting recipient to clinics, physician’s office, related medical therapies, recreation activities and/or other trips;

k. Assisting with medication that can be self-administered,

I. Assisting recipient with use of special equipment such as walker, braces, crutches, wheelchair, etc., after thorough demonstration
by a registered professional nurse or physical therapist, with return demonstration until registered professional nurse or physical
therapist is satisfied that the individual can use equipment safely;

m. Assisting individual in implementing physical or occupational therapy, speech language pathology programs or
psychological/behavioral programs.

2. Household Chores:

a. Care of kitchen, including maintenance of general cleanliness of refrigerator, stove, sink, and floor, dishwashing;
b. Care of bathroom, including maintaining cleanliness of toilet, tub, shower, and floor;

c. Care of recipient’s personal laundry and bed linen (may include necessary ironing and mending);

d. Bed making and changing of bed linen;

e. Window washing;

f. Lawn cutting;

g. Putting out garbage;

h. Other necessary household chores related to independent living.

3. Errand Services:

a. Routine errands for recipient such as picking up medication, picking up prepared meals, shopping, or any short trip to perform a
specific task.

B. Training
Training services are activities intended to assist a recipient in acquiring, maintaining, or improving skills and/or knowledge. This
training is intended to assist a recipient to achieve or maintain independence in the performance of routine, daily tasks. It is also
intended to assist a recipient in accessing and utilizing community resources and to enhance community integration.

Qualifying services include:

1. Training in self-care activities such as grooming, bathing, toileting, shaving, dressing, and feeding.

2. Training in nutrition, diet, and food purchase and preparation.

3. Training in community living skills such as money management, home care maintenance, using the telephone, telling time,
solving problems, and handing emergencies.

4. Training in leisure/recreation activities and using recreational opportunities.

5. Training in family, psycho/social and life activities.
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6. Training in travel activities, such as utilizing public transportation, utilizing specialized services, achieving mobility within the
neighborhood, and employing reasonable safety precautions.

7. Training in decision-making, assertiveness and self-advocacy in dealing with citizenship, legal, family, and/or social needs.

8. Developing or remediating communication skills including training in receptive language, expressive language, vocabulary
development, sign language, conversation, expressing feelings and using communication devices.

9. Training in medication management and self-administration.

10. Training in mobility, including the use of adaptive devices.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
__X___Individual Support providers may be members of the individual’s family. Payment will not be made for services furnished by
the individual’s parent (or stepparent), spouse, or by a guardian, legally responsible relative or relative residing in the service
recipient’s residence with the following exception. Relatives residing in the individual’s home will be permitted to render services
for a period of no more than 30 days annually at no more than 40 hours/week, during transition/hiring of new staff.

The state will make retainer payments for providers of Individual Support, except for members of the individual family, when the
waiver participant is hospitalized or absent from his/her home for a period of ho more than 30 consecutive days. For hospital
absences and related absences (e.g., rehabilitation time in a rehabilitation unit), the individual plan does not need to reflect the
absence. For all other absences, the individual plan shall reflect the need for the absence from the home.
Justification:
_ X__ Family members who provide Individual Support services must meet the same standards as providers who are unrelated to the
individual.
Supervision of Individual Support providers will be furnished by:
__X__ Case Managers (by monitoring the Service Plan).
__X__ Other

a. Annual licensing inspection for licensed providers.

b. Consumer surrogate.

c. Monitors of Service Plan.

Service Delivery Method (check each that applies):

[+ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided by (check each that applies):
[~ Legally Responsible Person

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Individual Community Care Residence (CCR) Provider
Individual Mentor/Trainer

Individual Individual Assistant/Live-In Caregiver
Agency Contracted Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Individual Supports

Provider Category:
|Individua| ~]
Provider Type:
Community Care Residence (CCR) Provider
Provider Qualifications
License (specify):
NJAC 10:44B
Certificate (specify):

Other Standard (specify):
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Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services, Office of Program Integrity and Accountability, Developmental Disabilities Licensing
Frequency of Verification:
At initial screening and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Individual Supports

Provider Category:
|Individua| I
Provider Type:
Mentor/Trainer
Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):
1. Must be at least 18 years of age.
2. Ability to read and write English sufficiently to perform the duties of the job.
3. Have the ability to communicate in the individual’s primary language.
4. Must have documented ability/experience/education in a specific skill area required to meet the participant’s needs as
detailed in the Service Plan.
5. Must have a signed service contract for the provision of a specific service detailed in the Service Plan, with a specified
timeframe.
6. Pass criminal history background check.
7. Pass a drug and alcohol screen if required by the employer of record.
8. Successful completion of any additional training specified by the individual/ surrogate as necessary to perform job
functions.
Verification of Provider Qualifications
Entity Responsible for Verification:
Division of Developmental Disabilities, Office of Housing and Resource Development
Frequency of Verification:
Upon employment and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Individual Supports

Provider Category:
[Individual [7]

Provider Type:
Individual Assistant/Live-In Caregiver
Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):

1. Must be at least 18 years of age

2. Have the ability/experience to meet the participant’s needs as expressed in a written job description developed by the
individual. This job description will become the basis of the contract for service if applicant is hired.

3. Have the physical capacity to perform the job functions as required by the participant.

4. Have the ability to communicate in the individual’s primary language.
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5. Pass criminal history background check.

6. Pass drug and alcohol screen if required by employer of record.

7. If job requires driving, a valid driver’s license and a copy of the abstract of the driver’s record.

8. Reference check of two most recent employers.

9. Completion of any additional training specified by individual.

10. Attend mandatory one-day new hire orientation program if required by the employer of record.
Verification of Provider Qualifications

Entity Responsible for Verification:

Division of Developmental Disabilities, Office of Housing and Resource Development

Frequency of Verification:

At initial screening and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Individual Supports

Provider Category:

|Agency [

Provider Type:

Contracted Agency

Provider Qualifications
License (specify):
NJAC 10:44 A and/or NJAC 10:44C or Title 55 PA Code; Chapter 6400
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services, Office of Program Integrity and Accountability; Developmental Disabilities Licensing;
Division of Developmental Disabilities
Frequency of Verification:
At initial screening and annually thereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the Medicaid
agency or the operating agency (if applicable).

Service Type:

|Statutory Service _|

Service:

|Respite J

Alternate Service Title (if any):

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

€ Service is included in approved waiver. There is no change in service specifications.
@ Service is included in approved waiver. The service specifications have been modified.
€ Service is not included in the approved waiver.

Service Definition (Scope):

Respite Provider Standards
Respite care is a service provided to individuals in the temporary absence or disability of a parent, guardian, or other immediate
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caregiver in accordance with guidelines developed by the Division of Developmental Disabilities. Respite services may be furnished
either at the business location or private home of the provider, in the home of the individual with developmental disabilities, or in a
location approved by the individual and or his/her legal guardian.

Respite services may be:

A. Furnished by agencies and/or individuals who are licensed under the provisions of New Jersey Administrative Code 10:44A,
10:44B, and/or 10:44C (Manuals of Standards for Licensed Group Homes and Supervised Apartments for the Developmentally

Disabled, Standards for Skill Development Homes, Family Care Homes, and Family-Based Respite Care Homes, Standards for

Community Residences for Persons with Head Injuries respectively).

B. Furnished by agencies authorized by the New Jersey Department of Health and Senior Services to provide camp services under
New Jersey Administrative Code 8:25.

C. Furnished by Intermediate Care Facilities for the Mentally Retarded (ICF-MR) certified in accordance with the Code of Federal
Regulations: Title 42 Part 442 Subpart C.

D. Furnished by home health agencies that are authorized Title X1X providers and/or are licensed by another State agency.

E. Furnished by agencies and/or individuals who are approved by, and under contract with, DDD.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Providers who are authorized by DDD (rather than licensed), with the exception of camps authorized by the New Jersey Department
of Health and Senior Services under N.J.A.C. 8:25, are not authorized to provide overnight services except when the service is
provided in the individual’s own home.

When furnished by providers who are not approved to provide overnight care, respite services may not include room and
board. Board is defined as three meals a day. Room and board is only paid in licensed, certified or authorized residential facilities as
indicated above (i.e. A., B., and C), not in the recipient’s home.

Respite providers who are approved by the DDD may be members of the individual’s family with the following qualifying
statement. Payment will not be made for services furnished by the individual’s parent (or stepparent), spouse, or by a guardian,
legally responsible relative or relative residing in the service recipient’s residence.

Justification:
__X__ Family members who provide Respite services must meet the same standards as providers who are unrelated to the individual.
Supervision of Respite providers will be furnished by:
__X__ Case Managers (by monitoring the service plan).
__X__ Other
a. Annual licensing inspection for licensed providers.
b. Consumer surrogate.
c. Monitors of Service Plan.

Facility based respite staff: consumer ratio shall not exceed 1:6.
To further promote the normalization standard, staff: consumer ratio for community off-site respite activities shall not exceed 1:4.
The Division limits Respite Services in ICF-MR facilities to no more than thirty (30) consecutive days at any one time.

Note that except as otherwise provided in the Rehabilitated Offenders Act, no contract will be issued to any person who, at any time,
has been convicted of forgery, embezzlement, obtaining money under false pretenses, extortion, criminal conspiracy to defraud,
crimes against the person, or other like offense(s). Additionally, no contract shall be issued to an individual who has been civilly
adjudged or criminally liable for abuse of another person.

Service Delivery Method (check each that applies):

[~ Participant-directed as specified in Appendix E
[+ Provider managed

Specify whether the service may be provided by (check each that applies):
[+ Legally Responsible Person

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
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Agency Licensed Provider: (for individuals with Traumatic Brain Injury) Group Home, Supervised Apartments
Agency Certified Intermediate Care Facilities for the Mentally Retarded (ICF-MR)

Individual Authorized CCR Provider

Individual Licensed CCR Provider (Sponsor Home)

Agency Licensed Provider: Group Home, Supervised Apartments

Agency Authorized Camps

Agency Authorized Title XIX providers (Home Health Agency)

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
|Agency I
Provider Type:
Licensed Provider: (for individuals with Traumatic Brain Injury) Group Home, Supervised Apartments
Provider Qualifications
License (specify):
N.J.A.C. 10:44C
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services (DHS), Office of Program Integrity and Accountability (OPIA), Developmentally
Disabled Licensing (DDL)
Frequency of Verification:
Annually

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

|Agency I

Provider Type:

Certified Intermediate Care Facilities for the Mentally Retarded (ICF-MR)
Provider Qualifications

License (specify):

Certificate (specify):
Title 42 Part 442 Subpart C
Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Health and Senior Services
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service
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Service Type: Statutory Service
Service Name: Respite

Provider Category:
|Individua| I

Provider Type:
Authorized CCR Provider
Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):
Respite providers who are approved by the DDD must:
1. Be eighteen or older.
2. Pass a background check.
3. Attend mandatory one-day new hire orientation program if required by the employer of record.
4. Meet all state and local codes regarding the facility in which the service is rendered.
5. Complete any additional training specified by individual.
Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services (DHS), Division of Developmental Disabilities (DDD)
Frequency of Verification:
At initial screening.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
[Individual [7]

Provider Type:
Licensed CCR Provider (Sponsor Home)
Provider Qualifications

License (specify):

N.J.A.C. 10:44B

Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services (DHS), Office of Program Integrity and Accountability (OPI1A), Developmentally
Disabled Licensing (DDL)
Frequency of Verification:
Annually

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

|Agency I

Provider Type:

Licensed Provider: Group Home, Supervised Apartments

Provider Qualifications
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License (specify):
N.J.A.C. 10:44A
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services (DHS), Office of Program Integrity and Accountability (OPIA), Developmentally
Disabled Licensing (DDL)
Frequency of Verification:
Annually

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
|Agency I
Provider Type:
Authorized Camps
Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):

Authorized by the New Jersey Department of Health and Senior Services under N.J.A.C. 8:25.
Verification of Provider Qualifications

Entity Responsible for Verification:

Department of Health and Senior Services

Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
|Agency I
Provider Type:
Authorized Title XIX providers (Home Health Agency)
Provider Qualifications
License (specify):
N.J.A.C. 8:42
Certificate (specify):
Certified by the New Jersey Department of Health and Senior Services as a home health agency under Title XVIII
(Medicare Program)

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Health and Senior Services
Frequency of Verification:

Annually
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the Medicaid
agency or the operating agency (if applicable).

Service Type:

|Statutory Service ~|

Service:

|Supported Employment 52

Alternate Service Title (if any):

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

€ Service is included in approved waiver. There is no change in service specifications.
@ Service is included in approved waiver. The service specifications have been modified.

€ Service is not included in the approved waiver.

Service Definition (Scope):

SUPPORTED EMPLOYMENT

Supported employment services, which consist of paid employment for persons for whom competitive employment at or above the
minimum wage is unlikely, and who, because of their disabilities, need intensive ongoing support to perform in a work

setting. Supported employment is conducted in a variety of settings, particularly work sites in which persons without disabilities are
employed. Supported employment includes activities needed to sustain paid work by individuals receiving waiver services, including
supervision and training.

Transportation will be provided between the individual’s place of residence and the site of the habilitation services, and between
habilitation sites (in cases where the individual receives habilitation services in more than one place) as a component part of
habilitation services. The cost of this transportation is included in the rate paid to providers of the appropriate type of habilitation
services.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

When supported employment services are provided at a work site in which persons without disabilities are employed, payment will be
made only for the adaptations, supervision and training required by individuals receiving waiver services as a result of their
disabilities, and will not include payment for the supervisory activities rendered as a normal part of the business setting.

Supported employment services furnished under the waiver are not available under a program funded by either the Rehabilitation Act
of 1973 or P.L. 94-142.
Documentation will be maintained in the file of each individual receiving this service that:

FFP will not be 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 vocational training that is not directly related to an individual’s supported employment program.

Transportation as defined above will be provided to service recipients from their place of residence or pick up/drop off site to the
habilitation site within 38 miles and/or for a total of one hour and fifteen minutes one way, based upon whichever limit is reached
first if the service is not available through another source at no cost to the individual.

Note that if the individual self directs or has an individual budget s/he can elect to fund the transportation through the non medical
transportation service if it is more cost effective.

Service Delivery Method (check each that applies):

[+ Participant-directed as specified in Appendix E
[+ Provider managed

Specify whether the service may be provided by (check each that applies):
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[~ Legally Responsible Person
[~ Relative
[~ Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Individual Job Coach
Agency Supported Employment Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:
|Individua| —I
Provider Type:

Job Coach

Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):
Supported Employment and Day Program Manual
Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services, Division of Developmental Disabilities
Frequency of Verification:
Annually

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:

|Agency —I

Provider Type:

Supported Employment Agency

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
Supported Employment and Day Program Manual
Verification of Provider Qualifications
Entity Responsible for Verification:
Department of Human Services, Division of Developmental Disabilities
Frequency of Verification:
Annually

Appendix C: Participant Services
C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the Medicaid
agency or the operating agency (if applicable).

Service Type:

|Supports for Participant Direction _||

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver includes the
following supports or other supports for participant direction.

Support for Participant Direction:

|Other Supports for Participant Direction 52

Alternate Service Title (if any):
Community Transition Services

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :
€ Service is included in approved waiver. There is no change in service specifications.
€ Service is included in approved waiver. The service specifications have been modified.

@ Service is not included in the approved waiver.

Service Definition (Scope):

Community Transition Services are non-recurring set-up expenses for individuals who are transitioning from an institutional or
another provider-operated living arrangement to a living arrangement in a private residence where the person is directly responsible
for his or her own living expenses. Allowable expenses are those necessary to enable a person to establish a basic household that do
not constitute room and board and may include: (a) security deposits that are required to obtain a lease on an apartment or home; (b)
essential household furnishings and moving expense required to occupy and use a community domicile, including furniture, window
coverings, food preparation items, and bed/bath linens; (c) set-up fees or deposits for utility or service access, including telephone,
electricity, heating and water; (d) services necessary for the individual’s health and safety such as pest eradication and one-time
cleaning prior to occupancy; (e) moving expenses; (f) necessary home accessibility adaptations; and, (g) activities to assess need,
arrange for and procure need resources.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Community Transition Services are furnished only to the extent that they are reasonable and necessary as determined through the
service plan development process clearly identified in the service plan and the person is unable to meet such expense or when the
services cannot be obtained from other sources. Community Transition Services do not include monthly rental or mortgage expense;
food, regular utility charges; and/or household appliances or items that are intended for purely diversional/recreational purposes.
The total cost of this service shall not exceed $10,000.00. Exceptions may be made for issues of health and safety.

Service Delivery Method (check each that applies):

[+ Participant-directed as specified in Appendix E
[+ Provider managed

Specify whether the service may be provided by (check each that applies):
[~ Legally Responsible Person

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency Other Business Entity
Agency Utility Companies

Agency State of New Jersey Vendor

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Community Transition Services

Provider Category:
|Agency ~]

Provider Type:
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Other Business Entity
Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
License, certification, registration, or authorization from the New Jersey Department of Consumer Affairs (NJDCA) or
any other endorsing entity and Liability Insurance.
Verification of Provider Qualifications
Entity Responsible for Verification:
Division of Developmental Disabilities, Office of Housing and Resource Development
Frequency of Verification:
At the time initial services are rendered

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Community Transition Services

Provider Category:
|Agency I
Provider Type:

Utility Companies
Provider Qualifications

License (specify):

Certificate (specify):

Other Standard (specify):
Meets the qualifications of state, county and local municipality.
Verification of Provider Qualifications
Entity Responsible for Verification:
Division of Developmental Disabilities, Office of Housing and Resource Development
Frequency of Verification:
Annually

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Community Transition Services

Provider Category:

IAgency [

Provider Type:

State of New Jersey Vendor

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Contract with the State of New Jersey, Division of Medical Assistance and Health Services and Liability Insurance
Verification of Provider Qualifications

Entity Responsible for Verification:

Division of Developmental Disabilities, Office of Housing and Resource Development

Frequency of Verification:
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Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the Medicaid
agency or the operating agency (if applicable).

Service Type:

|Supports for Participant Direction J

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver includes the
following supports or other supports for participant direction.

Support for Participant Direction:

|Information and Assistance in Support of Participant Direction J

Alternate Service Title (if any):

Support Coordination

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :
€ Service is included in approved waiver. There is no change in service specifications.
€ Service is included in approved waiver. The service specifications have been modified.

@ Service is not included in the approved waiver.

Service Definition (Scope):

Support Coordination is a facilitative process that assists individuals and families through the process of self-direction, currently
known as Self Determination and Real Life Choices, and empowers them to remain in charge of the plan. The SC introduces families
to the ELP process and assist with accessing services and supports.

The SC is responsible for providing information about the range of services and supports offered through the waiver in advance and
during the ELP meeting.

The services include but are not limited to:

« attendance at an orientation session conducted by the Regional Monitor where families learn about the ELP

« making initial contact with the individuals and their families to identify their Support Coordination role

« arranging follow up meetings, both group and individual to continue development of the Service Plan

« assisting families in the ELP process

« working with the individuals and their family and the mentors in identifying outcomes

« ensuring that the Service Plan addresses health and safety issues

« assisting in identifying, through the Qualifying Individuals & Agency Process, services and supports that would achieve the
individual’s stated outcomes and are qualified as providers of waiver services

« assisting families in assuring that services they have identified will really meet outcomes

« presenting need for specialty service to team, if the need to develop a specialized plan for supported employment or housing is
identified by family

« mediating between families and providers to insure that families have been given the supports and services based on identified
outcomes, not based on what program may be available

« assist in using the budget to achieve outcomes

« insure that supports and services identified are in the correct waiver category

« assist and facilitate Learning Communities

« enter all data into the electronic record and send to family for approval

« make revisions to the plan as requested by families participate as a member of team in annual renewal process

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

[+ Participant-directed as specified in Appendix E
[~ Provider managed

Specify whether the service may be provided by (check each that applies):
[~ Legally Responsible Person

file://HACCW%20UNIT\Waiver\Application%20for%201915(¢c)%20HCBS%20Waiver%20NJ 0031 R... 11/14/2008



Application for 1915(c) HCBS Waiver: NJ.0031.R01.00 - Oct 01, 2008 Page 55 of 162

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Agency Agency Support Coordination
Individual Support Coordinator (Individual)

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Support Coordination

Provider Category:

IAgency =

Provider Type:

Agency Support Coordination

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

1. Must be at least 18 years of age.

2. Pass a criminal background check.

3. Have staff which are diverse and include family members of individuals with disabilities as well as racial and ethnic

minorities.

4. Demonstrate that in areas with significant numbers of non-English speaking residents, efforts are made to hire staff

that speaks the language of the participants/families or interpreters, i.e. language line.

5. All staff must be trained in Essential Lifestyle Planning (ELP) and as part of the hiring/probationary process; staff

must be able to demonstrate, through the development of a Service Plan, an acceptable level of comprehension.
Verification of Provider Qualifications

Entity Responsible for Verification:

Department of Human Services (DHS), Division of Developmental Disabilities (DDD)

Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Support Coordination

Provider Category:
[Individual [7]

Provider Type:

Support Coordinator (Individual)

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

1. Must be at least 18 years of age.

2. Pass a criminal background check.

3. Be trained in Essential Lifestyle Planning (ELP) and able to demonstrate, through the development of a Service Plan,
an acceptable level of comprehension.

4. Have the ability to communicate in the individual’s primary language.

5. Pass drug and alcohol screen if required by employer of record.
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6. Completion of any additional training specified by individual.

7. Attend mandatory one-day new hire orientation program if required by the employer of record.
Verification of Provider Qualifications

Entity Responsible for Verification:

Department of Human Services (DHS), Division of Developmental Disabilities (DDD)

Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through the Medicaid
agency or the operating agency (if applicable).

Service Type:
Other Service J
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not specified in
statute.
Service Title:

Assistive Technology Devices

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

€ Service is included in approved waiver. There is no change in service specifications.
€ Service is included in approved waiver. The service specifications have been modified.

@ Service is not included in the approved waiver.

Service Definition (Scope):

Assistive Technology services allows individuals to access community services. The service is comprised of three components:
assessment for the service; loaned use of equipment; and purchase of, modification to, or creation of assistive technology items. The
assessment for the need for service is rendered in the environment in which the individual lives and/or works (e.g., own home, group
home, day habilitation site, etc.) and will be performed by an appropriate professional. The waiver will be used as a funding
mechanism for the assessment only if the assessment is for items not covered under the Medicaid state plan. The use of a lending
“library” of technology devices will be used to test different items prior to purchase, modification or creation.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

An assessment for the need for assistive technology can be performed if the IDT agrees that the need may exist. The lending library
can be used for a total of up to three (3) months in a calendar year period if loaned items cannot be secured from the prospective
equipment dealers. Assistive technology purchases (including the purchase of new equipment, modification costs to new or already
owned equipment, or cost of supplies for created equipment) cannot exceed $11,000 in a rolling three year period in combination with
Environmental/Vehicle Accessibility Adaptations except where issues of health and safety would be compromised. Items covered by
the Medicaid state plan cannot be purchased through this benefit.

Service Delivery Method (check each that applies):

[+ Participant-directed as specified in Appendix E
[+ Provider managed

Specify whether the service may be provided by (check each that applies):
[~ Legally Responsible Person

[~ Relative
[~ Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Individual Rehabilitation Technician
Individual Assistive Technology Specialist
Agency Medicare Provider

Individual Physical Therapist

file://HACCW%20UNIT\Waiver\Application%20for%201915(¢c)%20HCBS%20Waiver%20NJ 0031 R... 11/14/2008



Application for 1915(c) HCBS Waiver: NJ.0031.R01.00 - Oct 01, 2008

Agency State of New Jersey Vendor
Individual Occupational Therapist
Agency Other Business Entity
Agency Medicaid Provider
Individual Speech/Language Pathologist
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C-1/C-3: Provider Specifications for Service

Service Type: Other Service

Service Name: Assistive Technology Devices

Provider Category:
[Individual [7]
Provider Type:

Rehabilitation Technician
Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):
High school graduate or equivalent with a minimum two years experience working with individuals with disabilities. In

addition, experience working with stationary and hand held power tools is required.

Verification of Provider Qualifications
Entity Responsible for Verification:

Department of Human Services (DHS), Division of Developmenta